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Abstract

Background: Colonially imposed jurisdictional boundaries that have little meaning to Indigenous peoples in Canada
may confound tuberculosis (TB) prevention and care activities. This study explores how inter-jurisdictional mobility
and the current accommodation of mobility through policies and programming sustain a regional TB epidemic in
northwestern Saskatchewan, and northeastern Alberta.

Methods: A qualitative instrumental case study was performed using a community based participatory approach.
Semi-structured interviews were conducted with First Nations peoples from a high-incidence community in Canada
including community-based healthcare workers. These interview data are presented in the context of a multi-level
document analysis of TB program guidelines.

Results: The location of the community, and related lack of access to employment, services and care, necessitates
mobility across jurisdictional boundaries. There are currently no formal federal or provincial guidelines in place to
accommodate highly mobile patients and clients within and across provincial TB prevention and care programs. As a
result, locally developed community-based protocols, and related ad-hoc strategies ensure continuity of care.

Conclusion: Indigenous peoples living in remote communities face unique push/pull factors that motivate mobility.
When these motivations exist in communities with increased risk of contagion by communicable infectious diseases
such as TB, public health risks extend into increasingly large areas with competing jurisdictional authority. Such mobil-
ity poses several threats to TB elimination. We have identified a gap in TB services to systematically accommodate
mobility, with specific implications for Indigenous peoples and reconciliation. We recommend clearly defined com-
munication paths and inter-jurisdictional coordination to ensure maintenance of care for mobile populations.
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Introduction SARS-CoV-2) in 2019-21, TB has been the number one

Tuberculosis (TB) is a communicable infectious dis-
ease transmissible by the aerosol route. With the tem-
porary exception of COVID-19 (the disease caused by
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infectious disease killer globally [1]. Despite this distinc-
tion, the rate of disease in high-income countries remains
relatively low. Canada is no exception, where the annual
rate of disease has been steady around 5 per 100,000
population for the last two decades [2]. The burden of
disease, however, is very unequal. Foreign-born persons
from high-incidence countries report the highest number
of total TB patients annually; and, Indigenous peoples,
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a subpopulation comprised of three distinct groups —
First Nations, Métis, and Inuit — experience the highest
annual rate of disease [3]. In 2017, the incidence of TB
among Canadian-born First Nations was 34.2 times that
of Canadian-born non-Indigenous persons [4]. For Indig-
enous peoples of Canada, the roots of this unequal bur-
den of disease stem from the past.

The impact of colonialism, which established and con-
tinues to maintain overcrowded and congregate living in
small communities, lack of economic opportunity, and
lack of healthcare access is contributory to this unequal
burden of disease [5-7]. These conditions have led to
both excess exposures and increased risks for reactiva-
tion that sustain TB in many Indigenous communities. In
addition to a disparate experience of disease by popula-
tion, there are unequal notifications by geography. Across
the Canadian prairies, individual community experi-
ences with the disease range from near or total absence
punctuated by periodic outbreaks, to endemicity [8]. In
the Prairie Province of Saskatchewan, 54% of the inci-
dent TB patients are First Nations, and most live in the
far north zone [9]. Mobility in and out of communities is
likely to occur where access to essential services is scarce.
The coupling of mobility to infectious disease has the
potential to worsen patient outcomes, thereby exacerbat-
ing the health gap between Indigenous and non-Indige-
nous Canadians and to confound TB elimination efforts
overall. In fact, frequent travel has been identified as an
obstacle to obtaining health care and factored into inter-
ruption in TB therapy but is an understudied phenom-
enon [10, 11]. The purpose of this paper is to explore the
possible role of TB programming differences and inter-
jurisdictional mobility in sustaining the high incidence
of TB in Indigenous communities. We use qualitative
interview data and document analysis with a focus on a
cluster of communities in Saskatchewan and the neigh-
bouring Province of Alberta. We discuss the implications
of our findings for the effective delivery of TB prevention
and care services considering these data.

Background

On the Canadian prairies today, TB impacts specific
communities with high incidence, where one or more
determinants such as malnutrition, food insecurity, poor
housing, overcrowding, environmental conditions, and
access to resources and healthcare, may be having an
impact. These determinants can influence TB pathogene-
sis by increasing exposure to active TB and the likelihood
of infection progressing to disease. Insufficient access
to resources and healthcare can lead to lack of diagno-
sis and poor treatment success [12]. Contemporary TB
patient experiences among First Nations have common
themes, such as a struggle accessing basic needs, stigma
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surrounding a TB diagnosis, and social isolation [13-15].
One factor that has received little attention, but which
nonetheless may play a role in the inequitable occur-
rence of TB among Indigenous people in Canada, is the
movement of people through space, an element of human
activity that is understood by geographers as a funda-
mental component of human health.

Mobility and migration, although often used inter-
changeably, are different concepts. Both refer to move-
ment across space, with migration involving a long-term,
often permanent, change in residence or community [16].
Short term mobility is defined as movement out of the
home community for one week or less, while long-term
mobility is an absence for a period longer than one week
and up to one month. Motivations for both migration
and mobility are complex and reflect forces operating at
multiple levels. Some, especially short-term, Indigenous
mobility factors relate to work, education, traditional cer-
emonies, and returning to family [17, 18]. Others, such as
increased urbanization or kinship networks connecting
different communities, could be considered a continua-
tion or extension of traditional mobility patterns [19-21].

Historically, Indigenous peoples living in what is now
Western Canada, were seasonally mobile within their
lands as they pursued traditional economic activities
(e.g. hunting and trapping) but also as they moved to key
intersectional locations where larger groups formed for
social, political, and resource reasons [22]. Alienation
from the land and these vital movements has for some
contributed to ongoing poor health [23]. Jurisdictional
borders that divide reserves from surrounding commu-
nities and provinces from one another often cross tra-
ditional Indigenous routes of travel, and kin networks,
and are thus continually traversed. First Nations people
living on-reserve are under a federal system of health-
care. But the reserves are located within provinces and
territories, each of which has its own healthcare delivery
system — and with respect to TB, its own TB program.
There is no national program per se. When it comes to
TB services on-reserve, the Federal government has
worked out provincial/territorial — unique service deliv-
ery arrangements. In the Province of Saskatchewan, they
support or contract with the Northern Intertribal Health
Authority (NITHA), a transferred organization, to deliver
TB services on-reserve. Service delivery in other com-
munities is solely under the jurisdiction of the provincial
government.

There may be unintended consequences to a high
degree of mobility across a territory divided into multi-
ple jurisdictions. For example, incursion of infectious
agents like Mycobacterium tuberculosis (the organism
that causes TB disease) across communities with highly
mobile residents is cause for concern [24].
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In a 2010 study of inter-jurisdictional transmission of
TB among Canadian-born Indigenous and non-Indig-
enous individuals, Aspler et al. (2010) found the same
strain of M. tuberculosis implicated in cases over an
area of 26,000km? Transmission was believed to have
been facilitated by the high degree of mobility among
the cohort, ever more likely in the presence of a delayed
diagnosis, which despite the presence of symptoms, fre-
quently occurs among Indigenous TB patients on the
Canadian Prairies [14, 25].

The present study sought to explore how interjuris-
dictional mobility and the current accommodation of
mobility through policies and programming may sustain
a regional TB epidemic in Northwestern Saskatchewan
and Northeastern Alberta, Canada.

Methods

We carried out a qualitative instrumental case study
which began in 2018 with completion in 2020 within a
much larger Canadian Institutes for Health Research
(CIHR) funded implementation science study titled,
Implementing the “Patient’s Charter of Tuberculosis Care”
in high incidence Indigenous communities and across
jurisdictional borders (hereafter “Pathways”) [26]. Path-
ways has heretofore been undertaken in four high inci-
dence communities located near the provincial border
between Alberta and Saskatchewan. In all its components
it spans the years 2015- 2024. Community partnership
and collaboration as per the principles of Community-
based participatory research (CBPR) are integral to this
study. Through the Pathways project a TB research com-
mittee of community stakeholders, government person-
nel and academics was formed to provide guidance for
the project and research objectives. This was further
enhanced with two subcommittees, one representing the
two communities in Alberta and another representing the
two communities in Saskatchewan. Community stake-
holders include persons from two Dene First Nations,
many of whom, in addition to being residents, work as
health care providers. Community-research committees
include other advisors, such as Elders, knowledge-keep-
ers, youth, and current/past TB survivors.

The Saskatchewan subcommittee raised concerns
about inter-jurisdictional mobility and a need to under-
stand the functional reality of TB care in border com-
munities. The committee provided feedback on the study
design and was contacted throughout for advice about
iterations to methods and results. The chair of this com-
mittee, who is a collaborator on Pathways is a co-author
of this study article. Ethics approval was granted by the
University of Saskatchewan’s Research Ethics Board
ID 908.
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The specific tools for gathering data included semi-
structured interviews, and an instrumental case study
approach. Semi structured interviews (Additional file 1:
Appendix 2) were undertaken by a graduate student
researcher. They allowed First Nations community par-
ticipants to share their stories openly, reflecting Indig-
enous storytelling research methods [27]. Storytelling
is an important practice in Indigenous cultures and
provides opportunities to express experiences of Indig-
enous peoples. Indigenous ideologies are connected to
community and land, community members chose the
most comfortable location of interviews and often chose
their homes as locations. Indigenous epistemology is
grounded in the interconnectedness of the physical, men-
tal, emotional, and spiritual [28]. With regards to posi-
tionality, the researcher lived in the community for weeks
at a time, participating in community events, gatherings,
and traditional practices to develop a trusting relation-
ship with the community, while learning from individual
members. At the same time, the researcher reflected on
her own positionality by maintaining a journal through-
out the study.

Interviewees included those who self-identified as First
Nations from a reserve community (hereafter, “R”) near
the border between Alberta and Saskatchewan. Other
interviewees included participants from a neighbouring
northern village (hereafter, “C”) to contextualize the close
relationship between R and C. R is located 7 km from C,
and about 37 km from the provincial border (Fig. 2). In
2016, community R and C had populations of 800+ and
2000+, respectively. For persons aged 15 and older and
living in private households, the median income was
$15,328 in community R, $21,043 in community C, and
$38,299 in the Province of Saskatchewan overall. Edu-
cation was limited with only one-third of the persons
15 years of age or older having a high school diploma,
certificate, or degree. The unemployment rate was 44.4%
in community R and 27.6% in community C versus 7.1%
in the province overall. In community R, the focus of the
study, the number of private households that had more
than one person per room was 18.4% versus 1.9% in
Canada overall. According to the National Occupancy
Standard (NOS), 44.7% of the private households (versus
4.9% in Canada overall) in the community were consid-
ered unsuitable; that is the dwelling did not have enough
bedrooms for the size and composition of the household
[29]. Across communities R and C, the incidence of TB
was 148 per 100,000 persons in 2019. Amongst TB con-
tacts that are screened in Community R and C and deter-
mined to have active TB or latent TB infection, treatment
outcomes are known to be suboptimal.

Because TB is stigmatizing and, for Indigenous peo-
ples in Canada, fraught with historical trauma [5, 15, 30],
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inclusion criteria for interviewees was not limited to cur-
rent or recent-past TB patients, but more broadly invited
stories about mobility from anyone in the community
aged > 17 years of age. Data was collected in two phases
that corresponded to our dual objectives. First, we con-
ducted interviews related to motivations for and patterns
of mobility. Second, we examined the response by TB
services to the phenomenon with a document analysis
of national and provincial guidelines, and by conducting
interviews with healthcare workers for further detail. As
above, several healthcare providers were also members of
the community (see Table 1).

We used two recruitment strategies to solicit par-
ticipant interest in our interviews. First, we employed
snowball sampling to recruit interviewees from the com-
munity. Inclusion criteria were residence in either com-
munity R or C, and a minimum age of 18 years at the
time of interview. While community R is the focus of this
study, recruitment and inclusion criteria was extended to
C due to its proximity and members of R often referring
to C. Interviews took place in person at the location of
the participants’ choosing. Second, we employed purpo-
sive sampling to recruit healthcare workers to interview.
This was done by directly contacting staff from the TB
prevention and Care programs of both Saskatchewan and
Alberta. Healthcare workers directly involved with TB
care in R and C were approached for interviews includ-
ing three medical officers of health, four TB workers, and
NITHA staff. Of the total of 16 that were approached, 10

Table 1 Outline of participants
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participated. Interviews with healthcare workers were
performed by both telephones, and in person. In total, we
recruited 19 unique interviewees and conducted 22 semi-
structured interviews (see Table 1). Three interviewees
responded to both types of interviews (community and
healthcare worker). Healthcare providers were recruited
from two the communities, the Northern Inter-tribal
Health Authority in Saskatchewan, and the provincial TB
programs in both provinces.

All interviewees were provided an opportunity to
review their transcripts for accuracy, ensuring robustness
through fidelity. We used NVivo 12 (QSR International)
for data coding and analysis. We used thematic analysis,
which creates initial codes from the available background
information that are revised in an iterative fashion by
re-reading transcripts [31]. With respect to questions of
mobility, we relied on inductive thematic saturation to
organize our data. Through the first few read-throughs
of the transcripts, codes were created based on recur-
ring words and themes. We defined thematic saturation
as the point when there were no new themes identified
from interviews data. In other words, saturation was
achieved when motivations and destinations of mobility
were repeated [32]. Resulting codes were categorized into
overarching emerging themes. Through the exploration
of mobility patterns, the major overarching themes were
destinations, motivations, seasonal patterns, and lengths
of stays. In our complimentary second component, we
performed document analysis on current TB guidelines

Interviewee ID Type of participant Location Jurisdiction

Community member 1 First Nation Community member R

Community member 2 First Nation Community member R

Community member 3 First Nation Community member R

Community member 4 First Nation Community member R

Community member 5 First Nation Community member R

Community member 6 First Nation Community member R

Community member 7 First Nation Community member R

Community member 8 First Nation Community member R

Community member 9 First Nations Community member C

Community/health worker 1 First Nation Community member/health worker R Federal, Saskatchewan on-reserve
Community/health worker 2 First Nation Community member/health worker R Federal, Saskatchewan on-reserve
Community/health worker 3 First Nation Community member/health worker R Federal, Saskatchewan on-reserve
Physician 1 Saskatchewan Provincial, Saskatchewan
Physician 2 Saskatchewan Federal, Saskatchewan on-reserve
Physician 3 Saskatchewan Provincial, off-reserve, Saskatchewan
TB Program Coordinator Alberta Provincial, Alberta

TB Nurse 1 Métis, Neighboring Community member C Provincial, off-reserve

TB Nurse 2 First Nation health worker (lives in R as needed) R Federal, on-reserve, Saskatchewan
TB Nurse 3 First Nation health worker R Federal, on-reserve, Saskatchewan
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at provincial (Alberta and Saskatchewan), and at national
and global levels (see Additional file 1: Appendix 1 for full
list). We also applied thematic analysis to these data. In
the second component, data were organized by differ-
ences and similarities between provinces, current inter-
jurisdictional TB policies and the impact of mobility on
TB programming. Findings from both analytic com-
ponents were shared with the Saskatchewan Pathways
subcommittee in the community for feedback, and no
changes were requested.

Results

Overview of TB prevention and care programming

in Alberta and Saskatchewan

Although national standards underwrite all provincial TB
prevention and care activity in Canada (see the then cur-
rent 7™ Edition of the Canadian TB Standards, 2014), it is
up to each of the 13 provinces and 3 territories in Canada
to decide how services are delivered. In Saskatchewan
and Alberta there were notable similarities and differ-
ences in program delivery.

It emerged that TB programming in the two prov-
inces was organized differently. In Alberta, there is one
program delivered out of three public health TB clin-
ics, one free standing outpatient clinic in each of the
two major cities and a third virtual clinic serving all of
rural Alberta, including all reserve communities. They
operate within a single province wide health authority
(Alberta Health Services). At the time the virtual clinic
had a contractual arrangement with the First Nations
and Inuit Health Branch of Health Canada to provide TB
services on-reserve [33, 34], see Fig. la. Saskatchewan
also has a single Saskatchewan Health Authority, under
which TB Prevention and Care Saskatchewan operates to
deliver care province-wide. According to health worker
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interviews from Saskatchewan (see below), there are
three TB program zones, each of which is led by a pub-
lic health nurse. The TB Program Worker Handbook [35]
specifies these as the central TB program, the NITHA TB
program, and the South TB program (Fig. 1b). NITHA
has a contractual arrangement with the First Nations and
Inuit Health Branch of Health Canada, Saskatchewan
Region, with a mandate to coordinate and provide care
for all northern First Nations. According to health worker
interviews, NITHA is a third level organization that pro-
vides first level support for TB in northern Saskatchewan
reserves. These supports include assistance with contact
investigations, TB training for TB workers and new com-
munity health nurses, and data collection. No compara-
ble organization exists in Alberta. Mobile patients in the
region must navigate this jurisdictional quagmire out of
necessity.

Until October 26" 2020, “Saskatchewan used a com-
bination of mobile and telehealth methods....there’s no
set amount of clinics per year per month or anything,
it’s based on needs, on average we were doing them once
a month” [TB Nurse 1, Saskatchewan C]. These mobile
clinics travelled to C from the major city of Saskatoon.
They served Community C as well as neighbouring com-
munities, including R. Recently these travelling clinics
were abandoned in favour of a virtual clinic model simi-
lar to that in Alberta [36].

The active treatment procedure is described in the
national recommendations, which are standardized and
unambiguous and this came across in both the health
worker interviews and both Alberta and Saskatchewan
provincial TB documents. According to the national
standards, once active TB is confirmed the treatment
is in two phases, an initial intensive phase which usu-
ally lasts two months and a continuation phase which

Alberta Health PHO (legislation)
a AH/AHS Communicable Disease
Control Committee
Provincial Laboratory for Public
Health
Federal Ministries: T8 Program Evaluation & Research Unit
PHAC, CIC, FNIHB (Department of Medicine and Department of
Public Health Sciences, University of Alberta)
ST Provincial TB Clinic Fremre
1 Clinic T8 Control Committee of Clinic )
i Alberta |
i T8 Registry 1
i Central Drug Depot 1
1 AHS T8 Prevention & Care AHS |
i Manual of AB 1
1 Biennial TB Symposium 1
|
1
_____________ S
[ f [ i
I ] ] a
0 Calgary Health 1 | *Rural Health Centres ! | Edmonton Health 11
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usually lasts four months. Multiple drugs are adminis-
tered in each phase. According to healthcare workers
from both Alberta and Saskatchewan, the duration can
range from six months up to 18 months. The length of
time of treatment varies according to risk factors, patient
compliance, and other life and environmental factors.
“...if they can take their doses all the time and they're
diligent with it takes them 6 months or I've had [a] cli-
ent go up to 18 months because they’re missing so many
doses.” [TB nurse 1, Saskatchewan C]. Directly observed
therapy (DOT) is provide to all patients in both prov-
inces. Healthcare workers in Alberta and Saskatchewan
described DOT as an opportunity to build trusting rela-
tionships with their patients and create a positive experi-
ence. TB workers performing DOT supervision act as a
point of support while simultaneously promoting treat-
ment adherence. Under exceptional circumstances, med-
ication for the cure of active TB disease in Alberta and
Saskatchewan may be self-administered.

In Sect. 60 of TB Prevention and Control Saskatchewan
Clinical Policies and Procedures [37] home isolation is
commonly recommended during the infectious period
rather than isolation in a treatment facility. The alterna-
tive to home isolation is isolation in a hospital, often at
a great distance from the patient’s home. Hospital isola-
tion may be necessary to manage severe or highly infec-
tious forms of disease, complications of the disease, drug
intolerance or reactions. Hospitalization for purposes of
respiratory isolation was more common in Alberta than
Saskatchewan.

In both provinces contact investigations are routinely
performed for all pulmonary cases. In addition to the
names of individual close, particularly household, con-
tacts, these investigations include gathering informa-
tion on places of residence, work, and recreation, as well
as the timing and duration of exposures. Contacts are
grouped into high priority, medium priority, and low pri-
ority based on their risk of being infected and progress-
ing to active disease. It is often difficult to determine
the exact period of infectiousness of the index case, but
generally it is recommended to consider starting contact
investigations from three months before the onset of res-
piratory symptoms. During interviews, the complexities
and substantial resources required for contact investiga-
tions were emphasized.

Yes it can be quite huge, which spills over usually
from the province (off-reserve community) on to
reserve so you get fewer contacts, and you can go up
to 100 or 150 people on a contact trace...... they have
to all be notified that at some point ... that they've all
been in contact of an active case of TB [TB nurse 2 in
R, dual community/health care provider interviewee]
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A notable programmatic difference between Alberta
and Saskatchewan exists in the provision of preventative
therapy for latent TB infection. In Alberta, preventative
therapy is offered to all age groups and is the standard of
care [38]. In Saskatchewan, however, only children under
the age of 15 are prescribed preventative treatment, with
individuals over the age of 15 considered eligible on an
individual basis [39]. More recently, the Saskatchewan
Health Authority in partnership with the Northern Inter-
Tribal Health Authority, implemented a community
mobilization initiative to expand TB preventative treat-
ment for all age groups in communities R and C.

These typical features of TB programs are aimed at
achieving TB elimination. TB elimination depends on
employing, in equal measure, a two-pronged approach to
management: 1) prevent disease among those infected,
and 2) interrupt transmission of the organism among
those with active infectious disease [3, 38]. Yet, each
previously described step may be challenged by per-
sons moving in and out of reach as a function of their
mobility. The impact of mobility on the delivery of TB
services, as witnessed by both patients and providers, is
underreported.

Role of mobility in a First Nation community

Interviews with community members and community
healthcare workers revealed that mobility in and out of
smaller northern communities is a necessity and a norm.
Mobility was identified as very common and essential by
both Alberta and Saskatchewan healthcare workers.

...community of R doesn’t have a lot of recreational
activities ...there’s limited resources, lack of educa-
tion, family, and overcrowding [dual community
member/healthcare provider interviewee 2]

Some people never feel sick enough to stop (i.e mobil-
ity and travel) or really change their behavior (i.e
mobility and travel out of community) other than
that maybe they have a nagging cough they can’t
get rid of, so that’s what causes them to present not
necessarily, like they can’t do their work or play like
normal or it may be slowing them down but not as
readily, it kind of varies. [TB Program Coordinator,
Alberta]

Community members travel between different jurisdic-
tions from on-reserve to off-reserve and between prov-
inces. Within the overarching theme of motivations for
mobility, it is categorized to stick, push, and pull factors
[19] as shown in Table 2. According to community inter-
views, R is geographically isolated, so mobility is required
to address local food security, for entertainment, main-
taining kinship, medical care, employment opportunities
and educational opportunities (Table 2).
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Definitely shopping because it’s so expensive in the
north...... their prices are crazy and they often have
sales but it’s not the same, it’s not a nice sale from
Superstore [A grocery store found in larger commu-
nities]. Fort McMurray in the wintertime is 2 hours
away or less because the local ... people use that win-
ter road. [dual community member/healthcare pro-
vider interviewee 1]

In addition, land-based activities such as hunting and
trapping, and participating in an annual pilgrimage
require mobility out of R. Every year in July I go there for
they have a pilgrimage in July. It'’s the third week in July.
For the last 27 years I've been going there. [Community
member (R) 1].

Throughout all the interviews, mobility as a necessity for
healthcare access was emphasized. Interviewees identified
mental health support, specialist support, hospitals, and
dental care as needs for mobility out of the community.
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Well I have doctor’s appointment, when I have
doctor’s appointment in PA, Saskatoon, Meadow
[Meadow Lake], Battleford [North Battleford]......
Lately I'm going to PA, every 3 years I go to PA,
1 go up there for counselling [Community member

(R) 1]

Common destinations out of R were both inter and
intra provincial and both on-reserve (federal), and
off-reserve (provincial) (Fig. 2). Moreover, season-
ality exerted an influence on mobility of people in
the region. For example, mobility out of R to Alberta
increased in the winter months with the opening of
winter roads that significantly decrease travel time.
Interestingly, interviewees from R did not consider C,
the neighbouring village, to be a destination but instead
a part of their daily life. However, for purposes of TB
control, C operates within a separate jurisdiction of
care (the province in C, Northern Inter-Tribal Health
Authority in R).

Table 2 Motivations for mobility out of study community. Push factors (reasons for leaving the community), Stick factors (reasons for
staying in or coming back to community) and Pull factors (attractants of destinations)

Subthemes for motivations

Quotes from the community

Stick Factors (reasons for staying in or coming Home

back to community) Family
Traditional activities
Culture
Language

Push Factors (Reasons for leaving the community) Lack of resources

Poor access to essentials

Cabin Fever

Low socioeconomic status

Lack of education opportunities
Housing availability and conditions
Lack of employment opportunities

Family
Stigma

Pull factors (attractants to destinations) Healthcare

Employment opportunities

Traditional activities
Affordable groceries
Entertainment

Education opportunities

Shopping
Family and friends

“Right here in C and R both | consider home, I've grown up
here all my life, so | consider it all home, this land” [Commu-
nity member 1]

“My home is where | belong with my family and grandkids.”
[Community member 9]

“....I'm able to come home and freely speak my language and
where | can have access, when I'm home | have access to my
traditional food and | have access to my language and my cul-
ture, where | can practice my culture” [Community member 6]

“for groceries and stuff, prices are so high in town. So travel-
ling is big”' [Community member 3]

“essentially everything is out there, there’s very little to do
here” [Community member 3]

“... because food is expensive here, and | will want to travel
if I have a bit of money then | will get out of town just to

get more stuff, for what | get here | get double out of town!
[Community member 4]

“...community of R doesn't have a lot of recreational activities
...there’s limited resources, lack of education, family and
overcrowding’ [Community/Health worker 2]

“Travel plays a huge huge role in my life, because we are so
far up north and we have to travel for medical care, we have
to travel for supplies and basically those are the two reasons
we travel and just to get supplies and for medical care! [Com-
munity member 6]

“Well | have doctor’s appointment, when | have doctor’s
appointment in PA, Saskatoon, Meadow [Meadow Lake], Bat-
tleford [North Battleford]...... Lately I'm going to PA [Prince
Albert], every 3 years | go to PA, | go up there for counselling”
[Community member 1]

“We have to travel for medical care, we have to travel for sup-
plies”" [Community member 3]

“Every year in July | go there for they have a pilgrimage in July.
It's the third week in July. For the last 27 years I've been going
there! [Community member 5]
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TB care and mobility

Several interviewed community members spoke of
the TB experience in the community. The connection
between history and contemporary TB was evident in the
stories members shared.

It’s interesting you said TB because my aunt years
and years ago went to one of those institutions for
sanitoriums and she was there for many years, my
grandmother and she was finally released but she
had told me many horror stories. [Community
member 2]

....it’s a disease that’s plagued our communities for
so long for like so many years and yet it’s kind of like
even though we suffer the consequences of TB you
know the government doesn’t take it as seriously and
is not implementing enough measures to make sure
that you know that our First Nations communities
are safe and are healthy.... And having said that 1
just feel, when I hear the word TB it’s a really threat-
ening subject for me, a real threatening topic. [Com-
munity member 6]

The contemporary TB experience is coloured by his-
tory and colonialism. There were similarities between the
reasons cited for the high incidence of TB in the commu-
nity (R) and the reasons cited for mobility, such as access
to resources and lack of housing. “TB is in the community
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because there’s limited resources, lack of education, family
and overcrowding, and most important for elimination is
education” [Community/health worker 3]. Many spoke of
needing to travel for healthcare and having appointments
in several different communities across SK. “Travel to
me is majority like medical travels usually in Saskatoon”
[Community member 2]. Others spoke of the realities of
trying to access medical care from R.

...I've been trying to see a doctor for the last 3
months. Because you've got to phone from 9 oclock
in the morning. For the last 3 months I phoned...I
want to see the doctor like today not in July or May,
I've been sick for a while, I don’t want to go up to the
hospital (in the city). [Community member 1]

Traveling for medical care includes urban cent-
ers located four to six hours away from community R,
including for dental, counselling, hospital, and other
medical purposes. Mobility out of the community is a
necessity for access to healthcare but may also act as a
disruptor of care as identified by health workers.

Mobility across jurisdictions was identified by health-
care workers as a major disruptor of contact investi-
gations — a cornerstone of TB programming. Contact
investigations were especially resource intensive and
operationally challenging if contacts were identified in
multiple locations.

ALBERTA
Province
North
Zone Off-reserve

Community

Reserve
Community

/V

FNIHB

AB

Fig. 2 Jurisdictional boundaries and mobility patterns between communities
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Province
‘/”’ Far
Village (C) North
Zone

Reserve
Community

(R)

vﬁ\ NITHA
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So if we have somebody [home destination is in R]
working in Alberta or just coming back and forth
between family...I would gather their information as
much information from the index case as I can.....
And then I send that off to TB control (Saskatche-
wan) and then TB control would contact Alberta TB
services [TB Nurse 1 in C|

Once information reaches TB services in Alberta, work
gets underway to find and assess all local contacts of the
patient with TB. This requires back and forth communication
between provinces. The difficulty with performing contact
investigations was shared by multiple healthcare workers.

We try our best, some people do end up falling
through cracks still because it's just it can get quite
complicated. Especially if someone is taking off to
Alberta and then we finally realize a week or two
later where they are. And we get phone numbers and
so it can get quite complicated and difficult to deal
with. [dual community member/healthcare provider
interviewee 2]

The success of contact investigations is a function of
the timely completion of each step in the cascade of care.
Timeliness might be difficult to achieve across jurisdictions.
Interviewees indicated that a lack of direction in this regard
in both provincial and national guidelines has resulted in
ad-hoc mechanisms for ensuring continuity of care.

The extension of responsibility was especially evident in
the provision of DOT, whether it be for active TB or latent
infection. Interviews with healthcare workers indicated
that DOT care is provided to the patient with flexibility.
As such, if a patient on treatment is mobile, healthcare
workers attempt to make DOT available to them wherever
they are located. Providers of DOT to patients in remote
locations are, in this regard, at a great disadvantage. Inter-
views with healthcare workers not infrequently men-
tioned driving 50 km or more to provide DOT to patients
who had traveled or who reside at a distance. Though
there are no standard operating procedures in place, it
is common for healthcare workers in the neighbouring
communities of R and C to work closely with one another
to support patients on DOT. Healthcare workers in C and
R extend their jurisdictions to facilitate patients’ needs as
well as to provide services to nearby communities.

I think we just kind of adopted that same mindset
that we continue to go out there whenever services,
or, you know, like TB meds needs to be given, wher-
ever the person is. Doesn’t matter if they'’re here or in
[other nearby communities] [TB nurse 1, C]

The ad-hoc process identified by Saskatchewan health-
care workers for intra-provincial mobility differs from
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mechanisms that support mobile patients across provin-
cial borders.

Even say for instance this guy here that we were sup-
posed to be seeing in (Anonymous community) so
every year he goes to work (Anonymous seasonal
workplace) in Alberta and he’s supposed to be leav-
ing today...... I will call TB control Saskatchewan
and let them know, you know this is the plan they
tell us, and we known for about 2 weeks now that
he’s leaving. Then they will touch base with TB con-
trol in Alberta and make arrangements for his med
delivery and follow ups need to be done. [TB nurse 1]

Interviews elucidated the entire process as such: com-
munity-based health care workers contact Provincial TB
prevention and care in Saskatchewan, who in turn notify
Provincial TB prevention and care in Alberta. There is a
form that is completed to refer mobile patients between
programs. The responsibility for the completion and
forwarding of the form is by an individual in the provin-
cial program rather than by healthcare workers directly
involved in TB care. However, community-based health-
care workers indicated they were wholly unaware of the
existence of these referral forms during interviews, in
part perhaps because of turnover of staff. There may also
be direct communication between nurses or other front-
line workers in the destination community and R. How-
ever, these lines of communication were not always clear.

Healthcare workers identified several recommendations
for improving communication and coordination between
jurisdictions. One physician noted: “As you know some
communities are fly-in only, but most importantly what I
think should be happening more effectively is a coordina-
tion between these two provinces” [Physician 2, Saskatch-
ewan]. Similarly, another physician identified the need for
an approach that works beyond the local, and specifically
cited the need to consider them within larger systems.

...the situation when you deal with population
health you need to have intersectoral collaboration
at different levels.....just want to acknowledge the
importance of knowing small geographies....In this
kind of whatever geographical system, they need to
be more focussed on the community level and at an
individual community criteria. [Physician 3, Sas-
katchewan]

Health Canada’s Strategy against TB for First Nations
on-Reserve [40] posits the crucial need to “identify chal-
lenges and implement corrective actions as necessary
for treatment interruptions and failures, patient mobil-
ity and seamlessness of services, disease relapse and
drug resistance” Community participants have identi-
fied mobility as a necessity and a challenge for receiving
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proper healthcare. Currently, much of the responsibility
of reaching proper care is the responsibility of commu-
nity members. Moreover, the aforementioned strategy
recommends standardized reporting across jurisdictions,
but this has not yet been realized. In 2011 an ad-hoc
interprovincial TB Working group (prairies) was estab-
lished to share information about programmatic chal-
lenges, including mobile patients and to collaborate on
interventions [41]. Later, this group expanded to become
the Canadian TB Elimination Network technical group.
It now includes programmatic leaders from all provinces
and territories. The existence of these groups and their
relationship to delivery of services appeared unknown to
healthcare workers interviewed in this study. For exam-
ple, many of these interviewees called for partnerships
and programming through consideration of local epi-
demiology, though in principle the aforementioned net-
works fulfill these roles. One significant issue identified
by a physician in Saskatchewan is the lack of capacity
currently available for creating new policy:

....the demand for policy and implementation is sort
of well in excess of our capacity. So we have to prior-
itize, and therefore if something is generally working
well and it doesn’t have a policy, it gets a lower pri-
ority because then we're focused on the policies that
aren’t working well. [Physician 1, Saskatchewan]

Physicians, nurses, and TB workers continue to call
for improved jurisdictional collaboration and policies to
address mobility and the disconnection between the mul-
tiple jurisdictions in the prairies and nationally. However,
to date, this study has not found specific policies and pro-
gramming to address these calls. Beyond this community
members call for an increase in education to tackle TB.
“there’s not enough education for our children, there’s not
enough healthcare present” [Community member 6].

Discussion

This study is exploratory in nature. It has identified juris-
dictional differences in TB programming, high mobility
and poor communication as having the potential to ham-
per TB elimination efforts. Keeping in mind the current
procedures being followed in communities, healthcare
workers are taxed to maintain continuity of care despite a
lack of supportive guidelines. We have, for example, iden-
tified that healthcare workers from northern communi-
ties such as R and C extend their jurisdictions informally.
In addition, mobility further influences timing and loca-
tion of transmission. People with infectious TB whose
diagnosis was delayed may have extensive networks of
contacts across jurisdictions creating more resource
intensive and complex contact tracing activities. Contact
investigations are an iterative process [3], that require
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several healthcare professionals and support staff, and
many hours of work. The chances of missing contacts of
an individual with TB increases with the involvement of
multiple jurisdictions especially when coupled with poor
lines of communication. Accordingly, reservoirs of infec-
tion may become both wider and deeper.

In such contexts of high mobility and jurisdictional
morass it is recommended that formal and ongoing com-
munications links be established, and progress moni-
tored. The document analysis and interviews suggest that
patient care and TB elimination goals would be served
by having programs build on good practices and existing
tools and work collaboratively towards removing legal,
financial and social barriers to early diagnosis, full treat-
ment and continuity of care across borders. The general
principles of cross-border collaboration and continuity
of care have been set out by Dara et al. in the context of
global migration [42].

The United Nations Declaration on the Rights of Indig-
enous Peoples (UNDRIP) Article 24.2 states the follow-
ing, “Indigenous individuals have an equal right to the
enjoyment of the highest attainable standard of physical
and mental health. States shall take the necessary steps
with a view to achieving progressively the full realization
of this right” [43].

Both our federal and provincial government systems
have a responsibility to province health services to reach
mental and physical health for Indigenous peoples of
Canada. The Truth and Reconciliation Commission of
Canada (2015) call to action #20 reminds us of the Fed-
eral government’s responsibility to address jurisdictional
disputes arising from provision of care for Indigenous
peoples in Canada.

As this study illustrates, the lives of Indigenous peo-
ples, both on and off-reserve, are closely connected, and
experienced across multiple jurisdictions of care. TB, a
primarily respiratory affliction that transmits in the air
we share, represents the perfect case study to underscore
the confounding nature of complex jurisdictional interac-
tions in health care services [8, 40].

There are several limitations to this study. Firstly, due
to ethical concerns and to maintain anonymity of TB
patients, the community interviews focused on mobility
of the entire population rather than on the mobility of
individual patients, specifically. As a result, the findings
from this case study provide a general picture of mobil-
ity and high-level overview of TB services in the com-
munities of R and C. No community member with active
TB chose to participate, though several of those who did
participate had family histories of TB and patient per-
spectives had been sought in an earlier qualitative study
that included communities R and C [13-15]. While the
community specific details may not be generalizable, the
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major themes and concepts identified are transferable.
Secondly, we relied on snowball sampling, and are likely
to have recruited an “information rich” but non-repre-
sentative cohort of interviewees from the community.
Notwithstanding these limitations, this study provides
critically important insight into realities of providing TB
services, and the needs of border communities that are
geographically isolated from major urban centres.

We pose this reflection on the jurisdictional challenges
that arise in a federated healthcare system and its fragil-
ity in the face of a communicable infectious disease that
is historically fraught and weighted with stigma [42].
Strengths of our study include the use of semi-structured
interviews to facilitate storytelling, and the use of an iter-
ative and collaborative review during the interpretation
of data, methods aimed at grounding the findings in an
Indigenous epistemology.

Conclusion

The lack of a prescribed path of communication within
national and provincial guidelines and the current
ad-hoc coordination of TB stakeholders/providers points
to a need for standardized operation procedures centred
on the issue of mobility. The current system functions
because of healthcare professionals in Northern
communities working beyond their requirements to
provide care to an underserved population. To improve
current programming, the needs of the healthcare
professionals and members in Northern communities
need to be heard and considered. Current cross-border
programming in World Health Organization European
regions and frameworks may provide guidelines on
better managing cross-border collaboration. Future
research should expand on the findings of this study to
explore Indigenous based, community-led research on
TB prevention and care programming that improves
support and services for Northern communities.

Abbreviations

C: Neighbouring northern village; CIHR: Canadian Institutes for Health
Research; DOT: Directly-observed therapy; R: Reserve community; TB: Tubercu-
losis; UNDRIP: United Nations Declaration on the Rights of Indigenous Peoples.

Supplementary Information

The online version contains supplementary material available at https://doi.
0rg/10.1186/512889-022-14756-8.

[ Additional file 1. }

Acknowledgements

The author received funding support from the University of Saskatchewan
through a Saskatchewan Health Research Foundation grant and through the
affiliated “Pathways for Health Equity for Indigenous Peoples” project funded
under the Canadian Institute of Health Research fund. A heartfelt thank you to

Page 11 of 12

the hard working and resilient community members and healthcare workers
that shared their stories with me. A special thank you to Cindy Piche, Sherry
Clarke, and many others for the continued support throughout the study.

Authors’ contributions

PH and AH conceived the study. PH was responsible for graduate student and
study supervision. AH collected, analyzed and interpreted the data collected
during the research. RL, CH, PH, SA facilitated in study design, guidance, and
creation of necessary connections in communities for the study. RL and CH
assisted in interpreting the data. SC was the main contact in community

and assisted in engaging participants and data collection. All authors were
instrumental in the writing and editing the manuscript. All authors read and
approved the final manuscript.

Funding

The specific study is funded by Saskatchewan Health Research Foundation
(SHRF) grant ID 3943, the Umbrella project in which this study falls under is
under the Canadian Institute of Health Research Grant.

Availability of data and materials
The datasets used and/or analysed during the current study are available from
the corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate

Ethics approval was granted by the University of Saskatchewan's Research
Ethics Board ID 908. All research was performed in accordance with the Hel-
sinki declaration and its later amendments or comparable ethical standards.
Informed consent was obtained from all individual participants included in
the study.

Consent for publication
Not applicable.

Competing interests
The authors have no conflicts of interest to declare.

Author details

'University of Saskatchewan, Kirk Hall Building, 117 Science Place, Saskatoon,
SK S7N 5C8, Canada. “Department of Medicine, University of Alberta, 8333A
ABC Aberhart Centre, 11402 University Avenue, Edmonton, ABT6G 2J3,
Canada. 3University of Alberta, 8326 ABC Aberhart Centre, 11402 University
Avenue, Edmonton, AB T6G 2J3, Canada. *Health Sciences Building, University
of Saskatchewan, 104 Clinic Place, Saskatoon, SK S7N 274, Canada. °La Loche
Community Health Centre, Dene Rd, La Loche, SK SOM 1G0, Canada.

Received: 3 June 2022 Accepted: 28 November 2022
Published online: 14 December 2022

References

1. Hogan A, Jewell B, Sherrard-Smith E, Vesga J, Watson O, Whittaker C,
Hamlet A, Smith J, Ainslie K, Baguelin M, Bhatt S, Boonyasiri A, Brazeau
N, Cattarino L, Charles G, Cooper L, Coupland H, Cuomo-Dannenburg G,
Dighe A, Hallett T. (2020). Report 19: The potential impact of the COVID-
19 epidemic on HIV, TB and malaria in low- and middle-income countries.
Imperial College London. https://doi.org/10.25561/78670

2. Vachon J, Gallant V, Siu W. Tuberculosis in Canada, 2016. Can Commun Dis
Rep. 2018;44(3-4):75-81. https://doi.org/10.14745/ccdrv44i34a01.

3. Canadian Lung Association, Canadian Thoracic Society, Public Health
Agency of Canada, & Centre for Communicable Diseases and Infection
Control (Canada). (2014). Canadian tuberculosis standards.

4. LaFreniere M, Hussain H, He N, McGuire M. Tuberculosis in Canada: 2017.Can
Commun Dis Rep. 2019:45(2/3):68-74. https//doi.org/10.14745/ccdrvA45i23a04.

5. Hackett P From past to present: Understanding First Nations health pat-
terns in a historical context. Can J Public Health. 2005,96(Suppl 1):517-21.

6. Truth and Reconciliation Commission of Canada. (2015). Truth and
Reconciliation Commission of Canada: Calls to Action. https://ehprn


https://doi.org/10.1186/s12889-022-14756-8
https://doi.org/10.1186/s12889-022-14756-8
https://doi.org/10.25561/78670
https://doi.org/10.14745/ccdr.v44i34a01
https://doi.org/10.14745/ccdr.v45i23a04
https://ehprnh2mwo3.exactdn.com/wp-content/uploads/2021/01/Calls_to_Action_English2.pdf

Heendeniya Vidanaral et al. BMC Public Health (2022) 22:2343

20.

21

22.

23.

24.

25.

h2mwo3.exactdn.com/wp-content/uploads/2021/01/Calls_to_Action_
English2.pdf

Wherrett GJ. (1977). The miracle of the empty beds: A history of tubercu-
losis in Canada. Toronto, University of Toronto Press

Long R, HoeppnerV, Orr P, Ainslie M, King M, Abonyi S, Mayan M,
Kunimoto D, Langlois-Klassen D, Heffernan C, Lau A, Menzies D. Marked
disparity in the epidemiology of tuberculosis among Aboriginal peoples
on the Canadian prairies: The challenges and opportunities. Can Respir J.
2013;20(4):223-30. https://doi.org/10.1155/2013/429496.

Public Health Agency of Canada. (2016). Tuberculosis in Canada 2014—
Pre-release. Ottawa, Minister of Public Works and Government Services
Canada

Cummings KC, Mohle-Boetani J, Royce SE, Chin DP. Movement of tuber-
culosis patients and the failure to complete antituberculosis treatment.
Am J Respir Crit Care Med. 1998;157(4):1249-52. https://doi.org/10.1164/
ajrccm.157.4.9708058.

. Rhoades DA, Manson SM, Noonan C, Buchwald D. Characteristics associ-

ated with reservation travel among urban native American outpatients.

J Health Care Poor Underserved. 2005;16(3):464-74. https://doi.org/10.
1353/hpu.2005.0059.

Hargreaves JR, Boccia D, Evans CA, Adato M, Petticrew M, Porter JDH. The
social determinants of tuberculosis: from evidence to action. Am J Public
Health. 2011;101(4):654-62. https://doi.org/10.2105/AJPH.2010.199505.
McMullin K, Abonyi S, Mayan M, Orr P, Lopez-Hille C, King M, Boffa J, Long
R. Old Keyam — A Framework for Examining Disproportionate Experience
of Tuberculosis Among Aboriginal Peoples of the Canadian Prairies. Int
JIndigenous Health. 2013;9(1):30. https://doi.org/10.18357/ijih912012
12392.

Abonyi S, Mayan M, Boffa J, Lopez C, McMullin K, Heffernan C, Hoeppner
V, King M, Orr P, Long R.“Finally when | started falling down”: Indigenous
tuberculosis patient experiences of health and iliness on the Canadian
prairies. Int J Indigenous Health. 2017;12(1):3. https://doi.org/10.18357/
ijin112201716900.

Mayan M, Gokiert R, Robinson T, Tremblay M, Abonyi S, Morley K, Long R.
Community Setting as a Determinant of Health for Indigenous Peoples
Living in the Prairie Provinces of Canada: High Rates and Advanced Pres-
entations of Tuberculosis. Int Indigenous Policy J. 2019;10(2):1-21. https://
doi.org/10.18584/iipj.2019.10.2.5.

Amorevieta-Gentil M, Bourbeau R, Robitaille N. (2016). The Dynamics of
First Nations Migration Shaped by Socio-Economic Inequalities. Popula-
tion Change and Lifecourse Strategic Knowledge Cluster Research/Policy
Brief: https://irlib.uwo.ca/pclc_rpb/vol1/iss7/2

Memmott, P. & Australian Housing and Urban Research Institute. (2004).
Between places: Indigenous mobility in remote and rural Australia.
Australian Housing and Urban Research Institute. http://www.ahuri.edu.
au/global/docs/doc739.pdf?CFID=197235&CFTOKEN=82251763

Taylor J, Bell M. (Eds.). (2004). Population mobility and indigenous peoples
in Australasia and North America. London, Routledge

Clatworthy S, Norris MJ. Aboriginal Mobility and Migration: Trends, Recent
Patterns, and Implications: 1971-2001. Aboriginal Policy Res Consort Int.
2007;4:207-34 (https://irlib.uwo.ca/aprci/103).

Cooke M, BéLanger D. Migration Theories and First Nations Mobility:
Towards a Systems Perspective. Canadian Review of Sociology/Revue
Canadienne de Sociologie. 2006;43(2):141-64. https://doi.org/10.1111/j.
1755-618X.2006.tb02217 X.

Snyder M, Wilson K. Urban Aboriginal mobility in Canada: Examining the
association with health care utilization. Soc Sci Med. 2012;75(12):2420-4.
https://doi.org/10.1016/j.s0cscimed.2012.09.020.

Ray AJ. (1998). Indians in the Fur Trade. University of Toronto Press; JSTOR.
https://doi.org/10.3138/j.ctt1287w22

Greenwood M, De Leeuw S, Lindsay NM, Reading C. (Eds.). (2015).
Determinants of indigenous peoples’health in Canada: Beyond the
social. Toronto, Canadian Scholars'Press

Centers for Disease Control and Prevention. (2005). Guidelines for the
Investigation of Contacts of Persons with Infectious Tuberculosis Recom-
mendations from the National Tuberculosis Controllers Association and
CDC (54 (RR-15)). https://www.cdc.gov/mmwr/pdf/rr/rr5415.pdf

Aspler A, Chong H, Kunimoto D, Chui L, Der E, Boffa J, Long R. Sustained
intra- and inter-jurisdictional transmission of tuberculosis within a mobile,
multi-ethnic social network: Lessons for tuberculosis elimination. Can J
Public Health. 2010;101(3):205-9.

Page 12 of 12

26. Long R, Heffernan C, Cardinal-Grant M, Lynn A, Sparling L, Piche D, Noko-
hoo M, Janvier D. Two Row Wampum, Human Rights, and the Elimination
of Tuberculosis from High-Incidence Indigenous Communities. Health
Hum Rights. 2019;21(1):253-65.

27. lseke J. Indigenous Storytelling as Research. Int Rev Qual Res.
2013;6(4):559-77. https://doi.org/10.1525/irqr.2013.6.4.559.

28. Lavallée LF. Practical Application of an Indigenous Research Framework
and Two Qualitative Indigenous Research Methods: Sharing Circles and
Anishnaabe Symbol-Based Reflection. Int J Qual Methods. 2009;8(1):21-
40. https://doi.org/10.1177/160940690900800103.

29. Government of Canada. (2016). Census Profile, 2016 Census. https://
www12.statcan.gc.ca/census-recensement/2016/dp-pd/prof/index.cfm?
Lang=E

30. Komarnisky S, Hackett P, Abonyi S, Heffernan C, Long R."Years ago”:
Reconciliation and First Nations narratives of tuberculosis in the Canadian
Prairie Provinces. Crit Public Health. 2016,26(4):381-93. https://doi.org/10.
1080/09581596.2015.1067672.

31. Kiger ME, Varpio L. Thematic analysis of qualitative data: AMEE Guide No.
131. Med Teach. 2020;42(8):846-54. https://doi.org/10.1080/0142159X.
2020.1755030.

32. Saunders B, Sim J, Kingstone T, Baker S, Waterfield J, Bartlam B, Burroughs
H, Jinks C. Saturation in qualitative research: Exploring its conceptualiza-
tion and operationalization. Qual Quant. 2018;52(4):1893-907. https://doi.
0rg/10.1007/511135-017-0574-8.

33. Government of Alberta, Verma G, Byers B, Nguyen V, Thuha N, Chorney
S, Der E, Fleischauer M, Fur R. (2014). Tuberculosis in Alberta Surveillance
Report 2010-2012. Edmonton, Government of Alberta

34. Long R, Heffernan C, Cardinal-Grant M, Lynn A, Sparling L, Piche D, Noko-
hoo M, Janvier D. Two Row Wampum, Human Rights, and the Elimination
of Tuberculosis from High-Incidence Indigenous Communities. Health
Hum Rights. 2019;21(1):253-66 JSTOR.

35. Saskatchewan Health Authority. Saskatchewan TB Program Worker Hand-
book. 2015.

36. Long R, Heffernan C, Gao Z, Egedahl ML, Talbot J. Do “Virtual”and “Outpa-
tient” Public Health Tuberculosis Clinics Perform Equally Well? A Program-
Wide Evaluation in Alberta, Canada. PLOS One. 2015;10(12):e0144784.
https://doi.org/10.1371/journal.pone.0144784.

37. Saskatchewan Health Authority. TB Prevention and Control Saskatchewan
Clinical Policies and Procedures. 2018.

38. Alberta Health and Wellness. (2010). Tuberculosis Prevention and Control
Guidelines for Alberta. Government of Alberta. https://open.alberta.ca/
dataset/ffaa5ef8-dffd-4516-9ffe-0deaa6a945d1/resource/42bcee8b-60cf-
442e-a3cb-f2f3cb8c4904/download/th-prevention-control.pdf

39. TB Education Committee. (2002). Reference Guide to the Tuberculosis
Program In Saskatchewan. https://www.saskatoonhealthregion.ca/locat
ions_services/Services/TB-Prevention/Documents/Resources/Tuberculos
is%020Control%20-%20A%20Reference%20Guide%20t0%20the%20TB%
20Program%?20in%20Saskatchewan.pdf

40. Health Canada. (2012). Health Canada’s strategy against tuberculosis for
First Nations on-reserve. Health Canada. http://epe.lac-bac.gc.ca/100/
201/301/weekly_checklist/2012/internet/w12-25-U-E.html/collections/
collection_2012/sc-hc/H34-245-2012-eng.pdf

41. TB Partnership Working Group. (2013). Saskatchewan Provincial Tuberculo-
sis Strategy 2013-2018. Government of Saskatchewan. https://www.saska
toonhealthregion.ca/locations_services/Services/TB-Prevention/Docum
ents/Links/Saskatchewan%20Provincial%20Tuberculosis%20Strategy.pdf

42. Dara M, Sulis G, Centis R, DAmbrosio L, de Vries G, Douglas P, Garcia
D, Jansen N, Zuroweste E, Migliori GB. Cross-border collaboration for
improved tuberculosis prevention and care: Policies, tools and experi-
ences. Int J Tuberc Lung Dis. 2017,21(7):727-36. https://doi.org/10.5588/
ijtld.16.0940.

43. United Nations. (2018). United Nations Declaration on the Rights of
Indigenous Peoples. https.//www.un.org/development/desa/indigenous
peoples/wp-content/uploads/sites/19/2018/11/UNDRIP_E_web.pdf

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.


https://ehprnh2mwo3.exactdn.com/wp-content/uploads/2021/01/Calls_to_Action_English2.pdf
https://ehprnh2mwo3.exactdn.com/wp-content/uploads/2021/01/Calls_to_Action_English2.pdf
https://doi.org/10.1155/2013/429496
https://doi.org/10.1164/ajrccm.157.4.9708058
https://doi.org/10.1164/ajrccm.157.4.9708058
https://doi.org/10.1353/hpu.2005.0059
https://doi.org/10.1353/hpu.2005.0059
https://doi.org/10.2105/AJPH.2010.199505
https://doi.org/10.18357/ijih91201212392
https://doi.org/10.18357/ijih91201212392
https://doi.org/10.18357/ijih112201716900
https://doi.org/10.18357/ijih112201716900
https://doi.org/10.18584/iipj.2019.10.2.5
https://doi.org/10.18584/iipj.2019.10.2.5
https://ir.lib.uwo.ca/pclc_rpb/vol1/iss7/2
http://www.ahuri.edu.au/global/docs/doc739.pdf?CFID=197235&CFTOKEN=82251763
http://www.ahuri.edu.au/global/docs/doc739.pdf?CFID=197235&CFTOKEN=82251763
https://ir.lib.uwo.ca/aprci/103
https://doi.org/10.1111/j.1755-618X.2006.tb02217.x
https://doi.org/10.1111/j.1755-618X.2006.tb02217.x
https://doi.org/10.1016/j.socscimed.2012.09.020
https://doi.org/10.3138/j.ctt1287w22
https://www.cdc.gov/mmwr/pdf/rr/rr5415.pdf
https://doi.org/10.1525/irqr.2013.6.4.559
https://doi.org/10.1177/160940690900800103
https://www12.statcan.gc.ca/census-recensement/2016/dp-pd/prof/index.cfm?Lang=E
https://www12.statcan.gc.ca/census-recensement/2016/dp-pd/prof/index.cfm?Lang=E
https://www12.statcan.gc.ca/census-recensement/2016/dp-pd/prof/index.cfm?Lang=E
https://doi.org/10.1080/09581596.2015.1067672
https://doi.org/10.1080/09581596.2015.1067672
https://doi.org/10.1080/0142159X.2020.1755030
https://doi.org/10.1080/0142159X.2020.1755030
https://doi.org/10.1007/s11135-017-0574-8
https://doi.org/10.1007/s11135-017-0574-8
https://doi.org/10.1371/journal.pone.0144784
https://open.alberta.ca/dataset/ffaa5ef8-dffd-4516-9ffe-0deaa6a945d1/resource/42bcee8b-60cf-442e-a3cb-f2f3cb8c4904/download/tb-prevention-control.pdf
https://open.alberta.ca/dataset/ffaa5ef8-dffd-4516-9ffe-0deaa6a945d1/resource/42bcee8b-60cf-442e-a3cb-f2f3cb8c4904/download/tb-prevention-control.pdf
https://open.alberta.ca/dataset/ffaa5ef8-dffd-4516-9ffe-0deaa6a945d1/resource/42bcee8b-60cf-442e-a3cb-f2f3cb8c4904/download/tb-prevention-control.pdf
https://www.saskatoonhealthregion.ca/locations_services/Services/TB-Prevention/Documents/Resources/Tuberculosis%20Control%20-%20A%20Reference%20Guide%20to%20the%20TB%20Program%20in%20Saskatchewan.pdf
https://www.saskatoonhealthregion.ca/locations_services/Services/TB-Prevention/Documents/Resources/Tuberculosis%20Control%20-%20A%20Reference%20Guide%20to%20the%20TB%20Program%20in%20Saskatchewan.pdf
https://www.saskatoonhealthregion.ca/locations_services/Services/TB-Prevention/Documents/Resources/Tuberculosis%20Control%20-%20A%20Reference%20Guide%20to%20the%20TB%20Program%20in%20Saskatchewan.pdf
https://www.saskatoonhealthregion.ca/locations_services/Services/TB-Prevention/Documents/Resources/Tuberculosis%20Control%20-%20A%20Reference%20Guide%20to%20the%20TB%20Program%20in%20Saskatchewan.pdf
http://epe.lac-bac.gc.ca/100/201/301/weekly_checklist/2012/internet/w12-25-U-E.html/collections/collection_2012/sc-hc/H34-245-2012-eng.pdf
http://epe.lac-bac.gc.ca/100/201/301/weekly_checklist/2012/internet/w12-25-U-E.html/collections/collection_2012/sc-hc/H34-245-2012-eng.pdf
http://epe.lac-bac.gc.ca/100/201/301/weekly_checklist/2012/internet/w12-25-U-E.html/collections/collection_2012/sc-hc/H34-245-2012-eng.pdf
https://www.saskatoonhealthregion.ca/locations_services/Services/TB-Prevention/Documents/Links/Saskatchewan%20Provincial%20Tuberculosis%20Strategy.pdf
https://www.saskatoonhealthregion.ca/locations_services/Services/TB-Prevention/Documents/Links/Saskatchewan%20Provincial%20Tuberculosis%20Strategy.pdf
https://www.saskatoonhealthregion.ca/locations_services/Services/TB-Prevention/Documents/Links/Saskatchewan%20Provincial%20Tuberculosis%20Strategy.pdf
https://doi.org/10.5588/ijtld.16.0940
https://doi.org/10.5588/ijtld.16.0940
https://www.un.org/development/desa/indigenouspeoples/wp-content/uploads/sites/19/2018/11/UNDRIP_E_web.pdf
https://www.un.org/development/desa/indigenouspeoples/wp-content/uploads/sites/19/2018/11/UNDRIP_E_web.pdf

	Exploration of inter-jurisdictional TB programming and mobility in a Canadian First Nation community
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusion: 

	Introduction
	Background
	Methods
	Results
	Overview of TB prevention and care programming in Alberta and Saskatchewan
	Role of mobility in a First Nation community
	TB care and mobility

	Discussion
	Conclusion
	Acknowledgements
	References


