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Effectiveness

The ‘net effect’” of the model includes

overarching and interdependent factors:

1)Treatment providers must understand
and address colonization as a
determinant of health among
Indigenous people, including ongoing
cycles of trauma and discrimination.

2)Consistently demonstrated safe and
supportive attitudes create trust within
the provider-patient relationship and is
necessary for ongoing and continued
engagement in care.

3)Providers who build and strengthen
broad circles of care and collaborative
community outreach have greater
success engaging HCV-affected people
into care.

4)Re-infection continues to present
limitations to HCV elimination in
Saskatchewan.

5) A concerted public health approach
backed by governmental commitments
and funding is lacking and critically
required to address the root causes of
(re)infection, such as poverty, trauma,

addiction, and systemic barriers.

Conclusion
Nurse-led and community-based models
do reach and engage people to
successfully treat and re-treat HCV.
However, although our model addresses
HCV in a responsive model of care, new
infections continue to outpace cures.
Prevention efforts remain urgent.
Concurrent epidemics and unmet social
determinants of health remain major

challenges.

The success of the model relies on a
network of care and service providers,
harm reduction measures, and outreach
via community-based organizations.

HCV elimination requires tailored
models that prioritize trauma-informed
and culturally responsive care. Political
prioritization is critically needed to
achieve the goal of HCV elimination in

Saskatchewan.
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