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Abstract Rural, remote, and northern Indigenous 
communities in Canada frequently face limited access 
to healthcare services with ongoing physician and 
staff shortages, inadequate infrastructure, and resource 
challenges. These healthcare gaps have produced sig-
nificantly poorer health outcomes for people living 
in remote communities than those living in southern 
and urban regions who have timely access to care. 
Telehealth has played a critical role in bridging long-
standing gaps in accessing healthcare services by con-
necting patients and providers across distance. While 
the adoption of telehealth in Northern Saskatchewan 
is growing, its initial implementation faced several 

barriers related to limited and stretched human and 
financial resources, infrastructure challenges such 
as unreliable broadband, and a lack of community 
involvement and engaged decision-making. Emerg-
ing ethical issues during the initial implementation 
of telehealth in community contexts have been wide 
ranging including concerns around privacy that have 
also shaped patients’ experiences and particularly the 
need to consider place and space within rural contexts. 
Drawing from a qualitative study with four Northern 
Saskatchewan communities, this paper offers critical 
perspectives on the resource challenges and place-
based considerations that are shaping telehealth in the 
Saskatchewan context and provides recommendations 
and lessons learned that could inform other Canadian 
regions and countries. This work responds to the ethics 
of tele-healthcare in rural communities in Canada and 
contributes perspectives of community-based service 
providers, advisors, and researchers.
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Indigenous communities · Community-based 
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Introduction: Rural and Remote Health Inequities 
and the Emergence of Telehealth

A discussion of rural bioethics in the context of rural 
and remote Canada would find itself amiss if we 
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neglected to discuss the landscape of access chal-
lenges and the emergent role of telehealth. To begin, 
people living in rural, remote, and northern commu-
nities in Canada, of primarily Indigenous1 ancestry, 
have long grappled with limited access to family phy-
sicians, specialists, allied health professionals2 and 
healthcare services, facing greater health disparities 
than people living in urban areas. Even when they do 
have access, they frequently experience poorer out-
comes (Wilson, et al. 2020). Several factors underpin 
access challenges including geographic remoteness 
and the clustering of services, resources, and facili-
ties in urban centres, with an ongoing shortage of 
physicians, healthcare staff and resources, and long 
distances to health centres making timely access 
more difficult (Subedi, Greenberg, and Roshanafshar 
2019; Laurent 2002; Brassolotto, et  al. 2019; Cana-
dian Institute for Health Information 2014; Bosco and 
Oandasan 2016).

Roughly 60 per cent of Indigenous people in Can-
ada live in rural and remote areas including the north-
ern provincial regions and territories compared to 33 
per cent of the non-Indigenous population and are 
disproportionately affected by access issues (Statistics 
Canada 2016). Saskatchewan has one of the highest 
Indigenous populations living in northern and remote 
regions (87.4 per cent) who self-identify as Indig-
enous and who are primarily of First Nations and 
Métis ancestry (Irvine and Quinn 2016). For Indig-
enous people living in rural and remote communities, 
ongoing challenges pose comparatively greater diffi-
culties in receiving access to healthcare services and 
is linked to persistent health inequalities experienced 
(Bosco and Oandasan 2016). The Truth and Recon-
ciliation Commission (TRC) identified Indigenous 
health inequity as an ongoing issue that represents a 

glaring inaction across the Canadian healthcare sys-
tem in Canada where considerable systemic change is 
needed to improve Indigenous health and well-being 
(Truth and Reconciliation Commission of Canada 
2015).

Underlying access issues are reflective of a long 
history of colonial policies and practices that have 
introduced significant health challenges for Indig-
enous people living in Canada broadly. Western-
based healthcare systems and models of care have 
been the dominant norm and are criticized for not 
being fully responsive to Indigenous community 
contexts nor cultural approaches to health and 
well-being (Barnabe 2021). Indigenous concep-
tions of good health and well-being are inclusive 
of all aspects of health (mental, physical, spiritual, 
emotional) which are relational, place-based, and 
culturally linked to knowledge and language sys-
tems, and where familial support systems are rooted 
(Greenwood and Lindsay 2019; Greenwood, et  al. 
2017). Far too often policy decisions are guided by 
urban healthcare models without fully understand-
ing what this means for rural, remote, and northern 
communities and the potential negative effects on 
access and delivery. One way forward is Indige-
nous-focused and rural-based solutions for building 
regional capacity in areas of training and infrastruc-
ture support. There is growing understanding and 
recognition by scholars, healthcare service provid-
ers, community members, and policymakers that 
approaches need to be responsive to community 
needs and take into consideration holistic and cul-
turally safe and competent models of care. Both in 
Canada and globally, there has also been a recog-
nition that cultural safety and anti-racist models in 
healthcare provide a broader approach.

Telehealth has played a significant role in 
increasing access to healthcare services for rural 
and remote communities. Although telehealth 
emerged as early as the mid-1990’s, long before its 
widespread use in response to the COVID-19 pan-
demic, it was not until 2004 that First Nations com-
munities in Northern Saskatchewan began to see 
operational telehealth systems (Gideon, et al. 2009). 
Pre-pandemic it was report that there were four 
hundred active telehealth sites across Saskatchewan 
with approximately twenty thousand patients seen 
by a healthcare provider over telehealth in 2017/18 
(EHealth Saskatchewan, 2018). Telehealth offers 

1 Indigenous people in the Canadian context refers to the 
original inhabitants of Canada and their descendants which 
includes First Nations, Inuit, and Métis peoples as defined by 
Section 35 of the Canadian Constitution of 1982. Throughout 
this paper, we use the terms “Indigenous People” and “Indig-
enous communities” to refer collectively to the First Nations, 
Inuit, and Métis Peoples of this land and in some cases, we 
also use the terms First Nations, Inuit, and Métis when refer-
ring to specific Indigenous groups.
2 Allied health professionals include but are not limited to 
physical and occupational therapists, dietitians, speech pathol-
ogists, dental hygienists, diagnostic medical sonographers, 
radiographers, respiratory therapists.
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an alternative means for accessing healthcare at a 
distance, however, is not meant to replace the local 
providers and staff within communities. E-Health 
services and telehealth in Northern Saskatchewan is 
supported by The Northern Tribal Health Authority 
(NITHA). NITHA is a First Nations driven organi-
zation partnered with the Prince Albert Grand 
Council, Meadow Lake Tribal Council, Peter Bal-
lantyne Cree Nation, and Lac La Ronge Indian 
Band that delivers third level services3 to thirty-
three First Nations communities in Saskatchewan. 
They act as a consultant and liaison between gov-
ernment agencies, eHealth Saskatchewan, and First 
Nations communities on eHealth matters with the 
mission to improve the quality of health and well-
being of its partner community members. E-Health 
is one key service that they provide and as a third 
level service they focus on infrastructure and sup-
porting frontline workers and telehealth coordina-
tors who interface with communities by ensuring 
that critical successful factors are in place.

NITHA works to align its technical and service 
capacities and requirements with provincial stand-
ards within the Saskatchewan Telehealth Network 
which range from financial and technical to user 
and client needs by ensuring that technologies are 
cost-effective, low maintenance and highly reliable 
as well as easy to run and operate from a user per-
spective. Human factors such as clinical experience 
in terms of patient comfort and confidence with 
using telehealth systems, privacy and confidential-
ity have been a critical component of their services. 
Compatibility has played a major role in its success 
and continues to as the province moves towards 
virtual care platforms. One key shift in response 
to the pandemic, is the move towards virtual care 
for consults directly with patients (home-based), 
which may present new compatibility requirements 
are optimization to ensure remote communities con-
tinue to have access.

“We’re Always Working on a Shoestring”: 
Implementing Community Telehealth Services 
with Stretched Resources

Beginning in 2018 we found ourselves exploring 
what telehealth meant for communities in Northern 
Saskatchewan. Drawing from community identi-
fied concerns around access to healthcare services 
and the role of telehealth, we set out on the path of 
understanding local perspectives on telehealth imple-
mentation and utilization, which developed into a 
community-based collaborative telehealth project 
with four Northern Saskatchewan communities, pri-
marily Indigenous (First Nations and Métis) commu-
nities (Leader 2020). Our research team was a col-
laboration among four individuals, Indigenous and 
non-Indigenous, working in diverse fields from aca-
demic community-based qualitative research to com-
munity health and eHealth services working directly 
with communities. Offering different perspectives 
and experiences, one of our team members is a non-
Indigenous researcher from the University of Sas-
katchewan who has ongoing relationships with the 
partnered communities (Leader), another is employed 
as NITHA’s eHealth Advisor providing third-level 
services and originally from Beardy’s and Okemasis 
Cree Nation (Bighead), and two regional Telehealth 
Coordinators: one working with the Prince Albert 
Grand Council (PAGC) currently living and working 
in Prince Albert, Saskatchewan (Hunter) and another 
working with the Lac La Ronge Indian Band Health 
Services (LLRIBHS) and is a member of the Lac La 
Ronge Indian Band (LLRIB) (Sanderson).

Our collaboration began during the initial planning 
phase of the project involving biweekly meetings and 
grew into a partnership that played an essential role 
in the design, decision-making, and direction of the 
research project with community stakeholders at the 
forefront. The expectations and desired outcomes for 
this project were designed collaboratively; working 
together to identify project outcomes, best practices, 
and recommendations to better serve communities 
with tangible results and we aimed to provide mean-
ingful information back with the goal of increasing 
telehealth utilization, informing policy proposals, 
and decision-making. Our approach to understand-
ing community experiences of telehealth was founded 
on community-based participatory research prin-
ciples that aim to build respectful relationships in 

3 Third Level services are delivered directly to Second Level 
Partners (Northern Multi-Community Bands, Tribal Councils, 
and in some cases a single Band to the First Level Communi-
ties) and include disease surveillance, communicable disease 
control, health status monitoring, epidemiology, specialized 
programme support, advisory services, research, planning, 
education, training, and technical support.
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co-partnership with communities and responded to 
community-identified concerns around access to 
healthcare services that were raised by members in all 
the four communities.

The findings presented in this paper draw on quali-
tative and exploratory fieldwork from a community-
based research project conducted in partnership with 
four Northern Saskatchewan communities: Île-à-la-
Crosse, Pinehouse Lake, Hatchet Lake Denesuline 
First Nation, and La Ronge. Our critical reflection 
presented here is based on a snapshot of community 
perspectives from these four Northern Saskatchewan 
communities that involved a series of semi-structured 
interviews (twenty-four in number) and small focus 
groups with key knowledge users and stakeholders 
which included patients and family supports (includ-
ing Elders and community leaders), local and remote 
healthcare providers and staff (registered nurses and 
community resource staff, mental health workers, and 
a family physician), telehealth coordinators (on-site 
and regional), IT staff, and eHealth advisors. In addi-
tion to ethics approval from the University Research 
Ethics Board, research approval was also obtained 
from the Saskatchewan Population Health Unit to 
conduct research with healthcare employees. Com-
munity support for the project was provided by com-
munity leaders in the form of signed letters of support 
and research agreements.

Although the groundwork for telehealth to oper-
ate is currently in place with increasing supports and 
engaged participation in needs assessment consults, 
this wasn’t the case from the beginning. During this 
project it was revealed how systemic issues related 
to the lack of proper funding and supports during 
the initial implementation created barriers to the full 
utilization of telehealth in Northern Saskatchewan. 
Organizations such as NITHA who work directly 
with communities are often working on a shoestring 
budget with limited capability for long-term planning 
due to the nature of annual proposal processes. Chal-
lenges surrounding limited budgets and capacities 
for long-term planning are important to illustrate and 
unpack.

Some of the critical factors preventing the full 
implementation of telehealth early on was under 
resourcing of key personnel, need for longer-term 
financial supports, and infrastructure challenges. It 
was left to communities and NITHA to implement 
telehealth services that were designed for southern/

urban contexts which differ from northern and rural/
remote Canadian contexts in terms of geography, 
access/infrastructure, and cultural/community factors 
around technology acceptance, and limited human 
resources. Related to this was the lack of fully funded 
positions for key personnel such as telehealth coor-
dinators, onsite facilitators, and IT which resulted 
in stretched human and financial resources from the 
start. While these types of resource challenges are not 
a new phenomenon for northern communities, often 
underserved and under resourced, this caused signifi-
cant delays in implementing an operational telehealth 
system. Limited funding for telehealth to get off the 
ground along with infrastructure and broadband reli-
ability issues were the main concerns along with lim-
ited spatial considerations of the local clinics where 
telehealth was located.

We found that where telehealth technologies are 
located matters. Arising from discussions about par-
ticipants’ experiences was a range of space-related 
issues including scheduling challenges with multi-
purpose rooms, telehealth units located away from 
clinical equipment, and difficulties in relocating tech-
nology due to limited mobility. In many clinics there 
are no dedicated spaces for telehealth which created 
some difficulties in accessing telehealth when the 
rooms were occupied for other purposes. In some 
cases, healthcare providers encountered physical chal-
lenges with moving larger telehealth units to different 
rooms or floors to be closer to clinical equipment.

Where telehealth is located is important. The 
study identified potential ethical issues related to 
spatial and privacy concerns with the lack of ded-
icated rooms for telehealth. For instance, in many 
communities, telehealth units were centrally located 
in rooms that lacked adequate soundproofing pri-
marily because they were not designed for medi-
cal consults; telehealth was often located in multi-
purpose rooms such as kitchens or board rooms. 
Patients viewed these spaces as offering limited 
privacy and confidentiality. This led to one key find-
ing—that implementation of telehealth must con-
sider place and space within rural contexts. This 
was both in relation to patient privacy and consid-
ering cultural safety of users but as well as in rela-
tion to increasing access and culturally responsive 
care. While factors such as cultural acceptance of 
technology use, and perceptions of privacy and cul-
tural safety arose during the project, telehealth was 
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overwhelming viewed as a benefit. Having local and 
place-based access to health services via telehealth 
was viewed as a profound benefit in terms of ease of 
access without having to leave the community and 
familiarity with local staff, inclusion of family and 
supports in health appointments, and greater access 
to fluent language supports. Responding to the pri-
vacy issues noted above, NITHA adapted the units 
into fully portable systems as a solution for spatial 
constraints so that the units could be brought to 
clinic rooms for patient consults. From a technology 
design and planning point of view, adopting systems 
designed for southern/urban contexts meant a criti-
cal need to understand existing clinic spaces, infra-
structure capacity, technical requirements, and com-
munity needs for telehealth use. Often, this meant 
that communities and NITHA would work together 
to find solutions to already developed systems.

Limited human resources and on-site facilita-
tors were ongoing issues that resulted in the reliance 
on nurses and healthcare staff such as community 
resource staff and mental healthcare workers to oper-
ate telehealth locally. Local healthcare staff often 
wear multiple hats serving as technical supports and 
troubling the systems with the expertise of Regional 
Telehealth Coordinators. This has resulted in over-
stretching of available resources and capacity that 
may not be easily sustained over the long term. Our 
study identified a distinct need to have community-
based super users (user(s) with technical expertise 
responsible for telehealth locally) and technical staff 
to support telehealth.

Of critical importance is the need for more engage-
ment and involvement of communities and their sup-
porting organizations in decisions that directly affect 
the implementation of critical services such as tele-
health. For NITHA, and those working directly with 
communities, there has been a level of feeling left 
behind. It has been described as feeling like an out-
sider looking in and having to figure out how to adapt 
locally to the mainstream provincial system with 
fewer resources. For service providers, they often 
feeling like they are a couple steps behind, trying to 
catch up. A disconnect in engagement and coordina-
tion has been the case in many different programme 
areas in health for rural and remote communities, 
however this is not a new issue (Bosco and Oandasan 
2016; Wilson, et  al. 2020). At present, there is no 
comprehensive (or long-term) national or provincial 

healthcare strategies to address the needs of rural and 
Indigenous communities.

Prompted by the pandemic response, the province 
has started to shift towards virtual care (web-based) 
platforms which means telehealth (accessed in local 
clinics) could be phased out to some degree for pref-
erence of direct patient consults with physicians. This 
has been primarily driven by physicians with con-
sideration for what these platforms can do. The shift 
towards virtual care, while still early in its implemen-
tation, means adapting to provincial standards yet 
again. There are ethical concerns around potential 
community specific access issues if virtual care is 
fully home-based, especially for households with lim-
ited broadband access which could disrupt the quality 
of consults.

If the proposed virtual care model in communities 
is towards home-based solutions only, one key con-
cern is the varied quality of technology and hardware 
that individuals will have access to at home (cameras, 
microphones, connectivity) as well as challenges 
around navigating processes, registration forms and 
limited familiarity with technology. While virtual 
care offers more flexibility, to access healthcare in 
ones’ home, this may only be practical in some homes 
where quality technology and connectivity are avail-
able to ensure smooth consults which could mean 
less optimal access for those who do not. Figuring 
out the new systems could also be a challenge that 
will require local supports. As learned in our study 
patients’ viewed local healthcare staff and Telehealth 
Coordinators as critical personnel who were instru-
mental in the coordination and scheduling of appoint-
ments and dealing with technical issues. Similarly, 
having a local nurse translate medical terminology 
and having cultural and language supports avail-
able during consults were most valuable for patients. 
Moving away from this current model of telehealth-
based care accessed in local clinics could mean that 
local care providers need to find new ways to support 
patients and develop new processes. In our experi-
ence, a blend of both in clinic and home-based virtual 
care would provide the best solution for implementa-
tion—one that does not rule out the current telehealth 
services offered in communities to ensure access for 
all.

Although telehealth utilization has increased since 
its inception, particularly once increased supports and 
processes were in place, there has been slower uptake 
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during the pandemic in remote communities gener-
ally. Interestingly, the telehealth programme was sus-
pended by eHealth Saskatchewan during the peak of 
the pandemic in relation to travel restrictions which 
meant a decline in telehealth consults in many remote 
Saskatchewan communities. This was unexpected 
especially given the move to remote consultations 
provincially and across Canada. One explanation may 
be that due to social distancing measures, patients 
were unable to or perhaps fearful to come to the com-
munity clinic to use telehealth services as they still 
meant coming in person.

What we learned from the telehealth project is 
that provincial initiatives will only have limited suc-
cess if they do not involve Indigenous people in the 
development. Indigenous communities can contribute 
to this success by making sure the infrastructure is in 
place and concerns are identified for smooth imple-
mentation. This approach would ensure that the new 
platform is communicated to communities to build 
awareness and uptake, that communities are involved 
in the development of policies and procedures, and 
the ability to make adjustments to clinical workflows 
locally as a way to enable capacity to support these 
new systems. The best approach the development and 
implementation of a new technical system at the com-
munity level is to try to reach harmony through col-
laborating together rather than having already built 
systems implemented without community considera-
tions and cultural contexts. Partnering early on with 
Indigenous people and local providers and knowledge 
users that serve the communities will be critical to the 
success of telehealth.

The Ethical Space of Engagement for Community 
Telehealth

Ethical considerations for telehealth to succeed in 
rural, remote, and northern Indigenous communi-
ties means reconciling health inequalities and creat-
ing meaningful partnerships. That is, ensuring that 
communities are fully participating in assessments 
and decision-making for greater self-determination 
over their own health. Reading and Wien (2013) 
identified that self-determination is one of the most 
important and critical determinants of Indigenous 
health and well-being. In relation to telehealth in Sas-
katchewan, cultural, socio-technical, and place-based 

considerations for technology implementation, deci-
sion-making, and involvement of communities is crit-
ically needed to address access concerns. Specifically, 
First Nations and Métis people in Saskatchewan need 
to be involved in healthcare decision-making when 
it comes to new technology implementation. Models 
driven by Indigenous communities, based on Indig-
enous knowledges and cultures are more likely to be 
successful (Chino and DeBruyn 2006) and increased 
control over the planning, development, and distri-
bution of digital technologies can facilitate and lead 
to self-determination (Budka 2015). Implementation 
strategies should be guided from Indigenous perspec-
tives that adopt holistic approaches based on tradi-
tional knowledge, healing, and cultural connected-
ness. Reconceptualizing approaches in this way aims 
towards decolonizing mainstream healthcare models 
for improving the health and well-being of Indigenous 
people. As we have identified, an integral part of this 
process involves communities directly in the decision-
making process to support self-determined participa-
tion. This is dependent on Indigenous peoples gaining 
greater control in determining their own health and 
well-being to find solutions that work (Assembly of 
First Nations 2017; National Collaborating Centre for 
Aboriginal Health 2019; Halseth and Murdock 2020; 
The Lancet 2020). Implementing successful telehealth 
programmes goes beyond inclusion and towards sup-
porting Indigenous self-determination in health. This 
is achieved through decision-making and guidance in 
relation to community capacity and infrastructure and 
ensuring that processes are community-driven, cultur-
ally responsive, driven by Indigenous knowledge, and 
considers community realities.

Challenges in decision-making and competing eth-
ical tensions surrounding telehealth prior to and dur-
ing the pandemic are wide ranging. We suggest that 
more thought needs to go into healthcare technology 
integration for rural and remote Indigenous commu-
nities in Saskatchewan and more broadly in Canada. 
The concept of the “ethical space of engagement” 
outlined by Willie Ermine, a Cree scholar and edu-
cator, is a valuable guiding point for understanding 
the ethics of tele-healthcare (Ermine 2007). Ermine’s 
(2007) concept of ethical space envisions creating 
space for different knowledge systems to interact with 
mutual respect. Without a community-first approach 
and a telehealth strategy driven by local communities, 
these challenges will continue to affect the long-term 
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sustainability of telehealth programmes and services 
leaving First Nations, Métis, and Inuit communities 
behind. Ermine’s concept reveals the importance of 
co-creating spaces of engagement between west-
ern and Indigenous systems. Such a concept can be 
applied to telehealth planning and implementation 
for greater equity and improved outcomes. In follow-
ing Ermine’s ethical space of engagement, this means 
co-developing and co-planning the new virtual care 
model with communities to address ethical implica-
tions around community access, acceptance, and use. 
Co-creating spaces of engagement where provincial 
eHealth planning teams and Indigenous community 
members, leadership, and service providers such as 
NITHA, come together to re-envision tele-health-
care models. This would signal a community-first 
approach that may be better positioned to restore trust 
and address emerging ethical issues.

Critical science and technology studies writers 
have emphasized the need to capture the socio-cul-
tural and political dimensions of technologies in prac-
tice to highlight tensions and complexities that arise 
in specific contexts shaping user-technology relations 
and technology design/implementation decisions 
(Oudshoorn and Pinch 2005; Oudshoorn, et al. 2004; 
Suchman 2007; Winner 1980; Wyatt 2005; Law 
1991; Barad 1999). Postcolonial Science and Tech-
nology Studies and Indigenous Science, Technology 
and Society scholars have also problematized western 
scientific practice and technological design, argu-
ing that Indigenous perspectives are often missing, 
“othered,” and minimized (Harding 2011; Kolopenuk 
2020). As the telehealth project unfolded, it was clear 
that there may also be opportunities for decoloniz-
ing participatory design in technology adoption and 
implementation that are founded on ethical spaces of 
engagement. Challenges can arise when technologies 
are not designed, implemented, or operated with the 
needs, perspectives, and interests of the users in mind.

In our telehealth project, we learned how space 
and place were critical to ethical telehealth use. The 
familiarity with telehealth, working with local pro-
viders and access to fluent language speakers and 
supports were all critical components for telehealth 
to succeed which were specific to each community. 
Beyond this, ease of technology use, broadband reli-
ability, and quality of hardware for assessments made 
the sessions smooth and near to that of in person care. 
We have been wondering what the move towards a 

virtual care model might look like moving forward for 
improving access to healthcare especially if they are 
not integrated with Indigenous perspectives, commu-
nity involvement, and guidance. We might ask: what 
needs to happen to ensure virtual care will meet the 
needs of communities? Critical questions surrounding 
this new mode of delivery should focus on the ways 
in which technologies can foster positive patient–pro-
vider relationships in a culturally safe way and mean-
ingfully improve the quality of care and well-being of 
Indigenous people. Building from Ermine’s framing 
of ethical spaces of engagement, this involves co-cre-
ating a respectful space of engagement in the design 
and implementation of virtual care models and mov-
ing towards Indigenous self-determination.

There are cultural, socio-technical, and place-based 
dimensions of care that factor into the discussion of 
implementation that should not be taken for granted. 
As Kelly (2003) points out,

… adequately conceptualizing rural health expe-
rience and ethics, addressing the ontological 
separation of subjects and place, and urban bias 
of mainstream bioethics theory, calls for more 
than adding place in, but rather requires attend-
ing to the integration and relationality of places, 
bodies, identities, and cultures. (2287)

In the local Saskatchewan context, rural and 
Indigenous identities associated with these places 
are needed for conceptualizing rural health experi-
ences and ethical practice. Place also infers the rela-
tional aspects of cultural and historical factors that 
have shaped healthcare in this province and Canada. 
Embracing and practicing ethical spaces of engage-
ment can build understanding and guide us closer to 
this goal.

Conclusion: Recommendations for Telehealth 
Transitions

To ensure future telehealth system developments 
and virtual care models meet the needs of com-
munities, we propose some key recommendations. 
The first is the need for long-term planning, com-
munity engagement, and shared decision-making 
in the implementation of telehealth and virtual 
care models in the province. Specifically in Can-
ada, we recommend the development of a five-year 
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Indigenous telehealth strategy be in place to con-
sider new technology implementation and to ensure 
Indigenous (First Nations, Métis, and Inuit people 
and their communities) priorities, needs, and inter-
ests are met. This plan would ensure the interests of 
Indigenous people in Saskatchewan are at the fore-
front as the province goes through a paradigm shift 
from traditional telehealth to virtual care. The focus 
would be to prioritize the needs of communities with 
their involvement. Forming a more robust telehealth 
strategy may also be relevant beyond the Canadian 
context, particularly in other countries which have 
experienced colonization, the long-term effects that 
continue to minimize the voices of Indigenous peo-
ples. Second, new systems should reflect the needs 
of communities to ensure the services are accessible, 
enhance ease of use, and follow cultural protocols 
and supports. At present, there are monthly meetings 
scheduled with First Nations Telehealth Coordina-
tors led by the First Nations and Inuit Health Branch 
(FNIHB) and eHealth Saskatchewan Telehealth Man-
agers as an effective forum for raising and address-
ing telehealth issues. Continued support through 
this forum is critical to current and future telehealth 
strategies and addressing community-based solutions. 
More broadly, there may be national and international 
supports through similar forums that provide critical 
learning opportunities. Third, larger structural and 
infrastructural factors need to be considered in rela-
tion to broadband access/reliability and hardware 
quality needs to be in place to ensure equitable ser-
vices. This is especially important when considering 
virtual care models at the community level and home-
based options. This is not a Canada only concern, as 
accessibility in many regions around the world (both 
developed and developing) have struggled with high 
quality and reliable broadband for telehealth to be 
feasible. Finally, a plan for supporting virtual care 
needs to be in place including proper community 
consultations and building awareness of the new 
systems to build familiarity and confidence in these 
new systems at the community level. While the goal 
is to build supports based on community needs, plan-
ning requires long-term commitments and processes 
to be in place. Given the important role of local staff 
identified by patients in our telehealth study, this 
should include implementing virtual care in the clini-
cal context as an option for clients who require access 
to stable or reliable broadband, hardware (computers, 

cameras, mobile phones). Additionally, having vir-
tual care in the clinic would provide additional sup-
port regarding registration systems and language or 
cultural supports. Similar recommendations may be 
valuable in other contexts where community proto-
cols and awareness of virtual care platforms may be 
limited.

The above recommendations represent ways to 
address the critical resource challenges described in 
this paper. Specifically, we suggest through greater 
support models, long-term planning and strategies 
that engage and are led by Indigenous communi-
ties. Through taking a community first approach and 
working through place-based considerations such as 
infrastructure needs for new technology adoption, we 
anticipate greater success for much needed remote 
health services. Our research has pointed to the need 
for Indigenous voices and perspectives to be at the 
forefront of decisions around technology adoption 
projects such as telehealth. Our findings suggest that 
these considerations would enable telehealth success 
through fully integrating these services in clinic that 
serve the residents of Northern Saskatchewan. We 
argue that practicing ethical spaces of engagement 
through mutual respect can guide us closer to this 
goal.
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