ABSTRACT: Indigenous populations
are disproportionally affected by dia-
betes, as seenin predictions thatone
in two Indigenous people in their 20s
will develop diabetes at some point
in life. The health care services that
Indigenous people receive will vary
greatly and will depend on whether
they live on or off reserve. In 2013
the First Nations Health Authority as-
sumed the programs, services, and
responsibilities formerly handled for
Indigenous people in British Colum-
bia by Health Canada. Two innovative
programs that have been successful
in addressing the epidemic of dia-
betes in First Nations populations
in BC are the Diabetes and My Na-
tion program and the mobile diabe-
tes telemedicine clinic program. A
significant challenge to care deliv-
ery has arisen since October 2017,
when the First Nations Health Au-
thority joined BC Pharmacare and
the new Plan W formulary was intro-
duced. Plan W severely limits or de-
nies access to diabetes medications
that were previously covered, in-
cluding gliclazide, repaglinide, some
DPP-4s, all SGLT2s, insulin glargine,
insulin detemir, and rapid insulins.
This means Indigenous British Co-
lumbians do not have ready access
to many guideline-recommended
therapies that can mitigate the nega-
tive impact of diabetes.
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More, not less, should be done to mitigate the negative impact of
diabetes on Indigenous people, especially when it comes to
Pharmacare coverage for guideline-recommended therapies.

he estimated global prevalence

rate of type 2 diabetes is 8.8%,'

with Indigenous people being
disproportionally affected.? In Cana-
da, the prevalence rate in Indigenous
adults younger than age 35 is over
50.0%, and the lifetime risk of dia-
betes at age 20 is estimated at 75.6%
in men and 87.3% in women.? It is
predicted that one in two Indigenous
people in their 20s will develop diabe-
tes at some point in life.?

The social determinants of health
play a major role in the development
of chronic diseases such as diabetes.
Colonization is recognized world-
wide as the most significant social
determinant of health.>* Other social
determinants affecting diabetes in
First Nations include poverty, iso-
lation, poor access to care, food in-
security, obesity, and lack of health
education. Risk is compounded by
lifestyle habits such as smoking, low
levels of physical activity, and un-
healthy eating habits that contribute
to high rates of obesity.>’ Further, ur-
banization means that food is no lon-
ger obtained by traditional hunting
and gathering methods but is bought
from a local commissary stocked with
high-carbohydrate, energy-dense pre-
pared foods promoted by ubiquitous
advertising.
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Indigenous health
care in BC
First Nations populations in BC may
receive different health care servi-
ces based on whether they live on or
off reserve. Both on-reserve and off-
reserve health care may be supported
by clinics, but there are major differ-
ences in the services provided de-
pending on the particular clinic and on
the size and location of the commun-
ity (urban, semi-urban, or remote).
Larger clinics may have physicians in
attendance, while smaller clinics tend
to be staffed by nurses or commun-
ity health care workers. There is high
physician turnover in clinics serving
First Nations communities and a lack
of Indigenous caregivers with whom
community members can identify and
from whom they will accept advice. It
isuncommon to find Indigenous phys-
icians or nurses staffing most of these
clinics, and Indigenous patients are
often seen by non-Indigenous phys-
icians in nearby non-First Nations
communities. This is of consequence,
since many Indigenous people have
had adverse experiences with author-
ities who are less able to provide cul-
turally appropriate assistance.

In 2013 the First Nations Health
Authority (FNHA) assumed the pro-
grams, services, and responsibilities
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formerly handled for Indigenous Brit-
ish Columbians by Health Canada’s
First Nation and Inuit Health Branch
(FNIHB) and the Non-Insured Health
Benefits (NIHB) program. Since then,
FNHA has administered programs
for all status Indigenous people in the
province to ensure they have access to
the health and wellness programs pro-
vided for other citizens. An Indigenous
person residing either on or off reserve
has access to care providers through-
out the province, as well as access to
a different list of medications and ser-
vices than non-Indigenous people.

In October 2017 FNHA joined BC
Pharmacare and the new plan Plan
W formulary was introduced.® While
FNHA has promoted this transition to
a 100% paid plan for Indigenous peo-
ple as a positive step, Plan W in fact
severely limits or denies access to dia-
betes medications that were covered
previously,’ including gliclazide, re-
paglinide, some DPP-4s, all SGLT2s,
insulin glargine, insulin detemir, and
rapid insulins. This is unfortunate, as
Indigenous people have a significant
problem with obesity and prediabe-
tes as well as diabetes, and GLP-1s
(which are not listed by either BC
Pharmacare or NIHB) and SGLT2s
are the only medications that assist in
weight reduction as well as glycemic
control while providing proven car-
diovascular protection.'*"* Moreover,
combination therapies that enhance
adherence and often provide reduced
costs also have restricted coverage.

Initiatives in diabetes

care delivery

Support for diabetes care delivery to
First Nations populations in BC has
come from various programs, includ-
ing the Aboriginal Diabetes Initiative
(ADI), introduced by Health Canada
and now administered by FNHA.
This program provides funding to 196
of 203 on-reserve communities.

Two other successful initiatives in
BC are the Diabetes and My Nation
program and the mobile diabetes tele-
medicine clinic program.

Diabetes and My Nation

The Diabetes and My Nation pro-
gram (www.diabetesandmynation
.com) addresses the complex problem
of diabetes through education in local
community schools, physical activ-
ity programs proposed by local com-
munity members, “circles of diabetes
care” that emphasize the importance
of glucose monitoring to take owner-
ship of the disease, and long-term
follow-up. When the effectiveness
of this program was compared with
the effectiveness of diabetes care in
a non-Indigenous local community
provided by the same family phys-
icians, the outcomes in the First Na-
tions community were superior.'

Mobile diabetes telemedicine
clinic

The mobile diabetes telemedicine
clinic program has provided consul-
tative care in the past 5 years to over
4000 First Nations patients, many liv-
ing in remote locations. Established
in 2003 and expanded in 2009 to cov-
er almost all First Nations commun-
ities in northern and southern BC, this
program is delivered by a team con-
sisting of one or two nurses who are
certified diabetes educators, a clerk,
and a vision technician. Currently two
teams provide these mobile diabetes
telemedicine clinics: Carrier Sekani
Family Services and Seabird Island
Band. The team visits requesting com-
munities to see those people known
to have diabetes who wish to receive
an in-depth health status evaluation,
which includes a full history, physical
examination, and medication review
using the Virtual Diabetes Program
EMR, which is oriented specifically
to First Nations clients. '
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The patient’s ability to take charge
of his or her own diabetes self-care is
assessed and a full laboratory evalu-
ation is performed by point-of-care
tests that include fasting or random
blood glucose, hemoglobin Alc, a
full lipid profile, and urinary micro-
albumin/creatinine ratio, liver func-
tion tests, and full visual field retinal
photographs. All laboratory tests are
rigidly quality controlled (supported
by CEQAL Inc. laboratories). Re-
ports, including recommendations,
are generated by the nurses and vi-
sion technician and are then up-
loaded to a secure Internet site'> and
accessed by endocrinology and oph-
thalmology consultants. A complete
report containing recommendations
for improved care is generated and
transmitted to family physicians and
community health units. Wherever
possible, follow-up contact is made
with the patients themselves, as well
as their family physicians and other
consultants. Efforts are made to see
the same patients a second time with-
in the subsequent 6 months to 2 years,
depending on resources, and episodi-
cally thereafter. The most significant
aspect of these assessments is that
they include extensive patient educa-
tion in healthy eating, the importance
of physical activity, glycemic targets,
and advice regarding the risks of com-
plications and methods of avoiding
such complications. Aspects of self-
care are emphasized, and a website'®
provides educational support for both
patients and community health care
workers.

These annual assessments in-
dicate that while obesity is a major
baseline problem, many other indica-
tors improve over subsequent clinic
visits, including blood pressure lev-
els, Alc levels, lipid levels, and use
of antihypertensive ACE inhibitors or
ARBs and statins. The patient educa-
tion aspect is particularly appreciated
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and it is clear that this improves pa-
tient participation in care.

The success of the mobile clinic
program may be seen by comparing
diabetes care results in BC with those
found in the rest of Canada. For ex-
ample, in the Diabetes Mellitus Status
survey,'” 49.6% of diabetes patients in
Canada had an Alc level lower than
7.0% compared with 54.0% of First
Nations diabetes patients in north-
ern BC and 54.9% in southern BC."
According to this metric, Indigenous
people served by the clinic program in
multiple BC communities with many
challenges had glycemic outcomes
superior to those in the rest of Canada.

The BC mobile telemedicine clin-
ic approach has proven to be effective
and appreciated in rural and urban set-
tings, and could be equally effective
in non—First Nations communities,
particularly as it is an efficient use of
resources.

Challenge to diabetes

care delivery
Asignificantchallengeto diabetes care
delivery in BC is the limitations on
access to medications. After lifestyle
changes are introduced to patients
newly diagnosed with type 2 diabetes,
optimal first-line therapy with met-
formin begins. This is then followed
by or combined with additional oral
agents that promote glycemic control,
weight loss, and reduction of adverse
outcomes. Three different classes of
these second-line agents provide this
and are recommended by clinical
practice guidelines: DPP-4s, SGLT2s,
and GLP-1s."2° BC has one of the
most limited formularies in Canada,
offering only restricted coverage for
two DPP-4 agents, and no coverage
for GLP-1s. BC is also the only prov-
ince in Canada to provide no coverage
for any SGLT2 agents. In addition,
BC’s restriction on insulin choice
causes those who need basal insulin

to take two less-reliable insulin injec-
tions per day, and to use less-reliable
short (rapid-acting) insulins before
meals. FNHA’s decision to restrict
drug coverage means that First Na-
tions people will lose access to many
guideline-recommended therapies.
While lifestyle changes are clearly

betes in First Nations populations
in BC are the Diabetes and My Na-
tion program and the mobile diabetes
telemedicine clinic program. Un-
fortunately, the adoption of Pharma-
care Plan W by FNHA in 2017 now
severely limits or denies access to
diabetes medications that were previ-

Indigenous people are disproportionally
affected by diabetes, and the care

they receive will depend on whether

they live on or off reserve.

important, we need to help people ad-
here to recommended care, and pla-
cing any obstacles in their way will
have deleterious consequences.
Diabetes places an enormous
burden on First Nations in BC by
decreasing quality of life and pro-
ductivity, and increasing morbidity,
premature mortality, and health care
costs. In a wealthy province such as
BC more, not less, should be done to
mitigate the negative impact of this
disease on Indigenous people.

Summary

Indigenous people are disproportion-
ally affected by diabetes, and the care
they receive will depend on whether
they live on or off reserve. In BC the
First Nations Health Authority is re-
sponsible for programs and services
formerly handled by Health Canada.
Two innovative initiatives that have
helped address the epidemic of dia-
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ously covered, which means Indigen-
ous British Columbians do not have
access to many guideline-recom-
mended therapies. [N
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