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Abstract 

Background Indigenous adolescents access primary health care services at lower rates, despite their greater health 
needs and experience of disadvantage. This systematic review identifies the enablers and barriers to primary health 
care access for Indigenous adolescents to inform service and policy improvements.

Methods We systematically searched databases for publications reporting enablers or barriers to primary health 
care access for Indigenous adolescents from the perspective of adolescents, their parents and health care providers, 
and included studies focused on Indigenous adolescents aged 10–24 years from Australia, Canada, New Zealand, 
and United States of America. Results were analyzed against the WHO Global standards for quality health-care services 
for adolescents. An additional ninth standard was added which focused on cultural safety.

Results A total of 41 studies were included. More barriers were identified than enablers, and against the WHO 
Global standards most enablers and barriers related to supply factors – providers’ competencies, appropriate package 
of services, and cultural safety. Providers who built trust, respect, and relationships; appropriate package of service; 
and culturally safe environments and care were enablers to care reported by adolescents, and health care providers 
and parents. Embarrassment, shame, or fear; a lack of culturally appropriate services; and privacy and confidentiality 
were common barriers identified by both adolescent and health care providers and parents. Cultural safety was iden-
tified as a key issue among Indigenous adolescents. Enablers and barriers related to cultural safety included cultur-
ally appropriate services, culturally safe environment and care, traditional and cultural practices, cultural protocols, 
Indigenous health care providers, cultural training for health care providers, and colonization, intergenerational 
trauma, and racism. Nine recommendations were identified which aim to address the enablers and barriers associated 
with primary health care access for Indigenous adolescents.

Conclusion This review provides important evidence to inform how services, organizations and governments can 
create accessible primary health care services that specifically meet the needs of Indigenous adolescents. We identify 
nine recommendations for improving the accessibility of primary health care services for Indigenous adolescents.
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Background
Adolescence is an important period of development 
across the life-course, the period between childhood 
and adulthood, which is now broadly considered to be 
between the ages of 10–24 years [1]. This period of life is 
defined by critical biological, neurocognitive, and social 
role transitions [1, 2] and a manifestation of this is the 
shift from childhood diseases and illness to those more 
prevalent in adolescents, sexual and reproductive health, 
mental health, injury, drug and alcohol misuse, obesity, 
and early onset of chronic disease [2, 3]. Adolescence 
is also a critical time for engagement with health care 
services, as it is the phase where adolescents shift from 
accessing care with parents to accessing care indepen-
dently, and a time to not only to address emergent health 
needs of adolescents, but also to identify and address 
risks for future and intergenerational health.

To meet the health and wellbeing needs of adolescents 
requires access to quality health care for all adolescents, 
which is now recognised in global health policy [4–6]. 
Accessible and responsive primary health care services 
are essential to addressing the health care needs of ado-
lescents, as well as optimising opportunities for health 
promotion and prevention. Yet we know in many set-
tings, adolescents infrequently access health care and/
or forego care when it is needed [7]. Barriers to health 
care experienced by adolescents include a lack of experi-
ence and knowledge in relation to health care access, a 
lack of privacy and confidentiality, a lack of suitable ser-
vices, location of services, cost, stigma, cultural and com-
munity attitudes, legislation and other legal frameworks 
which impact access for adolescents [8–10].

In Australia, adolescents and especially adolescent 
males are less likely than any other population group to 
access primary health care services [11]. Data from Aus-
tralia’s universal health care insurance scheme Medicare 
indicates that in 2018–19, males aged 10–14 years on 
average received 5.8 Medicare services per capita, the 
lowest number of services than any other population 
group, followed by males aged 15–19 and 20–24 years 
who received on averaged 6.2 Medicare services per 
capita [12]. A study by Slade et  al. [13], found Austral-
ian males aged 16–24 years had the lowest service use for 
mental health problems compared to any other popula-
tion group (13% vs 18% for males aged 75–85 year-sec-
ond lowest group). Similarly, in Canada, New Zealand 
and United States of America (USA), adolescents are 
less likely to use primary health care services than any 

other age groups [14–19]. Within these settings, Indig-
enous adolescents appear to have particularly low access 
to services, despite their greater health needs compared 
to their non-Indigenous counterparts [20–25]. In Aus-
tralia, in 2022, 223,877 Aboriginal and Torres Strait 
Islander Peoples Health Assessment (Medicare Item 715) 
were conducted, 15% of those Health Assessments were 
competed by Aboriginal and Torres Strait Islander ado-
lescents aged 15–24 years [26]. This corresponds to 20% 
of Aboriginal and Torres Strait Islander young popula-
tion aged 15–24 years having had a Health Assessment 
in 2022 [26]. Despite the intentions of the Health Assess-
ments, which recognises the unique health and wellbe-
ing needs of Aboriginal and Torres Strait Islander people 
and encourages engagement in comprehensive primary 
health care [27], adolescents were less likely to use pri-
mary health care services than any other Aboriginal and 
Torres Strait Islander population group [20, 26]. To date, 
there has not been a systematic analysis of the enablers 
and barriers to primary health care access among Indig-
enous adolescents.

Australia, Canada, New Zealand, and USA all have 
similar policy frameworks for their Indigenous popu-
lations, funding mechanisms, and Indigenous-specific 
health care services [28–34]. These services have evolved 
from an identified need to deliver health care to Indig-
enous communities that is culturally safe, often as a 
result of mainstream services failing to provide cultur-
ally safe care for Indigenous communities [28]. However, 
these services have traditionally been designed to target 
the health needs of mothers, babies and young children 
(where excess mortality has historically occurred) and 
adults (burden of chronic illness) [35]. Indigenous ado-
lescents may also experience unique obstacles due to the 
ongoing effects of colonisation and their impact on the 
social determinants of health – dispossession of land and 
country, intergenerational trauma, child removal, racism, 
and inequity [36–38]. Furthermore, Indigenous adoles-
cents comprise a large proportion of the Indigenous pop-
ulation, for example, in Australia, Indigenous adolescents 
aged 10–24 years make up 30% of Australia’s Indigenous 
population [39] and experience a large burden of pre-
ventable ill health [21].

This review aimed to identify the enablers and bar-
riers experienced by Indigenous adolescents accessing 
primary health care services as described by Indigenous 
adolescents, their family members and health care pro-
viders, from Australia, Canada, New Zealand, and USA.

Keywords Primary health care, Indigenous peoples, Adolescents, Australia, New Zealand, Canada, United States of 
America
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Methods
Search strategy and selection criteria
The review study protocol was registered with PROS-
PERO [CRD42021268266]. This review was reported 
according to the Preferred Reporting Items for Systematic 
Reviews and Meta-Analyses (PRISMA) [40]. Literature 
from Jan 1, 2002, to December 13, 2023, were compiled 
from MEDLINE (PubMed), EBSCOhost (CINAHL Com-
plete; and PsycInfo), Embase, Scopus, Web of Science 
(Core Collection), Ovid (EMCARE), Informit (Health 
Collection; Humanities & Social Sciences Collection; 
Indigenous Collection; and Aboriginal and Torres Strait 
Islander Health Bibliography), PHCRIS, Circumpolar 
Health, Native Health, and HealthInfoNet databases. Key 
search terms were used (Indigenous, adolescent, primary 
health care, Australia, Canada, New Zealand and USA) 
(Additional file 1) to identify studies from Australia, Can-
ada, New Zealand and USA that identified enablers and 
barriers experienced by Indigenous adolescents access-
ing primary health care, including those with a focus on 
antenatal care, mental health, sexual health, drug and 
alcohol substance abuse and rehabilitation, from the per-
spective of either the individual, their parents/guardians/
community members or healthcare providers. We focus 
on studies from Australia, Canada, New Zealand and 
USA, as Indigenous populations from these high-income 
countries have similar shared experiences of colonization 
and similar health policies [41, 42]. Indigenous peoples 
were defined as individuals and communities who iden-
tify as being Indigenous or First Nations [43]; and ado-
lescents were defined as individuals between the ages of 
10–24 years, as its algins with ‘contemporary patterns of 
adolescent growth and popular understandings of this 
life phase’ ([1], p.1). Studies that contained both Indig-
enous and non-Indigenous adolescents were included if 
greater than 50% of participants were Indigenous, and 
studies where the proportion of adolescents was rep-
resentative of the adolescent population in the region 
studied [19], or data were disaggregated by Indigenous 
status. Studies were included if they were primary quali-
tative, quantitative, or mixed method studies, includ-
ing evaluations, and reports and other grey literature 
(from PHCRIS, Circumpolar Health, Native Health, and 
HealthInfoNet databases). The review excluded review 
articles, editorials, and perspectives. Articles were lim-
ited to those published in English. Studies were excluded 
if they did not identify enablers and barriers experienced 
by Indigenous adolescents accessing primary health care 
or focused on preventative health intervention programs 
delivered outside of primary health care, including vac-
cination, contraception, and physical activity programs, 
screening programs (mental health, sexual health, cardio-
vascular health) and harm reduction initiatives (smoking 

cessation, needle, and syringe exchange), as we focused 
on the responsive care side of primary health care, e.g. 
treatment and management of acute and chronic condi-
tions. The reference list of included studies were reviewed 
for additional studies.

The review team consisted of Aboriginal (SH, TP) 
and non-Indigenous individuals (PA, ES), with expertise 
in Aboriginal and Torres Strait Islander health (SH, TP, 
PA), adolescent health (PA), health services research (SH, 
PA) and systematic reviews (SH). Title and abstract and 
full-text review were conducted according to the inclu-
sion and exclusion criteria by two independent reviewers 
(SH, TP, PA). Conflict between reviewers were resolved 
by reaching an agreement through discussion and or with 
another reviewer. Inter-rater reliability between review-
ers at title and abstract screening and full text review 
were moderate (0.67 and 0.73, respectively).

Data extraction and quality appraisal
Data extraction was completed by two independent 
reviewers (SH and ES). Information extracted from each 
study included, but was not limited to, author, year, coun-
try where study was conducted, geographical setting, 
population and characteristics of participants, study 
design, phenomena of interest, and identified enablers 
and barriers experienced by Indigenous adolescents 
accessing primary health care. Due to the small number 
of quantitative studies, quantitative data was converted 
into ‘qualitized data’. This involved transforming quan-
titative data into textual descriptions or narrative inter-
pretation of the quantitative results [44]. Following the 
data extraction process, quality appraisal was performed 
by two independent reviewers (SH, ES) using tools devel-
oped by Joanna Briggs Institute [44]; and the Aboriginal 
and Torres Strait Islander Quality Appraisal Tool, which 
assesses the quality of health research from an Indig-
enous perspective [45]. The Aboriginal and Torres Strait 
Islander Quality Appraisal Tool was modified to be inclu-
sive of Indigenous populations from Australia, Canada, 
New Zealand, and USA. The abstract, full-text review, 
data extraction and quality appraisal were completed 
using EndNote and Covidence Software [46, 47].

Data analysis
The World Health Organization (WHO) Global stand-
ards for quality health-care services for adolescents [6] 
(Global standards) were adapted and used to explore 
the enablers and barriers to primary health care for 
Indigenous adolescents. The Global standards provide 
guidance for improving the quality of health care ser-
vices and delivery for adolescents and consider how 
health systems respond to the health needs of ado-
lescents using a human rights-based approaches to 
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health. In addition to the eight Global standards [6], we 
included a ninth standard: cultural safety, which encap-
sulates the unique cultural needs and experience of 
Indigenous adolescents when accessing primary health 
care services (Table 1). Cultural safety is defined as:

Cultural safety is not defined by the health pro-
fessional, but is defined by the health consumer’s 
experience—the individual’s experience of care 
they are given, ability to access services and to 
raise concerns. The essential features of cultural 
safety are:

a) An understanding of one’s culture
b) An acknowledgment of difference, and a require-

ment that caregivers are actively mindful and 
respectful of difference(s)

c) It is informed by the theory of power relations; 
any attempt to depoliticise cultural safety is to 
miss the point

d) An appreciation of the historical context of colo-
nisation, the practices of racism at individual 
and institutional levels, and their impact on First 
Nations people’s living and wellbeing, both in the 
present and past

e) Its presence or absence is determined by the expe-
rience of the recipient of care and not defined by 
the caregiver  [48]

Furthermore, these standards were divided into two 
groups: supply (individual or community level factors 
that facilitate or prevent access to health care services) 
and demand (health care system level factors that facili-
tate or prevent health care service uptake), as health care 
access is often considered in relation to these two con-
cepts [49]. Findings were thematically analyzed and syn-
thesized using meta-aggregation [44] under each Global 
standard, and analyzed by service type/focus (primary 
health care, mental health, and sexual and reproduc-
tive health), and urban status, as most Indigenous health 
research is conducting in rural and remote settings [50]. 
Urban was defined as the area or region surrounding a 
(capital) city [51].

Results
Our search identified 15,702 articles. After abstract 
review (screening), 144 were deemed potentially rel-
evant. Of these, 103 were excluded after full text review 
(Additional file 1). In total 41 studies were included in the 
systematic review (Fig. 1).

Table 1 Modified Global standards for quality health-care services for adolescents [6]

Key concepts Standards

Adolescents’ health literacy (demand) Standard 1. The health facility implements systems to ensure that adolescents are knowledgeable 
about their own health, and they know where and when to obtain health services.

Community support (demand) Standard 2. The health facility implements systems to ensure that parents, guardians and other community 
members and community organizations recognize the value of providing health services to adolescents 
and support such provision and the utilization of services by adolescents.

Appropriate package of services (supply) Standard 3. The health facility provides a package of information, counselling, diagnostic, treatment and care 
services that fulfils the needs of all adolescents. Services are provided in the facility and through referral 
linkages and outreach.

Providers’ competencies (supply) Standard 4. Health-care providers demonstrate the technical competence required to provide effec-
tive health services to adolescents. Both healthcare providers and support staff respect, protect and fulfil 
adolescents’ rights to information, privacy, confidentiality, non-discrimination, non-judgemental attitude, 
and respect.

Facility characteristics (supply) Standard 5. The health facility has convenient operating hours, a welcoming and clean environment 
and maintains privacy and confidentiality. It has the equipment, medicines, supplies and technology 
needed to ensure effective service provision to adolescents.

Equity and non-discrimination (supply) Standard 6. The health facility provides quality services to all adolescents irrespective of their ability to pay, 
age, sex, marital status, education level, ethnic origin, sexual orientation, or other characteristics.

Data and quality improvement (demand) Standard 7. The health facility collects, analyses, and uses data on service utilization and quality of care, dis-
aggregated by age and sex, to support quality improvement. Health facility staff is supported to participate 
in continuous quality improvement.

Adolescents’ participation (demand) Standard 8. Adolescents are involved in the planning, monitoring and evaluation of health services 
and in decisions regarding their own care, as well as in certain appropriate aspects of service provision.

Cultural safety (supply) Standard 9. Adolescents experience culturally safe care, which reflects their own culture and practices, 
including language, traditional healing and medicine, cultural protocols; the presence and involvement 
of Indigenous health care providers in the delivery of care; and acknowledgement of the historical context 
of colonisation and racism and their correlation with health and wellbeing and the delivery of care.
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Of the 41 studies, most had an overall high-quality 
assessment against the Joanna Briggs Institute tools 
except for two studies (Additional file  1) and inter-
rater reliability between the two reviewers was high 
[52, 53]. However, against the Aboriginal and Torres 
Strait Islander Quality Appraisal Tool, which assesses 
research quality from an Indigenous perspective, 12 
rated high [54–64], 12 medium [61, 65–74], and 17 
poor [24, 52, 53, 75–86] (Additional file  1). The over-
all quality was limited by insufficient description of 
most criteria, particularly on agreements in relation to 
intellectual and cultural property, control over the col-
lection and management of research material, capacity 
strengthening and opportunities to learn, Indigenous 
research paradigm, and Indigenous governance.

Table  2 summarizes the characteristics of included 
studies. The majority of studies were from Australia [52, 
53, 55, 56, 59, 61–63, 69, 74, 76, 78–82, 85, 87, 88], fol-
lowed by Canada [54, 57, 58, 64, 66, 68, 86, 89], New Zea-
land [60, 70–73, 75, 90, 91], and USA [24, 65, 67, 77, 83, 
84]. Of the 41 studies, 20 were conducted in or focused 
on primary health care services [52, 55, 56, 59, 61, 65, 66, 
68–70, 72, 79–81, 83, 85, 87–90], 15 were conducted on 
mental health [53, 54, 57–60, 63, 67, 73, 74, 77, 80, 82, 
84, 85], ten on sexual and reproductive health including 
maternal health [55, 61, 62, 66, 70, 71, 79, 83, 87, 91], and 
the remaining studies were on health care access [56, 68, 
72, 81], health and wellbeing [24, 86], alcohol and other 
drugs [75, 76], transgender and two-spirit health [65], 
asthma [64], skin infections [69], physical disability [78], 

Fig. 1 PRISMA 2020 flow diagram
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and health knowledge mobilization [89]. Most studies 
reported results from the perspective of adolescents [24, 
52–56, 60–64, 66, 67, 70, 71, 73, 75–79, 81–84, 87, 90, 
91], with the majority of studies involving older adoles-
cents, and conducted in non-urban or a combination of 
non-urban and urban settings [24, 52–66, 68, 69, 72–75, 
77–81, 87–89, 91]. Results are presented based on set-
tings and themes – primary health care, mental health, 
sexual and reproductive health, and urban status.

Primary health care
Table  3 describes the enablers and barriers associated 
with Indigenous adolescents accessing primary health 
care services from the perspective of adolescents and 
health care providers and parents/guardians/community 
members. Of the 20 studies conducted in or focused on 
primary health care services [52, 55, 56, 59, 61, 65, 66, 
68–70, 72, 79–81, 83, 85, 87–90], 11 of those studies were 
from the perspective of adolescents [52, 55, 56, 61, 66, 
70, 79, 81, 83, 87, 90], with most from the perspective of 
female and older adolescents, and four were conducted 
in urban settings [70, 83, 85, 89, 90] with another four 
conducted in both urban and non-urban settings [56, 59, 
65, 81]. Both adolescents and health care providers and 
parents/guardians/community members reported more 
barriers than enablers, with more enablers and barriers 
identified under the five standards relating to supply by 
both groups. No study reported enablers and barriers 
associated with the data and quality improvement stand-
ard (demand).

Factors identified as Providers’ Competencies were 
common enablers reported by adolescents, including 
providers who built trust, respect, and relationships with 
adolescents and families, these were described as facili-
tating health seeking behavior, health service engagement 
and access to services [52, 55, 61, 66, 83, 87]; and provid-
ers who maintain privacy and confidentiality [52, 83] and 
were honest, non-judgmental and had good communica-
tion skills were seen to have positive provider qualities, 
which provided for a positive experience [52, 61, 83, 87]. 
As were factors identified relating to Appropriate Pack-
age of Services, particularly the provision of additional 
services such as outreach, telehealth, social support, and 
transport facilitated access to services among adoles-
cents [52, 55, 61, 83, 87, 90]. Adolescents also reported 
factors related to Cultural Safety, specifically the pro-
vision of culturally safe environments and care, which 
acknowledged and reflected adolescents’ culture and 
beliefs through the inclusion of cultural practices and 
protocols, these were also considered enablers by adoles-
cents [52, 55, 61, 83, 87]. Embarrassment, shame, or fear 
(Equity and Non-discrimination) was a common barrier 
reported by adolescents and often prevent adolescents 

from seeking and accessing services [55, 61, 66, 81, 87]. 
Similarly, a low level of health literacy among adolescents 
including a lack of health seeking behaviors and aware-
ness of services were barriers to adolescents seeking care 
(Adolescent Health Literacy) [55, 56, 61, 81].

Health care providers and parents/guardians/commu-
nity members also reported, providers who built trust, 
respect, and relationships with adolescents and their 
families (Providers’ Competencies) [59, 65, 69, 88], and 
positive provider qualities, such as providers who were 
welcoming, attentive and non-judgmental, had good 
communication skills, and a positive attitude [59, 69, 79, 
88], were commonly reported enablers associated with 
Indigenous adolescents accessing primary health care 
services. Health care providers and parents/guardians/
community members identified several factors related 
to Cultural Safety, which were barriers to adolescents 
and their family’s ability to engage with and access ser-
vices: colonization and intergenerational trauma limited 
understanding and knowledge of Indigenous culture 
and systemic issues such as racism, marginalization, and 
inequality impact access [65]; not all services were con-
sidered culturally safe for Indigenous adolescents [59, 
65]; the absence of culture and language were barriers to 
engaging and communicating with adolescents and their 
families [69]; no integration or disconnect between west-
ern and traditional health and cultural practices [69, 80]; 
a lack of Indigenous health care providers [69]; and inad-
equate training on Indigenous cultural [59] and gender 
and sexuality within the Indigenous context [65]. Simi-
larly, health care providers and parents/guardians/com-
munity members recognized several factors as barriers 
associated with Providers’ Competencies, such as a lack 
of provider privacy, confidentiality, and trust [59, 79]; 
previous negative experience with providers [69]; provid-
ers reluctant to engage with adolescents and their fami-
lies [68]; and a lack of specific training and experience in 
adolescent health, Indigenous culture, LGBTQ [59, 65, 
69], impacted adolescents and their families utilization of 
services and affected providers ability to provider appro-
priate care.

Mental health
Of the fifteen studies conducted in or focused on mental 
health services, adolescents and health care providers and 
parents/guardians/community members reported more 
enablers than barriers (Table  4). Adolescents reported 
self-determination and empowerment (Adolescents’ Par-
ticipation), and their involvement in care and decision 
making to be important enablers related to adolescents’ 
participation [60, 67, 73, 82]. This was also recognized by 
health care providers and parents/guardians/community 
members as an enabler [67]. Additionally, adolescent, 
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reported several factors associated with Appropriate 
Package of Services, such as availability of providers and 
services, and flexible approach to care and pathways 
[60, 73, 82]; Providers’ Competencies [53, 60, 82]; and 
Cultural Safety, for example, the provision of traditional 
healing practices, and the Indigenous workforce and their 
role in the provision of cultural safe care [53, 60, 67, 82], 
as significant enablers to their access and utilization of 
mental health services. Adolescents reported barriers 
across seven of the nine standards, except for Data and 
Quality Improvement, and Adolescents’ Participation.

Health care providers and parents/guardians/com-
munity members reported several enablers which were 
identified relating to Appropriate Package of Services: 
adolescent appropriate care [58]; availability of provid-
ers and services [57, 74]; provision of services including 
multi-disciplinary team, outreach services and transport 
[58, 59, 67, 74]; flexible approach to care and pathways 
[59]; continuity of care between providers and services 
[58]; funding for services and resources [58]; and the use 
of social media to promote services and increase engage-
ment with adolescents [58], were all considered enablers 
that facilitated access to care for adolescents. Addition-
ally, health care providers and parents/guardians/com-
munity members reported several enablers relating to 
all other standards expect for Equity and Non-discrim-
ination, and Data and Quality Improvement (Table  4). 
Similarly, health care providers and parents/guard-
ians/community members reported barriers across most 
standards except for Data and Quality Improvement.

Sexual and reproductive health
Of the ten studies conducted in or focused on sexual and 
reproductive health, a similar number of enablers and 
barriers were identified, with most of them associated 
with the five standards related to supply and reported by 
adolescents (Table  5). Most of the enablers reported by 
adolescents related to Appropriate Package of Services, 
Providers’ Competencies, and Cultural Safety, whereas 
the majority of the barriers related to Appropriate Pack-
age of Services, Providers’ Competencies, Facility Char-
acteristics, and Adolescent Health Literacy. Barriers 
identified as Facility Characteristics included, location of 
services [55] and access to and proximity to public trans-
port [61, 87], opening hours [79], inability to pre-book 
appointments [55], and a lack of separate entrances and 
waiting rooms for men and women and privacy of wait-
ing rooms [55]; and barriers associated with Adolescent 
Health Literacy include, an assumed or lower level of 
health literacy [55, 61, 91], communication skills and atti-
tudes of adolescents, and adolescents’ ability to make and 
maintain appointments [61, 87].

Among health care providers and parents/guardians/
community members only two enablers were identified: 
availability of providers (Appropriate Package of Services) 
[57], and parent/family and community engagement and 
involvement in care (Community Support) [62]; and seven 
barriers across seven of the nine standards: workforce 
challenges (Appropriate Package of Services) [65, 66], a 
lack of provider privacy, confidentiality and trust (Pro-
viders’ Competencies) [62, 66, 79], location of services 
(Facility Characteristics) [79], embarrassment, shame, or 
fear (Equity and Non-discrimination) [79], a lower level 
of health literacy [79] and health seeking behavior [65] 
(Adolescent health literacy), a lack of community and 
family acceptance or support (Community Support) [62], 
and disempowerment (Adolescents’ participation) [66].

Urban status
Overall, there were more studies conducted in non-urban 
settings and therefore more enablers and barriers iden-
tified by both adolescents and health care providers and 
parents/guardians/community members in non-urban 
settings compared to urban settings (Table  6). Further-
more, there were similarities and differences in the ena-
blers and barriers identified relating to eight of the nine 
standards across the two settings. Notable similarities 
identified as enablers were associated with Provider 
Competencies—provider trust, respect, and relation-
ships with adolescents and families [52, 55, 66, 69, 83, 88, 
91], providers who maintain privacy and confidentiality 
[52, 83, 88, 91] and positive provider qualities [52, 69, 
79, 83]; Equity and Non-discrimination – low or no cost 
services [69, 83, 90, 91]; Cultural safety – culturally safe 
environments and care [52, 55, 61, 69, 72, 83, 87], and 
the Indigenous workforce and their role in the provision 
of culturally safe care [52, 61, 69, 85, 87]; and barriers: 
Appropriate Package of Services – services not available 
when required [55, 68, 70, 85, 87]; Cultural Safety – many 
providers did not have adequate training about Indig-
enous culture [65, 70]; and Community Support – fear of 
child welfare services and police involvement if adoles-
cents and families accessed services [68, 69, 85]. Notable 
differences in enablers and barriers were identified under 
eight of the nine standards, particularly relating to Pro-
viders’ Competencies, Facility Characteristics, Cultural 
Safety, Adolescent Health Literacy, Community Support, 
and Adolescent Participation.

Recommendations
Based on evidence from this review and the Global 
standards [6] we have developed a set of recommenda-
tions for policy and service delivery reform. These rec-
ommendations focus on addressing the enablers and 
barriers associated with each of the nine standards and 
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aim to improve the accessibility of primary health care 
services for Indigenous adolescents (Table 7).

Discussion
This is the first review to synthesize findings exploring 
enablers and barriers to primary health care for Indige-
nous adolescents. The review synthesized literature from 
41 studies that identified enablers and barriers to pri-
mary health care for Indigenous adolescents. Across the 
included studies, more barriers were identified than ena-
blers, and against the WHO Global standards most ena-
blers and barriers related to supply factors. The review 
identified Indigenous adolescents experience similar ena-
blers and barriers to primary health care as non-Indige-
nous adolescents [8–10], however, there are additional 
enablers and barriers related to cultural safety that Indig-
enous adolescents also experience.

Previous studies have identified numerous barriers to 
primary health care among adolescents, such as avail-
ability of services, cost, location of services, inconvenient 
opening hours, adolescents lack awareness of services, 
lack of confidentiality, lack of provider knowledge and 
skills, and absence of legal frameworks [8–10, 18, 92–99]. 
While these have also been identified by our review, it’s 
possible that when these barriers are experienced by 
Indigenous adolescents they are exacerbated by complex 
historical factors, intergenerational trauma, racism, and 
socioeconomic determinants of health [20, 36–38], and 
more complex health needs [21]. Furthermore, enablers 
and barriers identified under cultural safety were signifi-
cant to Indigenous adolescents accessing primary health 
care services. Cultural safety included enablers and bar-
riers related to culturally appropriate services, cultur-
ally safe environment and care, traditional and cultural 
practices, cultural protocols, Indigenous health care pro-
viders, cultural training for health care providers, and 

colonization, intergenerational trauma, and racism. The 
absence of these factors or the presence of them in the 
case of colonization, intergenerational trauma and rac-
ism, have been previously identified as barriers to heath 
care access and having a negative effect on the health and 
wellbeing of Indigenous people [100–102]. Importantly, 
the provision of culturally safe spaces and care, particu-
larly the presence of Indigenous health care workers and 
their role in facilitating culturally safe care, were signifi-
cant enablers to Indigenous people accessing primary 
health care services [103–105].

It is well documented Indigenous adolescents experi-
ence an excess burden of preventable and treatable dis-
eases. Indigenous adolescents continue to experience 
communicable diseases typical of childhood [21, 106]. 
The prevalence of injury, violence, and mental health is 
highest among Indigenous adolescents compared to non-
Indigenous adolescents and are prevailing causes of pre-
mature mortality [20, 107]. The early on-set of chronic 
diseases such as obesity, diabetes and cardiovascular 
disease are more prevalent in Indigenous adolescents 
than non-Indigenous adolescents [20, 21, 106, 108]. This 
excess burden requires a different approach, knowl-
edge, and skills to address, as well as additional care and 
resources to mitigate any long-term impact.

There are numerous examples available which demon-
strates what works in relation to addressing Indigenous 
health and wellbeing, and adolescent health. Indigenous 
health services have a proven track record of improv-
ing the health of Indigenous people [109]. Their scope 
of service delivery is far more than comprehensive, it is 
holistic and robust and tailored to meet the health and 
wellbeing needs of community and guided by Indigenous 
leadership and community-control which is critical for 
ensuring Indigenous representation in decision-making 
[29, 110]. Furthermore, Indigenous health services are 

Table 7 Recommendations for improving the accessibility of primary health care services for Indigenous adolescents

1. Health care services and providers ensure privacy and confidentiality which enables them to build trust, respect, and relationships with Indigenous 
adolescents and their families.

2. Facilities, health care services and providers acknowledge and implement culture, cultural protocols and practices that foster a culturally safe environ-
ment and care for Indigenous adolescents.

3. The capacity and competencies of health care providers is strengthened in adolescent and Indigenous health including cultural training.

4. Build the Indigenous health workforce and their capacity to delivery adolescent health care within and for their community.

5. Health literacy of Indigenous adolescents, their family and community are strengthened to enable adolescents to make informed decisions 
about their health and wellbeing including being involved in decisions regarding their own care, and to assist with navigating the health care system.

6. Health care services provide a package of services which meet the complex health and wellbeing needs of Indigenous adolescents, including access 
to adolescent specialists and outreach services.

7. Health care services are made more accessible to Indigenous adolescents by locating services in settings which are move convenient to adolescents, 
close to public transport or transport is provided by services, and services have extended operating hours and are free to access.

8. Indigenous adolescents are involved in the planning and designed of health care services that center Indigenous adolescents, their families, 
and communities.

9. Health care services are made more equitable and accessible to Indigenous adolescents and services and providers provide services without dis-
crimination.
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culturally safe, often situated within Indigenous commu-
nities, and seen as beacons of Indigenous excellence that 
facilitate self-determination [29, 110, 111]. Health care 
providers are instrumental in the delivery of care [104], 
as this review has identified they can act as an enablers 
or barriers to care. The WHO has recognized the unique 
role health care providers play in providing care to ado-
lescents and has developed the Core competencies in ado-
lescent health and development for primary health care 
providers [112]. Similarly, Indigenous health care provid-
ers are an important component to the delivery of cul-
turally safe care, due to their shared Indigenous identity, 
lived experience and often belonging to the communi-
ties in which they practice [103, 113–115]. More broadly, 
evidence has identified models of care that center and 
involve adolescents in decision making work. For exam-
ple, headspace a national youth mental healthcare service 
in Australia was designed in recognition to the unmet 
need and the high incidence and prevalence of mental 
health issues among young people [116]. Similar models 
of care such as school-based health clinics in the USA 
have demonstrated that the provision of care within a 
youth setting such as a school can increase access to care, 
health and educational outcomes [117–119].

The review highlighted several gaps in the evidence, 
including limited evidence on Indigenous adolescents’ 
access to primary health care services, as well as the per-
spectives of Indigenous male adolescents; younger ado-
lescents; urban settings; and limited breadth and depth of 
evidence across primary health care services and health 
conditions. Furthermore, studies among Indigenous ado-
lescents accessing primary health care services in urban 
settings is limited and further research is required, includ-
ing understanding the enablers and barriers to care on 
both the supply and demand side, and how primary health 
care services can be improved to better meet the health 
and wellbeing needs of Indigenous adolescents. Similarly, 
there was a paucity of studies that focused exclusively on 
Indigenous male adolescents within primary health care 
services. The lack of evidence and health research among 
Indigenous males including Indigenous male adolescents 
in primary health care services requires action, especially 
considering Indigenous adolescent males are at greater 
risk of experiencing mortality and morbidity, their expe-
rience of social and cultural determinants of health, and 
are less likely to engage with primary health care services 
than female Indigenous adolescents [20, 21, 120].

Our review had several limitations. The search strategy 
and selection criteria excluded studies on prevention and 
screening, which are core components of comprehensive 
primary health care; however, the reviewed focused on 
the responsive (acute) care component of primary health 
care services. We defined adolescents as those aged 

10–24 years, as such we may have missed studies which 
did not specify age and referred to younger adolescents 
as children and older adolescents as adults. Similarly, 
while the review included 41 studies, there is always a 
possibility that the review did not identify all potential 
articles. Most studies were single health service studies, 
rarely did studies show the depth of adolescent patterns 
of care across multiple health care services or regions, 
and most focused predominately on specific diseases 
or similar health conditions. Furthermore, there were 
very few quantitative studies that showed the relation-
ship between the barriers & enablers of primary health 
care, access and health outcomes. Overall, most studies 
scored highly against the Joanna Briggs Institute tools, 
however, not against the Aboriginal and Torres Strait 
Islander Quality Appraisal Tool, where overall qual-
ity and reporting for each criterion was relatively poor. 
Studies were assessed using the information reported, 
however, this does not mean the processes and activi-
ties for which the Aboriginal and Torres Strait Islander 
Quality Appraisal Tool assess against did not occur. 
Even though reporting guidelines for Indigenous health 
research now exist [121], journals do not require studies 
to demonstrate how they meet the guidelines. The lack 
of reporting using Indigenous guidelines is of concern 
given the number of national and international research 
guidelines [122–125] that call for Indigenous research 
to reflect Indigenous ways of knowing, being and doing; 
including a greater push towards Indigenous research 
being conducting with and by Indigenous researchers.

If we want primary health care services that are more 
accessible to adolescents, then these services need to 
consider Indigenous adolescents, their health needs 
[21] and the barriers and enablers they experience 
when accessing services. Based on this review and the 
WHO Global standards for quality health-care ser-
vices for adolescents, we have developed nine recom-
mendations for policy and service delivery reform that 
focus on the enablers that improve the accessibility of 
primary health care services for Indigenous adoles-
cents (Table  7). However, the full implementation of 
the recommendations will require a commitment by 
government at all levels to fully prioritize Indigenous 
adolescent health programs and policy, with an accom-
panying commitment to resourcing, staffing and pro-
grams focused on Indigenous adolescents.

Conclusion
Indigenous adolescents experience the same barriers and 
enablers to accessing primary health care services as ado-
lescent more broadly, however, these may be exacerbated 
by complex historical and socioeconomic factors. Indig-
enous adolescents also experience additional enablers and 
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barriers to accessing primary health care services. These 
enablers and barriers were related to aspects of cultural 
safety – culturally appropriate services, environment, and 
care, and were found to be significant to Indigenous ado-
lescents’ experience of accessing primary health care ser-
vices. This review provides important evidence to inform 
how services, organizations and governments create ado-
lescent accessible primary health care services that specifi-
cally meet the needs of Indigenous adolescents.
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