JCC

Delivering respectful, safe
health care to Indigenous
people in BC
“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.”
—World Health Organization

T

he Joint Collaborative Committees
( JCCs) acknowledge that they must
be learners and active participants in
decolonizing BC’s health care system, returning the right to access quality health care that
is safe and free of racism and discrimination
to Indigenous peoples (First Nations, Métis,
and Inuit).
Further to the release of the 2020 In Plain
Sight report, the JCCs have prioritized partnering with Indigenous communities and health
care organizations to respond to the needs of
Indigenous patients and be inclusive of Indigenous perspectives of health and wellness.
The JCCs are advancing cultural safety by
positioning health care professionals as humble
and respectful partners in care with patients1 in
Indigenous cultural experiences, feelings, and
beliefs. As a start, the JCCs, with divisions of
family practice and facility-based medical staff
associations, are:
• Enhancing physicians’ knowledge of cultural safety and humility through learning
series and training.
• Advancing Indigenous people’s representation on its committees.
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•

Providing funding to recognize the time
invested and contributions made by Indigenous people at JCC-initiated meetings and
events.
• Supporting partnerships and quality improvement initiatives with Indigenous communities and the integration of cultural
advisors, traditional wellness healers, and
Elders through primary care networks.
• Developing linkages to local Indigenous
communities and people and ensuring good
relationships between physicians and Indigenous leadership.
Across facilities and communities in BC,
doctors are also leading initiatives and projects
through the JCCs that embed culturally safe
care into practice. Here are a few examples.

Cultural and community connections

In Tofino, an emergency room and family medicine doctor saw how traditional practices helped
a group of patients who were struggling with
trauma and experiencing substance use that
required frequent treatment in hospital. Wanting to learn more and understand better, the
physician collaborated with a Tla-o-qui-aht
First Nation healer and a cultural worker to
introduce a group of local health care professionals to traditional healing practices.
They arranged a cultural ceremony that
included Tla-o-qui-aht First Nation members, physicians, nurses, X-ray and laboratory
technicians, and a firefighter. It incorporated a
talking circle, breathing exercises, drumming
and singing, and cold-water cleansing pools.

Together they explored how these practices
and stronger cultural connections might blend
with medical care to support people who experience trauma and pain, as well as the benefits
of making traditional, nonmedical interventions more available to health professionals.
Read more at https://facilityengagement.ca/
cultural-connections-collaboration.

Holistic healing

Gathering as a community and learning from
Elders are important means for community
engagement for Indigenous people. Through a
JCC initiative, a traditional gathering in Williams Lake brought together Secwépemc Elders
to talk about medication use in their community, where a holistic approach to health and
wellness was once the norm.
Understanding that storytelling is the traditional way for Indigenous communities to
share knowledge, wisdom, and humor, a story
titled Coyote’s Food Medicines was developed to
connect with communities about medications.
The award-nominated book was created in partnership between the JCCs, the First Nations
Health Authority (FNHA), and the Interior
Health Authority, with guidance from Elders,
illustrations by Georgia Lesley, and design and
production by Drawing Wisdom. Through a
beautifully stitched narrative, the story opens a
safe space for Indigenous people to discuss the
importance of maintaining good health when
taking multiple prescribed medications, while
encouraging meaningful conversations with
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Table. Prevalence of child and youth mental illnesses, including substance use disorders and associated
preventive interventions, adapted from Schwartz and colleagues.8
Disorders and prevalence*
in BC

Effective prevention interventions and supporting evidence

Anxiety disorder
5.2% or 38 800 children
(4–18 years)

Four interventions using cognitive-behavioral therapy (CBT)
(five randomized controls trials [RCTs]).
• Effective in a variety of formats, such as teaching parents, delivering
CBT to groups of children, and self-delivery.
• Effective for children 4–17 years old.
• Large effect size; e.g., odds of anxiety disorder diagnosis 8 times
lower.

Depression
1.3% or 9700 children
(4–18 years)

Four targeted CBT interventions (six RCTs).
• Two provided to children, one to families, and one to youth reading
a book.

PTSD
0.1% or 700 children
(4–18 years)

Four targeted CBT interventions (five RCTs) in children who had been
maltreated.
• Three programs included parents.
• Two delivered in groups, two to individual families.

Substance use disorders
2.3% or 8200 children
(12–18 years)

Six universal and three targeted programs (10 RCTs).
• Multicomponent interventions included child education, CBT,
motivational interviewing, parent training, communication skills,
resistance skills, and/or social skills training.

ADHD
3.7% or 27 600 children
(4–18 years)

Three targeted parent-training interventions (four RCTs).
• All programs applied to families with young children.
• Usually teaching parents to encourage their child’s positive
behaviors through providing attention and praise while ignoring
minor misbehaviors.

Oppositional defiant disorder
3.3% or 24 600 children
(4–18 years)

Parent training (10 RCTs) (parent teaching similar to above).
Multicomponent interventions (five RCTs).
• Including combinations of behavior therapy, enriched school
curricula, parent-school collaborations, parent training, and/or
social skills training.

Conduct disorder
1.3% or 9700 children
(4–18 years)
Eating disorders
0.2% or 700 children
(12–18 years)

Four multicomponent interventions (five RCTs).
• One universal and three targeted, including combinations of
discouraging unhealthy weight control practices, encouraging
positive body image and healthy lifestyle planning, and/or media
literacy training.

*Estimated numbers are for children 4–18 years old, except for eating disorders and substance use disorders, which
are for children 12–18 years old.
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health care providers. Read the full story at
www.coyotestory.ca.

Access to quality care closer to home

Indigenous populations in rural BC communities face significant barriers to accessing quality
care, including having to travel long distances
to and from appointments, a lack of providers and services in rural communities, and a
lack of access to culturally safe care. These
hurdles were further emphasized with the start
of the COVID-19 pandemic. In April 2020,
the First Nations Virtual Doctor of the Day
program was launched by the FNHA and the
Rural Coordination Centre of BC (RCCbc),
which is funded by the JCCs. The program
is one of three Real-Time Virtual Support
pathways offered by the RCCbc to enhance
health equity in BC rural, remote, and Indigenous communities.
Operating 7 days a week, the program enables Indigenous people who have limited
or no access to a doctor to receive culturally
safe primary care virtually; it also supports
community-based nurses and other health
professionals to deliver primary care. In the
program’s first year, there were more than 6000
encounters between doctors and hundreds of
patients who accessed the service. All physicians have training or experience in cultural
safety and humility, and many of the doctors
have Indigenous ancestry. Access the service
and learn more at www.fnha.ca/what-we-do/
ehealth/virtual-doctor-of-the-day.
The JCCs commit to keeping the conversation going with and between Indigenous
communities and BC doctors, as well as collaborating with health care partners to develop
solutions that address systemic health equity
issues. Learn more about the JCCs at www
.collaborateonhealthbc.ca. n
—Ahmer A. Karimuddin, MD, FRCSC
Co-chair, Specialist Services Committee
—Jiwei Li, MD
Co-chair, Shared Care Committee
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