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Companion Data

The 2019-2029 Canadian Strategy
for Cancer Control (the Strategy)
isa 10-year road map to improve
the quality and outcomes of cancer
care for all people in Canada.

This document is a companion

to the Strategy’s Priority 4. It
highlights data and evidence
showing the magnitude of gaps in
care and where action on cancer
control could have the greatest
impact across Canada.

As Steward of the Strategy, the
Canadian Partnership Against
Cancer (the Partnership) is
responsible for monitoring and
reporting on progress that has
been made towards achieving the
Strategy’s goals. The Partnership
is working with partners across
the country to develop a set of
indicators for measuring progress
towards the Strategy’s goals and
associated targets. They will

be used to report to Canadians
starting in the fall 2020.
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For more information about the
Canadian Strategy for Cancer Control,
visit partnershipagainstcancer.ca/
cancer-strategy

PRIORITY CANADIAN PARTNERSHIP PARTENARIAT CANADIEN
4 AGAINST CANCER \ / CONTRE LE CANCER

Eliminate barriers to people
getting the care they need

ACTION 1:

Provide better services and care
adapted to the specific needs of
underserviced groups.

ACTION 2:

Ensure rural and remote
communities have the
resources required to better
serve their people.

ACTION 3:

Ensure care can be delivered
between provinces, territories and
federal jurisdictions when needed.

The Canadian Strategy for Cancer Control’s
companion data for priorities specific to
First Nations, Inuit and Métis presents
what we currently know about access and
outcomes for First Nations, Inuit and Métis.
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Cancer outcomes differ across groups and communities. Priority 4

Income Geography
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Research

These factors contribute to inequities in cancer outcomes:

Many years of advances in cancer research have led

to substantial improvements in health outcomes, but
these improvements have not been observed across all
types of cancer, as this comparison shows:
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These factors contribute to inequities in cancer outcomes: Priority 4

Access to healthcare

People who live in underserviced communities How a cancer is treated
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What S nexfc? community and other underserviced populations) ¢ Access to and participation in clinical trials across
We need more evidence on: and effective ways to eliminate those barriers provincial and territorial boundaries
* Health care services that have been adapted to the * Availability and participation in education and ¢ How models of care and access to health care
specific needs of people of all socio-economic and training for cancer care providers to understand providers varies based on where people live (i.e., in
cultural backgrounds, all age groups and all identities and provide culturally safe and competent care that rural or remote settings), and the impact this variation
respects the values of their patients has on outcomes and costs to the health care system
¢ Barriers faced by specific groups (e.g., First Nations,
Inuit and Métis, visible minorities, the LGBTQ2 ¢ Adoption of innovations and enablers that allow
cancer care to be provided closer to home (when it
can be delivered safely)
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