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Conclusions
The Review concludes the following related to the accountability for, and 
measurement of, Indigenous-specific racism:

•	 The Ministry of Health must assume ultimate accountability to monitor change 
on the health system’s problem of Indigenous-specific racism, including 
articulating expectations of various health system organizations. This must 
be done in ways that maintain partnerships with, and accountability to, the 
Indigenous peoples who experience this widespread problem.

•	 The problem of Indigenous-specific racism across the entire B.C. health 
system is acknowledged and yet invisible. There is no systemic measurement 
or reporting, which is critically required to ensure improved health system 
performance for Indigenous peoples, including the elimination of Indigenous-
specific racism. This Review has clearly demonstrated that this work can be 
done quickly, comprehensively and ethically when appropriately resourced, 
empowered and done in partnership between Indigenous peoples and the 
health system.

•	 Enhanced implementation of collection of self-identification across the health 
system is required. This will necessitate training in gathering self-identification 
information, explaining the value of self-identification amongst Indigenous 
peoples, undertaking validity testing over time with regard to rates of self-
identification and exploring more systemic and permanent solutions, such as 
the opportunity to embed an Indigenous identifier in provincial identification 
cards.

•	 Application of data governance principles supported and adopted by First 
Nations and Métis peoples is a critical aspect of supporting the implementation 
of the UN Declaration. Current Indigenous data governance processes need to 
evolve to align with the latest principles in Indigenous data governance, and to 
produce required data in a more nimble and timely manner. 

“This inquiry has clearly shown that racism towards Indigenous people 
in B.C. is a long-standing legacy of Canada’s colonial past. As a settler on 
First Nations unceded territory for almost 50 years, and as past Provincial 
Health Officer, I saw examples of such racism in personal life, in health care 
settings, and in the health outcomes data that informed my reports on 
the health status of Indigenous peoples in this province. It was a privilege 
to be asked to work on this report and to contribute in some small way to 
the acknowledgements that are necessary if we are to share this land.” 

~ Dr. Perry Kendall 
Former B.C. Provincial Health Officer
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  Indigenous1
Other 

Residents 
(OR)

Indigenous/ 
OR Rate 

Difference2

Indigenous 
Trend

Sex-Related 
Difference 

(Indigenous)

Physician Care          

Pediatrician user rate, non-ED,  
O-5 years (%) 19.6% 24.5% 0.80X ~  > 

MHSU physician rate, a/s, non-ED (%) 18.5% 15.7% 1.2X ~  > 

ED user rate, a/s 40.3% 23.3% 1.8X   > 

Chronic and Acute Conditions          

Mood and anxiety disorder prevalence 
rate, a/s 11.6% 10.0% 1.2X   > 

Diabetes prevalence rate, a/s 11.0% 8.4% 1.3X   > 

Diabetes prevalence rate (18+), a/s  12.2% 10.1% 1.2X –  > 

Five+ health conditions prevalence rate, 
a/s

50.5%  
48.9% 

25.2%
2.0X 
1.9X 

–  > 

Women’s and Infant Health          

9 or more antenatal visits  
(rate per total deliveries) 59.0% 75.5% .78X ~ N/A

Midwifery utilization rate  
(rate per total deliveries) 15.4% 24.7% .62X  N/A

Preterm birth rate  
(births per live singleton births) 15.2% 7.5% 2.1X  –

Infant mortality  
(deaths per 1,000 live births) 5.8 3.4 1.7X  –

Health Indicator Dashboard
This dashboard provides a snapshot of a selection of indicators presented in this report which are 
representative of Indigenous health in B.C.

For each indicator, the dashboard shows:

•	 Indigenous data

•	 Comparator data (Other Residents of B.C.)

•	 Gaps in the data between Indigenous people and Other Residents 

•	 Time trends in the Indigenous data

•	 If there are any disparities between the sexes in the Indigenous data

•	 Indigenous/Other Resident rate differences are provided only when statistically significant.

~ Stable

 Down – Data not available

Métis

 Up First Nations Male

Female



Part 3: Experience of Indigenous Peoples in B.C. Health Care

152 In Plain Sight: Addressing Indigenous-specific Racism and Discrimination in B.C. Health Care

  Indigenous1
Other 

Residents 
(OR)

Indigenous/ 
OR Rate 

Difference2

Indigenous 
Trend

Sex-Related 
Difference 

(Indigenous)

Screening          

Cervical cancer (PAP) screening rate 
(distinct clients,) a/s

5.3% 
8.3% 

7.9%  0.67X  – N/A

Colorectal cancer (FIT) screening rate, 
(distinct clients), a/s

5.5% 
7.4% 

7.2% 0.76X  – – 

Hospitalizations          

Hospitalization user rate, a/s 15.7% 11.9% 1.3X –   > 

Cardiovascular conditions* hospitalization 
user rate, a/s

11.7%  
11.9% 

11.1% 1.2X  –  > 

Chronic respiratory conditions** 
hospitalization user rate, a/s

5.4%  
4.4% 

3.7%
1.5X 
1.2X 

–  > 

Unintentional injury hospitalization rate 
(cases/10,000), a/s

15.5  
11.7 

9.0
1.7X 
1.3X 

~  = 

Ambulatory care sensitive conditions 
hospitalization rate (discharges per 1,000 
population), a/s

 10.7  4.8 2.2X   ~   =  

Public Health Emergencies          

COVID-19 rate  
(cumulative % positive, tested) 3.2% 1.8% 1.9X   > 

COVID-19 rate, 18+ years  
(case rate per 10,000)  14.2% 23.2%  0.61X  ISD

opioid overdose mortality rate 
(deaths/100,000), a/s Jan. 1 to Oct. 31, 2020 158.0 28.6 5.5X   > 

Other          

Life expectancy (years) 73.4 82.7 0.89X   > 

Left against medical advice  
(% of total discharges) 3.7% 1.4% 2.6X ~ –

Experience of discrimination in health 
system based on ancestry  
(% respondents)

66.9% 4.7% 14.2X –  > 

1	 Data are between 2015 and 2020 depending on the data source. 
2	 Rate differences are shown when statistically significant.
*	 heart failure, malformation of the cardiovascular system, cardiac valve disease, coronary artery disease, arrhythmia,  

other heart disease
**	 chronic obstructive pulmonary disease, pulmonary hypertension, other chronic lung disease, asthma,  

respiratory failure

a/s = age standardized; ISD = insufficient data; N/A = not applicable
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Over the last decade, public understanding of the history and realities 
of Indigenous peoples in Canada has deepened, in part due to the 
work of the Truth and Reconciliation Commission and the National 
Inquiry into Missing and Murdered Indigenous Women and Girls. A 
basic awareness has grown that the current inequities and injustices 
faced by Indigenous peoples in Canada – such as those examined in 
this Review – are deeply rooted in an enduring legacy of colonialism, 
and that confronting that legacy requires substantive, transformative 
change. An awareness has also grown of the fundamental human 
rights standards – such as those in the UN Declaration – that have to be 
implemented to effect that change. 

It is necessary to do some truth-telling about the history of the health 
care system in B.C., and the UN Declaration standards we must now 
meet as “the framework for reconciliation”, if we are to understand the 
challenge of racism and how to address it. 

This section of the report provides some of this truth-telling, as 
vital background information for understanding the Findings and 
Recommendations. 

Indigenous Systems of Health and Wellness
Prior to the arrival of Europeans – and, in the case of the Métis, 
after their distinctive communities formed – Indigenous peoples 
throughout what is now called Canada had their own health and 
wellness systems. Like all human societies, these health and wellness 
systems are rooted in particular worldviews, knowledge, beliefs, and 
social roles, processes and structures.

Reflecting the diversity of Indigenous peoples, these health and 
wellness systems were also diverse, rooted in their particular cultures 
and laws and implemented through their own governance systems 
throughout their respective territories. At the same time, there 
are certain shared elements or characteristics to the Indigenous 
worldviews that animate and shape Indigenous health and wellness 
systems. Often noted is the wholistic and integrative character of 

Contextualizing the Findings 
and Recommendations
Since Time Immemorial 

First Nations lived in 
accordance with their 
own laws and governance 
structures. They enjoyed 
good health and active 
lifestyles informed by 
their own medical science, 
traditional diets and 
teachings passed down over 
time. Archeological evidence 
suggests complex social 
structures and roles, and 
trade and resource-based 
economies dating back 
nearly 14,000 years

1763 Royal Proclamation sets 
out guidelines for European 
settlement of Aboriginal 
territory, acknowledges 
Aboriginal title and that 
all lands are considered 
Aboriginal lands until ceded 
by treaty with the Crown

1774 Spanish explorers 
arrive in Yuquot in Nootka 
Sound and traded with the 
Mowachaht, marking the 
first known contact between 
B.C.’s Indigenous population 
and Europeans

1778 First recorded European 
“discovery” of B.C. led by 
James Cook

1839 Crown Lands Protection 
Act passes, making the 
government guardian of 
all Crown lands, including 
reserve lands
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Indigenous worldviews, which emphasize the connections, 
harmony and fundamental relationships between all things. 
Such a wholistic vision means the well-being of each individual 
cannot be dissociated from the environments, lands and world 
around them, and from past and future generations. As has been 
described in the First Nations context, “First Nations recognize 
that good health and wellness starts with every human being and 
extends outward to include broader social, economic, cultural and 
environmental determinants of health and wellness.”161

Such a wholistic vision also speaks 
to the indivisibility of the inner and 
outer dimensions of health and 
well-being. Our physical, emotional, 
mental and spiritual well-being are all 
interdependent. One form of well-being 
cannot fully exist without the others, 
and all of them – as well as the relations 
between them – must be a subject of 
care. A patient, in such worldviews, is 
always the whole person in the full social and environmental 
contexts in which they live. A patient is never just a physical 
being, or a disease or a condition, or a body part, and is never an 
individual in isolation.	

Colonial Health Care in Canada’s History
As the settlement of Europeans expanded, these Indigenous 
health and wellness systems were impacted and in various ways 
disrupted and displaced. As has been described, colonialism 
interrupted “this [Indigenous] worldview and a Western European 
perspective of health became the dominant lens on which our current 
health care system is based.” 162

Colonialism, however, is not only the imposition of a different 
worldview – it is a structured and comprehensive form of 
oppression intended to extinguish Indigenous peoples and gain 
access to their lands and resources. A full overview of the history 
of colonialism and First Nations, Métis and Inuit is beyond the  

161	https://www.fnha.ca/Documents/FNHA-Policy-Statement-Cultural-Safety-and-
Humility.pdf

162	https://www.fnha.ca/Documents/FNHA-Policy-Statement-Cultural-Safety-and-
Humility.pdf

1857 the Gradual Civilization 
Act intended to assimilate 
First Nations people into 
Canadian society is passed. 
Allows for voluntary 
enfranchisement to First 
Nations males 

1876 the Indian Act is created 
by parliament to define 
Indian status and outline 
the administration of 
Indigenous rights, but  
does not grant rights  

1886 Compulsory school 
attendance for Indigenous 
children is decreed; 
residential and boarding 
schools are established  

1936 The Department of Indian 
Affairs begins to offer health 
care services to Indigenous 
patients through a network 
of federally operated Indian 
hospitals

1946 Nanaimo Indian Hospital 
opens on the site of a former 
military hospital

1981 all Indian hospitals either 
closed or converted to 
desegregated institutions

1986 Last residential school in 
B.C. closes

1987 Federal government 
introduces health transfer 
policy with the goal of 
providing First Nations and 
Inuit communities with an 
increased ability to control 
community health services

First Nations Perspective of 
Health and Wellness (FNHA)
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scope of this report.163 But it is important to sketch out some of  
this colonial history as it specifically relates to health care to 
contextualize the Findings and Recommendations in this report.

Colonialism was justified through the creation and perpetuation of 
racist beliefs about the inherent genetic, cultural and intellectual 
inferiority of Indigenous peoples. As related to the health and 
wellness of Indigenous peoples, these racist beliefs were entrenched 
through two pernicious propositions that gained structural, legal 
and policy form: first, that Indigenous peoples should be treated 
apart and separate, through a segregated health system; and 
second, that Indigenous peoples could be treated as objects of the 
health system – for the purposes of research and experimentation 
– and not as patients for whom the system existed to care. Both of 
these propositions demonstrate that health equity in access and 
outcomes for Indigenous peoples was never the goal of government 
policy.

Segregated facilities, underfunding, low standards of care, violations 
of individual integrity and autonomy – including of the physical bodies 
of Indigenous individuals, also injuring their mental, emotional, 
and spiritual domains in the process – and a failure to address 
needs expressed by communities and support Indigenous self-
determination are all part of Canada’s own story of health services 
for Indigenous peoples. 

Mission and Community Hospitals 

Historical segregation of Indigenous peoples in the health care system 
was intertwined with the broader policies of denial and assimilation 
that run through Canada’s history.

In the early decades after the founding of Canada, health care for 
the settler population was a mix of private home care and publicly 
run hospitals. Over time, the reliance on public hospitals grew. These 
were some of the roots of today’s system of public health care in 
Canada.

163	There are excellent studies that provide critical insights into this history, 
including the work of the Royal Commission on Aboriginal Peoples, the Truth and 
Reconciliation Commission and the Missing and Murdered Indigenous Women 
and Girls National Inquiry.

2005 First Nations Leadership 
Accord signed, creating the 
First Nations Leadership 
Council (FNLC) process; B.C 
enters new relationship vision 
with FNLC; Transformative 
Change Accord signed by 
FNLC, B.C. and Canada

2006 MNBC Relationship Accord 
establishes objectives to 
address health, housing 
education, economic 
opportunities and data.

2006 B.C. and FNLC release the 
Transformative Change Accord: 
First Nations Health Plan, 
identifying 29 action items to 
improve First Nations health 
and well-being

2007 Canada, B.C. and 
FNLC sign the Tripartite 
First Nations Health Plan, 
endorsing the Transformative 
Change Accord: First Nations 
Health Plan on a tripartite 
basis, and agreeing to 
develop and implement a 
new First Nations health 
governance structure

2007 United Nations General 
Assembly adopts the United 
Nations Declaration on the 
Rights of Indigenous Peoples 
(UNDRIP)

2008 Truth and Reconciliation 
Commission of Canada 
established as mandated 
through Indian Residential 
Schools Settlement Agreement 
(IRSSA)

2009/10 San’yas Indigenous 
Cultural Safety training 
program is developed by 
the PHSA, B.C., regional 
health authorities, MNBC, 
academics and Elders
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Health services for Indigenous peoples were treated differently 
than for the settler population. As Canada formed, the federal 
government assumed responsibility for “Indians” under section 
91(24) of the Constitution. Through the imposition of legislation such 
as the Indian Act, a definition of “Indian status” was created, a reserve 
system was imposed, the residential school system expanded, and a 
model of provision of segregated services was entrenched. Multiple 
forms of denial – including Crown denial of the existence of a distinct 
Métis people – contributed to a lack of basic, culturally appropriate 
health services.

By the late 19th-century, medical services for Indigenous peoples 
were largely administered through a combination of mission-run 
hospitals and government services, with funding from the federal 
Department of Indian Affairs.164 As public hospitals grew, there were 
also some segregated wards for Indigenous and other racialized 
populations.

In the 1920s, this began to change. The Department of Indian Affairs 
began to become more directly involved in the operation of health 
services for Indigenous peoples. There was a shift from segregated 
hospital wards within public community hospitals to more funding of 
separate Indian hospitals sometimes located on reserves in former 
mission schools.165

Tuberculosis and Treatment

Amongst the drivers of this shift to separate Indian hospitals were 
racist attitudes about the ill-health of Indigenous peoples and fears 
they were contagious. Of course, colonialism brought with it waves 
of new disease for Indigenous peoples; First Nations in B.C. suffered 
high rates of infectious diseases, including influenza, whooping cough, 
bronchitis, measles and the 1918 Spanish Flu. The protection of white 
settlers – and not the well-being of Indigenous peoples – was a primary 
focus. In particular, the growth and centralizing of government health 
services for Indigenous peoples during this time was in response 
to fears associated with the communicability of disease to white 
communities and pressure from the public for the government to 

164	Laurie Meijer Drees, Healing Histories: Stories from Canada’s Indian Hospitals 
(Edmonton: University of Alberta Press, 2013), 12.

165	Lux, 2016, 23-24

2011 Tripartite Framework 
Agreement on First Nation 
Health Governance provides a 
legal path to transfer federal 
health programs, authorizing 
the FNHA to plan, design, 
manage and deliver First 
Nations health programs

2013 FNHA assumes the 
programs, services and 
overall responsibilities 
previously managed through 
Health Canada’s First Nations 
& Inuit Health Branch

2015 First Declaration of 
Commitment to Cultural Safety 
and Humility in Health Services 
for First Nations and Aboriginal 
People in BC, signed by the 
Ministry of Health, PHSA, 
regional health authorities 
and the FNHA

2015 Truth and Reconciliation 
Commission of Canada 
releases summary report  
94 Calls to Action (June) and 
final report (December)

2015 Canada removes objector 
status and adopts UNDRIP 
without qualification

2016 National inquiry into 
missing and murdered 
Indigenous women and  
girls commences

2016 Métis Nation Relationship 
Accord II reaffirms 
commitments in the 
Relationship Accord I and 
includes four additional 
priority areas – children 
and families, information-
sharing, justice and wildlife 
stewardship



Part 4: Recommendations

158 In Plain Sight: Addressing Indigenous-specific Racism and Discrimination in B.C. Health Care

act.166 In particular, tuberculosis (TB) emerged as the leading cause of 
death for Indigenous people across Canada,167 with many Indigenous 
children contracting TB while at residential schools, and that rate 
of infection was exacerbated by poverty and poor health and living 
conditions in schools and on reserves.168 This led to significant shifts 
in the health system for Indigenous peoples.

Starting in the mid-1930s, a Joint-Canadian Tuberculosis Association 
and Government Committee on Indian Tuberculosis distributed 
funds between the provinces to create TB preventoria adjacent 
to residential schools and recommended greater surveys in the 
schools.169 In 1935, Coqualeetza residential school was the first to 
build a preventorium, staffed by one nurse, after the positive TB rates 
exceeded 75 per cent of the student population.170 TB death rates 
for First Nations on reserve in the 1930s and 1940s were amongst 
the highest ever reported in a human population (700 deaths per 
100,000 persons) with rates in residential schools reported at over 
10 times higher (8,000 per 100,000 persons).

By the end of the 1930s, despite increased surveys and testing, 
preventoria were failing to address the rising rates of infection 
among students and within Indigenous communities.171 Over 
the following decade, regular x-rays, vaccination programs and 
tuberculin testing were carried out for First Nations and Inuit 
communities and the number of segregated sanatoria increased 
in the lead-up to the creation of a formal segregated hospital 
system in the post-war era.172 However, these measures failed to 
address important determinants of health, specifically access to 
adequate nutrition, water and shelter and, instead, emphasized 
the communicability of TB and therefore the need to prohibit any 
transmission outside of reserves.173

166	Maureen K. Lux, Separate Beds: A History of Indian Hospitals in Canada, 1920s-1980s 
(Toronto: University of Toronto Press, 2016), 19-20; Meijer Drees, 2013, 12.

167	Mary-Ellen Kelm, Colonizing Bodies: Aboriginal Health and Healing in British 
Columbia, 1900-1950 (Vancouver: UBC Press, 1998), 2; Truth and Reconciliation 
Commission of Canada (TRC), The Final Report of the Truth and Reconciliation 
Commission of Canada’s Residential Schools, vol. 1 pt. 2, The History, 1939-2000 
(Montreal: McGill-Queens University Press, 2015), 192.

168	Meijer Drees, 2013, 9.
169	Lux, 2016, 33-34.
170	Truth and Reconciliation Commission of Canada (TRC), The Final Report of the 

Truth and Reconciliation Commission of Canada’s Residential Schools, vol.1 pt.1, The 
History, Origins to 1939 (Montreal: McGill-Queens University Press, 2015), 434.

171	TRC, vol.1 pt.1, 436.
172	TRC, vol.1 pt.2, 194, 196.
173	Lux, 2016, 33-35.

2017 Registrars of all colleges 
in BC Health Regulators (23 
health regulatory bodies) sign 
a Declaration of Commitment

2019 Declaration on the Rights 
of Indigenous Peoples Act 
(DRIPA) is passed in B.C.

2019 Reclaiming Power and 
Place: The Final Report of the 
National Inquiry into Missing 
and Murdered Indigenous 
Women and Girls is released

2019 BC College of Family 
Physicians and BC Patient 
Safety and Quality Council 
each sign a Declaration of 
Commitment

2020 the Evaluation of the 
BC Tripartite Framework 
Agreement on First Nation 
Health Governance, Cultural 
Safety and Humility Case Study 
Report and Evaluation of the 
First Nations Health Authority 
Final Report are released

2020 Government of B.C. 
appoints an Independent 
Reviewer to examine 
allegations of Indigenous-
specific racism in the health 
care system
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Experimentation, Health and Residential Schools174

While a segregated health system was being built with a driving focus to 
protect non-Indigenous Canadians from fears of the sickness of Indigenous 
peoples, at the same time Indigenous peoples were being used for medical 
research and experimentation. Reflecting prevalent social Darwinist attitudes, 
scientific research and the medical system was an arena in which racialized 
populations were sometimes treated as objects to be used on the path to 
finding treatments for the dominant white population.

Residential schools were central to creating negative health outcomes for 
Indigenous children. Residential schools were well known from early on to 
be severely dangerous to the health of the child. In 1907, Dr. Peter Bryce, in 
reporting on schools in Manitoba and the Northwest Territories, stated “we 
have created a situation so dangerous to health that I was often surprised that 
the results were not even worse than they have been shown statistically to be”. In 
the mid-1940s, a series of surveys were carried out in residential schools by 
the Red Cross, and later by the federal government. These surveys found 
nutritional deficiencies among students across the country and failures to 
meet Canada’s Official Food Rules. Such findings were evidenced by a lack 
of funding, insufficient training and cleanliness among staff, a reliance 
on cheaply processed foods, inconsistent access to fresh produce and 
inadequate preparation supplies and facilities.175

Health practices in residential schools reflected the colonial stereotypes 
and perceptions of Indigenous peoples as inferior and subhuman, including 
specific stereotypes about women and girls. By law, residential school 
principals in B.C. were allowed to sterilize any children in their care. 

Residential schools were also the sites of many scientific research 
experiments throughout the 20th century. For example, beginning in 1948, a 
five-year nutrition study was conducted at six residential schools, including 
Alberni School on Vancouver Island. A total of 1,000 students were part of 
this study. The goal of the project was to learn about the mental and physical 
health of students at residential schools and address the extent to which 
diets, including fortified foods, could address nutritional deficiencies, with 
the hope that the findings would guide federal initiatives for improvement 

174	Historian Mary Jane Logan McCallum argues that the use of the term “experimentation” 
rather than “studies” or “research” is important in these contexts as it draws attention to the 
unethical practices surrounding consent, the extractive processes of many such projects, 
and their failure to benefit the communities involved. See Mary Jane Logan McCallum, 
“Starvation, Experimentation, Segregation, and Trauma: Words for Reading Indigenous 
Health History,” The Canadian Historical Review 98, no. 1 (March 2017): 103-105.

175	TRC, vol.1 pt. 2, 243-245.
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and future spending.176 Other health care that supported nutrition, such 
the use of fluoride, was denied to the students during the experiments for 
fear that it might compromise findings.177 Despite the repeated surveys 
and studies carried out without parental consent, few of the findings 
and recommendations were implemented by the federal government to  
improve the diet and nutrition of students in residential schools.178

Other studies carried out within residential schools between the 1940s 
and 1960s included extrasensory perception (ESP), vitamin D, treatments 
for dysentery, TB medication INH, hemoglobin and bedwetting.179 A 1968 
dematoglyphic survey led by University of British Columbia medical genetics 
faculty member R.B. Lowry aimed to collect fingerprints from children at 
residential schools. Lowry approached principals at five B.C. institutions: Alert 
Bay, Kamloops, Fraser Lake, Williams Lake and Kuper Island; and received 
agreement to participate from all but one. The principal at Kuper Island 
withheld his consent, arguing that parents would have to be contacted. As 
the Truth and Reconciliation Commission’s findings note, the importance of 
parental consent was clearly apparent to this principal, further emphasizing 
the unethical – yet broadly accepted – actions of his colleagues at the other 
schools.180

176	TRC, vol.1 pt. 2, 252.
177	Ian Mosby, “Administering Colonial Science: Nutrition Research and Human Biomedical 

Experimentation in Aboriginal Communities and Residential Schools, 1942-1952,” Histoire 
sociale/Social History 46, no. 91 (May 2013): 162-164.

178	TRC, vol. 1 pt. 2, 289.
179	For more detailed discussion of consent to medical care and research experiments carried 

out in residential schools see: TRC vol.1, pt. 2, 220-231.
180	TRC, vol.1, pt. 2, 231.

A nurse reads to two Inuit boys at the Charles Camsell Indian Hospital in Edmonton. 
(Photo courtesy of the UBC Indian Residential School History and Dialogue Centre.)
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Racism Felt Across Generations and Communities
An Indigenous Elder spoke to the Review at length about her family’s experiences with racism in the health care 
system over generations. Here are some of her recollections:

•	 Her father and all his siblings were sent to the Nanaimo Indian Hospital. Her mother was held there for nearly 
18 years. She recalls that, as a child in residential school herself, the threat of being sent to the Nanaimo Indian 
Hospital was very real. She says children who were seen to be incorrigible or unteachable were sent there 
and that electric shock therapy, sterilization and multiple medical experimentations were used on Indigenous 
patients at the hospital.

•	 While at residential school, some of her teeth were pulled, causing her great pain, and she has had a fear of 
dentists ever since. She has experienced chronic tooth infections, complicated by Bell’s palsy.

•	 She recalls in May 1993, when her elderly mother was in palliative care and she received a call at 11 a.m. with 
her mother crying: “I need you.” She discovered that her mother had been waiting for a bedpan for four hours.

•	 Another morning, she received a call 
from her mother who was crying in 
pain. She discovered that, despite the 
doctor ordering pain medication every 
four hours and as needed, she had 
not had any for 24 hours. The nurses’ 
response was that “she didn’t ask for it.”

•	 She recalls the premature death of her 
father at a care home. He required his 
food to be pureed as he did not know 
to chew. One day, staff left him with 
regular food, a piece of apple became 
lodged in his throat and, by the time 
they found him, he was in medical 
distress and subsequently died.

•	 When she was nearly 20, she was 
referred to a urologist for chronic 
interstitial cystitis in the bladder. 
The specialist was rough with the 
equipment and, when she cried out in 
pain, he said “Come on, you know you 
native women like it rough.”

•	 She recalls the many times she has 
had to use the ED for treatment of the 
pain and chronic infections in her teeth. 
She’s often heard “What are you doing 
here? We don’t give drugs.”

•	 Once, when calling 8-1-1, because of 
her Bell’s palsy and the fact she has 
only one vocal cord, a nurse told her  
to “hang-up and call back when you  
are sober.” (News article courtesy of the UBC Indian Residential School History 

and Dialogue Centre.)



Part 4: Recommendations

162 In Plain Sight: Addressing Indigenous-specific Racism and Discrimination in B.C. Health Care

Indian Health Services and Indian Hospitals

Following the Second World War, the model of segregation became even 
more structurally entrenched. The Indian hospital system was launched as a 
network of federally-funded institutions for status Indian and Inuit patients 
administered under the newly created post-war Indian Health Services (IHS) 
branch of the Department of National Health and Welfare. Initially created 
to address high rates of TB infection, the Indian hospital system ultimately 
expanded to provide more general health services in many of its locations. At 
its peak, the IHS oversaw 29 hospitals in addition to nursing stations, clinics 
and other institutions run by provincial and charitable bodies.181 While some 
of the hospitals predated the IHS, most operated out of converted military 
facilities.182 Three hospitals were located in B.C.: Coqualeetza Indian Hospital 
in Sardis (1941-1969), Miller Bay Indian Hospital near Prince Rupert (1946-
1970), and Nanaimo Indian Hospital (1946-1967).

Despite community desire for local care, the IHS design of the hospital 
system centralized sites in the southernmost areas of the country and many 
individuals were forced to travel far from their families to receive treatment.183 
Isolated from families, language and culture, extended periods of hospital 
admittance posed tremendous emotional toll on many individuals and their 
communities.184

Indian hospitals were grounded in the same policies of denial and assimilation 
that were at the root of the creation of the Indian Act and the residential school 
system. The IHS was a race-based system of care rooted in perceptions of the 
inferiority and ill-health of Indigenous peoples:

The economic status of the more remote peoples will always be on a lower 
level, but in the more populated areas, the Indian can assume, gradually, 
more and more of the responsibility of his neighbours. This economic 
evolution must be slow, because the native is psychologically distinctly 
a different race to the more western cultures of the new population of 
Canada. Provision for tomorrow is not, and likely never will be, a trait of 
the unadulterated Indian or Eskimo, but assimilation should be attended 
by education in economic independence, including provision against ill-
health, to the degree current in their areas.185

181	Koskie Minsky LLP, Statement of Claim, Toronto, 2018, 12, https://kmlaw.ca/wp-content/
uploads/2018/01/IHC_Statement-of-Claim_20180129.pdf; Meijer Drees, 43.

182	Meijer Drees, 2013, 18.
183	Meijer Drees, 2013, 93-94; First Nations Health Council, Implementing the Vision: BC First 

Nations Health Governance (West Vancouver: First Nations Health Council, 2011), 16; https://
www.fnha.ca/Documents/FNHC_Health_Governance_Book.pdf

184	Meijer Drees, 2013, 17-18, 43.
185	Canada, Department of National Health and Welfare, Annual Report 1947-1948 (Ottawa, 

Government of Canada, 1948), 41, http://iportal.usask.ca/docs/Dept_National_Health_
Welfare_Annual_Reports/1947-1948.pdf

https://kmlaw.ca/wp-content/uploads/2018/01/IHC_Statement-of-Claim_20180129.pdf
https://kmlaw.ca/wp-content/uploads/2018/01/IHC_Statement-of-Claim_20180129.pdf
https://www.fnha.ca/Documents/FNHC_Health_Governance_Book.pdf
https://www.fnha.ca/Documents/FNHC_Health_Governance_Book.pdf
http://iportal.usask.ca/docs/Dept_National_Health_Welfare_Annual_Reports/1947-1948.pdf
http://iportal.usask.ca/docs/Dept_National_Health_Welfare_Annual_Reports/1947-1948.pdf


Part 4: Recommendations

163In Plain Sight: Addressing Indigenous-specific Racism and Discrimination in B.C. Health Care

A major rationale of the IHS system was also to help the federal government 
save money. Government found it could operate Indian hospitals at half the 
cost of care in community hospitals, with a result being a poor standard of care.

The lives of many Indigenous young people at this time were often 
characterized by a shuttling between segregated institutional systems 
– mandatory attendance at residential schools and legally compulsory 
treatment at hospitals.186 Yet the history of experiences within the IHS 
has not been as well documented as that in the residential school system. 
The voices and stories of survivors need to be heard if we are to truly 
comprehend what must be confronted with respect to Indigenous-specific 
racism in today’s health care system. Many former patients have reported 
traumatic experiences in Indian hospitals, including emotional, physical and 
sexual abuse; isolation; experimentation; forced sterilization; inadequate 
facilities; and negligent care, all compounded by consistently insufficient 
funding. A class-action lawsuit on behalf of former patients of the IHS is 
currently ongoing to address the allegations of abuse that occurred in the 
Indian hospital system.187 A public, transparent and comprehensive process 
of bringing this history to light, in ways that do not further contribute to 
victimization and trauma, is needed.

“We have to understand the legacy of the Indian Hospital in this 
province. Still to this day, I have people in communities who tell 
me they do not want to go to the hospital for care because that is 
where their grandparents died under atrocious conditions. If hospital 
administrators don’t understand that, how can we provide care? 
If they just say, ‘Oh, they’re non-compliant. They don’t show up for 
appointments.’ Well, yeah. Do you know why?”~ Health care professional who spoke to the Review

186	Lux, 2016, 116-117.
187	David Carrigg, “Three former ‘Indian hospitals’ in B.C. part of recently certified class-action 

lawsuit,” Vancouver Sun, February 1 2020, https://vancouversun.com/news/local-news/three-
former-indian-hospitals-in-b-c-part-of-recently-certified-class-action-lawsuit; Donna Carreiro, 
“‘Our people were experimented on’: Indigenous sanatorium survivors recall medical tests,” 
CBC News, September 22 2017, https://www.cbc.ca/news/canada/manitoba/indigenous-
sanatorium-suvivors-medical-experiments-1.4301131

https://vancouversun.com/news/local-news/three-former-indian-hospitals-in-b-c-part-of-recently-certified-class-action-lawsuit
https://vancouversun.com/news/local-news/three-former-indian-hospitals-in-b-c-part-of-recently-certified-class-action-lawsuit
https://www.cbc.ca/news/canada/manitoba/indigenous-sanatorium-suvivors-medical-experiments-1.4301131
https://www.cbc.ca/news/canada/manitoba/indigenous-sanatorium-suvivors-medical-experiments-1.4301131
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Medical Services Branch and Community Services

By the 1960s, the structure and operations of the IHS were amalgamated 
within the Medical Services Branch (MSB) of the federal government, which 
broadly oversaw all medical services that fell beyond the scope of the 
provincial governments.188 During this time, there were discussions within 
Medical Services about closure of Indian hospitals, particularly given the 
falling rates of TB among First Nations.189 The MSB was still plagued by funding 
challenges during this time, typically offering wages that could not compete 
with their counterparts in provincial services. By the late 1980s, only eight 
Indian hospitals remained in operation. Despite their poor condition, many 
surrounding communities were reluctant for the hospitals to close for fear 
that they would not be replaced with adequate services.190

Indigenous activism, both prior to and following the 1969 White Paper191 also 
shaped the MSB and health services in the decades to come, advocating for 
self-determination in the delivery of health services. The 1960s brought a 
broader focus on community building through training services for Indigenous 
peoples to fill local positions that addressed areas of health and sanitation.192 
By the late 1970s, the new “Indian Health Policy” and Canada’s commitment 
to the WHO’s Alma-Ata Declaration also signaled a larger shift towards health 
services that supported physical, mental and spiritual well-being developed 
and administered at a local level. 

188	D. Ann Herring, James B. Waldram and T. Kue Young, Aboriginal Health in Canada: Historical, 
Cultural, and Epidemiological Perspectives, 2nd ed. (Toronto: University of Toronto Press, 
2006), 198.

189	Lux, 2016, 130-131.
190	Herring, Waldram and Young, 212-213.
191	https://indigenousfoundations.arts.ubc.ca/the_white_paper_1969/
192	Meijer Drees, 2013, 21-23.

Patients in the Charles Camsell Indian Hospital women’s ward in Edmonton.  
(Photo courtesy of the UBC Indian Residential School History and Dialogue Centre.)

https://indigenousfoundations.arts.ubc.ca/the_white_paper_1969/
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Indigenous Man Dealing With Past Trauma, Alcoholism Also Had to  
Deal With Assumptions of First Responders
DD lived with his partner in both Metro Vancouver and various communities on Vancouver Island. He had five 
children, two of whom lived with the couple full-time. DD had worked various jobs for special interest groups 
both in B.C. and across Canada, as an activist, project manager and chair for a variety of Indigenous organizations 
including serving as both president and vice-president of the United Native Nations.

His partner describes him as charismatic, and among the most positive people she has ever met – an outlook 
she credits with helping to get her away from a traumatic and troubled family history. “He was a very positive and 
optimistic person about everything in our lives right from the beginning. He was a happy person and wanted people 
around him to feel happy, especially me and the kids. He always had a smile on face when he greeted someone or met 
them for the first time.”

Both of DD’s parents had been abused within the residential school system, resulting in less support during his 
childhood than he needed. DD experienced some PTSD and bouts of depression over the years, which led to the 
beginning stages of alcoholism. But he always maintained employment and sustained some periods of sobriety.

One night in 2016, while he was trying to intervene and help somebody involved in a domestic dispute, he was 
punched in the back of the head at the base of his skull. The resulting concussion changed the lives of he and his 
family forever. After the concussion, DD was in chronic, excruciating pain and he began to drink heavily to ease the 
pain. “He would tell me ‘It hurts so much’. I could see the pain it caused him daily and regularly,” said his partner. “After 
that, I noticed he struggled to find words when he was talking to me about something and it frustrated him. Everything 
had come so easily to him and now he struggled to find simple words.”

Around the same time, DD also dealt with the death of his father, worsening his post-concussion state. Following 
a referral to a concussion clinic, he was told that if, in six months to a year, his symptoms didn’t improve, then 
he was “never going to be normal.” From this point, he settled into an increasingly stronger depressed state with 
continued pain, feeling sad, scared, irritable and alone. He began to drink more frequently and, as his partner 
recalled: “He couldn’t work ‘cause he couldn’t stop drinking and he couldn’t stop drinking ‘cause of the pain.”

Six months later, DD reported feeling sick and began to vomit up blood. His partner recalls that paramedics and 
firefighters attended their home “with their judgment and looks of disgust.” She said that included their assumptions 
about the blood DD was throwing up, which one of the responders reacted to by saying: “I assume he is drinking 
red wine.”

“It was heartbreaking because, even when they treated him badly, he answered them politely and honestly and most 
times with a ‘yes sir’ or ‘no sir’ or ‘yes ma’am’ or ‘no ma’am’. He was never rude or belligerent towards any doctor, nurse 
or paramedics even when treated poorly... I often wonder how he felt as he sat on the floor in front of the toilet filled with 
blood he threw up, looking up at those faces of people who were supposed to be helping him...”

In April 2019, DD was hospitalized with a diagnosis of liver cirrhosis due to his struggles with alcohol. He was 
released, and readmitted in early June 2019 after being told that he had an approximately 45 per cent chance of 
surviving in the next year. He immediately ceased drinking, entered counselling and received medical assistance 
to help with cessation. While he was successful in his sobriety, his overall health began to deteriorate as 
complications from early stage liver failure began to arise.

During a family meeting with physicians, DD was told that, pursuant to a policy (‘Abstinence Policy’), he would not 
be eligible for a liver transplant until he had abstained from alcohol for six months. DD’s legal team wrote the 
Ministry of Health, BC Transplant and the PHSA to protest the policy as being discriminatory against Indigenous 
patients on account of higher rates of substance use arising from the impacts of racism, discrimination and 
colonialism and requested a policy review and confirmation for DD to be placed on the transplant list.

In September 2019, DD met with physicians and was considered for a liver transplant. However, his condition was 
by then just below the threshold required for a transplant. DD continued to feel ill, was depressed, discouraged 
and demoralized. His liver was unable to cope with the stress and, after a period in hospital under induced coma, 
he died in May 2020 at age 45.
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Indigenous Health Care in B.C. Today and Efforts to 
Address the Colonial Legacy
There is a direct link between the history and experience of colonial health 
care in B.C. and the challenges of racism within the health care system today. 
Systemic racism, as we see in the health care system, is fuelled by structures, 
norms and patterns that often have been taken for granted for generations. 
Current generations often struggle to see even a glimmer of these patterns, 
let alone how rooted they are in decades of a race-based approach to health 
care, and the devaluing of Indigenous peoples’ knowledge, bodies and life 
expectancies.

Imposition of colonial systems such as the Indian Act were intent on eradicating 
Indigenous peoples to make way for the priorities of settlers and settler 
governments, including expropriation and domination of lands and resources. 
Fulfilling this desire requires the oppression of Indigenous peoples and 
was premised on powerful assumptions about the inferiority of Indigenous 
peoples and the natural superiority of settlers and colonial governments. 
These assumptions centred around the genetic, cultural and intellectual 
inferiority of Indigenous peoples, thus enabling the state to enact policies to 
segregate, assimilate and govern all aspects of the lives of Indigenous peoples. 
Indigenous peoples were deemed to be weak and dying off, incapable and 
primitive, poor users of land without a proper land tenure system or social 
organization, thus requiring “civilization”.

Such abhorrent racist beliefs and policies persist in B.C. and they have 
generated hatred and disdain toward Indigenous peoples in many places, 
including in the health care system. A lack of readily available factual 
information, knowledge and understanding about the history and experience 
of colonialism – including in education and the media – reinforces social 
ignorance. Racist assumptions endure about why certain social conditions 
and issues exist, and continue to be perpetuated. Negative social attitudes 
about Indigenous peoples thus continue to be held and expressed through 
discriminatory behaviours anchored in such beliefs. In turn, these general 
negative social attitudes enable the continuation of racist policies that serve 
to shame and blame Indigenous peoples for health issues and suggest they 
are less deserving of care. This cycle – the legacy of colonialism – serves to 
hold the status quo in place.
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Groundwork for a New First Nations Health Governance Structure

Indigenous peoples have maintained their worldviews, laws, complex social 
structures and practices, which have served to support survival, resiliency 
and resistance to the imposition of colonialism. Throughout the history of 
Canada, Indigenous Elders, Matriarchs and Knowledge Keepers maintained 
Indigenous traditions of health and wellness, and First Nations leaders and 
communities maintained a long struggle to regain control over the well-
being of their own children, families and members. This struggle played out 
– and continues to play out – in the courts, on the land, on the ground, in 
the negotiation room and in communities. Indigenous peoples have never 
accepted the stereotypes and racism that came with colonial impositions 
of rules, policies and settlement. There has always been an unbroken chain 
of resistance to this and, as a result, some deep punishment of Indigenous 
peoples for defending their lands, resources and ways of life.

Early advocacy by First Nations leaders for shifts in health began in the 
1980s. In 1987, the federal government introduced the Health Transfer 
Policy with a goal of providing First Nations and Inuit communities with an 
increased ability to control community health services that had previously 
been delivered through the federal government. While a small step, and one 
still embedded within colonial systems and legislation including the Indian 
Act, this shift in federal health policy laid the groundwork for First Nations 
communities, individuals and organizations to more actively plan a future for 
First Nations health care controlled by First Nations.

In the 1990s and early 2000s, a number of events highlighted the need for 
change in Indigenous-Crown relations and for Indigenous peoples, including 
the Oka crisis193 and other stand-offs, the release of the Royal Commission on 
Aboriginal Peoples,194 and numerous court decisions on title and rights. In B.C., 
the emerging momentum resulted in a structural change in the collective 
work of First Nations through the establishment of a Leadership Accord 
amongst the three province-wide First Nations political organizations, and 
the formation of the FNLC. With this mechanism for collective advocacy 
by B.C. First Nations, work to shift government laws, policies, practices 
and institutions accelerated. The B.C. government entered into a New 
Relationship Vision (2005) with the FNLC, to enable a new government-to-
government relationship based on respect, recognition and accommodation 
of Aboriginal title and rights, as well as to close gaps in standards of living 
between First Nations and other British Columbians, including in health.

193	https://www.thecanadianencyclopedia.ca/en/article/oka-crisis
194	https://www.rcaanc-cirnac.gc.ca/eng/1100100014597/1572547985018

https://www.thecanadianencyclopedia.ca/en/article/oka-crisis
https://www.rcaanc-cirnac.gc.ca/eng/1100100014597/1572547985018
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The Transformative Change Accord and First Nations Health 
Governance

Soon after the formation of the FNLC and the New Relationship Vision, the 
Transformative Change Accord (November 2005) was signed by the federal 
government, provincial government and B.C. First Nations. The Accord 
committed the parties to achieve the goals of reconciling Aboriginal rights 
and title with those of the Crown, establishing a new relationship based upon 
mutual respect and recognition, and closing the social and economic gap 
between First Nations and other British Columbians in the areas of education, 
health, housing and economic opportunities over the next 10 years.

While the implementation of the Accord as a whole was stalled by a shift in 
the federal government, one area of work that maintained a focused approach 
was health. The FNLC and the B.C. government completed the Transformative 
Change Accord: First Nations Health Plan in 2006, which identified 29 actions to 
close the gaps in health status between First Nations peoples and other British 
Columbians. Through this plan, the Province acknowledged its responsibility 
to provide health services to First Nations, regardless of residence, and 
the importance of First Nations’ involvement in the design and delivery of 
those health services. That comprehensive vision for tangible change was 
strengthened and broadened through the Tripartite First Nations Health Plan 
Memorandum of Understanding (2006) and the Tripartite First Nations Health Plan 
(2007) between First Nations, B.C. and Canada. The Tripartite First Nations Health 
Plan included an explicit purpose, through a principled framework – to develop 
and implement a new First Nations health governance structure to increase 
First Nations decision-making and control within health systems and services.

Establishment of a new B.C. First Nations health governance structure involved 
meaningful and sustained engagement through forums and pathways 
established by and for B.C. First Nations at local, Nation, regional and provincial 
levels. In 2011 and 2012, this engagement culminated in collective decisions 
amongst B.C. First Nations to adopt a new First Nations health governance 
structure that would hardwire the participation of First Nations into decisions 
regarding the health policies, programs and services on which they rely. The 
new First Nations health governance structure was to assure accountability 
back to First Nations leadership through the established engagement process.

This First Nations health governance structure includes the FNHA, Tripartite 
Committee on First Nations Health (TCFNH) (inclusive of senior officials of 
federal and provincial governments and health authorities), the FNHC, and 
the First Nations Health Directors Association. It was given legal expression 
through an administrative contract, the Tripartite Framework Agreement on First 
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Nation Health Governance (2011). Through this agreement, a path was set to 
transfer federal health programs to the FNHA, authorizing the FNHA to plan, 
design, manage and deliver First Nations health programs, and influence 
provincial health services serving First Nations people in B.C. Two years were 
allotted to establish this governance structure and transfer federal health 
programs to the FNHA.

“We are at an important crossroads. There is tremendous 
opportunity to do the right thing for First Nations people in the  
province. There is remarkable work at regional levels to develop 
approaches that respect community-driven and Nation-based 
interests.  The First Nations Health Authority is committed to 
continuing to work with our communities, regions and partners 
to make sure this opportunity results in real steps forward. As an 
organization we are committed to taking action, reflecting on lessons 
learned and doing better. This is based on the vision and seven 
directives provided as direction to FNHA by First Nations leaders.”~ Richard Jock, Interim CEO, FNHA

FNHA Operations, Programs and Services

In October 2013, the FNHA assumed the programs, services and overall 
responsibilities previously managed through Health Canada’s First Nations 
Inuit Health Branch (FNIHB) Pacific Region. 

The FNHA’s budget primarily consists of a province-wide benefits program and 
community-based (on-reserve) public health programs and services. These 
community-based services include nursing, health promotion and disease 
prevention programs (including mental health and wellness), environmental 
public health services and health infrastructure support. Within these 
program areas, there are some nursing and environmental public health 
services that the FNHA directly delivers. However, the vast majority of these in-
community programs are delivered by the communities themselves, funded 
by the FNHA through community contribution agreements. At the time of 
transfer in 2013, FNHA replaced the federal government as one of the parties 
to the approximately 140 community contribution agreements that provide 
funding to communities to deliver local health services. This resulted in a 
two-way accountability relationship wherein the FNHA is accountable to First 
Nations through the community engagement process and health governance 
structure, and First Nations are accountable to the FNHA for funding received 
through community contribution agreements. This role of FNHA as funder and 
governance partner to communities has created both opportunities (such as 
new and enhanced funding for services) and challenges (such as reporting 
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compliance and lack of processes to guide disengagement) – these are well-
documented in the FNHA evaluation technical case study report.195

A major program relied upon by First Nations people on- and off-reserve is the 
Non-Insured Health Benefits (NIHB) program administered through the federal 
government’s FNIHB. In July 2013, the FNHA assumed responsibility for the 
management and administration of the federal NIHB for eligible First Nations 
in B.C. This program provides benefit coverage for medical and dental services 
that are not covered by provincial, federal or third-party insurance plans to 
more than 140,000 eligible First Nations people196 residing both on- and off-
reserve. While the FNHA initially entered into an agreement with the federal 
government to ‘buy back’ NIHB program administration on behalf of eligible 
clients in B.C., the majority of drug benefit administration was transitioned 
fully to an arrangement with B.C. PharmaCare in 2017, and dental, vision care, 
medical supplies, equipment and limited pharmacy benefits transitioned to an 
arrangement with Pacific Blue Cross in 2019. Medical transportation benefits 
continue to be largely administered by communities and their mandated 
health service organizations through community contribution agreements.

Tripartite Work on Indigenous-Specific Racism

Addressing racism in the health care system through culturally relevant 
services was identified as a priority in the Transformative Change Accord: First 
Nations Health Plan in 2006. This included commitments to, among other 
things, make health services more culturally sensitive and tailored to the 
needs of First Nations, increase the number of First Nations people working 
in the health system and jointly develop curriculum for mandatory cultural 
‘competency’ training for health sector staff, management and executive. 
These commitments were intended to address racism, discrimination and 
stereotyping across the health sector in B.C., while also creating opportunities 
for Indigenous health and well-being practices, philosophies and traditions to 
be incorporated across the health sector.

The core vision of First Nations was that the work of addressing Indigenous-
specific racism had to be done by governments, structures, systems and 
individuals throughout the health care system. The logic was that the 
responsibility for creating a transformed environment throughout the health 
care system, where racism was forcefully rejected, lay with the system that had 
long allowed such attitudes and practices to fester. However, in undertaking 
this work, there should be accountability to First Nations for results.

195	https://www.fnha.ca/Documents/FNHA-Evaluation-Case-Study-Technical-Report.pdf
196	Eligible clients for the Non-Insured Health Benefits program are First Nations individuals with 

registered status under the Indian Act.

https://www.fnha.ca/Documents/FNHA-Evaluation-Case-Study-Technical-Report.pdf
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Using the concept of ‘reciprocal accountability’, a central principle of the 
various bilateral and tripartite health plans and agreements, First Nations 
health governance partnerships within the health system were leveraged to 
draw attention and a common language around this issue of racism, with the 
goal that this would then lead to focused action planning, implementation and 
accountability.

Reciprocal Accountability
“A defining characteristic of our partnership is reciprocal accountability. 
This means that we will work together at all levels in a collaborative 
manner to achieve our shared goals, living up to our individual and 
collective commitments. It means that each Partner is accountable to the 
others for its actions, and for the effective implementation and operation 
of their responsibilities and systems, recognizing that our work as Partners 
is interdependent and interconnected. It means that we strive not only to 
live up to one another’s expectations, but strive to exceed them.”197

In 2015, an executive working group was formed to advance cultural safety 
and humility and reporting to the TCFNH. The working group prepared 
Cultural Safety and Humility in Health Services for First Nations and Aboriginal 
people in British Columbia: A Guiding Framework for Action and a Declaration 
of Commitment to Cultural Safety and Humility in Health Services for First 
Nations and Aboriginal People in BC. This Declaration, signed in 2015 by the 
Deputy Minister of Health and CEOs of the FNHA, PHSA and the regional 
health authorities, commits signatories to strengthen cultural safety and 
humility within organizations, service delivery and across the system. Since 
that time, many other provincial and national organizations have also signed 
similar declarations of commitment, acknowledging the negative impacts of 
Indigenous-specific racism, pledging to lead the change and to be accountable 
for results.198 These signatory organizations across the health system 
independently advanced initiatives, action plans, campaigns, programs and 
resources all intended to enhance cultural safety in accordance with the 
Framework for Action.

In 2018, the TCFNH discussed the need for additional measures to understand 
the quality and impact of these efforts and hard-wire the change in a more 
systemic manner. Therefore, key pillars and initial actions for a Cultural Safety 

197	https://www.health.gov.bc.ca/library/publications/year/2012/health-partnership-accord.pdf
198	Signatories include: Registrars of all colleges within BC Health Regulators (Declaration of 

Commitment: Cultural Safety and Humility in the Regulation of Health Professionals Serving 
First Nations and Aboriginal People in British Columbia, 2017); BC Coroners Service (2017); 
Interior Health Authority (2017); Providence Health Care (2017); Ministry of Mental Health 
and Addictions (2018); Health Canada and Indigenous Services Canada (2019); Emergency 
Management BC (2019); Doctors of BC (2019); BC Patient Safety and Quality Council (2019).

https://www.health.gov.bc.ca/library/publications/year/2012/health-partnership-accord.pdf
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and Humility Change Leadership Strategy were developed in collaboration 
with MNBC, the BC Association of Aboriginal Friendship Centres, and the BC 
Patient Safety & Quality Council, and endorsed by the TCFNH. This document 
targeted initiatives at a strategic and system-wide change level, aimed to 
enhance coordination and assure quality and accountability for results. 
This included: updating of the BC Quality Matrix to reflect cultural safety and 
humility; the development of a Cultural Safety & Humility Standard; establishing 
a measurement framework for cultural safety and humility; and developing 
the backbone team to serve as a hub for knowledge exchange and maintain a 
proactive focus on systemic progress.

“First, I hold my hands up to Mary Ellen Turpel-Lafond and her 
team for taking on the task of examining and documenting systemic 
racism against Indigenous peoples in B.C. health care. Our health care 
system is one of many institutions that needs a comprehensive review 
to fight systemic, entrenched, and institutional racism. Her report has 
given voice and legitimacy to the experiences of First Nations people 
in the health care system. We no longer have to suffer the skepticism 
of the mainstream media or non-Indigenous public when we are 
marginalized by health care providers. The report found evidence 
of widespread systemic racism exists in the B.C. health care system; 
what’s worse, many actors inside the system knew about this racism 
and did nothing about it. Armed with this report, it’s time that the 
Government of British Columbia overhaul our health care system 
to eliminate racism against Indigenous peoples. The BCAFN and our 
allies will hold the province to account over this, and we will not rest 
until strong, definite action is taken to protect our peoples’ rights to 
safety, respect and dignity in seeking assistance from health care 
providers.” ~ Regional Chief Terry Teegee,  

BC Assembly of First Nations, Takla Lake First Nation

In early 2020, the tripartite partners released a Tripartite Evaluation Report and 
accompanying documents, including a Cultural Safety and Humility Case Study 
Report. This report reveals scope and number of initiatives underway and 
the importance of the FNHA’s leadership in drawing initial focus to this issue. 
Through these leadership efforts, cultural safety and humility have emerged 
as clear and well-recognized concepts to address racism and stereotyping, 
providing cultural humility as an essential personal and professional practice 
to create cultural safety in the health care sector, including the elimination 
of interpersonal and systemic racism. As this Review has also found, the 
evaluation notes that further hard-wiring and systemic change is needed to 
consolidate gains and drill change to the front line of health care.
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Health and the Human Rights of Indigenous Peoples
Parallel to this history of Indigenous health care in Canada has been the 
advancement of international and domestic human rights regimes, including 
the right to health and the right to the elimination of all forms of racial 
discrimination, including against Indigenous peoples. 

A human rights lens is now a generally accepted framework for assessing the 
appropriateness and effectiveness of health care systems and for addressing 
specific challenges faced by historically marginalized populations such as 
Indigenous peoples. Indeed, the development of the UN Declaration took place 
because of a recognition of the need to specifically confirm and uphold the 
human rights of Indigenous peoples in the face of histories and abuses, such 
as those seen in the history of health care in Canada. 

This Review, in analyzing findings and making recommendations, expressly 
seeks to reinforce the standards of a human rights framework to Indigenous 
health as the measure for progress that has been made, and what remains to 
be done. 

The Human Right to Health

The fundamental relationship between health and human rights has been 
well established for decades. From the beginnings of the contemporary global 
understanding of human rights in the 1940s – of which Canada was a major 
advocate, participant and force – the right to health has been identified.

In 1946, the Constitution of the World Health Organization (WHO) recognized 
that “the enjoyment of the highest attainable standard of health is one of the 
fundamental rights of every human being without distinction of race, religion, 
political belief, economic or social condition”.199 The definition of “health” in the 
WHO Constitution is broad and integrative – a “state of complete physical, social, 
and mental well-being and not merely the absence of disease or infirmity”.200

The Universal Declaration of Human Rights (1948) also identified the importance 
of the relationship between health and human rights in various ways, including 
in Article 25:

1.	 Everyone has the right to a standard of living adequate for the health and 
well-being of himself and of his family, including food, clothing, housing 
and medical care and necessary social services, and the right to security 
in the event of unemployment, sickness, disability, widowhood, old age or 
other lack of livelihood in circumstances beyond his control.

199	https://www.who.int/governance/eb/who_constitution_en.pdf
200	https://www.who.int/governance/eb/who_constitution_en.pdf

https://www.who.int/governance/eb/who_constitution_en.pdf
https://www.who.int/governance/eb/who_constitution_en.pdf
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2.	 Motherhood and childhood are entitled to special care and assistance. All 
children, whether born in or out of wedlock, shall enjoy the same social 
protection.201

In 1966, the International Convention on Economic, Social, and Cultural Rights 
(ICESCR) recognized in Article 12 the “right of everyone to the enjoyment of the 
highest attainable standard of physical and mental health”.

Canada has long been supportive of all these international institutions and 
legal instruments, including as a State Party to the ICESCR.

The Indigenous Right to Health

This fundamental relationship between human rights and health has been 
strongly re-enforced in the specific context of Indigenous peoples. Most 
notably, the UN Declaration re-affirms the right to health in Article 24 in the 
same terms as ICESCR while also making additional specific references to 
Indigenous health:

1.	 Indigenous peoples have the right to their traditional medicines and to 
maintain their health practices, including the conservation of their vital 
medicinal plants, animals and minerals. Indigenous individuals also 
have the right to access, without any discrimination, to all social and 
health services.

2.	 Indigenous individuals have an equal right to the enjoyment of the 
highest attainable standard of physical and mental health. States shall 
take the necessary steps with a view to achieving progressively the full 
realization of this right.202

The UN Declaration was completed in 2007 after a multi-decade deliberative 
process involving Indigenous peoples and state governments, including 
Canada. The UN Declaration was adopted by Canada with reservations in 2010 
and, in 2016, the federal government removed these reservations.

The affirmation of the Indigenous right to health in the UN Declaration is a 
reflection of decades of studies, reports and data collection that affirm and 
re-enforce the necessity for a human rights-based approach to the health of 
Indigenous peoples, including to address the socio-economic gap between 
Indigenous and non-Indigenous peoples, and the enduring legacies of systemic 
racism and colonialism. The Indigenous right to health means that Indigenous 
peoples must be able to fully access appropriate health care services and 
ensure their individual well-being is cared for. To respect this right, such 
201	https://www.un.org/en/universal-declaration-human-rights/
202	https://www.un.org/development/desa/indigenouspeoples/declaration-on-the-rights-of-

indigenous-peoples.html

https://www.un.org/en/universal-declaration-human-rights/
https://www.un.org/development/desa/indigenouspeoples/declaration-on-the-rights-of-indigenous-peoples.html
https://www.un.org/development/desa/indigenouspeoples/declaration-on-the-rights-of-indigenous-peoples.html
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services must be free of obstacles and hindrances that don’t exist for other 
people, and at the same time must be provided in ways that affirm and uphold 
the distinctive cultural and social context of Indigenous peoples.

“shíshálh Nation remains at the forefront of rights recognition and 
implementation in British Columbia, as evidenced by the long-term 
Foundation Agreement we completed in 2018 with the B.C. government. 
Through that agreement we are on a path of re-setting the relationship 
based on a clear human rights foundation, as articulated in the United 
Nations Declaration on the Rights of Indigenous Peoples. 

Yet, the Foundation Agreement should not give any comfort that 
the hard work is done. Quite the opposite – the hard work has only 
just begun. Implementing human rights is a lot harder than merely 
acknowledging them. It demands change – in how we govern, make 
decisions, relate to each other, and think and act as individuals. This 
is as true as ever in health care, where I continue to frequently hear 
concerns from members about the care they received, a racist or 
insensitive comment or slight, or obstacles in accessing services to meet 
their basic health care needs. And then I look across the Province, and 
Canada, and see that while our Nation has agreed to a path for securing 
the implementation of our rights, and transforming our current reality, 
most First Nations remain facing enduring obstacles of rights denial, 
and lack of recognition of their laws and governments. 

We all have an obligation, to honour the sacrifices made by past 
generations and do what we must for future generations, to ensure 
that implementing the basic human rights of Indigenous peoples, 
including the Indigenous right to health, is at the core of all we do. 
This is our shared work, and our call to action.”~ hiwus (Chief) Warren Paull 

Additionally, the Indigenous right to health includes the recognition and 
affirmation of the distinctiveness and diversity of Indigenous worldviews, 
knowledge, social systems and culture. An expression of systemic racism is 
the struggle Indigenous peoples have to access health care services that are 
responsive to, and reflective of, Indigenous worldviews and conceptions 
of health. As part of the right to health, Indigenous peoples should have 
full access to health care services in ways that reflect and are responsive to 
Indigenous worldviews and conceptions of health, without discrimination, 
hindrances or obstacles. Ultimately, the health care system must be one 
which Indigenous individuals feel trust and confidence to access, without 
reservation, and that their culture, worldview and individual integrity will be 
reflected and respected in the services they use.
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The Indigenous right to health is also inextricable from the Indigenous right 
of self-determination and the inherent right of self-government. In many 
respects, the right of self-determination is viewed as a foundation for human 
rights of peoples, including how a human rights framework can respond 
to colonialism. Self-determination is reflected and upheld in the Universal 
Declaration, ICESCR and other instruments. It is also specifically upheld in the 
context of Indigenous peoples in the UN Declaration including in Articles 3, 4 
and 5:

Article 3
Indigenous peoples have the right to self-determination. By virtue of that 
right they freely determine their political status and freely pursue their 
economic, social and cultural development.

Article 4
Indigenous peoples, in exercising their right to self-determination, have the 
right to autonomy or self-government in matters relating to their internal 
and local affairs, as well as ways and means for financing their autonomous 
functions.

Article 5
Indigenous peoples have the right to maintain and strengthen their distinct 
political, legal, economic, social and cultural institutions, while retaining 
their right to participate fully, if they so choose, in the political, economic, 
social and cultural life of the State.203

Self-determination speaks to control by Indigenous peoples over their health 
and well-being, including through their own governing institutions, jurisdiction 
and laws. When understood in these terms, self-determination relates to how 
Indigenous institutions necessarily have roles to play in the B.C. health care 
system, as well as how individuals have a right to access health care in culturally 
appropriate ways that reflect Indigenous worldviews and conceptions of health. 
Colonialism imposed culturally-foreign systems of disempowerment – including 
the pass system, Indian hospitals and residential schools – that prevented 
Indigenous individuals from making their own health decisions. Implementing 
the right of self-determination must empower people to control their own health 
and wellness journeys, including in systems that are culturally appropriate.

203	https://www.un.org/development/desa/indigenouspeoples/declaration-on-the-rights-of-
indigenous-peoples.html

https://www.un.org/development/desa/indigenouspeoples/declaration-on-the-rights-of-indigenous-peoples.html
https://www.un.org/development/desa/indigenouspeoples/declaration-on-the-rights-of-indigenous-peoples.html
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The Requirement of a Human Rights Approach to Indigenous Health 
in Canada and B.C.

The centrality of the UN Declaration to addressing Canada’s legacy of 
colonialism, including in relation to health, was highlighted by the Calls to 
Action of the Truth and Reconciliation Commission which identified the UN 
Declaration as “the framework for reconciliation”.204

Canadian governments have begun to act upon the centrality of the UN 
Declaration and the necessity for a human rights approach to Indigenous 
rights. In addition to fully endorsing the UN Declaration, the federal government 
released the Principles Respecting the Government of Canada’s Relationship with 
Indigenous Peoples205 (10 Principles) to assist in the implementation of the UN 
Declaration, and has referenced or affirmed the UN Declaration in a number of 
new statutory provisions. The federal government has also committed to pass 
legislation to implement the UN Declaration.

B.C. has a gone a step further. In addition to adopting the same 10 Principles 
as the federal government206 in November 2019, the provincial government 
passed the Declaration on the Rights of Indigenous Peoples Act (DRIPA).207

Co-developed with Indigenous peoples, DRIPA has a number of provisions that 
are relevant to shaping approaches and steps to addressing systemic racism 
in B.C.’s health system:

•	 DRIPA affirms the application of the UN Declaration to the laws of B.C. (s. 2). 
This means, amongst other things, that the UN Declaration must be used – 
by law – as an interpretive tool when using and applying the existing laws of 
the province. Government and public institutions must consider the human 
rights of Indigenous peoples when determining how to act in accordance 
with B.C.’s laws, including in health.

•	 DRIPA requires the alignment of B.C.’s laws with the UN Declaration (s. 3). This 
means, amongst other things, that there is an obligation on B.C. to review 
existing laws, as well as new laws prior to adoption, for alignment with the 
UN Declaration. This includes laws related to health.

•	 DRIPA requires an action plan (s. 4) to meet the objectives of the UN  
Declaration. The objectives of the UN Declaration include ensuring that the 
human rights of Indigenous peoples are upheld, ending discrimination 

204	http://trc.ca/assets/pdf/Calls_to_Action_English2.pdf
205	https://www.justice.gc.ca/eng/csj-sjc/principles-principes.html
206	https://www2.gov.bc.ca/assets/gov/careers/about-the-bc-public-service/diversity-inclusion-

respect/draft_principles.pdf
207	https://www.leg.bc.ca/parliamentary-business/legislation-debates-proceedings/41st-

parliament/4th-session/bills/first-reading/gov41-1

http://trc.ca/assets/pdf/Calls_to_Action_English2.pdf
https://www.justice.gc.ca/eng/csj-sjc/principles-principes.html
https://www2.gov.bc.ca/assets/gov/careers/about-the-bc-public-service/diversity-inclusion-respect/draft_principles.pdf
https://www2.gov.bc.ca/assets/gov/careers/about-the-bc-public-service/diversity-inclusion-respect/draft_principles.pdf
https://www.leg.bc.ca/parliamentary-business/legislation-debates-proceedings/41st-parliament/4th-session/bills/first-reading/gov41-1
https://www.leg.bc.ca/parliamentary-business/legislation-debates-proceedings/41st-parliament/4th-session/bills/first-reading/gov41-1
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and creating greater conditions of social justice and equality for Indigenous  
peoples. Any action plan, therefore, must include measures to end 
discrimination against Indigenous peoples in health and uphold the 
Indigenous right to health.

•	 DRIPA confirms legislative space for agreements that recognize Indigenous 
governing bodies and implement the standard of free, prior and informed 
consent in the UN Declaration (s. 6 and 7). This provision enables opportunities 
for implementing aspects of the Indigenous right of self-determination, 
including in relation to control and jurisdiction over health.

Upholding the Indigenous right to health, including as reflected in the UN 
Declaration, is now firmly established as the legal and policy foundation for 
addressing discrimination and racism against Indigenous peoples in B.C.’s 
health care system. Such a human rights approach is also reinforced by a 
number of other foundational elements of Canada’s domestic law. These 
include s. 35(1) of the Constitution Act; the Charter of Rights and Freedoms; and 
human rights legislation in jurisdictions across Canada.

This human rights framework, and in particular the UN Declaration and DRIPA, 
form the framework for understanding the work that must be done today to 
address systemic discrimination in B.C.’s health care system. Specifically, a 
human rights framework means that the actions we take must facilitate the 
further development of a health care system where the Indigenous right to 
health is implemented. For the purposes of this Review, this means identifying 
what work must be done to support the implementation of the integrative 
and interconnected Indigenous understandings of health, with full access to 
culturally-appropriate health care services for Indigenous individuals, and 
to support Indigenous control in delivering health care – including through 
changes in laws, policies and practices, as well as roles for Indigenous 
institutions – consistent with Indigenous self-determination.

Human Rights and Anti-Racism

A human rights approach is also an anti-racist approach. Public discourse and 
policy development, as well as expert insights, have increasingly emphasized 
the necessity to adopt an anti-racist mindset and cultivate the skills of anti-
racism. Anti-racism is the practice of identifying, challenging, preventing, 
eliminating and changing the values, structures, policies, programs, practices 
and behaviours that perpetuate racism. As Ibram X. Kendi, a leading scholar of 
anti-racism, states, it’s not enough to be “not racist”. “The opposite of ‘racist’ isn’t 
‘not racist’,” he writes. “It is ‘antiracist’.”
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To be anti-racist means to be taking action to fight racism, including 
acknowledging one’s own place and role in a society with an enduring legacy 
of colonialism and racism. It means understanding history, and how the 
present lies upon these colonial and racist foundations, including in laws, 
policies and practices. It means everyone has a role to play in taking action 
to advance the transformation of laws, policies and practices that are rooted 
in the legacy of colonialism and racism, and create conditions of greater 
inclusion, equality and justice. Recognizing it is not the role of Indigenous or 
other racialized peoples to educate non-racialized people about colonialism 
and racism – and to educate oneself – is vital. 

Anti-racist mindsets, tools and skills involve targeting the root causes of 
systemic discrimination – which lie in structures, patterns of behaviour and 
attitudes that are legacies of colonialism – and pursue transformative, and not 
merely superficial or incremental, change. This establishes a foundation for 
the expression and enjoyment of Indigenous human rights.

“The racism that Canadians are witnessing today in the health 
care system, such as the events surrounding the tragic death of Joyce 
Echaquan in a Montreal hospital, highlights that there remain issues 
with the way health care is governed and delivered to Indigenous 
populations in Canada. The problem of on-going racism in Canada 
towards Indigenous peoples in the health care system is an example 
of the on-going systemic racism that continues to inflict our country 
more generally. It is a necessary thing for all Canadians to experience 
the anger, sadness, and horror of racism that has always been present 
in our communities in order to fix it.

If we want to address systemic racism then we have to confront the 
racism that remains in our institutions, as reflected in our laws, policies 
and practices, including the Indian Act. Colonialism has created a gap 
between Indigenous and non-Indigenous health and wellness through 
disempowerment and interference in Indigenous governments and 
legal orders. To confront this legacy, and tangibly improve the lives of 
Indigenous children, families, and communities, we must implement 
Indigenous rights, including the right to self-determination, which 
includes the inherent right of self-government. This means Indigenous 
peoples having control over meeting the needs and well-being of their 
citizens under their own jurisdictions and laws, clear revenue streams 
to deliver services like any government, and systems and institutions for 
governing they have determined through their own laws and traditions. 
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Here in British Columbia, First Nations individually and collectively 
have taken important steps towards self-government and self-
administration. This includes the creation of their own health 
institutions; but the work of building systems based on the inherent 
right of self-government is on-going. First Nations must continue to 
advance – indeed accelerate – rebuilding and strengthening their 
Nations and governments, as well as their institutions they determine 
to work on their behalf in health or any other sector. At the same time, 
governments must actually get serious about rights recognition and 
implementation. Confronting racism and colonialism is not enabled by 
lofty rhetoric. This is an arena of tangible action, and making the hard 
decisions – much of which we are yet to see.”~ Jody Wilson-Raybould (Puglaas) 

Independent MP, Vancouver-Granville
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Orientation
Addressing Indigenous-specific racism in B.C.’s health care system as identified 
in this report requires attacking the roots of the problem.

Despite progress and efforts made, the current health care system continues 
to reflect the legacy of colonialism. This legacy enables and permits systems, 
behaviours, and beliefs in which racism and discrimination against Indigenous 
peoples remain. The Recommendations of this Review are designed to 
confront that legacy, and establish a renewed foundation for Indigenous 
peoples’ access to, interaction with, and treatment by, the health care system.

A Renewed Foundation

There are three foundational elements to addressing the legacy of colonialism 
in the health care system:

1.	 Racism in the health care system is a reflection of a lack of respect and 
implementation of the basic human rights of Indigenous peoples.

2.	 Racism within the health care system is integrated with, and in many aspects 
indivisible from, broader patterns and conditions throughout society.

3.	 While those who experience the problem of racism in the health care system 
must be intimately involved in developing solutions, we know that the 
responsibility and burdens of this work lie with non-Indigenous individuals, 
communities, organizations and governments.

First, as discussed and analyzed in this Review, racism in the health care 
system is a reflection of a lack of respect and implementation of the basic 
human rights of Indigenous peoples as described in the UN Declaration. 
Adopting the DRIPA obligates the B.C. government to have an action plan, 
developed co-operatively with Indigenous peoples, to achieve the “objectives 
of the Declaration”.208 The objectives of the UN Declaration include ensuring 
that racism, discrimination and prejudice against Indigenous peoples 
are addressed, and creating patterns throughout society that uphold the 
minimum standards for the survival, dignity and well-being of Indigenous 
peoples. By necessity, the action plan must address the full range of 
topics, from Indigenous self-determination and sovereignty, to Indigenous 
self-government and legal orders, to land and resource decision-making 
including free, prior and informed consent, to the health, well-being 
and safety of Indigenous children, women, families and communities. 

208	Section 4

Recommendations
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At the time of completing this Review, co-operative work on developing this 
action plan was on-going. Recognizing that the action plan must include 
tangible and significant actions in the health sector, these Recommendations 
have been developed to inform, and even shape, the health system 
components of an action plan to achieve the objectives of the UN Declaration. 
These Recommendations were developed based on months of dialogue and 
study, hearing thousands of Indigenous voices, inclusive of interviews and 
information from all major health care actors, with the goal of addressing 
racism and ensuring the basic human rights of Indigenous peoples are 
upheld in the health care system. As such, government is encouraged to 
accept and implement all of these Recommendations, and also to work  
co-operatively with Indigenous leaders to ensure the implementation of 
these Recommendations is co-ordinated with the work of achieving the 
objectives of the UN Declaration through the action plan required in DRIPA. 

Second, racism within the health care system is integrated with, and in 
many aspects indivisible from, broader patterns and conditions throughout 
society. The legacy of colonialism and reality of racism is a challenge that 
all jurisdictions throughout Canada must continue to address, and these 
challenges within the health care system cannot be fully addressed without 
complementary progress in other social sectors. Health care is accessed 
at many points in an individual’s life – including the beginning and the end 
– and for a wide range of reasons. Often the health care system is called 
upon because of inadequacies or failures of other social sectors. Poverty, 
inadequate housing, limited access to proper education resources and 
reduced availability of social supports are just some examples of challenges 
which are unfairly experienced by Indigenous peoples as a result of the 
legacy of colonialism and racism, and drive different health needs, utilization 
patterns and outcomes. Improving the health and wellness of Indigenous 
peoples, including addressing racism, requires recognition that coherent 
efforts must be made across all social sectors. While the Recommendations 
are all specific to the health care system, they have been developed in 
consideration of necessary linkages to work that is occurring and still must 
occur in other sectors. 

Third, while the work of addressing racism in the health care system must 
be done together, we know that the responsibility and burdens of this 
work lie with non-Indigenous individuals, communities, organizations and 
governments. It is amongst those populations, contexts and structures 
where change needs to occur. At the same time, those that experience the 
problem of racism in the health care system must be intimately involved in 
developing solutions. The experience and knowledge of Indigenous peoples 
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must guide this work, including illustrating when racism is being successfully 
confronted. History has taught us that, with respect to Indigenous health 
and wellness, government does not know best and unilateral changes do not 
work. All of the Recommendations must be understood as requiring a joint 
approach with Indigenous peoples in their implementation, consistent with 
the UN Declaration which calls for consultation and co-operation between 
governments and Indigenous peoples in upholding Indigenous human rights. 
This also acknowledges that colonialism and racism has not been, and is not, 
experienced the same way by all Indigenous peoples – Indigenous women, 
children, LGBTQ+ and others all have experienced distinct expressions and 
impacts. Working jointly with Indigenous peoples means understanding these 
distinctions, and ensuring all experiences, knowledge and voices are a vital 
part of moving forward.

It is important to emphasize that the Recommendations build on exceptional 
work and well-intentioned efforts that have been taken in the past and are 
already underway – this is particularly the case with many of the excellent 
efforts regarding cultural safety and humility made in recent years. These 
Recommendations do not reinvent the wheel – they are designed to build 
upon what has been done, and move us forward in a coherent way in 
supporting Indigenous health and wellness, and improving the experience 
of Indigenous peoples in the health care system.

At the same time, however, this Review reveals the need for, and provides 
the opportunity to accelerate, a comprehensive approach to the long-standing 
challenges of racism and the legacy of colonialism, including near-term and 
longer-term actions, rooted in a principled human rights foundation and a 
commitment to anti-racism, that will increase success of all efforts. This 
includes change at all levels of the health care system, from front line care 
delivery, to leadership, to organizational culture, to strategic planning. It is 
with this vision in mind that these Recommendations chart a path forward. 

Structure
A coherent and transformative approach to addressing racism in B.C.’s health 
care system requires co-ordinated actions that effect shifts in multiple, distinct 
ways. In order to create a system where Indigenous rights are upheld, and 
an anti-racist mindset and skillset are the norm, there must be changes in 
systems, behaviours and beliefs.

Systems refers to the structures, processes and contexts we operate through 
and within, and ensuring those systems uphold the minimum standards of the 
UN Declaration, and Indigenous health and wellness. Behaviours refers to the 
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norms and actions that are taken, and how they reflect an anti-racist skillset 
and are respectful of Indigenous human rights, health, and well-being. Beliefs 
refers to attitudes and understandings that individuals or groups hold, which 
reflect, enable or reinforce anti-Indigenous racism. 

The Recommendations aim to advance an integrated and comprehensive 
change approach where actions in relation to systems, behaviours and 
beliefs are purposefully designed in relation to one another, and reflect the 
fact that to fully achieve the benefits of progress in any one area requires 
advancements in the others. One cannot ‘pick and choose’ from amongst the 
Recommendations. They are not an interchangeable ‘laundry list’ – they rely 
and depend on each other and must be read as part of one action plan for 
moving forward. They need to be implemented through strategies and efforts 
that pursue all of them in a co-ordinated and systematic way. Given that a 
primary observation of the Review is the lack of a systemic approach, the 
majority of Recommendations fall into this category.

“It’s time for our society to go beyond simply acknowledging 
that systemic racism is a part of our health care system. We need to 
ensure every recommendation in this report is fully operationalized 
in short order and that Métis and other Indigenous people no longer 
need to worry about being subject to racism if they require medical 
treatments. For far too long Métis people have not been treated fairly 
when it comes to the delivery of health services in British Columbia. 
We must use this report as a catalyst to ensure long-standing 
grievances are properly dealt with and that Métis people are once 
and for all treated with dignity and respect.” ~ Daniel Fontaine

MNBC Deputy Minister



Part 4: Recommendations

185In Plain Sight: Addressing Indigenous-specific Racism and Discrimination in B.C. Health Care

Recommendations: Systems
Recommendation 1

That the B.C. government apologize for Indigenous-specific racism in the 
health care system, setting the tone for similar apologies throughout the 
health system, and affirm its responsibility to direct and implement a 
comprehensive system-wide approach to addressing the problem, including 
standardized language and definitions, and clear roles and responsibilities 
for health authorities, regulatory bodies, associations and unions, and 
educational institutions.

Key Details
The B.C. government to:

•	 Consistent with the Power of an Apology Report, the Minister of Health to issue 
an apology and set the tone that will support similar apologies at the point 
of care in the health system.209 Such apologies could also be accompanied 
by efforts toward meaningful public atonement and events involving 
health authorities, facilities, and other sites and organizations that have 
inflicted harm and racism on Indigenous peoples. Whenever possible, such 
events and actions should reflect cultural protocols and practices that are 
respectful, meaningful and appropriate to the specific Indigenous peoples 
on the territories where health services are provided. 

•	 Confirm that it is the government’s responsibility to lead the work of 
implementing a system-wide response to address Indigenous-specific 
racism, prejudice and discrimination, and achieve substantive health equality 
for Indigenous peoples.

•	 Commit to dedicating the resources and capacity to fulfilling this 
responsibility, including the full implementation of all of these 
Recommendations.

•	 “Hard-wire” expectations of health authorities, regulatory colleges and 
professional associations and unions, health education institutions, 
health care workers and others to play an active role within their areas of 
responsibility for health services so that racism is rooted out. This could 
include new mandate letters, service plans, medical staff bylaws and other 
compliance and accountability mechanisms. 

•	 Work together with First Nations governing bodies and representative 
organizations and MNBC.

209	https://bcombudsperson.ca/assets/media/Special-Report-No-27-The-Power-of-an-Apology-
Removing-Legal-Barriers.pdf

https://bcombudsperson.ca/assets/media/Special-Report-No-27-The-Power-of-an-Apology-Removing-Legal-Barriers.pdf
https://bcombudsperson.ca/assets/media/Special-Report-No-27-The-Power-of-an-Apology-Removing-Legal-Barriers.pdf
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Recommendation 2

That the B.C. government, in collaboration and cooperation with Indigenous 
peoples in B.C., develop appropriate policy foundations and implement 
legislative changes to require anti-racism and “hard-wire” cultural safety, 
including an Anti-Racism Act and other critical changes in existing laws, 
policies, regulations and practices, ensuring that this effort aligns with the 
UN Declaration as required by DRIPA.

Key Details 
The B.C. government to:

•	 Enact an Anti-Racism Act that specifically includes references to the health 
care system and requires anti-racism policies, training and reporting in the 
health care system.

•	 Enact legislation to mandate the collection, use and disclosure of 
disaggregated demographic data for social change, with Indigenous 
institutions and governments in support of self-determination and 
sovereignty as recommended in the Office of the Human Rights 
Commissioner report, Disaggregated demographic data collection in British 
Columbia: The grandmother perspective.

•	 Implement changes to the Health Professions Act, Hospitals Act, Health 
Authorities Act and others to set standards, definitions and expectations for 
anti-racism and Indigenous cultural safety and humility and to ensure that 
all definitions and standards of quality require health services to be free 
from all forms of racism and discrimination against Indigenous peoples. 

•	 Introduce amendments to the Patient Care Quality Review Board Act to: 

–	Make discriminatory behaviour as defined in the BC Human Rights Code 
grounds for a care quality complaint, concurrent with any other remedy, 
including an application to the Human Rights Tribunal 

–	Require that the Patient Care Quality Office advise an individual, at 
the earliest opportunity, of the services of the Indigenous Health 
Representative and Advocate, and provide the contact information for 
doing so

–	Require the Patient Care Quality Review Board to advise an individual 
that if they are unsatisfied with the outcome of their complaint they may 
complain to the Ombudsperson, and provide the contact information for 
doing so.

•	 Articulate anti-racism and Indigenous cultural safety and humility 
expectations in the standards of all health regulatory bodies.
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•	 Amend ss. 7 - 14 of the BC Human Rights Code to include Indigenous identity as 
a protected ground from discrimination as recommended in Expanding Our 
Vision: Cultural Equality & Indigenous Peoples’ Human Rights, Ardith Walpetko 
We’dalx Walkem, QC.

•	 Amend section 51 of the Evidence Act, including, but not limited to, subsections 
(2), (5) and (6), to ensure that in cases involving Indigenous complainants, 
as well as for the purposes of reviews and investigations regarding the 
treatment of Indigenous peoples in the health care system, proper and 
appropriate information can be disclosed, that the existence and incidents 
of Indigenous-specific racism are documented and made public, and that 
the current environment of secrecy and distrust that exists – which also 
reinforces power imbalances faced by Indigenous peoples – is ended. 

Recommendation 3

That the B.C. government, First Nations governing bodies and representative 
organizations, and MNBC jointly establish the position of B.C. Indigenous 
Health Officer with legislative recognition and authority in the Public Health 
Act, and a structured relationship with the Provincial Health Officer.

Key Details
The creation of a B.C. Indigenous Health Officer position should involve the 
following:

•	 The development of legislative amendments in collaboration and cooperation 
with Indigenous peoples in B.C., to establish the role of Indigenous Health 
Officer.

•	 A principled, rights-based and distinctions-based approach to addressing 
the specific health and jurisdictional contexts and realities of First Nations, 
Métis and Inuit. 

•	 The co-development with First Nations of necessary agreements, using  
s. 7 of DRIPA, for how the Indigenous Health Officer will, where appropriate, 
jointly make decisions with the Provincial Health Officer or other health care 
system actors.

•	 Engagement with Indigenous leadership and the federal government to 
determine if the Indigenous Health Officer role may benefit from mandate 
or empowerment through federal mechanisms.

The B.C. Indigenous Health Officer to:

•	 Create the mechanism and focus to produce timely and relevant population 
health reports while upholding Indigenous data governance principles and 
processes.
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•	 Provide for an independent function, expertise and authority for Indigenous 
health protection, disease prevention and health promotion. 

•	 Focus the system on the specific health needs and perspectives of Indigenous 
peoples in B.C.

•	 Provide targeted response to the impacts of public health emergencies on 
Indigenous individuals.

•	 Work with the B.C. Provincial Health Officer to establish clear roles and 
responsibilities to ensure seamless health and safety policy, regulation and 
compliance to protect Indigenous peoples.

Recommendation 4

That the B.C. government, First Nations governing bodies and representative 
organizations, and MNBC jointly establish the Office of the Indigenous Health 
Representative and Advocate with legislative recognition and authority to 
provide a single, accessible, supportive, adequately funded resource for 
early intervention and dispute resolution for Indigenous people who require 
assistance to navigate, fully benefit from, and resolve problems within, B.C.’s 
health care system, including all health authorities, regulatory colleges and 
other health providers. The position should be reviewed in five years after 
establishment to determine if it has been effective in rooting out racism in  
the B.C. health care system.

Key Details
The B.C. Indigenous Health Representative and Advocate position to:

•	 Support Indigenous people encountering racist behaviour, policies and 
practices within the health care system.

•	 Provide support to Indigenous complainants with regard to their concerns 
about the health care system, including representation before the patient 
care quality boards, Human Rights Tribunal and the Ombudsperson.

•	 Report publicly on issues of racism relating to Indigenous peoples’ 
interactions with any part of B.C.’s health care system and gaps existing 
within the delivery of health services to Indigenous populations. 

•	 Have a physical presence in all regions and be connected to Indigenous 
governments, where possible, for accountability and effectiveness. 

•	 Develop and utilize cultural and restorative justice approaches and 
demonstrate respect for a diversity of Indigenous cultural norms and 
practices in all stages and elements of the dispute resolution process and 
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provide associated support for participants to engage meaningfully in these 
processes.

•	 Demonstrate consistency with the minimum standards identified in the UN 
Declaration, including Article 15, Article 22 and Article 40.

•	 Support more robust public reporting on progress in implementation of 
these Recommendations and the development of anti-racist mindsets and 
skill sets within health care organizations and throughout B.C.’s health care 
system.

•	 Issue special reports, including in collaboration with the Indigenous Health 
Officer, on matters such as the unique needs of particular Indigenous groups 
(e.g., Indigenous women, Elders or youth), health sectors (e.g., emergency 
transport, mental health and substance use).

Recommendation 5

That the B.C. government, First Nations governing bodies and representative 
organizations, and MNBC jointly develop a strategy to improve the patient 
complaint processes to address individual and systemic Indigenous-specific 
racism. 

Key Details
The jointly developed strategy to:

•	 Be informed by engagement with Indigenous patients, First Nations 
governing bodies and representative organizations, MNBC, and Indigenous 
service organizations.

•	 Include immediate, medium-term and longer-term changes to patient 
complaint processes including options for a separate process for Indigenous 
complaints, as well as immediate changes to the current processes for 
complaints within health authorities and regulatory colleges such as 
embedding Indigenous support roles, training and staffing within complaints 
processes and offices.

•	 Involve amendments to legislation governing complaints to confirm cultural 
safety as integral to quality care in B.C., and that discriminatory behaviour 
on the basis of race or Indigenous identity is a ground for a care quality 
complaint.

•	 Provide that “professionalism” standards include delivering services free 
from all forms of prejudice or discrimination against Indigenous peoples 
and that breaches of these standards will invite accountability processes 
and potential sanction.
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•	 Require that complaints processes advise Indigenous complainants, at the 
earliest opportunity, of the services of the Indigenous Health Representative 
and Advocate, and the roles that can be played by the Ombudsperson.

Recommendation 6

That the parties to the bilateral and tripartite First Nations health plans 
and agreements work in co-operation with B.C. First Nations to establish 
expectations for addressing commitments in those agreements that have not 
been honoured, and for how those expectations will be met through renewed 
structures and agreements that are consistent with the implementation of 
DRIPA.

Key Details
Engagement to consider:

•	 The commitments and priorities in health plans and agreements from 2006 
to present, including actions to address racism and discrimination, the 
degree to which those have and have not been achieved, and the factors 
that have contributed to and constrained progress, including the degree of 
government appetite to effect change.

•	 The standards of the UN Declaration and existence of DRIPA must be 
considered in relation to previous agreements, particularly how these 
agreements can now be enhanced by new tools and recognition of the 
authority of Indigenous governing bodies. 

•	 A strengthened mandate and structure for the FNHA that is appropriate 
and functions with some form of comparable “authority” to other health 
authorities, and in effective structured relationship with the Indigenous 
Health Officer, Indigenous Health Representative and Advocate, and 
Associate Deputy Minister-Indigenous Health.

•	 A legislated basis for FNHA to ensure the work evolves from charitable 
status to operating under proper direction and authorization from B.C. First 
Nations, with structured relations with other health care organizations.

•	 Dr. Mary Ellen Turpel-Lafond has been invited to provide a “management 
letter” to the parties to the Tripartite Framework Agreement on First Nation 
Health Governance based on observations and information gleaned during 
the Review, to detail concerns with non-compliance with the Framework 
Agreement.
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Recommendation 7

That the Ministry of Health establish a structured senior-level health 
relationship table with MNBC, and direct health authorities to enter into 
Letters of Understanding with MNBC and Métis Chartered Communities that 
establish a collaborative relationship with clear and measurable outcomes. 

Key Details
These steps with MNBC should include:

•	 B.C. Ministry of Health mandate letters to the health authorities to emphasize 
commitments under the Letters of Understanding.

•	 Letters of Understanding to state clear expectations of the health authorities 
regarding their relationship with MNBC, the role of MNBC in the health care 
system and shared principles and priorities.

•	 Partnership tables to be established between MNBC, Métis Chartered 
Communities and each health authority.

•	 Jointly-developed workplans to cascade from the Letters of Understanding.

•	 Appropriate funding for Métis participation in these partnership processes 
and for the commitments described in jointly approved workplans.

Recommendation 8

That all health policy-makers, health authorities, health regulatory bodies, 
health organizations, health facilities, patient care quality review boards 
and health education programs in B.C. adopt an accreditation standard for 
achieving Indigenous cultural safety through cultural humility and eliminating 
Indigenous-specific racism that has been developed in collaboration and 
cooperation with Indigenous peoples.

Key Details
The accreditation standard to:

•	 Finalize the promising work that is underway in B.C. on Health Standards 
Organization 75000:2020, commencing a public review process as soon as 
possible that includes proactive engagement with Indigenous peoples.

•	 Clarify common definitions and concepts, including the distinction between 
the problem of racism, the mindsets and tools needed to shift beliefs and 
behaviours, and the outcome of cultural safety at the point of care. 

•	 Advance integration of Indigenous practices and culture across systems and 
organizations and ensure that cultural safety standard permits appropriate 
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respect for Indigenous protocols, practices and requirements at the regional 
and local level where health services are delivered. 

•	 Ensure adoption of Indigenous-specific racism policies that reflect the 
standard. 

•	 Ensure appropriate and adequate training for surveyors to monitor and 
support the implementation of the standard.

•	 Ensure alignment between the standard and the new measurement 
framework recommended in this report.

Recommendation 9

That the B.C. government establish a system-wide measurement framework 
on Indigenous cultural safety, Indigenous rights to health and Indigenous-
specific racism, and work with First Nations governing bodies and 
representative organizations, MNBC, the Indigenous Health Officer, and 
the Indigenous Health Representative and Advocate to ensure appropriate 
processes of Indigenous data governance are followed throughout required 
data acquisition, access, analysis and reporting. 

Key Details
The establishment of a measurement framework to:

•	 Enable a high-level, comparable view of the B.C. health system while also 
providing for regional and local meaning and variability.

•	 Provide indicators to be regularly reported upon, and integrated within 
established processes of health system reporting and accountability, 
addressing at minimum patient experience, access to services, 
appropriateness of care, and health and wellness outcomes. 

•	 Build upon the indicators and measures utilized in this Review, including 
routine surveying of health care workers, students and Indigenous peoples 
about Indigenous-specific racism in health care and learning settings.

•	 Ensure standardized collection of information on race and ethnicity 
throughout the B.C. health care system.

•	 Ensure alignment between the measurement framework and the 
accreditation standard recommended in this report. 

•	 Include the Canadian Institute for Health Information (CIHI) to support 
alignment with national work.
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Indigenous data governance processes to:

•	 Be developed with Indigenous institutions and governments in support of 
self-determination and sovereignty.

•	 Create clear protocols for access to information, including for Indigenous 
communities, the Indigenous Health Representative and Advocate, and 
Indigenous Health Officer.

•	 Accelerate the movement towards a vision of a Nation-governed and 
mandated regional data centre and alignment with the National Data 
Governance Strategy.

•	 Result in renewal of the TDQSA to reflect the UN Declaration, align with the 
vision of a regional data centre, and to address recommendations provided 
in the TDQSA Rapid Review (February 2019).

Recommendation 10

That design of hospital facilities in B.C. include partnership with local 
Indigenous peoples and the Nations on whose territories these facilities 
are located, so that health authorities create culturally-appropriate, 
dedicated physical spaces in health facilities for ceremony and cultural 
protocol, and visibly include Indigenous artwork, signage and territorial 
acknowledgement throughout these facilities. 

Key Details
The partnerships to address the following:

•	 Co-development and implementation of facility guidelines with local First 
Nations and Métis.

•	 Creation of at least one dedicated space within all hospitals in B.C. to provide 
safe spaces for ceremony, protocol and family gathering.

•	 Changes to policies to ensure support for ceremony, cultural practices, 
learning and family gathering. 

•	 Measures to ensure respect for the physical spaces, artwork and signage.

•	 Measures to ensure Indigenous individuals have knowledge of, and access 
to, the dedicated spaces.

•	 Requirements that new capital facilities demonstrate innovation and 
transformative approaches to enhance cultural safety through facility design.

•	 Design of the new St. Paul’s Hospital and health campus, including an 
Indigenous Wellness Centre, as a demonstration of the clear commitment 
to Indigenous cultural safety in B.C.’ s health care system.
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Recommendations: Behaviours
Recommendation 11

That the B.C. government continue efforts to strengthen employee “speak-
up” culture throughout the entire health care system so employees can 
identify and disclose information relating to Indigenous-specific racism or 
any other matter, by applying the Public Interest Disclosure Act (PIDA) to 
employees throughout the health care sector without further delay. 

Key Details
A speak-up culture will:

•	 Apply to all aspects of the health care system 

•	 Make regulatory changes as soon as possible to ensure that health employees 
are included in the class of persons protected under PIDA (SBC 2018,  
Chapter 22).

•	 Strengthen codes of ethics and anti-Indigenous racism workplace standards. 

•	 Designate ethics and standards of conduct advisors in all health authorities 
and health care professions. 

Recommendation 12

That the Ombudsperson consider including a focus on Indigenous-specific 
racism in the health care system as a key priority and seek input from 
appropriate partners on current plans to strengthen this priority through 
engagement, special activities to promote greater fairness in public services 
to Indigenous peoples, and reporting to the public on progress. 

Key Details
Addressing Indigenous-specific racism in health care through the 
Ombudsperson to:

•	 Engage on best approach to transition the current telephone line, email and 
website established for this Review to the Ombudsperson. 

•	 Consider including Indigenous-specific racism in the health care system as 
a core priority in the Indigenous Communities Services Plan currently being 
developed by the Ombudsperson, in collaboration and cooperation with 
Indigenous peoples, by mid-fiscal 2021/22. 

•	 Provide advice and support to the creation of the Indigenous Health 
Representative and Advocate and consider the appropriate structured 
collaborative relationship to address Indigenous-specific racism and related 
matters.
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Recommendation 13

That the B.C. government establish the new position of Associate Deputy 
Minister for Indigenous Health within the Ministry of Health, with clear 
authorities including supporting the Deputy Minister of Health in leading 
the Ministry’s role in implementing these Recommendations.

Key Details
The new Associate Deputy Minister position to:

•	 Markedly increase dedicated leadership, capacity and effort within the 
Ministry on matters of Indigenous health and wellness.

•	 Be held by an Indigenous individual with strong knowledge about the B.C. 
context, systemic change abilities, demonstrated expertise in Indigenous 
health and wellness, the Indigenous right to health, the UN Declaration and 
addressing Indigenous-specific racism.

•	 Coordinate system-wide responsibility and accountability in eliminating 
Indigenous-specific racism and achieving Indigenous cultural safety.

•	 Ensure consistent visibility of Indigenous health in Ministry policy, strategy, 
detailed operating plans and mandate letters.

•	 Work with appropriate organizations in the health system to develop 
a renewed approach to, and placement of, functions for knowledge 
development and exchange in Indigenous-specific racism and Indigenous 
cultural safety and humility.

•	 Lead the Ministry’s responsibility to implement these Recommendations.

Recommendation 14

That the B.C. government, PHSA, the five regional health authorities, B.C. 
colleges and universities with health programs, health regulators, and all 
health service organizations, providers and facilities recruit Indigenous 
individuals to senior positions to oversee and promote needed system 
change.

Key Details
Action taken to:

•	 Ensure responsibilities for anti-racism and advancing cultural safety are 
embedded in job descriptions of all senior executive and Board member 
roles.

•	 Clearly articulate the purpose and associated standards and criteria for 
the selection of Indigenous individuals to serve in health authority board 



Part 4: Recommendations

196 In Plain Sight: Addressing Indigenous-specific Racism and Discrimination in B.C. Health Care

positions. This should include a systemic understanding of Indigenous 
cultural safety and Indigenous health priorities, and context of Indigenous 
Nations, governments and peoples in B.C. 

•	 Develop senior executive leadership positions within these organizations 
with responsibility for Indigenous health. A focus on recruiting individuals 
from the territories within that region, where applicable, can contribute to 
building stronger relationships with local Indigenous communities.

•	 Establish measures to support Indigenous senior leaders to meet and 
network collectively to play an effective role on Indigenous-specific racism. 
This includes regular meetings of Indigenous Board members, and a network 
amongst Indigenous senior executives coordinated by the Associate Deputy 
Minister.

•	 Implement a program to build the supply and networking of qualified 
Indigenous senior executive and Board leadership.

Recommendation 15

That the B.C. government, First Nations governing bodies and representative 
organizations, MNBC, the Provincial Health Officer and the Indigenous 
Health Officer develop a robust Indigenous pandemic response planning 
structure that addresses jurisdictional issues that have arisen in the context 
of COVID-19, and which upholds the standards of the UN Declaration.

Key Details
The plan to address the following:

•	 The specific needs of Indigenous Elders, including immediately creating 
allowances for Elders to be accompanied by an escort for all hospital and 
medical visits during the COVID-19 pandemic.

•	 Include Indigenous peoples amongst the vulnerable populations that may 
be given priority when approved vaccines are issued.

•	 Distinctions-based approaches, including the unique jurisdictional contexts 
of First Nations in relation to community protection. 

•	 Ensure rural, northern and remote Indigenous peoples and communities 
are served. 

•	 Measures to address the increased stress and mental health issues faced by 
Indigenous peoples as a result of the pandemic. 
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Recommendation 16

That the B.C. government implement immediate measures to respond to the 
MMIWG Calls for Justice and the specific experiences and needs of Indigenous 
women as outlined in this Review.

Key Details
The measures to address the following:

•	 Finish the Indigenous Women Health Report, including refreshing the data 
where necessary.

•	 Establish specialty services for Indigenous women that provide for safe 
and welcoming experiences, including considering the development of a 
province-wide specialized service for peri-menopausal, menopausal and 
post-menopausal health accessible to Indigenous women.

•	 Enhanced access to maternal, child and reproductive health care, including 
in-community and similarly safe screening opportunities.

•	 Performance measures and associated monitoring and accountability.

Recommendation 17

That the B.C. government and FNHA demonstrate progress on commitments 
to increase access to culturally safe mental health and wellness and 
substance use services.

Key Details
Progress would include: 

•	 Addressing lagging commitments to stand-up projects, and ensure these 
are informed by broader engagement with First Nations, and available data 
including that outlined in this report.

•	 A specific focus on Indigenous youth. 

•	 Increased harm reduction availability, including on-reserve.

•	 Integration of traditional and cultural activities, knowledge and practices.

•	 Vigilant performance measurement, evaluation, and associated monitoring 
and accountability. 
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Recommendation 18

That the B.C. government require all university and college degree and 
diploma programs for health professionals in B.C. to implement mandatory 
strategies and targets to identify, recruit and encourage Indigenous 
enrolment and graduation, including increasing the safety of the learning 
environment for Indigenous students.

Key Details
The requirements to:

•	 Include standardized targets and expectations established by the B.C. 
government including the Ministry of Advanced Education and Ministry of 
Health.

•	 Include specific targets for B.C. First Nations learners.

•	 Include immediate-, medium-, and long-term approaches to accommodate 
and uphold the human rights of Indigenous students, and to increase 
identification, recruitment and encouragement of potential Indigenous 
applicants.

•	 Update targets for Indigenous enrolment and graduation that represent 
a significant increase from current rates and issue annual reports to 
appropriate Indigenous representative organizations.

•	 Be designed to ensure recognition of distinctiveness between First Nations, 
Métis and Inuit.

•	 Involve screening for racism and prejudice amongst all applicants to health 
professional programs.

•	 Include support and protection for Indigenous students, including 
mentorship and networking, and clear and safe pathways for reporting of 
any experiences of racism.

•	 Be supported with information and education programs for faculty, staff 
and students about the importance of increasing the numbers of Indigenous 
health practitioners as part of addressing Indigenous-specific racism, 
achieving cultural safety, implementing the Indigenous right to health 
including as identified in the UN Declaration, and advancing the work of 
reconciliation.

•	 Be developed and implemented in collaboration with First Nations governing 
bodies and representative organizations and MNBC.
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Recommendation 19

That a Centre for anti-racism, cultural safety and trauma-informed 
standards, policy, tools and leading practices be established and provide 
open access to health care organizations, practitioners, educational 
institutions and others to evidence-based instruments and expertise and 
to expand the capacity in the system to work collaboratively in this regard.

Key Details
This Centre to:

•	 Consolidate available evidence-based tools, resources, and instruments and 
develop virtual mechanisms to make these available.

•	 Develop tools, resources, webinars and other mechanisms to advance 
standardized definitions, terminology, and leading practice in anti-racism, 
cultural humility and cultural safety.

•	 Work with health system organizations to design, prototype and evaluate 
initiatives and interventions in anti-racism, cultural humility and cultural 
safety.

•	 Hold and share expertise in change leadership and change management, 
anti-racism, cultural humility and cultural safety.

•	 Be delivered through clear governance structure that can independently 
and equitably deliver these functions throughout the health care system.

Recommendations: Beliefs
Recommendation 20

That a refreshed approach to anti-racism, cultural humility and trauma-
informed training for health workers be developed and implemented, 
including standardized learning expectations for health workers at all levels, 
and mandatory, low-barrier components. This approach, co-developed with 
First Nations governing bodies and representative organizations, MNBC, 
health authorities and appropriate educational institutions, to absorb 
existing San’yas Indigenous Cultural Safety training.

Key Details
This new approach to:

•	 Mandate completion of identified components as a component for 
onboarding, qualification for service and health professional licensure. 



Part 4: Recommendations

200 In Plain Sight: Addressing Indigenous-specific Racism and Discrimination in B.C. Health Care

•	 Ensure specific clinical and point-of-care training is available in addition to 
entry-level and awareness-raising training.

•	 Include elements that foster a mindset and skills for confronting Indigenous-
specific racism in all aspects of the health care system.

•	 Ensure integration with training by health authorities, which should include 
content appropriate to the distinct Indigenous communities in those regions. 

•	 Be delivered through an independent, clear governance structure that has 
authority for delivering the program consistently throughout the health care 
system.

•	 Be supplemented with mandated data gathering, reporting and analysis to 
track how the program is contributing to meeting goals. Weaknesses and 
gaps must be addressed, but with clear protocols on the gathering and use 
of data that are solely for the purpose of identifying successes, challenges 
and improvements in the program, ensuring that harms are not escalated or 
reproduced through the use of data, and that the data are not for purposes 
of publishing research.

•	 Include clear mechanisms to evaluate comparable out-of-province training 
that medical practitioners may have received in order to determine what 
mandatory training they must take as part of working in B.C.

Recommendation 21

That all B.C. university and college degree and diploma programs for 
health practitioners include mandatory components to ensure all students 
receive accurate and detailed knowledge of Indigenous-specific racism, 
colonialism, trauma-informed practice, Indigenous health and wellness, and 
the requirement of providing service to meet the minimum standards in the  
UN Declaration.

Key Details
The mandatory components to:

•	 Include the integration of content throughout the curriculum regarding 
traditional understandings and practices of Indigenous health and 
wellness, the Indigenous right to health and the minimum standards of the  
UN Declaration.

•	 Include focus on fostering a mindset and skills for confronting Indigenous-
specific racism in all aspects of the health care system.

•	 Include multiple required learning opportunities which all students must 
successfully complete.
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•	 Be part of, and integrated into, meeting the regulatory requirements for 
licensing to practise as a health care professional in B.C.

•	 Where appropriate, include jointly developed opportunities for intensive 
and immersive learning within First Nations communities and in settings 
serving a high proportion of Indigenous patients.

Recommendation 22

That the B.C. government, in consultation and co-operation with Indigenous 
peoples, consider further truth-telling and public education opportunities 
that build understanding and support for action to address Indigenous-
specific racism in the health care system; supplemented by a series of 
educational resources, including for use in classrooms of all ages and for the 
public, on the history of Indigenous health and wellness prior to the arrival 
of Europeans, and since that time.

Key Details
The educational resources to:

•	 Be developed with guidance and partnership of key experts, such as the 
Centre for Excellence in Indigenous Health at the University of British 
Columbia, and with education experts.

•	 Renew the #itstartswithme campaign and be tied to relevant major initiatives 
such as an Anti-Racism Act.

•	 Integrate, as appropriate, stories and findings from this Review. 

•	 Include materials for K-12 classrooms, as well as online educational resources 
that can be accessed and utilized by the public.

•	 Include a public exhibition that can be visited in museums, public buildings 
and halls in communities across B.C.

•	 Address the history of Indigenous health, including the diversity and extent 
of pre-contact Indigenous health and wellness systems, the disruptions 
caused by colonialism including the role of the Indian Act, the residential 
school system, Indian hospitals and medical testing on Indigenous peoples.

•	 Explain the importance of the Indigenous right to health, including as 
identified in the UN Declaration.

•	 Discuss the challenges of Indigenous-specific racism still faced today and the 
roles everyone can play to address this racism.
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Recommendation 23

That the B.C. government, in partnership with First Nations governing 
bodies and representative organizations, MNBC, Indigenous physicians, 
experts, and the University of British Columbia or other institutions as 
appropriate, establish a Joint Degree in Medicine and Indigenous Medicine. 
That the B.C. government, in partnership with First Nations governing 
bodies and representative organizations, MNBC, Indigenous nurses, experts, 
and appropriate educational institutions, establish a similar joint degree 
program for nursing professions. 

Key Details
The joint degree programs to:

•	 Be informed by the model of the University of Victoria Indigenous Law Joint 
Degree Program and offer an additional qualification in addition to the 
current training and education programs. 

•	 Consider related steps such as an interdisciplinary course to advance 
appropriate integration of Indigenous medicine. Such a course could be 
cross-posted across all medical disciplines and be mandatory. 

•	 Include development of educational and training content in traditional 
Indigenous health and wellness knowledge and practices, developed in 
collaboration with Indigenous peoples.

•	 Involve education opportunities within Indigenous communities and health 
service organizations.
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Recommendation:  
Implementation of Recommendations
Recommendation 24

That the B.C. government establish a task team to be in place for at least 24 
months after the date of this report to propel and ensure the implementation 
of all Recommendations, reporting to the Minister of Health and working with 
the Deputy Minister and the Associate Deputy Minister for Indigenous Health, 
and at all times ensuring the standards of consultation and co-operation 
with Indigenous peoples are upheld consistent with the UN Declaration. 

Key Details
The task team to:

•	 Be comprised of individuals with specific expertise in the B.C. health care 
system, cultural safety and humility and addressing Indigenous-specific 
racism. 

•	 Be clearly mandated to drive forward the implementation of the 
Recommendations across the health care system, with the full support of 
the Ministry of Health.

•	 Have clear protocols for how they will work with Indigenous peoples and 
organizations in the implementation of the Recommendations, including to 
ensure the standards of the UN Declaration are being met.

•	 Work to ensure that the action plan required under s. 4 of DRIPA addresses 
these Recommendations.

•	 Establish clear mechanisms for evaluating and reporting publicly on progress 
in implementation of these Recommendations, including to First Nations 
governing bodies and representative organizations, and MNBC.

•	 Establish a proper table inclusive of senior leadership of all health 
authorities, regulatory colleges, associations and unions, the Indigenous 
Health Representative and Advocate, and the Indigenous Health Officer to 
ensure steps are being taken to meet their roles and responsibilities in the 
Recommendations.

•	 Report to the public on progress in implementing these Recommendations 
at the conclusion of its 24-month term.
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Federal Government Role and Responsibility  
for Indigenous Peoples’ Health 

Many of the Observations, Findings and Recommendations have implications for the federal 
government as responsibility for health is an area of shared and overlapping jurisdiction and 
authority, especially in relation to Indigenous peoples. As the scope of this review was specific to B.C., 
Recommendations have not been directed to the federal government. However, tangible and urgent 
action is needed by the federal government, as well as national health organizations, to address 
Indigenous-specific racism in the health care system. 

The Review has identified a number of areas where federal actions could be helpful to eliminate all 
forms of discrimination against Indigenous peoples. Examples of such necessary action include:

•	 Federal legislation to specifically implement the UN Declaration to bring the federal laws, policies 
and practices in conformity with the Indigenous human rights, principles and standards in the  
UN Declaration.

•	 Federal Indigenous-specific health legislation and other legislative amendments which explicitly 
make cultural safety a desired outcome or requirement of quality within Canada’s health care 
system, affirming Indigenous peoples’ individual and collective rights to health, facilitate Indigenous 
authority over their health services, and assure consistency with the minimum standards in the  
UN Declaration.

•	 Federal health regulatory standards that address anti-racism, cultural humility and trauma-
informed practices. 

•	 Active co-operation by the federal government consistent with the standards of the UN Declaration 
to make necessary changes to the First Nations health governance structure in B.C.

•	 Direct support by national health organizations to identify measures and tools to address anti-
racism, encourage cultural humility, and promote trauma-informed practices throughout all 
spheres of authority and work.
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“The numbers in the report are sobering. And the need for better 
measurement is clear. As a national health data organization, we 
believe that data is key to accelerating change. We are humbled to be 
named in this report and referenced as an organization who could bring 
our knowledge of data and indicators to support this important work, in 
partnership with the First Nations, Inuit and Métis.”~ David O’Toole, President and CEO,  

Canadian Institute for Health Information (CIHI) 
~ Janet Davidson, Board Chair, CIHI 
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Appendices
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Appendix A 
Terms of Reference

Establishment of the Investigation
1.	 An independent investigation into systemic Indigenous-specific racism in 

health care in British Columbia is established by the Minister of Health.

2.	 Dr. Mary Ellen Turpel-Lafond (Independent Investigator) is the leader of the 
investigation.

3.	 Turpel-Lafond will independently select and assemble a team to carry out 
the work of the investigation.

Purposes of the Investigation
The purposes of the investigation are as follows:

1.	 to inquire into and report on alleged incidents of Indigenous-specific 
racism in Emergency Departments in B.C., situated and examined within a 
broader context of Indigenous-specific systemic racism in the health care 
system in B.C.

2.	 to make recommendations regarding the matters described in section 3.

Scope of the Investigation
1.	 The investigation is to study data and information, conduct hearings 

and interviews, and make findings of fact respecting Indigenous-specific 
systemic racism in B.C.’s health care system, including the following:

a.	 the veracity and extent of allegations of incidents of Indigenous-specific 
racism in Emergency Departments, and the institutions in which they are 
housed, in B.C.;

b.	 the potential extent of Indigenous-specific systemic racism in the health 
care system in B.C.;

c.	 the acts or omissions of regulatory authorities or individuals with 
powers, duties or functions in respect of the health care sector, or any 
other relevant sector, to determine whether those acts or omissions 
have contributed to systemic racism in B.C.;

d.	 the scope and effectiveness of initiatives and investments to address 
systemic racism in Emergency Departments and in health care, including 
by regulatory authorities or individuals with powers, duties or functions 
in respect of the health care sector, or any other relevant sector;
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e.	 the barriers to addressing Indigenous-specific systemic racism in B.C.;

f.	 any other relevant and necessary matters.

2.	 The investigation will make any recommendations it considers necessary 
and advisable, including recommendations respecting the following:

a.	 measures to eliminate systemic racism against Indigenous people 
accessing health care in B.C.;

b.	 measures to uphold the human rights of Indigenous peoples accessing 
health care in B.C., as articulated in the UN Declaration on the Rights of 
Indigenous Peoples, the Truth and Reconciliation Commission Calls to 
Action, and the Missing and Murdered Indigenous Women and Girls 
Inquiry Calls for Justice;

c.	 measures to resolve barriers to addressing Indigenous-specific systemic 
racism in B.C.;

d.	 public and health professional education to address bias and eliminate 
Indigenous-specific racism in B.C. and create space for the exercise of 
Indigenous peoples’ human rights;

e.	 the regulation of the health care sector or any other relevant sector to 
eliminate Indigenous-specific racism in B.C. and create space for the 
exercise of Indigenous peoples’ human rights;

f.	 processes required to implement the recommendations of the 
investigation;

g.	 measures to ensure ongoing transparency, accountability and progress 
in eliminating Indigenous-specific racism in B.C. and creating space for 
the exercise of Indigenous peoples’ human rights;

h.	 any further inquiries or studies.

3.	 The investigation will summarize the results of its work in a written report 
submitted to the Minister of Health by no later than Dec. 31, 2020. A phased 
approach may be taken to development and issuance of the reports.

4.	 If the Independent Investigator has reasonable grounds to believe that any 
information obtained during the inquiry may be useful in the investigation 
or prosecution of an offence under the Criminal Code, or disciplinary 
action applicable to their regulated health profession, the Independent 
Investigator must forward that information to the appropriate authorities.
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Privacy
1.	 Recognizing the potential vulnerability of affected individuals and key 

informants, and the sensitivity of information collected during the course 
of this investigation, the following measures will be taken:

a.	 The investigation will take all reasonable steps to collect information 
in a manner that protects the security of the person interviewed and 
respects their confidentiality.

b.	 The investigation will not disclose personal information of affected 
individuals without their informed consent.

c.	 All information will be treated confidentially and in accordance with B.C. 
privacy legislation.

d.	 Investigation records will be sealed and held by the Independent 
Investigator’s law firm.

Data Governance
A core function of the investigation is to collect data and information to 
understand the presence and extent of Indigenous-specific discrimination in 
health services in B.C. All data and information which arises from the operating 
and reporting of this investigation, including surveys, individual incidents and 
testimonials, interviews, submissions and analysis of pre-existing sources of 
information are subject to these data governance provisions.

1.	 The Independent Investigator is the data steward and custodian of all data 
created as a result of this investigation, on behalf of the Indigenous peoples 
of British Columbia who own the data collectively.

2.	 The investigation has instituted processes that ensure access to data and 
information collected/created as part of fulfilling its mandate is limited 
to the investigation team, and its use and disclosure is in alignment with 
applicable provincial privacy legislation. All electronic and paper-based data 
and information is fully protected in a secure manner.

3.	 All data and information collected/created by the investigation is confidential, 
and privacy of individuals will be ensured through anonymous reporting 
in information products released externally, both informally and formally. 
In cases which describe individual incidents, the utmost care will be taken 
to remove any identifying features of the incidents in all reporting, and 
if reporting verbatim comments, that nothing in the comment, including 
content, vocabulary and/or style of writing, could serve to identify the 
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individual respondent. Prior approval of the persons who submitted the 
incident information will be obtained before reporting involving individual 
incidents.

4.	 All information and data which is published or otherwise distributed 
from the investigation is culturally appropriate and for the ultimate 
benefit of Indigenous people in British Columbia. The investigation team 
has developed specific policies and procedures to guide the review and 
disclosure of Indigenous information and data in investigation reports.

5.	 The Independent Investigator has overall accountability and responsibility 
to manage all data and information collected/created in this investigation.

6.	 Following the conclusion of this investigation and submission of the final 
investigation report, all data and information, including survey responses, 
will be sealed and will not be available for any use, including further analysis, 
editing, research or publication. All data and information used by team 
members in the course of their duties will be returned to the Independent 
Investigator.
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Appendix C 
Glossary of Terms

Anti-racism is the practice of actively identifying, challenging, preventing, 
eliminating and changing the values, structures, policies, programs, 
practices and behaviours that perpetuate racism. It is more than just 
being “not racist” but involves taking action to create conditions of greater 
inclusion, equality and justice.

Bias: A way of thinking or operating based explicitly or implicitly on a stereotype 
or fixed image of a group of people. 

Colonialism: Colonizers are groups of people or countries that come to a 
new place or country and steal the land and resources from Indigenous 
peoples, and develop a set of laws and public processes that are designed 
to violate the human rights of the Indigenous peoples, violently suppress 
the governance, legal, social, and cultural structures of Indigenous 
peoples, and force Indigenous peoples to conform with the structures of 
the colonial state. 

Cultural humility is a life-long process of self-reflection and self-critique. It 
is foundational to achieving a culturally safe environment. While western 
models of medicine typically begin with an examination of the patient, 
cultural humility begins with an in-depth examination of the provider’s 
assumptions, beliefs and privilege embedded in their own understanding 
and practice, as well as the goals of the patient-provider relationship. 
Undertaking cultural humility allows for Indigenous voices to be front and 
centre and promotes patient/provider relationships based on respect, 
open and effective dialogue and mutual decision-making. This practice 
ensures Indigenous peoples are partners in the choices that impact them, 
and ensures they are party and present in their course of care.

Cultural safety: A culturally safe environment is physically, socially, 
emotionally and spiritually safe. There is recognition of, and respect for, the 
cultural identities of others, without challenge or denial of an individual’s 
identity, who they are, or what they need. Culturally unsafe environments 
diminish, demean or disempower the cultural identity and well-being of 
an individual. 
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Culture: Refers to a group’s shared set of beliefs, norms and values. It is the 
totality of what people develop to enable them to adapt to their world, 
which includes language, gestures, tools, customs and traditions that 
define their values and organize social interactions. Human beings are 
not born with culture – they learn and transmit it through language and 
observation. 

Discrimination: Through action or inaction, denying members of a particular 
social group access to goods, resources and services. Discrimination 
can occur at the individual, organizational or societal level. In B.C., 
discrimination is prohibited on the basis of “race, colour, ancestry, place 
of origin, religion, family status, marital status, physical disability, mental 
disability, sex, age, sexual orientation, political belief or conviction of a 
criminal or summary conviction offence unrelated to their employment.” 

Epistemic racism: Refers to the positioning of the knowledge of one racialized 
group as superior to another, including a judgment of not only which 
knowledge is considered valuable, but is considered to be knowledge. 

Ethnicity: Refers to groups of people who share cultural traits that they 
characterize as different from those of other groups. An ethnic group 
is often understood as sharing a common origin, language, ancestry, 
spirituality, history, values, traditions and culture. People of the same race 
can be of different ethnicities. 

Health equity: Equity is the absence of avoidable, unfair or remediable 
differences among groups of people, whether those groups are defined 
socially, economically, demographically or geographically or by other 
means of stratification. “Health equity” or “equity in health” implies that 
everyone should have a fair opportunity to attain their full health potential 
and that no one should be disadvantaged from achieving this potential. 

Health care inequity: The practice of intentionally or unintentionally treating 
people differently and unfairly because of their race, sex, national origin 
or disability.

Health inequity: The presence of systematic disparities in health (or in the 
major social determinants of health) among groups with different social 
advantage/disadvantage. 

Indigenous peoples: The first inhabitants of a geographic area. In Canada, 
Indigenous peoples include those who may identify as First Nations (status 
and non-status), Métis and/or Inuit. 
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Indigenous-specific racism: The unique nature of stereotyping, bias and 
prejudice about Indigenous peoples in Canada that is rooted in the 
history of settler colonialism. It is the ongoing race-based discrimination, 
negative stereotyping, and injustice experienced by Indigenous peoples in 
Canada that perpetuates power imbalances, systemic discrimination and 
inequitable outcomes stemming from the colonial policies and practices. 

Intergenerational trauma: Historic and contemporary trauma that has 
compounded over time and been passed from one generation to the 
next. The negative cumulative effects can impact individuals, families, 
communities and entire populations, resulting in a legacy of physical, 
psychological, and economic disparities that persist across generations. 
For Indigenous peoples, the historical trauma includes trauma created 
as a result of the imposition of assimilative policies and laws aimed 
at attempted cultural genocide and continues to be built upon by 
contemporary forms of colonialism and discrimination. 

Interpersonal racism: Also known as relationship racism, refers to specific 
acts of racism that occur between people, and may include discriminatory 
treatment, acts of violence and micro-aggressions. 

Oppression: Refers to discrimination that occurs and is supported through 
the power of public systems or services, such as health care systems, 
educational systems, legal systems and/or other public systems or services; 
discrimination backed up by systemic power. Denying people access to 
culturally safe care is a form of oppression. 

Prejudice: Refers to a negative way of thinking and attitude toward a socially 
defined group and toward any person perceived to be a member of the 
group. Like bias, prejudice is a belief and based on a stereotype. 

Privilege: operates on personal, interpersonal, cultural, and institutional 
levels and gives advantages, favours, and benefits to members of 
dominant groups. Privilege is unearned, and mostly unacknowledged, 
social advantage that non-racialized people have over other racial groups. 

Profiling is creating or promoting a preset idea of the values, beliefs and 
actions of a group in society and treating individuals who are members 
of that cohort as if they fit a preset notion, often causing them to receive 
different and discriminatory treatment. 



Appendices

215In Plain Sight: Addressing Indigenous-specific Racism and Discrimination in B.C. Health Care

Race: Refers to a group of people who share the same physical characteristics 
such as skin tone, hair texture and facial features. Race is a socially 
constructed way to categorize people and is used as the basis for 
discrimination by situating human beings within a hierarchy of social value. 

Racism is the belief that a group of people are inferior based on the colour 
of their skin or due to the inferiority of their culture or spirituality. It leads 
to discriminatory behaviours and policies that oppress, ignore or treat 
racialized groups as ‘less than’ non-racialized groups.

Stereotype: A fixed image. Refers to an exaggerated belief, image or distorted 
truth about a person or group; a generalization that allows for little or no 
individual differences or social variation. 

Substantive equality refers to the requirement to achieve equality in 
opportunities and outcomes, and is advanced through equal access, equal 
opportunity and the provision of services and benefits in a manner and 
according to standards that meet any unique needs and circumstances, 
such as cultural, social, economic and historical disadvantage.

Systemic racism is enacted through routine and societal systems, structures 
and institutions such as requirements, policies, legislation and practices 
that perpetuate and maintain avoidable and unfair inequalities across 
racial groups, including the use of profiling and stereotyping. 
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Appendix D 
Data Sources and Limitations

Quantitative Data Sources

Data Linkages

Much of the Indigenous-specific data in this report has been sourced from 
databases which were linked to databases that are specific to B.C. First Nations 
or Métis populations. 

•	 The First Nations Client File (FNCF) is a cohort of B.C. resident First Nations 
people registered under the Indian Act, and their unregistered descendants 
for whom entitlement-to-register can be determined, linkable through their 
BC Ministry of Health Personal Health Number (PHN). 

•	 The MNBC Métis Citizenship Registry (MCR) is a database of all those people 
who apply and meet MNBC criteria to be considered Métis citizens, and who 
have agreed to have their information, including PHN, used for data linkages 
purposes. 

Linked databases which are included in this report are:

a.	 Health System Matrix
The Health System Matrix is a provincial database that summarizes how 
people use provincial health services every year. The HSM divides the B.C. 
population into population groups according to their usage of available 
sources of health services data. It provides an overview of health service 
utilization of services representing approximately 70 per cent of all 
provincial health expenditures for individuals who have chosen/been able 
to access health services. 

b.	BC Chronic Conditions Registry 
The BC Chronic Condition Registry uses a standardized methodology based 
on administrative data, mainly from hospital and physician records, to 
estimate the prevalence rate of chronic conditions in a population. 

c.	 Canadian Institute for Health Information (PG) Population Grouper
CIHI’s Population Grouping Methodology uses data from multiple sectors 
to create clinical profiles and to predict the entire population’s current 
and future morbidity burden and health care utilization. The population 
grouping methodology starts with everyone who is eligible for health care, 
including those who have not interacted with the health care system. It uses 
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diagnosis information from hospital and physician services over a two-year 
period to create health profiles of 227 health conditions.

d.	Perinatal Services BC (PSBC)
PSBC collects and analyzes data on delivery, postpartum transfer/
readmission, newborn, and newborn transfer/readmission records 
submitted to PSBC’s British Columbia Perinatal Data Registry (BCPDR). 
The registry captures >99 per cent of deliveries and births that occur in 
the province. Records used to generate this report meet the following 
conditions: 

•	 Mother delivery and baby newborn records are linked. Unlinked mother 
delivery or newborn records are excluded (<0.2% of babies are not linked 
to a mother).

•	 Complete late terminations are excluded from all indicators except the 
crude stillbirth rate; pregnancies involving selective fetal reduction are 
retained.

e.	 Opioid
Overdose death data is obtained from the BC Coroner’s Service, Drug and 
Poison Information Centre, BC Emergency Health Services/Ambulance 
Service and ED visits at hospitals across B.C. It includes confirmed and 
suspected illicit toxicity deaths. The illicit drug toxicity category includes the 
following: 

•	 Street drugs (controlled and illegal drugs: heroin, cocaine, MDMA, 
methamphetamine, illicit fentanyl, etc.). 

•	 Medications not prescribed to the decedent but obtained/purchased on 
the street, from unknown means or where origin of drug not known. 

•	 Combinations of the above with prescribed medications.

The Provincial Overdose Cohort is a collection of linked administrative 
data on overdose events that are combined with data about prescription 
medications, social assistance programs, mental health service utilization, 
provincial incarceration history, and overall health care use. It includes 
information on a 20 per cent random sample of the general B.C. population, 
and a 65 per cent random sample of First Nations persons.

f.	 COVID-19
First Nations and Métis data on COVID-19 cases are obtained via data 
linkages with COVID-19 data which is collected by the BC Centre for Disease 
Control from all health authorities.
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g.	 Supplemental Data
Additional data was obtained through linkages with the Discharge Abstract 
Database, National Ambulatory Care Reporting System and MSP billings for 
defined indicators.

Regional Health Survey

The Regional Health Survey (RHS) is a national survey that is collected, controlled 
and shared by First Nations. It captures the self-reported health and wellness 
status of at-home First Nations peoples in B.C. The RHS has been completed 
nationally three times: Phase 1 in 2002-03, Phase 2 in 2008-10 and Phase 3 
in 2015-17. It is regionally (i.e. provincially) administered by representative 
First Nations organizations (FNHA in B.C.) who steward the data on behalf of 
participating communities.

The data collection methodology uses randomly selected status individuals on 
the band list of a First Nation community who are living in that community at 
the time of the survey. These selected individuals are all First Nations. In the 
third survey cycle, over 15,000 First Nations participated from 122 B.C. First 
Nations communities. 

Patient Reported Experiences Measurement Survey

Since 2003, the Ministry of Health and provincial health authorities have 
implemented a program to measure the self-reported experience of 
patients in a range of health care sectors using Patient-Reported Experience 
Measurement surveys (PREMs). The surveys are conducted province-wide 
and in a number of health care sectors including acute inpatient hospitals, 
Emergency Departments, outpatient cancer care services, mental health in-
patients and long-term care facility residents. All patient-reported experience 
measures surveys include Indigenous self-identifier variables.
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Qualitative Data Sources

Provincial Health Services Authority, San’yas

The San’yas Indigenous Cultural Safety training is an online training course 
provided through the PHSA to health providers in B.C. One component of the 
training is a discussion board to which participants are asked to contribute their 
perspective on stereotyping of Indigenous people. Almost 40,000 responses 
were received to the following questions in the discussion board: 

a. 	Have you ever encountered negative stereotyping of Indigenous 
people? If so, describe. If not, extend yourself beyond the work setting 
and think of any examples of negative stereotyping you might have 
encountered elsewhere. 

b. How did it impact the service the Indigenous person received?

Provincial Health Services Authority, BC Patient Safety and  
Learning System

Each of the five regional health authorities (and the PHSA) have a Patient Care 
Quality Office (PCQO) that serves as a point of contact to investigate concerns 
about services delivered through the health authority. The B.C. Patient Safety 
and Learning System (BCPSLS), a program of the PHSA, is responsible for 
maintaining the web-based tool that PCQO staff in the health authorities use 
to log complaints, and manage the subsequent data that is created. A search 
was undertaken by BCPSLS to identify complaint records from 2016-2020 
that involved Indigenous patients, and was provided to the investigation for 
analysis.

FNHA

Patient complaints which were received by the FNHA since its inception in 
2013 were forwarded to the investigation. These complaints related to FNHA-
administered services, FNHA-funded services and provincial health services.

Regulated Health Colleges

The College of Physicians and Surgeons of B.C., College of Dental Surgeons 
of B.C., B.C. College of Nurses and Midwives, and the College of Psychologists 
of B.C. provided records relating to complaints which were identifiable as 
involving an Indigenous patient or health worker.
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Limitations of the Data

Small Populations

One limitation which is common to all First Nations and Métis data sources 
is that their populations are comparatively small from a population health 
analysis perspective. When a database is segmented to look at gender, age, 
geography, disease condition and/or attachment, numbers can become very 
small. The Review’s data governance protocol only allows the reporting of rates 
which have been derived from numerators of at least 11 or denominators of 
at least 21. Although larger numbers can be worked on and reported, such 
numbers can still be small in analytical terms, causing year to year fluctuations 
in rates, and an inability to derive statistical conclusions from the data in 
comparisons with other populations. 

Data Linkages

The entire process of acquiring data through a data linkage process is 
laborious and lengthy, resulting in a continuous wait list for data linkages. 
The end result of this process is that data eventually received from a data 
linkage are often not timely. If there are immediate, urgent needs for data, the 
queue can be managed to accommodate this urgency, but to the detriment 
of other requestors who then experience longer delays. 

The data linkage process uses a deterministic linkage with the FNCF to identify 
records of individuals who are First Nations with status through the Indian 
Register. It does not capture individuals who are non-status First Nations. 
The MCR includes only those individuals who have sought citizenship through 
MNBC and have agreed to have their data used in data linkages. As such, at 
the present time, it includes about a quarter of all Métis self-identified in the 
Canadian Census. It cannot be considered a random representation of this 
population, as individuals self-select to be included in the MCR. Assessments 
of MCR rates on a comparative basis must be tempered by the fact that the 
residual population for comparison, called Other Residents, in this case includes 
all First Nations, status and non-status as well as Métis not in the MCR.

Due to late reporting of births in the Indian Register and/or a difference 
between when the FNCF was last updated and the data of the data being linked, 
some infants will be included only if parents can be identified as registered/
eligible First Nations.210 This is an inherent limitation of all data linkages where 

210	Theoretically, missing infants will affect both the numerator and denominator equally 
and therefore not affect a rate calculation. This is only true if there is not a systematic 
difference between infants that are registered right away/infants whose registered parents 
can be easily verified and infants who are registered late or whose parental information is 
incomplete.
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the client files are updated on a yearly or longer basis, and a variation of it 
applies to the MCR as well.

The most recent HSM linkage with the FNCF has shown some anomalies with 
respect to the 0-5 age group in 2017/18 which have not been adequately 
investigated by time of publication. For this reason, age group specific data for 
0-5 years have been drawn from 2016/17. 

Existing privacy legislation in B.C. separates data in government/public 
institutions with non-governmental organizations and the private sector. 
Legislative barriers prevent FNHA and MNBC from receiving row level data from 
data linkages, as this is considered personal information governed by privacy 
legislation with no accommodation to share this data between public and 
private versions of the legislation. Data from data linkages must be provided 
in aggregate, which limits the statistical tests which can be accomplished, and 
makes data mining to completely understand the data and its initial findings 
impossible.

As with all data sources which are sequestered from other databases with no 
ability to conduct supplemental data linkages (due to the aggregate nature 
of the data), there is not a convenient mechanism to understand if shifts in 
health utilization or health status indicators represent changes in access to 
health providers or if they are representative of changes in the health of the 
population.

Health System Matrix 

The HSM has built-in service lines from which to understand utilization of the 
health system. These service lines were developed for the B.C. population as 
a whole, and not tested for validity or appropriateness with the Indigenous 
population of the province. 

Excluded from the HSM are:

•	 service utilization from First Nation community health services

•	 Joint Project Board projects

•	 about 30 per cent of provincial expenditures such as population health 
programs, and community mental health programs 

•	 physician services provided via salaried positions. The HSM does contain 
a portion of salaried/alternate payment plan physicians who shadow bill 
(submit fee codes corresponding to the patient’s visit)
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•	 data from BC Cancer Agency, BC Renal Agency and the Ministry of Children 
and Family Development

•	 in the current version of the HSM, home care has been removed due to 
methodological issues.

Population Grouper

Similarly to the HSM, the Population Grouper has been built from selected 
data sources to develop patterns of health care utilization in the general 
population with no consideration of Indigenous or small populations. These 
patterns are based on Ontario and Alberta health utilization trends. Currently 
excluded from the Population Grouper are inpatient mental health stays, 
inpatient rehab, home care and long-term care.

Regional Health Survey

The survey is only able to reflect experience of First Nation individuals living 
in community, and does not include complete coverage of all First Nations 
communities or the residents within. 

PREMS

As a voluntary sample survey utilizing voluntary self-identification of 
Aboriginal ethnicity, it is unknown to what extent the survey findings reflect 
the experiences of all First Nations and Métis accessing the health system in 
B.C. The percentage of respondents identifying as Aboriginal varies between 
sector surveys. In the 2018 Emergency Department survey, for example,  
5.8 per cent of respondents self-identified as Aboriginal versus the 2016/17 
Acute Inpatient survey, in which only three per cent of respondents identified 
as Aboriginal.

Opioid

FNHA reporting covers all unintentional drug toxicity deaths among First 
Nations people in B.C. (accidental and undetermined) that occurred between 
Jan. 1, 2016 and June 30, 2020, inclusive. It includes confirmed and suspected 
illicit toxicity deaths (inclusion criteria below). Data is subject to change as 
investigations are concluded. 
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The illicit drug toxicity category includes the following: 

•	 Street drugs (controlled and illegal drugs: heroin, cocaine, MDMA, 
methamphetamine, illicit fentanyl, etc.). 

•	 Medications not prescribed to the decedent but obtained/purchased on the 
street, from unknown means or where origin of drug not known. 

•	 Combinations of the above with prescribed medications.

COVID-19

Cumulative incidence rate of COVID-19 for First Nations population are 
calculated from 2019 population estimates derived from 2018 version of FNCF. 
Use of a population estimate may result in slight over or underestimation of 
COVID-19 cumulative incidence rates for this reporting period. To calculate 
COVID-19 rates among Other Residents, the estimated First Nations 
population in 2019 (calculated as mentioned above) was subtracted from 
the total population of the respective region in 2019 (via BC Stats 2015-19 
population estimates). This may result in slight over or underestimation  
of rates.

Qualitative Analysis

Qualitative analysis is an inherently subjective process of meaning making. It 
is not possible to ascertain the extent to which the views and experiences of 
those included in the qualitative analysis represent the views and experience 
of those who were not included. The themes generated are no more than 
suggestive of possible patterns in the broader population. The analysis 
was conducted by a single analyst; interpretations were informed by their 
social location and limited by their perspective. With the exception of the ARI 
Intake data base, there was no consultation with data base owners during 
the analysis process. This was intended to support the independence of the 
Review but may have limited the accuracy of some conclusions. There was 
considerable inconsistency in the depth and detail of the narrative provided 
for analysis. Missing and superficial data limited the potential for the analysis 
to reflect the complexities of lived experience. It was not possible to discern 
the extent to which missing or superficial data reflected real deficiencies in 
recording or gaps in practice. Review time limits excluded the possibility of 
recoding all data after full development of a coding structure for each data 
set. This may have led to inaccurate frequency calculations, with errors most 
likely to involve under-counting.
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Appendix E 
Survey Approach and Methodology

Approach and Methodology – Indigenous Peoples’ 
Survey and Health Workers’ Survey 
The IPS and HWS were developed by the Review Team. The IPS was based 
on an instrument designed by PHSA; whereas the HWS utilized elements of 
instruments from Fraser Health Authority. Both surveys were reviewed and 
finalized in consultation with stakeholders and Indigenous leadership. 

Analysis of feedback obtained from the public engagement survey – hosted and 
managed by the Public Engagement Team at the Ministry of Citizens’ Services 
at the request of the Review – was conducted by an independent research 
company. Throughout the analysis and reporting process, this company 
reported to and conferred with a representative from the Independent 
Reviewer’s team pursuant to the independent mandate of the Review. 

The sub-sections below provide a summary of the approach utilized in the 
data analysis. 

Coding of Open-Ended Responses 

There were several open-ended questions in this survey. Responses to 
these open-ended fields were coded by research staff, according to coding 
frameworks developed for each question. 

Coding frameworks were developed by taking a random sample of 
responses to each question (sample size varied based on the total number 
of responses available) and reviewing their content to identify themes. An 
inductive, iterative approach was used to develop the framework; when a 
new theme was identified, past comments were reviewed for the same or 
similar theme to ensure that themes were defined in a manner sufficiently 
broad to capture the variations on the sentiment, without being too broad to 
provide meaningful information.

Quantitative Analysis 

The majority of survey responses were analyzed quantitatively. Summary 
statistics were used to develop an overall picture of responses to closed-ended 
questions. Open-ended text fields in the survey were coded thematically, as 
described above, and codes applied to comments were then also summarized 
using statistical methods. 
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Where appropriate, some cross-tabulations and comparisons of responses by 
group type (e.g., by region, health authority, gender, and other demographic 
variables of interest) were undertaken to identify whether the sub-groups 
differed significantly in their responses. Demographic variables of interest for 
these comparisons were identified a priori by the Independent Reviewer’s 
team, in consultation with the external contractor. Decisions were based 
on existing knowledge about these sub-groups and interest in better 
understanding diverging trends among them. 

Limitations and Caveats 

While the Independent Review and its partners undertook efforts to raise 
awareness of the survey and make it as accessible as possible to anyone 
who wanted to participate, it is important to remain aware that this sample 
from both surveys was self-selected and should not be interpreted as being 
representative of the B.C. population, or the population of Indigenous people 
in B.C. 

The findings are illustrative of broad experiences in the B.C. health care system 
and are to be considered along with other lines of inquiry by the Review in 
understanding the presence and extent of Indigenous-specific discrimination 
in health care. Findings that indicate experience of racism, or difference in 
outcomes among different groups, should be taken as indicative of issues in 
the B.C. health care system, but not definitive accounts of group differences. 

Finally, it is not possible to know if respondents were referencing recent 
experiences or if they based opinions on interactions they may have had 
some time in the past, and thus findings presented in this report are not 
representative of a particular point in time. 

Indigenous Peoples’ Survey 

Where analyses by Indigenous identity were undertaken (i.e., comparisons 
of Indigenous patients to those who reported no Indigenous identity, or did 
not provide information on their identity), it was necessary to combine all 
Indigenous groups together (total of 80% Indigenous) to create a large enough 
population to allow for statistical analyses, despite these groups’ significant 
cultural, historical and linguistic differences.211 

211Factors limiting the analysis include the small number of Métis respondents (n=273), and the 
extremely small sample sizes for several of the Indigenous groups (i.e., Inuit, other North 
American Indigenous Nations, and Other Indigenous Nations).
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Health Workers’ Survey 

The findings highlighted in this report should be interpreted with caution 
and not generalized to the larger population of health care workers in B.C. 
(i.e., finding should be considered non-representative) – it is not known if the 
experiences shared by respondents are common or representative of health 
care workers in B.C. as a whole, due to the self-selected nature of the sample. 

Due to a survey programming issue, approximately one-half of all respondents 
who reported working in B.C. (n=2,799) were not asked which health authority/
region they work in. Data for these respondents is missing and analysis of 
survey data by health authority/region includes only those individuals who 
were asked, and responded to, the question about which health authority/
region they work in (n=2,423). 

Statistical and Analytical Tools 

Metrics 

The statistical measures used in this report are generally based on rates; 
the number of respondents to a question (e.g., # answering a question/total 
number of respondents), the number of users of a service (e.g., # users per 
100 population), the number of cases of hospitalization (e.g., # cases per 1,000 
population), the number of encounters of a user (e.g., # visits per user), and 
the prevalence rate of registrants in a health condition registry or database  
(# persons with health condition per 100 population). 

Confidence Intervals 

Throughout this report, the difference between First Nations and Other 
Residents or between fiscal years, has been expressed through observation 
of rates (e.g., #users of a service per 100 population). Confidence intervals 
(CIs) have been used to determine if a real change in rates has occurred or 
if the observed change is due to chance alone. A CI is a statistical technique 
that measures the range of population values. A 95 per cent CI means that 19 
times out of 20, the true value lies within the range of values established by 
the CI, e.g., 0.75 + 0.08, meaning a range of 0.67 to 0.83. If, for example, when 
comparing a First Nations rate with a non-First Nations rate, the intervals  
of these two rates do not intersect, then real change has occurred with  
95 per cent confidence. Note: this is a conservative application of confidence 
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intervals, as the technique cannot establish with certainty, non-significance 
with respect to rates in some situations where a certain degree of intersection 
is observed.212

Chi Square 

The chi-square statistic compares the size of any discrepancies between 
expected results and the actual results, given the size of the sample and 
the number of variables in the relationship. In this report, significance has 
been concluded for p values < .05. For example, it has been used to assess 
the association between responses to a question on racism, and the same 
survey’s responses to questions on health and well-being. 

Age Standardization 

In all comparisons between two populations (e.g., First Nations and Other 
Residents, or Métis and Other Residents) based on the total population, rates 
have been age-standardized (a/s) to the Canadian population. 

Small Cell Values 

This report has followed the Review’s policy on privacy to ensure 
confidentiality of reported data. Accordingly, all data have been suppressed 
if the observations are below 11 (or 21 if referring to the population from 
which the observations were drawn) to reduce the potential for identification. 
In addition, small cell counts may lead to unreliable estimates of the true 
measures in a population. 

Qualitative Analysis 

The qualitative analysis of Review Intake, San’yas discussion board, and 
complaint data was completed using NVIVO software. For larger data sets, 
a representative sampling of the data was undertaken. The analysis began 
with detailed inductive coding of a sample of the Review Intake data. Each 
narrative was read several times before being closely coded to reflect core 
content and concepts. Sub-themes were developed from these codes through 
an iterative process of comparing and contrasting similarities, differences and 

212	In the IPS and HWS analysis, the analysts noted that overlap of CIs does not guarantee 
non-significance; it largely depends on the size of the overlap. The size of this overlap was 
assessed by a p value estimate. For example, if the upper 1% CI of one point estimate 
overlaps with the lower 1% CI of another point estimate, there could be a significant chance 
that the true means for both of these point estimates are the same (about a 1 in 3,600 
chance). There was a concern that applying a more conservative test to this particular 
research may be perceived as requiring a higher standard of evidence from Indigenous 
voices than the general population. For this reason, these survey responses’ CIs were further 
assessed using p values, and significance (p<.05) determined on this basis.
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relationships between and within codes. These sub-themes were then grouped 
into broad themes. The relevance and fit of these themes and some sub-
themes were confirmed with the Review Team. The resulting coding structure 
was then applied to the summaries of the remaining cases and informed the 
analysis of the other qualitative data sets, which utilized a combined inductive 
and deductive approach. Some key themes and sub-themes were re-coded 
and the frequencies of themes and sub-themes were calculated. 

Métis Data 

The Métis population is small, and the Métis Citizen Registry (MCR) used for 
data linkages includes only a portion of the total Métis population. The Other 
Resident population of B.C. in the Métis analysis included First Nations and 
the Métis who are not part of the MCR, thus limiting the interpretation of any 
observed differences in rates between Métis and Other Residents. 
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