
1 
 

  

 

 

Pacific AIDS Network (PAN) Fall Conference Notes Day 2 

Wed, Oct 31st 2018 8:30 – 12:30pm 

Location: Grand Okanagan Hotel, 1310 Water Street, Kelowna 

 
 

8:30-9:00am “Charging up for Change - fighting HIV Stigma in BC” by Janet Madsen 

and Antonio Marante (BC People Living with HIV Stigma Index)  

 The Data was presented. 

o The Stigma Index Involved more than 90 countries starting in 2008, includes GIPA/MIPA 

principles. 

o This is a Peer Driven Project from start to finish - steering committee, peer research associate, 

knowledge transfer, planning for action, leading anti-stigma work, guiding and moving work 

forward. 

o We started interviewing on Vancouver island and later moved into the data analysis process.  

o 176 participants - MSM 37%, Gay and Lesbian 35%; Gender breakdown: 60% male 38% female 

2% Transgender. 

o 23% Indigenous, 11% two spirit; hep c co-infection - 58% yes and treated, 27% no, 5% yes not 

treated. 

o Priority areas identified by Community 

 Mentimeto.com was used for audience poll and questions. 

 Janet Madsen is pleased to be contacted and supply more information and this Mentimeter feedback 

will be disseminated too. 

2018- 

MENTIMETER-Stigma-Index-Fall-Conference.pdf
 

 

9:00-10:45 Regional Health Authority panel and Q & A  

Andrea Derban – FNHA; Sophie Bannar-Martin – VIHA; Ashley Stoppler – NH; Maja Karlsson – IH; Nancy Chow 
– VCH; Dr. Jason Wong - PHSA 
Fraser Health was invited but due to some travel restrictions and other issues they weren’t able to send a rep. 

 

https://pacificaidsnetwork.org/files/2018/12/BC-Stigma-Index-PAN-Fall-Conference-2018_.pdf


2 
 

Andrea Derban, FNHA Presentation 

We have many challenges in the work that happens in our FN communities across BC. In August 2018 a 27 year 

old Indigenous man died from an AIDS-related illness. He wasn’t tested in community because the stigma was 

too bad and the nurses couldn’t maintain their phlebotomy skills. Stigma on the hospital ward was so bad he left 

against medical advice. The specialist got him back to the hospital, the health authority was supporting his 

family to be there, they lost their funding, and his father had to leave. The man left again against medical advice 

and died at home on reserve. He died because of stigma - when we have professionals who can’t maintain their 

competencies. 

In response, a group from FNHA went to the town and brought in acute care nurses (FNHA paid them because 

the hospital would not pay them and asked them to volunteer a full-day of their time), 2 Elders, peers. A peer 

shared that she got HIV from her partner who died of HIV-related illness 20 years ago. In the rural hospital 

where he went to die, he had soiled himself and was quite agitated. The nurses held him down and were very 

rough with him. At the end of the day, one of the acute care nurses in the room went up to the peer and asked if 

she remembered her, saying she was one of those nurses. She said she was SO sorry. When we bring our peers 

and our providers together in humility, really beautiful things can happen. 

Challenges: 

 Access to culturally safe and sensitive care.  

 PrEP 

 When we start a cascade of care with testing, we’re missing people. When FN people look like they have 

better numbers, it’s not necessarily reflective but because we’re missing people. 

 We need to have cultural humility, recognition of power, we have to be aware of our power and 

privilege. 

Successes 

 If none of you have been invited into community, my hope and dream for you is that you get invited and 

get to go. There’s laughter, incredible sense of humour, the work in their culture and embracing culture 

as a way to wellness is going really well. A beautiful application for funding that wanted to do totem 

carving to get youth involved as a way to decrease new cases of HIV.  

 FNHA leadership gets it. Indigenous Wellness Team. Last year they were in 47 of our communities with 

sessions on decolonizing addiction, the roots of addiction, moving towards connection and culture. 

Opposite of addiction isn’t abstinence, it’s connection. Connection can be a protective measure against 

addictions. 

 Engagement looks like picking up the phone and getting to know the FN communities in your area. 

Walking lightly and humbly. Raising Indigenous voices up and quieting our own voices. 

 The priority is self-determination, not data dissemination. 

 If you don’t know, go slow! Otherwise we end up with another colonizing moment. 
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SUCCESSES BY REGION: 

Maja, Interior Health 

Quite a few in the last year. Picking one was tricky. A year ago at when Maja was at PAN we talked about 

developing a peer support tool kit. With the high participation of PLHIV/HCV in IH region. Toolkit was completed 

in Dec 2017. There is a stigma module PAN worked with them to develop. The whole kit is on IH website. A 

success because it is something community asked for. Also going to flip it to say it’s one of the challenges as she 

sits back and wonders what we do next. Doesn’t want it to just sit on the website that no one uses. People from 

outside the region has asked about it, but we’ve had real challenges with it being utilized in our own region. 

What does it look like to further support PLHIV/HCV in our region? 

Ashley, Northern Health 

She is Strategic Lead for HIV, HCV, Chronic Pain and Arthritis. 

She was stumped thinking about for successes. Was thinking about what had NH achieved as an organization in 

relationship to HIV/HCV. Wanted to see they’d achieved greatness and wasn’t seeing it and was very 

disappointed. But one of her colleagues pointed out it’s not about NH but our region. NH sent out RFP for 

community partners throughout the North. Tell us if we could give you funding, what would you be able to 

achieve in your communities around HIV/HCV. Our community partners are achieving great things in our 

regions. HIV/HCV services in communities where there were never services before. Services to outlying 

communities. Prince George Central Interior Native Health has 97% care rate for HCV. One of the main reasons 

HASK program, where they make sure people get meds but also have the key ingredients to living a healthy life – 

housing, food security, social supports. Our success as a health authority is going to be supporting those 

community orgs doing what they need to do in their communities.  

Sophie, Island Health 

Really proud of efforts of community orgs in expediting PrEP access. Small health authority, but mighty. If you 

look at #s doing very well in comparison to VCH and Fraser H. She attributes that to efforts by community orgs 

such as AVI. Fortnightly MSM testing nights and gatherings are a real opportunity to discuss PrEP and connect 

men to PrEP. IH launched a PrEP assessment in their communal disease program. If person is deemed eligible, 

they will be given the opportunity to find a provider local to them if they’re unattached or given a physician 

assessment package with all necessary forms, etc. to link people to PrEP and ensuring consistent access across 

the island. Further north we go it gets more challenging. Public Health, Youth and Adult STI clinics have the same 

program. 

Secondment of a CD nurse on Sophie’s team who worked with two largest hospitals in south island around 

connection to care, acute care, connections to community services, educate docs around the importance and 

presence of those programs. 

Jason, PHSA 

PrEP implementation. Most of us didn’t get a lot of lead time knowing it was going to be publicly funded but 

everyone stepped up to the plate and worked really hard to scale up PrEP quickly. Still more work to be done 

but 9 months in the numbers really show that a lot of work and coordinated effort has gone into connecting 
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providers and getting them to engage and offer PrEP. Really grateful we were able to use BC data to inform the 

eligibility for PrEP and how that data can help predict HIV risk. One of new funds that Innovation Fund allowed 

innovative project that would offer benefits for PLHIV/HCV or preventing HIV/HCV. Great opportunity to learn 

about some of the innovations happening. One of the first funds where we had a peer as one of the evaluators 

for the fund. Feedback was that it was a very useful perspective to add and we want to continue that. 

Nancy, Vancouver Coastal 

PrEP has been the focus at VCH in the last year. Working with Health Initiative for Men and expanding health 

services there. PrEP has been a big success there. 867 PrEP starts as of January. Really increasing the resources 

there with no extra funding – added MOA, phlebotomist, increased nursing staff, full time NP to do PrEP starts. 

There’s a big demand. We have a wait list until January for people interested in PrEP. Work with other clinics to 

see how can refer outwards. Working with C for Excellence to develop webinars and workshops to get GPs and 

providers to feel good about taking on people who are interested in PrEP.  

Want to learn and take form successes in past. Stop HIV outreach team going strong since 2010. Taking on new 

referrals continuously but also taking on at risk, non-positive people to help get them engaged and on PrEP and 

in other community services to help support them Alto formed Overdose Crisis Team to support overdose crisis 

and those who have overdosed or at risk for overdose.  

CHALLENGES BY REGION: 

Nancy  

High request and need for PrEP. Know there’s a population who’s not accessing care because of stigma. How are 

we going to reach out and provide equal access to those communities? Have been brainstorming and working 

with community partners to see who we can support, how we reach them, what services will being them to 

places that can provide prevention services. Really challenging requesting and accessing funds for HIV services 

as there’s a big demand for overdose crisis. 

Maja 

For every success there’s probably a challenge success associated. PrEP – when it was announced fully funded 

within the IH there are no formal STI clinics. It was tricky to figure out how to set up PrEP clinics. Frozen for a 

little while trying to figure out what they might do. A lot of primary care providers stepped up who felt 

comfortable talking to their clients about PrEP. Men’s Health Initiative, Options for Sexual Health and IH 

partnership to offer STI testing clinics for MSM and other men who ID as needing STI testing. Nurses who work 

in those clinics are ID’ing people who are interested and eligible for PrEP. Have adopted some of what VIHA has 

created around their assessment. Linking those people then to care has been a challenge but working actively to 

smooth out challenges around connection to care. When you announce something ahead of time you have to 

follow through with it.  Health Outreach Nurse Team has created a plan on how to do educational roadshow in 

the early part of 2019.  

Sophie 

Echo what Nancy said regarding overdose crisis. In our communities and agencies the increasing demands that 

are brought as the crisis pulls you in that direction and takes you away from that focus on HIV/HCV needs. 
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Continuing to look at our cascade and realizing the folks that are still struggling in terms of that experience and 

our youth population continues to struggle and it’s hard for us to answer why. Rely on our frontline providers to 

help us understand. Definitely an area we need to put more attention to. HIV diagnosis numbers have continued 

to be around 10 cases for quarter, an increase on the island, we’re still able to manage that but it is an increase 

and a couple of times through our acute system where it’s been clear these folks have had so many missed 

opportunities. There are still providers and clinicians need information and education so people can get the 

most expedited and relevant care. 

Jason 

Echo what a lot of other people have said about continuing to look at prevention and PrEP. Try to ensure there’s 

equitable access across the island. Wait list time in lower mainland, connections with providers in other areas. 

Internally, our surveillance system was switched to a new one that has been a huge learning curve, having to 

rebuild things from previous system into new system so it’s led to delays and a lot of learning but there are a lot 

of opportunities that will come with the new system to evaluate PrEP, how it’s being offered, whether it’s being 

offered to everyone who should be. 

Ashley 

PrEP as well. Data – who are our folks who are living with HIV/HCV, MSM third highest group of HIV.  \1st 

heterosexual sex, 2nd injection drugs. Maybe that’s why attention to PrEP in region has not been very high. Had a 

young man who came in to ask a NP about PrEP and she didn’t know what it was but was able to go and find out 

for him. Need to do more education. Testing rates and how we increase testing. According to last data Q2 2018 

5%. Provincial average 6%. VCH at 12%. Wants NH to be at the top of that chart. No longer have the STI clinics 

with walk in, moving to primary care model but not everyone is affiliated with a primary care home. What do we 

do for people who don’t have access to a primary care home? Even if you do have a primary care home, primary 

care providers aren’t well versed in that’s required. Temporary workers in the north whose home care providers 

are in other provinces – get checked online, but only with LifeLabs and private lab provider in Interior so NH 

couldn’t do it, however Ashley thinks there may be a work around.  

THINKING FORWARD – WHAT ARE YOU EXCITED ABOUT, LOOKING FORWARD TO? 

Jason 

Get Checked Online. A way for people to access testing through an online platform. Program launched in lower 

mainland with LifeLab partner and now expanded to Victoria and Interior (Nelson and Kamloops) and put 

forward proposal to expand it to Fraser Health.  

Evaluation of PrEP. Look to see what impact we’re making, trying to measure the cascade but shifting that 

cascade to the left. Cascade currently starts with testing, we want something that starts with the people who 

are at risk and how we define and identify them. Even as we scale up PrEP we’re not sure what the goal may be, 

so evaluating what we’ve done so we can improve. 

Nancy 

How do we get equal access to PrEP for folks who aren’t accessing services? Boosting nursing teams and having 

nurse-led PrEP clinics. Started express testing at Health Initiative for Men clinic for routine STI testing so nurses 
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have more time for PrEP work. Conversations about embed a monthly PrEP clinic at different community 

organizations. 

Maja 

In the Interior, testing access remains a challenge. On-Demand HIV Testing program – partnership between IH 

and Valley Medical Labs. If someone wants an HIV test they can walk into any Valley Medical Lab and get an HIV 

test without a physician’s order. Been really positively accepted by communities. 20-30 tests per month in 

Okanagan. When people start using it they use it regularly. Have been talking with IH lab partners are opening 

up the on-demand HIV testing program across IH. Every lab except LifeLabs in Kamloops in IH region will be able 

to do on-demand HIV testing. Opportunity to begin offering other tests that may not need a primary provider 

attached to it. Small communities provide some barriers where everyone knows each other, i.e. receptionist at 

lab is your neighbor. An opportunity to open up conversations about stigma we might not otherwise have had.  

Ashley 

Want to be able to come to the conference next hear and say increased testing rate from 5% to upwards, but 

not sure what she’s shooting for but going up is an improvement. Thinking about how we can change our 

community of practice – all of our 11 community agencies that provide HIV/HCV supports. Quarterly community 

of practice calls have been based on latest knowledge about education/prevention/harm reduction. These are 

small orgs with small #s of staff. Could we be supporting our smaller orgs with things like leadership support, 

how can we help you do your job better in terms of leadership, education, mentorships not related to subject 

matter (because they’re already experts in that). 

Sophie 

We’ve been able to give attention to all three priority areas w/in HIV/HCV services but turning increased focus 

on the cascade. Testing and access and how to provide that across the island. Wanting to take the next year to 

consider how we can respond to any gaps or deficits. Access to NPep is still really only in ER, need to critically 

look at that and improve that piece.  

Andrea 

Dry blood spot testing. Two FN communities in BC piloting this right now. For FN communities where stigma and 

confidentiality is such an issue, where a finger poke and confidentiality is maintained, nurses don’t have to take 

course on transportation of biological and hazardous goods. Has opened up so much. Before any of this started 

an MOU between the MLL(sp?) and FN communities saying it’s your data and you decide what to do with it.  

ONLINE SURVEY QUESTIONS 

Question: Challenges and Barriers to Women – what is happening in your regions for women? 

Sophie 

Have women-specific programming, support groups around when someone is diagnosed but don’t have a lot of 

directed service or programming. Some women on island still travel over to Oak Tree for care but sometimes 

based on a relationship that’s already been built. Continue to work with women so they know they can access 

adequate care on the island.  
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Ashley 

To her knowledge, not aware of any significant programming or strategic care related to care of women in her 

communities. Many of communities are so small that numbers for support groups can be small to non-existent. 

There’s work that can be done at the hospital in maternal care for women and mothers. Situations where we 

know a child will be apprehended after delivery where we can provide access to the baby for breastfeeding, 

holding baby, bonding with mother even if the baby is still going to be apprehended.  

Maja 

In Interior have spent a lot of time looking at who are the people who are being diagnosed. Almost entire time in 

her role have been MSM. We’ve really been spending time and energy and focus on engaging with that 

population, but this year things have changed. New cases of HIV 50% are women. Community agencies are 

doing some amazing things. Our health outreach nursing team across the region have stepped up this year in 

different ways to see how to meet women and their needs. Who do we have in our region who has knowledge 

and understanding for women of childbearing age? Done some innovative connections with health care 

providers in the region and also through telehealth and new providers who have come from the lower mainland. 

Have a lot of work to do around institutionalized stigma and violence against women. Something our team 

needs to sit down and have more detailed conversations about how we can become part of a solution. 

Nancy 

STOP team practice with a critical gender lens, providing safe, compassionate care for women. Women-specific 

services, two community case managers embedded in the downtown east side women’s centre to help women 

at risk, linking women with a care provider for PrEP through IDC. SheWay program. 

Jason 

Clinical services at BCCDC, 1/3 to 40% clients see at the clinic are women. Oak Tree Clinic at BC Women’s 

Hospital expanding to include women living with HCV as well as HIV. Structural and institutional barriers and 

violence women face/survive. In that context, trying to think about how we can address that a more systems 

level. There’s bene a lot of shifts happening provincially – BC Women’s Hospital, PeriNatal moved to PHSA – 

perhaps we have more opportunity as a health authority now to engage and have cross agency conversations to 

prevent some of the experiences women’s panel spoke about. Developing a sexual health framework, 

opportunities where we can think about systems beyond public health. BC CDC needs to have more of a 

coordinating role, concepts of integration, syndemics (housing, social determinants, substance use, poverty) key 

drivers for outcomes like HIV, HCV. Really need to try to get to the roots of it. Being more holistic in our 

approach is something we need to do collaboratively.  

Andrea 

FNHA doesn’t generally provide direct care in community. Can’t really speak to direct line support but proud of 

FNHA from a systems level. Ongoing support of RedRoad, a network of Indigenous PLHIV hosts women-specific 

workshops and healing retreats every year. All of the systems we have in place around peers coming to our 

events. No longer have to try to explain to pay and support peers to come to events. Follow BC CDC guidelines 

around supporting peers – peers come with a support person and that person is compensated. Workshops 

where peers feel welcome and safe. All of our workshops around making connections, support HIV programing 
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in community, do invite a nurse from SheWay (they treat women, a lot Indigenous, who are very poor, actively 

in their addiction and are pregnant) in how to best serve and honour those women. 

Question: HepC – How are HAS assessing, treating, PLHCV? 

Ashley 

Not seeing health authority having specific initiatives around finding and treating people with HCV. Successes 

are with Central Interior and Native Health and Specialized Support Team based in PG and Dr. Homor’s? Clinic. 

Those community partners have made an effort to get out and offer community testing. The catch is that relies 

on individuals to come forward. 

Maja 

From a HA authority perspective we do not have a coordinated effort around HCV. HepC clinics have developed 

over the years based on interests and capacity around providers. Things have been improving, related to better 

primary care access. Now if people are being tested there are more places to refer them to where they can be 

treated. Innovative partnerships between private HCV clinics and public system. Hearing primary care providers 

are thinking about and testing for HCV more often. Getting people into treatment more effectively. Need a more 

coordinated approach to make sure big gaps are not left open. 

Nancy 

Doing ok with testing in Vancouver. Embedded with all routine bloodwork with HIV testing. 5 HepC clinics within 

the community health clinics. Also working with STOP HIV outreach team with focus on supporting clinical HCV 

services. Wants to try to access funding for HepC POC kits. Worked with pharma to donate kits. Kits available 

just not funded. Still a lot more to be done but slow, good steps are happening. 

Jason 

HepC is not HIV. Has been a movement to include HCV with HIV but the numbers of HCV per year in BC are 

about 10x the # of HIV cases. We need partners to help us. Not something public health can do by ourselves, or 

potentially even lead. Creating guidelines for primary care providers to know when to screen for HepB and HepC 

and how often and what populations. How do we increase our capacity so people can have timely access to 

HepC treatment now that it’s publicly funded. Engaging with providers to help improve the knowledge of these 

new medications. Requires a lot of engagement and conversations to get providers comfortable with these 

medications.  

Andrea 

Stigma, engagement and testing. Keeping nurses competencies up to do that. Dry blood spot also tests for HepC. 

Sophie 

Case finding, our testing rates have gone up as HIV testing has gone up. Once diagnosed, care is centralized 

across teams within the health authority. Wait list has been reduced now so most people are connected with 

clinics in a matter of weeks. Further north becomes more challenging. ID doctor goes out several months to see 

patients. Really relying on care teams and select providers. Really want primary care providers to take on care 
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for this. Have to have a more diverse and rich group of providers available to patients regardless of urban or 

rural setting. 

Comment from the Floor 

Michelle Fortin and Stacy discussion about Kim Kinakin’s program success here in Kelowna. Michelle also sees 

this as a great opportunity around the province. If we’re looking for a partner to start a dialogue, start with 

Michelle. If you want some advice or even just a chat to see how that relationship happened, Kim is well 

positioned to tell you how that relationship came about.  

AUDIENCE QUESTIONS 

Neil: Gold standard of care, wrap around care, includes active and engaging use of peers. Where is each HA in 

providing health care to (preferably paid) peers? 

Sophie 

Island Health has a peer support program for the last 3 years, PWA was embedded in STI clinics, now being 

called when people are being diagnosed when people want support. Unable to replicate that across the island, 

do have peers that are sometimes embedded in teams but mostly around overdoes crisis. VIPWAS really the 

main place. Formalized, fair and economically acknowledged way of integrating peers into the actual structure 

of our services is being seen more than ever historically. 

Ashley 

Community partners, many, if not all involve peers in their work in paid positions. Invite us to the table, not as a 

token, but because you want to know what we have to say, and pay us for our time. Has no idea what 

mechanism is within NH authority to be able to pay someone for their participation. Going to look into this.  

Maja 

1-10 scale, 1 is no services, 10 is a fully robust like Vancouver in the downtown core, we are about a 3.5 but 

working hard and not giving up on improving and doing what we can. Goal for this year to 4.5. 

Katrina:  HepC infection rates and re-infection rates and support for re-infection?  

Jason  

We have developed algorithm to look at what point do people get reinfection and is it a true reinfection or is it a 

relapse from treatment. Doesn’t know numbers right now. Prevent reinfection. 

 

11:00-12:00 Keynote Presentation by Dr. Shannon McDonald, FNHA  

A Journey in Transforming the Health and Wellness of British Columbia First Nations 

By Dr. Shannon McDonald, a Metis deputy chief officer at FNHA who has worked over 20 years in First Nations 

and Indigenous Health.  
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 Focus must be on healing for us to get better. Working at FNHA meant unlearning a lot of what was 

learned in medical career. 

 FNHA is the first province-wide health authority of its kind in Canada that aims to transform health care 

delivery for First Nations peoples. It is a value-based organization with a vision for healthy, self-

determining and vibrant, BC First Nations children, families and communities.  

 At FNHA, work begins at the bottom, moving away from typical top-down models in which well-

meaning, educated folks at the top bring programs that have already been fully developed without 

consultations into First Nations communities for blessing. FNHA’s role is to provide support, connection 

and facilitation to the communities so that they have control over their own systems and processes. 

 “It starts with me…” First thing about change is changing yourself. Be self-reflective when going into and 

working with communities – think about your knowledge, your world view, and your culture. First 

Nations’ perspective on wellness is a holistic one – vision of health and wellness comes from the 

ancestors and is relational. Colonization interrupted this worldview. So we need to give the power back 

to individuals, communities and Nations. We need to be partners along this journey of self-

determination. Nothing about us, without us – no more doing for and doing about. 

 Ecosystem of health and wellness: system must be transformed. This will not just improve and benefit 

systems and health for Indigenous peoples, but for all of us. When people have more control over their 

health, the less acute illnesses become. Indigenous health goes beyond being active and eating healthy; 

it also includes respecting tobacco and nurturing spirit. We are seeing and need more of shift away from 

being victims to being wellness warriors. 

 It took First Nations people 500 years to get sick. Doesn’t matter what the letters say behind your name, 

you are not in position to fix this overnight. It’s about pain. We don’t have an addiction problem, we 

have a pain problem. In order to create change, we need to acknowledge this. There is passion and 

resilience in First Nations communities. This is what’s needed to bring home the children and for 

positive health outcomes.  

 Indigenous resiliency model includes: protective factors, risk factors, community and reciprocity.  

o Accountability needs to be reciprocal – the government needs to acknowledge and take 

accountability for what happened; and First Nations need to take responsibility to speak about the 

truth and find voice.  

 First Nations have lower access to primary health care; as a result, use emergency rooms as alternative. 

This is not ideal for both emergency health care systems as well as First Nations – we need to change the 

system.  

 Connection to culture and ceremony: multitude of culture, ceremony and ways to do healing work and 

build relationship.  

o Chiefs were reminded that it is their people who are suffering the opioid crisis and are in 

downtown eastside (DTES). Chiefs went out to DTES with Tim Horton’s cards to find and connect 

with their folks and to invite them back to their home communities.  

o We need culturally safe services – health authorities and frontline workers need to collaborate 

to make sure we have these in place.  

 Supportive communities and strong relationships: no matter where folks are in their journeys, goal is to 

keep families and communities together.  
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 How do we support resilience? Commitment to every child; every child matters. We are stronger 

together. 

 Celebrating our resilience 

o At the BC Elders’ Gathering (“We are still here”), people walked with pride in their regalia, 

speaking their own language. There was so much love in the room. Elders hold wisdom, culture 

and history; but we need to make sure we are not over-burdening our elders. 

 Returning to wellness: be innovative in your approach. At screen for wellness event, had a big blow up 

model of the colon which generated discussions in a fun way and promoted colonoscopy. First Nations 

people disproportionately affected by colon cancer. 

 Promote healing 

o We need to stop shaming addiction. Shaming and blaming is destructive – people internalize 

this. We need to have open conversations about it in our homes, offices, and communities. 

“Soberer for October,” a community event had thousands of responses wanting to talk about 

alcohol and addiction. It is time to put it on the table; stop the taboo. 

o Connection – the opposite of addiction. The most powerful way to relay our messages is to 

invite people to share their stories – about their pain, what they went through, what they need 

for their wellness and how they’re moving forward. 

o We need to shift the terminology: don’t call people victims. Don’t focus on the illness; focus on 

wellness and acknowledge the problem of pain (rather than addictions). 

o Peers as teachers and experts. 

 First Nations opioid public health emergency investments in BC 

o $20 million over the years, including $2.4 million in harm reduction grants in year one. Called 

out to communities and received 180 responses, 50 of which got to do harm reduction projects 

(e.g. totem pole, community clean up, youth-specific projects). 

 First Nations population health and wellness agenda: the next 10 years. 

o Working with communities to define and determine how to measure indicators related to social, 

cultural, economic and environmental health. The framework goes beyond “health and wellness 

outcomes” – it is a lot more broad and holistic (talks about land family, nations, community).  

 Key message: Self-determination and Nothing About Us, Without Us – linked to improved health and 

wellness outcomes. Shifting the paradigm from sickness to wellness, from deficits to strengths. When 

looking at First Nations, we need to look at it from a different lens and reflect on strengths and 

resilience. 

 Cultural safety and humility: how do we create culturally safe environments for people to access care? 

o Examples include birthing rooms that accommodate large number of family members; a 

comfortable and cultural space for families to gather for a dying family member. 

o All 23 BC Health Regulators signed the Declaration of Cultural Safety in March 2017. Also, 

Doctors of BC Board also approved endorsement of the declaration. There is still racism to be 

tackled and it is not perfect, but this is a start. 

o Hardwiring cultural safety and humility into our health system – it is work that will happen over 

time; this is going to benefit people and communities beyond First Nations. This is absolutely 

essential to healing.  
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o #itstartswithme – an opportunity to made a pledge for cultural humility and to make a 

difference on FNHA website 

Questions (italics) and Comments from Shannon 

 Alarmed about cannabis industry getting into First Nations and its potential impact on addictions. 

o Cannabis use is everywhere and its contribution to economic development is not a bad thing. 

What’s important is to allow individuals choice, providing information so that individuals know 

about how to use safely and how to talk to your kids about it, etc. It is not our role to tell 

communities what to do and what not to do around economic development. However, there 

are certainly concerns for the youth. 

 Sixties scoop 

o Federal court case going on for individuals who were affected by this. Challenging for folks to 

recall traumatic details from 50 years ago. 

 Rates of disparity in Fraser region First Nations communities is significant; need to bridge the gap for 

services. Priority to introduce models of care relevant and appropriate to First Nations peoples – this is 

key to heal together. Encourage non-Indigenous peoples to discuss these topics – this goes beyond First 

Nations related issues to race, gender, etc. Take time to connect with your local First Nations friendship 

centres and bands. 

o Can appreciate the challenges faced in Fraser as a region – populations transient between urban 

settings and their home communities. 

 Horrible experience of having no support post-discharge from being hospitalized due to AIDS-related 

illness at St. Paul’s hospital in 2006. Further, lack of information around having access to Ministry of 

Health services and welfare; as a result, had to pay out of pocket at the time. Want to make sure folks 

who are needing those services are in better supported now. FNHA to strive for person-centered and 

patient-centered care and to have voices actually heard when talking to someone on the phone. FNHA to 

make sure patients don’t have to stop seeing physicians they have built relationships and trust with for 

logistical reasons (e.g. having FNHA-funded doctors in the region and patients being restricted to seeing 

these doctors).  

o Things have changed since 2006 – FNHA has since formed and transportations post-

hospitalization discharge are in place. Appeal processes that are unfair and unjust. Don’t take no 

for an answer. 

 Stigma on reserves is a serious issue. Living with HIV on reserve poses significant challenges with regards 

to both access to services and stigma. Leaving the reserve as a result and becoming homeless is not an 

issue for just a few individuals. It is also not ok to be only provided with a 1-800 number and 5 minutes to 

chat after receiving HIV diagnosis in a corrections facility. Challenges does not end there – finding 

resources post-incarceration is also limited and this is very frustrating. What are some ways we can 

support folks who are no longer on reserves during in-between times such as post-incarceration and 

waiting for income assistance?  

o Acknowledge that we don’t have it all right. But one piece of work being done now with 

corrections called “Open the Gates” provides wraparound services for people who are newly 

released. Has been initiated in women’s institutions and being planned for men’s. Goal to 

http://www.fnha.ca/wellness/cultural-humility
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ensure newly released folks who are without resources are connected for medical care, housing, 

etc.  

For non-Indigenous folks, do not parachute into communities. Unless you are invited or have relationships with 

the community, please make sure to connect with your regional FNHA offices when wanting to visit First Nations 

communities. These regional offices have staff/coordinators who are from those communities.  

 

12:00 Closing Remarks and Acknowledgements by J. Evin Jones, ED of PAN  

Once again we acknowledge the warm welcome we received to meet on the unceded territory of the Syilx 

(Okanagan) Peoples. 

Evin thanked the PAN Staff one by one - particularly acknowledging Stacy, Janet and Simon for their roles in the 

successful event, PAN board members, all the presenters, the funder PHSA, the staff at the Delta, and everyone 

in the room for their engagement.  

To send folks on their way, Evin finished with a traditional Irish blessing called “May you Have”: 

May you have 

Enough happiness to keep you sweet, 

Enough trials to keep you strong, 

Enough sorrow to keep you human, 

Enough hope to keep you happy, 

Enough failure to keep you humble, 

Enough success to keep you eager, 

Enough wealth to meet your needs, 

Enough enthusiasm to look forward, 

Enough friends to give you comfort, 

Enough faith to give you courage, 

Enough determination to make each day a good day. 


