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“Métis Nation British Columbia was pleased
to work with the Review Team on this report
addressing racism in B.C.'s health care system.
The Métis Nation needs to be recognized as
a distinct people making up one-third of the
Indigenous population in B.C.

The mental health and wellness for Métis people
is enhanced when they see the word Métis
intentionally and authentically used. By working
with MNBC, our Citizens see themselves included
in provincial and regional policy, planning and
strategies.

We are seeing some early progress in starting
to have Leadership meetings with health
authorities but have very little human resource
capacity to respond at the level we need to for
our people. We will need to ensure the Métis
Nation is engaged and resourced to participate
at the appropriate tables to address the health
disparities and gaps we face moving forward. , ,

~ MNBC President Clara Morin Dal Col
Métis National Council, National Minister of Health
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This report discusses topics that,
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or such experiences of their
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The report is intended to explore
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experienced by Indigenous people
in the health care system and

to make Recommendations that
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Knowledge Keeper’s Message
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Te'ta-in (Sound of Thunder) Shane Pointe is a Musqueam Knowledge Keeper,
whose motto is “Nutsamaht!” (We are one). Te'ta-in is a proud member of the entire
Salish Nation, the Pointe Family and Musqueam Indian Band. In addition to being a
grandfather and great grandfather, he is a facilitator, advisor, traditional speaker
and artist. Shane has worked for five different school boards, Corrections Canada,
Simon Fraser University, the University of British Columbia and the First Nations
Health Authority. He provides advice and guidance on ceremonial protocols for
local, national and international cultural events.

While addressing racism, whether individual incidents or broader systemic
issues, we often find the root cause is willful ignorance. The ignorance of
distinct cultures and histories as well as the knowledge of bodies, both physical
and spiritual - the knowledge of a shared history that, while common to us
all, has been experienced very differently by the Indigenous branch of our
collective B.C. family.

When the other branches of our collective family think of us, there isa common
perception of Indigenous peoples as being less than. Less able to care for
ourselves. Less able to achieve. Less able to advocate for the services we need.
This report is not about less; it is about unity and the fundamental rights of all
peoples. Itis about confronting and acknowledging the negative, while making
room for the positive.

The Truth is, to be happy and balanced, we must know both the positive and
negative aspects of our lives and the systems within which we coexist. When
pain and suffering has been inflicted on us, it is necessary to take the time to
heal, assess and recover our strength. Positive healing energy will move us
forward hand in hand with those who have hurt us. It is this collective energy
that will bring true healing to the perpetrator and victim alike.

This Truth is what we build this report on, in structure, it is not to ‘name and
shame'. Our goal is to build the collective strength necessary to advance as a
whole and healthy society. The truths we have collected will help us - all of us -
learn from our failures and successes to confront the uncomfortable histories
and negative systemic practices that surround us so we can all begin to heal.
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Before you absorb this report and begin excellent work that will follow:

I would like to welcome you to this moment, which is the sum total of the
positive and negative truths and histories written and unwritten. The truth of
those who freely gave their voices, and of those wonderful human beings who
couldn’t. I ask you good people to please enjoy this humble moment, learn
from it and, with all your integrity, bring dignity to those who have not been
afforded it.

| invite you to help redistribute the wealth of cultural safety, dignity and
integrity to all my First Nations relatives and others who have suffered the
indignity of systemic racism.

Nutsamaht (we are one)
Nutsamaht xwalmox (we are one as human beings from this Earth)
Te'ta-in

‘ ‘ Racism against Indigenous peoples is a malignant disease that
has been in the health care system in British Columbia since inception.
Every person who works in the health care system, in fact every British
Columbian, must acknowledge this reality and work together to ensure
health care for Indigenous people is equitable and culturally safe and
focusses on the needs of the individual, not the attitudes of the system.
Itis a glaring fact that Indigenous peoples encounter racism on a regular
basis in the health care system and we need an effective mechanism or
complaint process to bring the issue to light and have it addressed. First
Nations in British Columbia must be protected from all forms of racial
discrimination in seeking health care. Racism is not just hurtful words
or ideas - in health care, it leaves Indigenous peoples suffering without
proper care. In the moment when you need health care, it is too much
of a burden to put on the backs of First Nations peoples, having to deal
with this racism. That is not compassionate, it is cruel and painful. , ,

~ Grand Chief Stewart Phillip
President, Union of BC Indian Chiefs
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About the Artwork
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The works presented throughout this report are focused on drawing from
traditional Coast Salish art to express themes and concepts through an
Indigenous lens. Throughout Coast Salish stories and art, Snuw'uyulh
(teachings) can be found regarding profound philosophical statements upon
the nature of being and morality. A major component of the education behind
these teachings is that a critical lens is always applied: How could this be done
better? How are specific actions right or wrong?

These works find their basis in teachings that the artist has been given and their
relationship to the broader themes contained within the report. It is important
to see whatis happening - the people, the ancestors, and the land are witnesses.
What will those who witness do to act upon what they have seen?

It is imperative to come together to stave off injustice and not allow it to settle
within our communities and it is a responsibility of the institutions and bodies
that lead and govern to ensure access in a safe and good way. Through this
difficult but critical work, itis possible to create new understandings from which
space can exist to allow future generations to flourish. In making these works
the artist sought guidance from family and teachings, looking to ancestors and
the ancient pieces that have been handed down in the Coast Salish tradition.

Thereissignificance in the four spindlewhorl designs and the use of colour. Four
is sacred, and teachings from the artist's family have discussed how xu’athun
(four) is derived from xe'xe (sacred). In the Coast Salish world things are done
in fours: the four directions and their winds, the four posts of the house, the
four limbs of the body. The spindlewhorl, one of the strongest instances of
Coast Salish art, is a thing of movement and creation. It contextualizes and
assists the work to spin the fibers and create what is new.

The color palette is focused on the use tumulh (red ochre) which is both sacred
and offers protection. Visually, it serves to help read this report and participate
in the energies it carries and acknowledges. The artist has drawn upon these
colors to tell and retell stories that are both old and new in his own way with
the hope that it can contribute to a greater understanding of the work that
lays ahead.

The Investigator wishes to thank Kwulasultun for the creative work, insight and
inspiration his work provided to our team and for bringing life to the stories
and teachings that are foundational to this report.
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Executive Summary
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InJune 2020, claims surfaced about a “Price is Right”game allegedly being played
in some B.C. hospital Emergency Departments, in which health care workers
were guessing blood alcohol levels of Indigenous patients. The Minister of
Health commissioned an independent Review to investigate the “Price is Right”
allegations and whether this game or other forms of Indigenous-specific
racism are being experienced by Indigenous people using the provincial
health care system, make findings of fact, and “to make any recommendations
it considers necessary and advisable.” (See Appendix A for Terms of Reference)
The Addressing Racism Review was formally launched on July 9, 2020.

Specific to the allegation of a “Price is Right” game, the Review did not find
evidence of an organized game with this name occurring in B.C. hospitals as
originally depicted. The Review has produced anecdotal and episodic evidence
of multiple activities in the health care system that resemble these allegations
in some fashion, but none of them could be described as coordinated,
organized, widespread or targeting only Indigenous patients.

While the “Price is Right” allegations were unsubstantiated, the Review,
consistent with its mandate, examined the experience of Indigenous peoples
in B.C. health care system. The results are disturbing. Through listening to
thousands of voices - through survey results, direct submissions, health care
data, and interviews - a picture is presented, as illustrated by Findings 1-5, of
a B.C. health care system with widespread systemic racism against Indigenous
people. This stereotyping, discrimination, and prejudice results in a range of
negative impacts, harm, and even death. Indigenous women are particularly
impacted. Public health emergencies are magnifying these issues.

The Review also found, as illustrated by Findings 6-11, that this problem is
widely acknowledged by many within the health care system, including
those in positions of authority. There have been some well-intentioned and
positive efforts to address this problem. However, these efforts are sporadic,
disconnected, at times personality-dependent, and not underpinned by strong
and systemic foundations.

Addressing systemic racism requires coherent, systematic action. Uprooting
Indigenous-specific racism in health care requires shifts in governance,
leadership, legislation and policy, education, and practice. The 24
Recommendations provide a coherent and comprehensive approach to
achieving these changes. They will shape shifts in behaviour and beliefs at
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individual and societal levels. We know that achieving these shifts requires
humility, anti-racist mindsets and tools, and human rights approaches.

This Review has been conducted in a moment of increasing understanding
about the colonial history of Canada and its enduring legacy, and the
requirement for change. B.C. remains in the midst of a transition from this
colonial legacy of segregation, disempowerment and dehumanization of
Indigenous peoples, to an equitable system that upholds the basic human
rights of Indigenous peoples. In November 2019, the B.C. government laid
an important foundation for such approaches through the passage of the
Declaration on the Rights of Indigenous Peoples Act (DRIPA) that affirms the
application of the United Nations Declaration on the Rights of Indigenous Peoples
(UN Declaration) to the laws of B.C., and requires an action plan to meet the
objectives of the UN Declaration. Among the many standards and principles in
the Declaration relevant to this Review, is the critical recognition in Article 24
of the Declaration that “Indigenous individuals also have the right to access,
without any discrimination, to all social and health services.”

The Review Recommendations target immediate, principled and
comprehensive efforts to eliminate all forms of prejudice and discrimination
against Indigenous peoples in the BC health care system. This is essential if
we aspire to an accessible and effective health care system. It is also needed
to reach a state of substantive equality in health care and outcomes for
Indigenous peoples, that adequately address the legacy of colonialism in
health care, and enables the expression and enjoyment of Indigenous human
rights and improved quality of life.

We all have vital roles to play in confronting this historic legacy, and in creating
positive change. This Review has been conducted in such a way as to help
advance the momentum of positive change. In reading this Report, we invite
you to examine your own beliefs, build your understanding of the past
and present reality of health care for Indigenous peoples, and consider the
role each of has can play in building a strong B.C. health care system for all
British Columbians.
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Part 1: Background

In June 2020, claims surfaced regarding a “Price is Right” game allegedly being
played in B.C. hospital Emergency Departments (EDs), in which health care
workers guess blood alcohol levels of Indigenous patients. B.C. Health Minister
Adrian Dix appointed Mary Ellen Turpel-Lafond to lead an independent review
into these allegations on June 19, 2020. This Addressing Racism Review
(Review) was formally launched on July 9, 2020.

The Review team was asked to investigate the “Price is Right” allegation,
situated and examined within a broader context of Indigenous-specific
systemic racism in the health care system in B.C., to make findings of fact, and
describe recommendations (see Appendix A: Terms of Reference). Delegation
was provided under the Ministry of Health Act regarding access to data and
information needed for the Review (see Appendix B: Delegation letter).

Expectations and Scope

The scope of the Review was to investigate the “Price is Right” allegation, and
to examine Indigenous-specific racism - and in particular, systemic racism
- in the B.C. health care system. There was a tremendous response to the
establishment of the Review. We listened to the people who came forward,
developed key themes, anonymized some of the accounts to include in this
report, and combined these with other data sources to produce a systematic
examination of the issue.

More than 600 people submitted accounts of their experiences to the Review.
Many were highly disturbing, and expressed deep frustration and the pent-
up need to be heard. Many of the people who made submissions to the
Review expected the team to investigate, address and impose remedies with
respect to their individual experiences. Although in some cases, the Review
Team helped navigate service and made the system confront the racism in
real time, we acknowledge that many of those who made submissions will
be disappointed by the fact that the Review cannot impose remedies, and
lacks the statutory authority to impose appropriate consequences in cases.
Assurances that case histories shared with the Review would be kept strictly
confidential, and sealed following its conclusion, will be honoured, meaning
that the Review itself cannot provide an avenue for further investigation of
these specific incidents.
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Part 1: Background

Some Review submissions included incidents of racism in sectors other than
health, including education, the justice and child welfare systems, which were
outside the Review's scope. Individual submissions also included incidents
brought forward by people of other racialized groups, particularly from Black
and South Asian populations. Those, as well, fell outside the Review's mandate.
Asaresult, racismin othersectorsand as experienced by otherracialized groups
is yet to be fully revealed, much less addressed. Particularly concerning were
numerous complaints about Indigenous children and families not receiving
proper respect or access to health-related services in the K-12 education
system, such as psycho-educational testing, speech language therapy or
occupational therapy. Government should consider commissioning similar
reviews into Indigenous-specific racism in its other public service systems that
intersect with health care, and it might be advisable to place a priority on the
special needs stream of health supports in the education system.

Definitions and Context

It was important for the Review to work from a clear definition of racism and
related concepts, and an understanding of the historical and contemporary
context of Indigenous-peoples in Canada.

Racism is the belief that a group of people are inferior based on the color of
their skin or cultural background. This belief drives discriminatory behaviours
and practices, such as negative racial profiling, and policies that oppress,
ignore, or treat racialized groups as ‘less than’ non-racialized groups. The
result is substantive inequity - where members of racialized and culturally
distinct peoples, such as Indigenous peoples, do not receive the services they
require or enjoy equitable opportunities or outcome with other citizens from
non-racialized groups. This is systemic racism - wherein acceptance of these
discriminatory and prejudicial practices are normalized across our society, in
public services and institutions.

In Canadian society, there is a direct line between the history and experience
of colonialism and the challenges of Indigenous-specific racism within the
health care system today. The cultivation of racist beliefs that Indigenous
peoples were weak, dying off, incapable and primitive enabled the state to
enact policies to segregate, assimilate and govern all aspects of the lives of
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the Indigenous peoples and expropriate their lands. These beliefs, embedded
in laws and policies for more than a century, have shaped and continue to
permeate public services such as health, education, justice and child welfare.
A lack of readily available accurate factual information, knowledge, and
understanding about this history contributes to ongoing negative attitudes
and social inequities. In fact, this broad-based ignorance about racism and
the history of Indigenous peoples in Canada is one of the ways that racism
is held in place, as there is very little in our educational systems and in the
media to contradict these beliefs. As a result, racist assumptions endure about
the true reasons for substantive inequity for Indigenous peoples. The system
enjoys “privilege” because those in it have no compelling reason to examine or
reflect on the assumptions they carry, as those assumptions are considered
inherent characteristics of those profiled based on racial and other forms of
discrimination.

During the course of the review, events happened which illustrated the
enduring reality of racism in health care in other parts of the country. The
racist taunting and subsequent death of Joyce Echaquan took place in Quebec,
demonstrating that the problem is likely not unique to B.C. This report, aimed
at addressing this problem in B.C., may be instructional to other jurisdictions
and at a national level, as some of the presenting issues may indeed be national
in scope and experienced more widely.

Achieving this shift requires cultural humility, anti-racist mindsets and tools,
and human rights approaches (see Appendix C for a glossary of terms).

Anti-racism is the practice of identifying, challenging, preventing, eliminating
and changing the values, structures, policies, programs, practices, profiles and
behaviours that perpetuate racism. As Ibram X. Kendi, a leading scholar of anti-
racism, states it's not enough to be ‘not racist'. It is not enough to claim to be
“colour blind.” “The opposite of ‘racist’isn’t ‘not racist,” he writes. “It is ‘antiracist™.
To be antiracist involves eliminating racism from our policies and institutions,
understanding how the present exists upon colonial and racist foundations,
and committing to educate oneself and take action to create conditions of
greater inclusion, equality and justice.

Part 1: Background
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Key Terms

+ 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.

- 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.

+ 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.

- Indigenous-specific racism refers to 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 that perpetuates power imbalances,
systemic discrimination and inequitable outcomes stemming from the colonial policies and practices.

+ Colonialism occurs when groups of people come to a place or country, 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 their governance, legal, social, and cultural structures, and
force them to conform with the colonial state.

- 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 present notion, often causing them to receive
different and discriminatory treatment.

- 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 unigue 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.

+ 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.

- 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 center 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.

- A culturally safe environment is the desired outcome and can only be defined by the Indigenous person
receiving care in a manner that is safe and does not profile or discriminate against the person but is
experienced as respectful, safe and allows meaningful communication and service. It is a physically, socially,
emotionally and spiritually safe environment, without challenge, ignorance or denial of an individual's identity.
To be culturally safe requires positive anti-racism stances, tools and approaches and the continuous practice of
cultural humility.

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



Part 1: Background

In B.C., the adoption of the UN Declaration on the Rights of Indigenous People
and passage of the Declaration on the Rights of Indigenous Peoples Act now
provide a framework for addressing Indigenous-specific racism, and facilitate
taking the further steps required to recognize Indigenous rights to health,
self-determination and achieve cultural safety. Working in partnership,
based on recognition and respect of Indigenous rights, including the right of
self-determination, with a clear grounding in Indigenous understandings of
health and wellness, and a commitment to tangibly implementing anti-racism
measures and tools, is the foundation for moving forward.

Terminology

The lexicon of Indigeneity is dynamic and complex, spanning individual and nation preferences, government
legislation, policy and practices, and emerging social norms and understandings.

In this report, “Indigenous” is used preferentially as the overall descriptor of the population who are the focus of
the Review, and encompassing First Nations, Métis and Inuit. The Declaration on the Rights of Indigenous Peoples Act
defines Indigenous with the same definition as Aboriginal in the Constitution Act, 1982.

From a data perspective, the term of choice within many government databases is “Aboriginal”, the term used in
the Constitution Act, 1982. “Aboriginal” is used in the federal census and B.C. data collection policies. Where the
originating data source uses the term Aboriginal, this usage is carried over into this report. It is also used with
respect to the Interior region of B.C. based on the preference of First Nations and Métis peoples in that area.

The federal government also continues to use terminology “Registered or Treaty Indian,” “Indian reserves”, and
“Indian Status” in its documentation - a by-product of the /ndian Act. However, in this report, these terms are only
used to accurately identify a data’s original descriptors. First Nations, with the subset “non-status First Nations” are
otherwise used. The report also uses the terms “Métis” and “Inuit” consistent with contemporary practice.

In Plain Sight: Addressing Indigenous-specific Racism and Discrimination in B.C. Health Care 9



DEMOGRAPHICS OF INDIGENOUS PEOPLES IN BC

Percentage of BC population

e

First Nation Métis ‘ Inuit

40% live on reserve 64 33 1

More likely to live in rural areas than non-Indigenous population
Indigenous 30
Other 14

More youthful than non-Indigenous population

First Nation under 25 years old 44
Métis 42
Other 26

Lower median income than non-Indigenous population
First Nation $21K

Métis $29K

Other $34K

Less likely to hold university certificate, diploma or degree at bachelors level and above

5 First Nation
8 Métis
5 Inuit

22 Other

More likely to worry during pandemic that food would run out before they had money to buy more
First Nation 33

Métis 23

Other 16

Data sources: 2016 Canadian Census; COVID-19 Speak survey



Part 1: Background

Methodology

The Review placed a strong emphasis on prioritizing the direct input and
collecting the voices of Indigenous people who use the health care system and
on gathering the experiences of health care workers in B.C. Including surveys,
email and toll-free phone submissions, and stakeholder interviews, nearly
9,000 voices helped shape the Review findings. The team also completed
extensive qualitative and quantitative analysis of existing data, a document
and literature review, in-depth review of a number of case histories, and a
close examination of the original allegations that gave rise to the Review.
The Review engaged both Indigenous and non-Indigenous methodologies,
included a multitude of quantitative and qualitative data sources, and followed
established Indigenous data governance principles and processes.

The Review team was headed by two Indigenous women - the Independent
Investigator and the Executive Director. The team included a combination of
Indigenous and non-Indigenous members with public health and direct clinical
experience, included physicians and nurses and public health leaders, and
those with extensive knowledge of the health care system and expertise in
conducting complex investigations, interpreting data, and Indigenous rights
and anti-racism.

Data Sources

The Review collected large amounts of data from a number of sources. As the
Independent Reviewer and a small number of team members were provided
delegation under the Ministry of Health Act, confidential complaints and other
row-level data from various sources were available to be examined.

The sources of information considered in this Review included:

* The launch of two surveys

+ Creation of a website and a toll-free phone number and email address
* A detailed examination of the allegations that gave rise to this Review
* Interviews with leaders across the health care sector

* Analysis of health sector data relating to usage, outcomes, complaints and
experiences

* Aliteraturereview to provide context and additional background information

« Review of documents related to relevantinitiatives, investments, and barriers

In Plain Sight: Addressing Indigenous-specific Racism and Discrimination in B.C. Health Care 11



Part 1: Background

INDIGENOUS PEOPLES’ SURVEY
Demographic Snapshot

80% of 2,780 respondents were Indigenous

+ Dialogue with experts in Indigenous rights, Indigenous health and wellness,
and the UN Declaration on the Rights of Indigenous Peoples (UN Declaration).

Given the Review had the opportunity to examine a such a wide array of data
related to health system performance, Indigenous peoples’ experiences and
health and wellness outcomes, not all data could be stated within the Report.
A portion of this data is drawn upon and summarized within the body of this
report. Recognizing the value of the data, and honouring the experiences of
Indigenous peoples reflected within it, was important to Indigenous leadership
in B.C. Therefore, a separate data report will be released.

Indigenous Peoples’ Survey

The Indigenous Peoples’' Survey (IPS)was launched onJuly 9, 2020 as a primarily
online survey (hard copy written responses were also accepted) and was open
for responses over a five-week period. (Survey approach and methodology,
Appendix E)

The IPS was heavily promoted through the Review's social media channels, on
its website, through the networks of Indigenous and non-Indigenous health
care organizations, and via traditional media coverage.

HIGHLIGHTS = PERCENTAGE

First Nations Non-Indigenous Métis

Indigenous respondents participated from all five of BC’s m Vancouver Coastal

Older respondents were over represented compared to BC

health regions
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Part 1: Background

The IPS solicited the following from respondents:

* Feelings of safety or lack of safety in the health system

* Perspectives on the care received

* How Indigenous people utilize systems established to address complaints

« How Indigenous-specific racism might be best addressed.

The final number of surveys available for analysis was 2,780 (full and partial
completions). Sixty-five per cent of respondents identified as First Nations,
10 per cent as Métis, and five per cent as Inuit or another Indigenous people
from outside of B.C., for a total of 80 per cent Indigenous respondents.

Health Care Workers’ Survey

The Health Care Workers' Experiences of Discrimination in Health Care Services
Survey (HWS) was launched online on July 30, 2020, and remained open until
Aug. 27, 2020. (Survey approach and methodology, Appendix E)

The HWS was heavily promoted through the Review's social media channels,
on its website, through the networks of health regulators, and via traditional
media coverage.

HEALTH CARE WORKERS’ SURVEY

Demographic snapshot

radicalized population Not Indigenous or racialized population Racialized non-Indigenous Indigenous

Almost half work in a hospital or health centre, including the —

emergency department
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The HWS solicited the following from respondents:

* Prevalence of racism towards health care users, and in health care settings
*+ Experiences of racism among health workers

* The responsiveness of the health care system to dealing with discrimination
* Presence of relevant training in health workers’ education

+ Cultural safety in the workplace

* How to improve cultural safety in health care for both users and health
workers.

The final number of surveys available for analysis was 5,440 (full and partial
completions). Just over 70 per cent of respondents were non-Indigenous and
not from a racialized population; 22 per cent identified as racialized; and seven
per cent were Indigenous (4% First Nations, 3% Métis and 1% Inuit). Eighty
per cent of respondents were female, which is similar to what is seen in the
provincial health care system, and the majority had worked in health care for
more than 10 years.

Toll-free Telephone and Email Submissions

A toll-free telephone line and email inbox collected submissions from both
Indigenous and non-Indigenous respondents, including patients, family
members and caregivers, health care workers, third-party witnesses and
others.

Callers utilizing the toll-free line were prompted to record a submission of
up to 20 minutes in length, or leaving contact information for a member of
the Review team to return their call and take their submission by telephone.
Due to COVID-19 precautions, in-person interviews were not commonly
conducted, although the Review team did conduct a limited number of these in
special circumstances, such as when an Elder expressed being uncomfortable
providing their history over the phone.

All submissions were recorded on a spreadsheet that included 28 categories,
ranging from the health authority in which the incident occurred, to the health
care provider(s) involved, to the outcome for the patient. The spreadsheet also
included an open text field where key details of specific cases were logged.
All submissions were qualitatively analyzed by the Review team. Summaries
written for these calls were closely coded for key concepts. Themes were
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developed from these codes through an iterative approach looking for
similarities, differences and relationships between and within codes. These
themes were then grouped into six broad categories. The frequency with
which each category appeared was determined across the different groups
of Indigenous and non-Indigenous respondents, health receiver respondents
and health provider respondents, and the health authorities identified in the
respondent’s case history.

Review team members determined whether any specific cases should be
reviewed in greater depth and/or possibly used in an anonymized fashion in
the report.

In some cases where respondents indicated they needed urgent assistance
- and when their permission was obtained - Review team members referred
their cases on to applicable health organizations for help. Mental health and
wellness supports were also made available to respondents.

DIRECT EMAIL AND 1-800-NUMBER SUBMISSIONS

Demographic snapshot

HIGHLIGHTS  PERCENTAGE

More than half of respondents identified as Indigenous. | T —

Indigenous Non-Indigenous Unknown
Most respondents described their role as health care worker, | NN T —r 6]
patient, or caregiver/family member Health care worker Patient Family member 3rd party  Other
Over 40% of respondents were concerned health workers —
and witnesses, not the patient experiencing racism or their Concerned health workers and witnesses
family
Many of the respondents were nurses and physicians. | 3 S e —
Nurses Doctors Other

Over half of the incidents shared were specific to the hospita! | —

environment, including the emergency department In hospital environment Outside hospital environment

In-depth Review of Select Cases

In addition to locating and interviewing individuals connected to the initial
allegations of the “Price is Right” game, members of the Review team also
conducted on-going monitoring of submissions being received via the website
and toll-free number. Follow-up interviews were conducted by telephone or
social media platforms regarding allegations that were similar in nature or
that conveyed other particularly egregious experiences of racism.

In Plain Sight: Addressing Indigenous-specific Racism and Discrimination in B.C. Health Care 15



Part 1: Background

These interviews were conducted to elicit additional information about the
incidents that had been described and to ensure that the information received
could be managed in a way that would protect personal privacy. In some cases,
the interviews revealed active or ongoing issues with patient care that were
referred to the appropriate body for immediate action.

Key Informant Interviews

The Review also conducted interviews with leaders in the health care sector,
including the Minister and Deputy Minister of Health, and the CEOs of the five
regional health authorities, the Provincial Health Services Authority (PHSA),
Providence Health Care and the First Nations Health Authority (FNHA), as well
as leadership from the Métis Nation BC (MNBC), First Nations Health Council
(FNHC), health regulatory college leaders, Indigenous health team leaders
from all health authorities, and other relevant stakeholders.

The primary purpose of these interviews was to:

* Better understand the extent of Indigenous-specific racism in health
authorities

+ |dentify if and how the issue of Indigenous-specific racism is being addressed,
and the effectiveness of these approaches

* Identify insights, barriers and recommendations to inform a way(s) forward.

Transcripts or notes were prepared for each interview. These interviews
provided required context and understanding, as well as key themes, for the
content of this report.

Additional Data Sources

Aside from the data generated by the work of the Review, a broad range of
additional data was accessed and analyzed. This included:

+ Complaints submitted by or on behalf of Indigenous people to selected
regulatory colleges and health authorities

+ Discussion boards and course module participation rates in the San'yas
Indigenous Cultural Safety Training

* Surveys regarding patient experience and outcomes, including the First
Nations Regional Health Survey, Patient Reported Experiences Measurement
Surveys, and the BC COVID-19 Speak survey
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*+ Health system utilization data, including related to primary care, emergency
departments, hospitals and cancer screening

* Health condition prevalence, including for acute and chronic disease, opioid
overdoses and COVID-19

* Health outcomes, including socioeconomic measures

Literature and Document Review

More than 500 health authority core planning documents, policies and related
documents were submitted, analyzed and summarized by the Review In
addition, regulatory colleges provided nearly 200 documents for the Review's
consideration.

The Review also maintained an evolving list of resources provided by experts,
academic institutions and researchers amounting to more than 200 total
articles, reports and research studies. Some of these were recent literature
reviews that included search strategies involving the same matters of focus as
the Review.

Limitations of the Review

This Review has taken place during a world-wide pandemic, with significant
government and societal measures imposed to protect the health of the
population. The work undertaken by the Review team has been largely through
virtual means.

Due to the urgency of the issue of racism and discrimination within the health
care system, and its potential for deleterious effects on patients and others
interacting with these services, the Review had a short and ambitious time
frame, with the period between its initiation and the submission of a report
only five months.

Undoubtedly, a longer time frame would have resulted in a larger sample size
from the surveys and 1-800/email streams. If the Review had the benefit of
engaging in direct interviewing with Indigenous peoples, especially Elders, a
more complete picture may have emerged of their experiences. Due to the
limitations of COVID-19, there were restrictions that required the Team to use
technology and engage effectively through organizations and in collaboration
with service providers and Indigenous organizations.

Part 1: Background
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It was hoped by the Review team that First Nations and Métis experiences from
the IPS could be reported separately. The small number of Métis respondents
(10% of the total), and extremely few representatives of Inuit and other
Indigenous peoples from outside of B.C. (5%) meant that it was not possible
to undertake meaningful analyses due to the small numbers which resulted
within and across questions. 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 their significant cultural, historical and
linguistic differences. The comparatively low numbers of Métis in B.C. have
also limited Métis-specific analysis of other data sources in this Review which
describe health service utilization and health outcomes.

The surveys were hosted by the B.C. government’s Ministry of Citizens'
Services, and this peripheral government involvement might have been seen
as a barrier to some Indigenous peoples, even though the Review was fully
independent, and no information or findings were shared.

While the Review undertook efforts to raise awareness of its surveys and
make them as accessible as possible to anyone who wanted to participate, it
is important to note that these samples were self-selected and should not be
interpreted as being representative of the B.C. population, or the population of
health care workers in the province. As such, the findings cannot be interpreted
as fully indicative of either Indigenous people or health care workers in B.C. as
a whole. The findings have been made utilizing the surveys along with many
other data sets and lines of inquiry.

Analytical Approach

The Review's analytical methodology, data source descriptions and statistical
tools are appended to this report.
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Privacy and Data Governance

All data and information arising from the Review, including surveys, individual
incidents and testimonials, interviews, submissions and analysis of pre-existing
sources of information, were subject to rigorous privacy protections.

The Independent Reviewer is the data steward and custodian of all data created
as a result of this Review, on behalf of the Indigenous peoples of B.C. who
own the data collectively. All members of the Review team provided written
undertakings of confidentiality prior to their involvement.

Data and other materials collected through surveys, interviews, telephone and
email have been held securely by the Review team. The data linkage products
created for the use of the Review will be destroyed six months after the
conclusion of the Review. All other materials will subsequently be sealed, and
will not be available for any use, including further analysis, editing, research
or publication.

Part 1: Background
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Part 2: The “Price Is Right” Game Allegation

The initial media reports that a disturbing “Price is Right” game was being
played in B.C. hospital Emergency Rooms involving the guessing of Indigenous
patients’ blood alcohol levels originated from an April 27, 2020 post on an
online discussion forum as part of Indigenous cultural safety training for B.C.
health care workers.

That post ultimately resulted in B.C. Health Minister Adrian Dix initiating the
Addressing Racism Review on June 19, 2020. Part of the mandate provided
to the Independent Reviewer and her team was to explore that allegation, its
veracity and how the matter was subsequently dealt with.

The Review team conducted a significant number of interviews and examined
all existing documentation, emails and notes on the subject. This process was
rendered more difficult due to the absence of expected documentation as well
as the contradictory recollections of some of those interviewed.

The Original Post

The April 27 forum post was made by a participant (“Participant X"") in the
San'yas 2020 Core Indigenous Cultural Safety (ICS) training program. This
cohort included 25 participants and was held over a period of eight weeks. As
part of the training, a San'yas facilitator ran a discussion board that focused
on the stereotyping of Indigenous people. The following post was made by
Participant X:

‘ ‘ I am not proud of my example but am willing to share as this may be
helpful for others to read what happens behind closed door [sic] in the
hospital as it is for me to become aware of how harmful these actions
have been for myself and others. When | worked at a rural hospital
surround [sic] by multiple reservations we would play a guessing game
typically on the weekends. In the emergency department we would
routinely receive Indigenous people that were intoxicated by the police/
RCMP or the paramedics.2 We would provide adequate care but we
would guess at their alcohol levels when we ran the blood work. | used
to think this was normal as the cultural [sic] of the department seemed
to support the game and even the doctors would occasionally get in on

the game. 99

All participants in the forum were assigned screen names in order to safeguard
their anonymity, but the facilitators were aware of their actual identities.
Although the original forum post was deleted in the wake of the publicity

T Participant X was not the actual pseudonym used by the participant who made this post.
2 Participant X did not mean to suggest through this wording that the RCMP or paramedics
had any role in these people becoming intoxicated.

In Plain Sight: Addressing Indigenous-specific Racism and Discrimination in B.C. Health Care 21



Part 2: The “Price Is Right” Game Allegation

that eventually followed, a copy was retained by San'yas and subsequently
obtained by the Review.

The San’yas Program

San'yas Indigenous Cultural Safety Training (ICS) is an online cultural safety training program developed and
delivered by the PHSA's Indigenous Health Program. The program was developed in 2009 in response to the
Transformative Change Accord: First Nations Health Plan that stipulated First Nations and the Province would
develop a curriculum for cultural competency. Although this curriculum was originally envisioned as being
mandatory for both Ministry of Health and health authority staff, participation remains voluntary for most
organizations.

San'yas ICS Training brings together a virtual cohort of anonymous participants with a facilitator. Individuals work
through the training modules via individual and group forums. These forums are run by facilitators who lead
discussions and provide feedback. Course content is broad and includes culture, stereotyping and the impacts of
colonialism. Specific topics include diversity, history (i.e., residential schools and Indian hospitals) and terminology.
Participants are encouraged to discuss their lived practice and personal experience of interacting with Indigenous
populations, provide examples of these interactions and discuss their views.

PHSA leaders and staff told the Review that the San'yas program’s longstanding
informal protocol is to follow up with the authors of forum posts who have
identified serious harms, including actual or potential bodily harm to an
Indigenous person, family dislocation, criminal behaviour or systemic racism.
This informal protocol was formalized in June 2020 into a one-page flowchart
entitled, Serious Harms Identification and Follow-Up Process approved within the
PHSA Indigenous health team.

In this instance, the facilitator of Participant X's forum consulted with her
supervisor regarding the posting and, together, they concluded there were
grounds for follow up. OnJune 10, 2020, the forum facilitator sent the following
message to Participant X, via the San'yas platform, inviting him to participate
in a follow-up call:

“ Hello, [Participant X]. | hope you are well and thank you for your
important contribution in the discussion board. Given the gravity of
what you've shared on the second discussion board, we would really
like to have a quick phone call regarding the details of this experience.
In addition to the work that San'yas does to facilitate an individual
learning experience in the training, we also work towards larger systems
change. This call would involve exploring the circumstances of examples
like you have shared and ensuring participants feel supported in doing
this important work. Thank you for your ongoing engagement with this
work, [Participant X], and looking forward to connecting with you more.
A facilitator will be in touch by phone. 99
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The facilitator and her immediate supervisor consulted with the San'yas
program leader prior to engaging in telephone calls with Participant X. The
San'yas program leader felt that the timeframe of the events described was
unclear and directed the forum facilitator to make the call to Participant X,
based on their prior engagement on the discussion board, and to determine,
among other details, when these events had occurred.

The facilitator subsequently had two telephone calls with Participant X on
June 11 and 12, 2020, with the second call being made to identify the hospitals
where “the game” was occurring. The facilitator made notes of the phone
calls that included the following observations about what she described in
those notes as the “racist game example”:

‘ ‘When? - 10 yrs ago in Emergency dept but not unique to ER - other
hospitals too [Hospital location deleted]

Has anyone reported it? - No, inability to see change so ppl didn't report,
normalized practice/culture

How were you introduced to game? Others playing it regularly.
Accountability? - no higher level action, embedded practice

Practices - hold them overnight 8 hrs, discharge without follow services/
supports/care.

Game used “Price is Right” rules

-knew about 4 or 5 hospitals playing game, physicians knew + no
complaints

Authority had no practice of following through on complaints no action
from above so game + other discriminatory practices continued. , ,

These notes written by the facilitator represent the first documented use of
the term “The Price is Right” with regard to the allegation. In an interview with
the Review, Participant X denied ever using this term himself. The San'yas
facilitator told Review investigators she didn't specifically recall Participant X
using the term but did recall that he confirmed the rules of “the ggme” were the
same as the television game show.

The facilitator reported the results of her phone calls with Participant X to her
colleagues in the following email:

“ Participant shared experience of “game” with “Price is Right” rules
where nurses, doctors and other staff would guess the blood alcohol
levels of Indigenous patients coming to the ER. The participant shared
they were introduced to the game as a new nurse 10-years ago at
[hospital name deleted]. They indicated that versions of this game are
widespread across hospitals and that they had directly seen it played
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in Emergency Departments at [hospital names deleted] but had heard
about it being played in other hospitals as well... 99

During her interview with the Review, the facilitator reiterated that Participant
X confirmed “the game”had occurred at all three of the hospitals where he had
worked, and that nursing staff and physicians guessed the blood alcohol levels
of Indigenous patients, a practice she recalled him describing as embedded
and widespread.

The facilitator also recalled Participant X stating that “the game” was only
played with Indigenous patients, although she admitted that they talked about
it solely in the context of anti-Indigenous racism. She told investigators she
had never heard of any prior reference to “the game” during her work with
San'yas and was aware of the fact that these allegations had originated earlier
in Participant X's career.

Participant X also received a follow-up phone call from another lead San'yas
facilitator on June 19, 2020, in the wake of a media release earlier that day
announcing that the Minister of Health was initiating an independent Review
into allegations of “the game” and systemic discrimination in health care against
Indigenous people. She recalled Participant X being surprised to see the media
reports and later described to the Review the call with him that day as being a
“check in” to offer support and recognition for what was occurring as a result
of his allegations. She followed up with an email assuring him that his posts
had been removed from the discussion board to protect his anonymity.

The Participant X Interview with the Review

Participant X has had a long career in healthcare, including working in a
hospital emergency department where he first encountered blood alcohol
level estimation. In his efforts to improve his own skill level, Participant X had
lobbied his superiors to approve him for the San'yas training.

In his interview with the Review, Participant X immediately expressed that
he was finding “some of the things that are coming out [in the media] are hard
to understand.” In particular, he was concerned that the estimation of blood
alcohol levels by hospital staff was being portrayed as something exclusive to
Indigenous patients. “/ struggle with the racism piece, because it wasn't targeted at
people as much as it was at someone who had enough alcohol or drugs onboard to
be hospitalized... It was never about targeting and so it's morphed into something
it wasn't.” He was also struggling with the descriptive term “Price is Right” and,
as previously mentioned, denied using that in his portrayal of the alcohol
estimation game.
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Participant X described encountering “guesstimation” of alcohol levels for the
first time early in his career. In his recollection, it was the nursing staff and
possibly a lab tech who were involved. Physician involvement was rare, he said,
as the single doctor on staff in the ER was usually too busy to engage. He never
saw money change hands, and never witnessed any other benefit resulting
from a successful guess: “There’s nothing to win, it's something to pass the time.”
He also took issue with the frequency with which such estimation occurred,
stating “/ feel from the news that this was [portrayed as] happening every day and
all the time, and this wasn’t happening every day and [wasn't] something people

would line up for.”

When Participant X left the hospital where he had begun his nursing career,
he took a few casual shifts in the ER at his new hospital. He said he did not
observe blood alcohol estimation occurring there, although his exposure was
very limited. He has had no direct ER involvement for the last nine years, nor
has he heard of events resembling “the game” during that time.

The Response to the Allegation

Following the call with Participant X on June 11, 2020, the facilitator debriefed
with her supervisor and the San'yas program lead who had previously been
alerted to the issue. The decision was made then for the facilitator to call
Participant X again in order to confirm the locations of the events described.

OnJune 12, the San'yas program lead informed her supervisor, the Indigenous
lead for PHSA, about what they had learned. The San'yas program lead told
the Review that she believed that “the game” was a current practice and that
it was ongoing in multiple locations, and this belief informed her discussions
with the Indigenous lead. When asked if she was aware of the fact that the
original allegations were almost a decade old, the PHSA Indigenous lead told
the Review that she hadn’t been, but added that she was not surprised as it was
her experience that San'yas training often surfaced issues that had occurred
in the past rather than focusing on contemporary events. While San'yas has
received hundreds of reports of alcohol and drug-use stereotypes directed at
Indigenous people, neither the San'yas program lead nor the Indigenous lead
had previously heard of this particular “game.”

The Indigenous lead expressed deep concern and asked for a summary of the
incident, including the significance of the behaviour, to be shared with PHSA
senior leadership and Risk and Quality Assurance staff.

After further discussion within PHSA, the decision was made to call a meeting
of the Adverse Events Committee (AEC). The AEC meets to provide rapid
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response to issues across health authorities and includes representatives
from each of the regional health authorities as well as the Ministry of Health.
The Indigenous lead from PHSA requested that the Indigenous health leads
from each regional health authority be invited, and engaged them in a series
of conference calls on June 16 to provide context for the meeting.

Also on June 16, the Indigenous lead met with her supervisor, another senior
executive member, and the PHSA CEO for a“Get to know the new CEQ"” meeting.
During this meeting, the allegation of “the game” was mentioned. PHSA’'s CEO
expressed concern and asked that the Indigenous lead take appropriate steps.

According to the meeting notes of the AEC meeting, held on June 17, two
participants shared that they had each made inquiries to several colleagues
in different Emergency Departments about this allegation. They reported
to the group that these individuals all confirmed this game is played and it
is “across the board” and an “overall game played with all patients”. During a
follow-up interview with the Review, one of these individuals stated that the
two colleagues she contacted indicated that blood alcohol levels were being
estimated as part of an overall initial patient assessment, “just like hemoglobin
levels.” There was no indication from either of her sources that this was racially
motivated or done in some kind of competitive fashion.

At the conclusion of its meeting on June 17, the AEC decided to develop an
action group that would go forward to address the issue of “the game”. The
PHSA Indigenous lead felt Indigenous leaders must be briefed and involved
in developing strategies. As a result, she conducted two external briefings the
following day.

The External Briefings

Representatives from the First Nations Health Authority (FNHA), Métis Nation
BC (MNBC) and the B.C. Association of Aboriginal Friendship Centres (BCAAFC)
were briefed by phone on June 18.

When interviewed by the Review, the representative from the BCAAFC stated
that she had drafted the media release that was issued the following day. This
was done in collaboration with both FNHA and MNBC representatives although
the FNHA ultimately felt it could not participate in the media release without
further internal engagement and the release was amended to say merely that
the FNHA had been “informed” of the situation. Participants of the Indigenous
organizations represented in the meetings confirmed to Review investigators
that they were unaware that the San'yas participant's post was an historical
allegation.
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The Ministry Briefing

A June 18, 2020 briefing note prepared for the Ministry of Health by the PHSA
described that “the issue is a ‘game’ referred to as ‘price is right’ being played
with incoming intoxicated patients in Emergency Departments guessing the blood
alcohol level (BAL test) and betting on it... Allegation referred to Indigenous people
being targeted.”

The briefing note further stated that “the game” takes place “in Emergency
Departments in 3 hospitals and 2 Health Authorities in B.C.” The briefing note
named those three hospitals and noted that three witnesses had confirmed
that the game is widespread in hospitals in B.C. The Ministry was also informed
about the impending media release by the BCAAFC and MNBC. It was on the
basis of this information that the Review was launched.

Additional Evidence Considered

During the course of this Review, which included dozens of interviews with
patients and health care providers, a number of other allegations bearing
some similarities to “the game” were examined. These other allegations
came through interviews as well as subsequent San'yas discussion board
posts examined by the Review. However, none of this evidence confirmed or
suggested the presence of an organized activity targeting Indigenous patients.

Although one witness provided evidence that a staff member who correctly
guessed a patient's blood alcohol levels was rewarded with a free coffee at
one hospital, the episode described had occurred a decade ago and was not
apparently racially motivated. Other witnesses, including doctors, nurses
and paramedics described how the estimation of blood alcohol levels was a
legitimate part of patient assessment, although it was also clear that patients
whose blood alcohol content was found to be extraordinarily high could
sometimes be subject to negative and judgmental comments, regardless
of race.

Conclusion

The information presented to decision-makers that led to the establishment
of this Review does not square with evidence gathered during this process. It
is at odds with Participant X's interview with Review investigators, in which he
denied using the term “Price is Right” to describe the activity, said that there
were no prizes for “the game” and that Indigenous people were not specifically
targeted. The claim that “the game”is played in three hospitals and two health
authorities could not be confirmed by the Review. As the issue was escalated
through San'yas, up the PHSA ranks, to other health authorities and Indigenous
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partner organizations, and to the Ministry of Health, this information was
framed as ‘facts’, and the fact that Participant X's observations were nearly a
decade old was not conveyed.

Itis the Independent Reviewer's conclusion that the eventual public and media
accounts of “the game” that spurred this Review were inaccurate. The Review
found no evidence to substantiate the allegation that the “Price is Right” game
was being played in B.C. hospital emergency departments, and if such games
did occur in the past, they are not occurring today. The Review has produced
evidence of multiple activities in the B.C. health care system that resemble
these allegations in some fashion, but none of them could be described as
coordinated, prevalent, widespread or targeting only Indigenous patients. It
is also evident that the guessing by medical professionals of various patient
levels - not limited to blood alcohol - is routine and in many cases may be
clinically appropriate, although the Review does find extensive profiling of
Indigenous patients based on stereotypes about addictions.

Most significantly, it has become clear during the Review that the functions of
delivering a training program must be distinctly separated from functions of
complaints, incident management, and quality assurance. The San'yas program
prepared regular “serious harms reports” and other reports that referenced
“thousands of examples of harm” that did not provide any actionable
information for those responsible for addressing incidents and adverse events.
The conflation of these functions and associated responsibilities within the
San'yas training program did not help bring issues forward in an accurate light,
and ultimately did not serve the purpose of addressing Indigenous-specific
racism.

PHSA seniorleadership has acknowledged thatthe briefing process undertaken
in this allegation did not follow established protocols for investigating
allegations and incidents of a serious and harmful nature in health care.
These leaders have also confirmed that changes have and are being made to
ensure that the focus of the San'yas program is on training, with appropriate
protocols for following up on harmful disclosures, and assuring confidentiality
of program participants.
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WE HEARD FROM ALMOST 9,000 PEOPLE

INDIGENOUS PEOPLES’ SURVEY
2,780 respondents HEALTH WORKERS’ SURVEY

5,440 respondents

DIRECT EMAIL AND
1-800-NUMBER

600 respondents
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Indigenous respondents to a Patient Reported
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430 Complaints from Patient Care Quality Offices, Colleges
and the First Nations Health Authority.

KEY INFORMANT

LITERATURE REVIEW

Submissions from health sector and Indigenous organizations
Detailed investigation of specific ER allegations
Investigation of other select cases

Extensive literature review of previous investigations, inquiries,
and academic or historic findings

Dialogue with experts in Indigenous rights, Indigenous health/
wellness, UNDRIP

Review of existing anti-racism/cultural safety initiatives already
underway
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While the “Price is Right” allegations were unsubstantiated, the Review,
consistent with its mandate, examined multiple other examples of racism and
discrimination experienced by Indigenous peoples in B.C. health care system.
This broader examination based on what we heard directly, and reviewed
in the system itself, reveals abundant evidence that significant Indigenous-
specific racism is widespread and has been for some time.

What We Heard

Who did we hear from?

Using surveys, phone and email, the Review heard from approximately 9,000
people. These voices of patients, health workers, family, caregivers and
concerned observers were heard and their opinions had a place in the Review.

A broad interview strategy amongst those administering the health system
resulted in contributions from Indigenous leaders, health service executive
leaders, health professional regulators, and Indigenous health care
professionals and administrators.

Through data linkages with provincial administrative databases, the Review
has reported on health utilization and health outcomes of approximately
185,000 First Nations and Métis individuals. Additional Review sources include
the B.C. First Nations Regional Health Survey, which collected data from
3,026 adults through 2015-17. Other survey data which inform this review,
and where Indigenous data is identifiable, include the COVID Speak Survey,
and the Patient Reported Experiences Measurement Survey of emergency
departments.

What did Indigenous patients, families and
communities tell us?

Indigenous people told us that they encounter racism and discrimination in
the B.C. health care system, including stereotyping, unacceptable personal
interactions and poorer quality of care.

Many Indigenous people said they do not feel safe when accessing health care
services and interacting with health providers - some noting that they “never”
feel safe, and many sharing that they “always” have negative experiences.
Indigenous women spoke up more than any other Indigenous people, and
shared their particular feelings of unsafety.
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Indigenous people want to see change. They want to be treated with
professionalism, compassion, and respect. They want to be believed when
they report health care concerns and symptoms. Participants want to see
policies and actions in the health system that meaningfully address racism
and discrimination, including an accessible, meaningful and safe feedback
process regarding health care experiences. Indigenous people see the need
for training among health care workers to counteract stereotypes.

What did Indigenous health care workers tell us?

Indigenous health care workers believe that racism is a problem in their
workplaces and organizations, and over half of Indigenous respondents to
the HWS have experienced workplace discrimination themselves. This racism
most often came from a colleague or fellow student, or from an individual
in a position of authority over them. There is a fear of reprisal in speaking
up against racism in the workplace. Prejudice results in emotional, mental,
spiritual and physical harm. Some key informants emphasized that being
Indigenous in the health care profession is career-limiting.

Indigenous health workers stressed that the problem of Indigenous-specific
racism does not get enough time, attention or resourcing in their organizations.
Although everyone knows about the problem, it is not treated the same as
other problems. Indigenous health care workers need to continuously push
for leadership attention, resourcing, and system change.

“This investigation has ignited change within our health care
system. This could not have been possible without the overwhelming
participation from patients, family members, communities and health
care providers. | hold my hands up to every single person that came
forward and spoke out. It is a result of their bravery and courage that
for the first time there is a sense of hope for the future. Miigwetch,
Marsi, and thank you. 9 9

~ Dr. Kate Elliott, BSN, MPH, MD,
Minister of Mental Health and Addictions,
Minister of Women and Gender Equity, Provincial Women’s Chair, MNBC
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What we heard
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Widespread and ongoing stereotyping and racism leads to discrimination at point of care

Always assumed they’re drunk or asked about substance abuse
Always treated as though they were dishonest
Always receive poorer services than others

Always treated as though they are bad parents

Never treated as if cultural traditions are appreciated

Always treated with stares, whispers or points
Never treated with the same respect and courtesy

Always insulted or harassed

Never included in care decisions

Discrimination at point of care negatively affects access to health care
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Feel not at all safe when interacting with hospital social workers,
security staff, discharge planning, emergency room, home care
services, or nurses/nurse practitioners

Never feel safe to speak up when treated inappropriately
Not at all likely to make a complaint

Don’t trust health care workers

Always receive poorer service than others

Less access to health care leads to poor outcomes

Always felt like needs were taken seriously

Indigenous respondents

Non-Indigenous respondents

Always received medication when needed or asked for
Indigenous respondents

Non-Indigenous respondents
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What did non-Indigenous health care workers tell us?

Over one-third of all non-Indigenous respondents to the HWS reported that
they had personally witnessed interpersonal racism or discrimination directed
to Indigenous patients, and almost half of non-Indigenous respondents
acknowledged its existence in their organizations.

The majority would like to see inclusion of Indigenous practices in patient care
plans, including death and dying protocols, birth protocols and smudging or
cleansing ceremonies. There is strong support for cultural and institutional
changes in health care facilities. There is a need for better quality training for
health care workers - training that transfers the learnings to the workplace.

Approximately 13 per cent of - or 531 - non-racialized health care workers
made at least one racially antagonistic comment in the survey. Some of these
respondents denied that racism exists in the health care system, others
believed that Indigenous people need to adapt to the health care system as it
currently exists, or expressed other racist sentiments.

What did health care leaders tell us?

Without exception, every health care leader - within government, health
authorities, regulators and other health care organizations - acknowledged that
racism exists in their organizations and the health care system. They expressed
concern about the well-being of Indigenous people and their families. Leaders
qguestioned whether current training and education programs are making any
change at the front line, and sought new support and approaches to achieve
this result. They welcomed the Review's process and committed to implement
recommendations to deal with the problem in their own organizations and
professions.

Many leaders noted that the change within their organizations and at the front
line must be enabled outside of their organizations, through major structural
shifts in processes - such as complaints processes - policies and standards
that create the conditions for the eradication of Indigenous-specific racism.

Leaders spoke to their own learning they have garnered from the relationships
and partnership processes in place with Indigenous people, communities and
organizations, and the need for similar continuing learning journeys to be
supported for health care professionals and all British Columbians.
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HEALTH CARE WORKERS’ SURVEY
What we heard

Health care workers report widespread stereotyping and racism

Indigenous respondents witnessing interpersonal racism or discrimination directed to
Indigenous patients

Indigenous respondents witnessing incorrect assumptions made about patient
Top three reasons for systemic or organizational racism (all respondents)

Staff not willing to stand up and call out behaviour
Staff not regularly reminded about the many ways that discriminatory behaviour can occur

Indigenous people are unrepresented at all levels

Discrimination leads to poor care

Patient regularly discharged without consideration for living situation they were returning to
Indigenous respondents

Other respondents

Patient regularly discharged without proper support
Indigenous respondents

Other respondents

Indigenous respondents report personal experiences of racism at work

Indigenous respondents reporting personal experiences of racial prejudice or discrimination
at work because of Indigenous heritage/identity

Colleagues say discriminatory or hurtful comments in front of me

Colleagues don’t understand there are differences between Indigenous groups
| feel | am a token Indigenous person when invited to teams or committees
Colleagues are resentful because they thought my education was free

| feel excluded or isolated from coworkers

| am chosen to look after Indigenous patients because | am Indigenous
Information | need to do my job is deliberately withheld

| am turned down for courses and other education while other staff are allowed to participate

Indigenous respondents moderately or significantly impacted by racial prejudice
Emotional health

Mental health

Self-esteem

Spiritual health

Job satisfaction
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Findings

Findings 1 to 5 describe the problem of Indigenous-specific racism in the
B.C. health care system. This problem has significant impacts for Indigenous
patients, women and health care workers. It contributes to inequitable
health outcomes, including in the context of the public health emergencies of
COVID-19 and the overdose crisis.

Findings 6 to 11 examine the range of efforts underway across the health care
system to address the problem of Indigenous-specific racism and support
Indigenous humanrights. These findings consider the effectiveness of education,
training, and complaints processes, and the degree to which major change
levers such as “hard-wiring” and accountability mechanisms have been utilized.

Each Finding includes reflections of what the Review heard and observed, as
well as conclusions.

1. Widespread Indigenous-specific stereotyping, racism
and discrimination exist in the B.C. health care system.

Evidence overwhelmingly indicates that stereotyping and the racist treatment
that often accompanies it are common experiences for Indigenous people
in B.C. health care.® In fact, only 16 per cent of Indigenous IPS respondents
reported not being discriminated in any of eight factors related to stereotyping,
when receiving health care.* More than one-third (35%) of health care worker
respondents have personally witnessed interpersonal racism or discrimination
inflicted upon Indigenous patients or their families and friends.>®

Almost half (48%) of the health care workers and students who made direct
submissions to the Review talked about the breadth or systemic nature of

3 The evidence demonstrating the existence of racism and discrimination was consistent
across the more than 600 submissions to this Review, the data collected from surveys of
health care workers and Indigenous patients, a review of posts made by health care workers
participating in San'yas Indigenous Cultural Safety training discussion boards over a 10-year
period, and analysis of complaints made to health care organizations and regulators.

4 Respondents could choose the top three of the following factors: ancestry or origins, income
level, education, sexual orientation, substance use, skin colour, appearance and residence.

> An additional 8% of HWS respondents were unsure whether they had witnessed
interpersonal racism or discrimination.

5 These findings are not limited to Review-gathered evidence. In the B.C. First Nations Regional
Health Survey completed in 2017, 31% of respondents said they had personally experienced
racism in the B.C. health care system during the previous 12 months. Of complaints
submitted by Indigenous people to the Ministry of Health's Patient Safety and Learning
System between 2016 and 2020, 43% cited incidents of racism.
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BREAK THE CYCLE

GOOD HEALTH AND WELLNESS OUTCOMES Indigenous right to health

Self-determination and
Indigenous leadership

Cultural safety and humility
Anti-racism

INDIGENOUS SYSTEMS,
KNOWLEDGE, PRACTICES +
SUBSTANTIVE EQUALITY

INDIGENOUS SYSTEMS,
KNOWLEDGE, PRACTICES

HEALTH CARE
SYSTEM

NEGATIVE HEALTH AND COLONIALISH

WELLNESS IMPACTS

Systems of Built on colonial
subjugation or underpinnings.

oppression, and a set History of segregation, Widespread and ongoing stereotyping

of beliefs intentionally racism and and racism:

cultivated about the discrimination.

inferiority of Less “worthy”
Indigenous peoples. Drinkers/alcoholics

Drug-seeking
Bad parents
“Frequent flyers”

STEREOTYPES
Negatively affects health

outcomes. Non-compliant
POOR OUTCOMES L b
Higher suicidation ess capable
Higher stress Get “stuff for free

Misogynist views of

Reduced life expectancy Indigenous women

Increased rates of
chronic disease
Higher infant mortality
Leads to
discrimination
embedded in systems
and experienced at the
point of care:

DISCRIMINATION

Negatively affects
access to health care:

Unwelcoming LESS ACCESS Abusive interactions
environments Denial of service
Lower GP/NP attachment Ignoring and shunning
Geographic barriers Inappropriate pain management
Mistrust Medical mistakes
Avoidance of health care Disdain for cultural healing
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the problem, which exists consistently across all regions.” While hospital
emergency departments were cited as the most problematic location, racism
is reported at all points in the system.2 Many informants spoke about the
layers of the problem - that it manifests in the direct interactions between
health professionals and those seeking their help, as well as in organizational
and system-wide functions such as complaints, education, resource allocation
and accountability processes.

Reflections

Negative stereotypes about Indigenous people are
Stereotype pervasive in the health care system

A fixed image. Refers to an exaggerated

el Tiisee o disterias) i deou: One-quarter of non-Indigenous health care workers surveyed

a person or group; a generalization reported that incorrect assumptions were “regularly” made
that allows for little or no individual about Indigenous patients. A much larger share (43%) of
differences or social variation. Indigenous health care workers reported that to be the

Stereotypes lead to “profiles” or fixed
assumptions about the character or
behaviour of racialized people.

case.? These incorrect assumptions are made on the basis of
rampant negative stereotypes about Indigenous people.” This
kind of stereotyping is consistent with profiling or generating
an assumption about the motives and condition of the Indigenous patient.

Common Stereotypes of Indigenous Patients

- Less “worthy” of care - Indigenous patients seen as inherently less valuable than non-Indigenous (and
particularly white) patients due to a number of generalized, negative perceptions of Indigenous people

+ Drinkers/alcoholics - Patients presumed by staff to be intoxicated or have a drinking problem

- Drug-seeking - Patients requiring pain medication presumed to have ulterior motives (e.g., to obtain
prescription drugs to use for non-medical purposes or to sell)

- Bad parents - Negative judgments made about the capacity of patients to care for their children
- “Frequent flyers” - Patients presumed to be mis-using or over-using the health system, particularly the ED

- Irresponsible/non-compliers - Patients seen as unwilling to take responsibility for their health care or to follow
through on aftercare instructions

- Less capable - Patients seen as lacking the capability to take responsibility for their health care

- Unfairly advantaged - Patients seen as “always getting stuff for free”.

7 Health care workers from three health authorities reported witnessing racism or
discrimination against Indigenous patients at a higher rate than the overall percentage -
Northern (52%), Vancouver Coastal (45%) and Vancouver Island (38%).

8 38% of incidents reported in submissions to the Review occurred in EDs, with 17% occurring
elsewhere in hospitals. 25% of submissions cited “multiple” health care settings.

° Higher proportions of Indigenous respondents - compared to non-Indigenous, non-
racialized respondents - reported that they had “occasionally” or “regularly” witnessed each
of nine forms of racism or discrimination examined.

0 Stereotyping was cited in 45% of analyzed individual submissions to the Review. Two-thirds
of San'yas training participants’ postings analyzed described instances of stereotyping. Of 35
complaints to the BC College of Physicians and Surgeons from Indigenous patients between
2014 and 2020, more than 70% could be broadly categorized as involving stereotyping.
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Less Worthy” of Care

The most frequently mentioned stereotype among submissions to the
Review (27% of the total) was of Indigenous people being considered “less
worthy” of health care." This stereotype was reflected in a range of prejudicial
attitudes and acts that devalued Indigenous personhood, culture, history and
experiences.

Racist Treatment After Surgeries Leaves Woman Fearing Hospitals

Within the last two years, an Indigenous woman from a remote community has twice travelled to a Lower
Mainland hospital to undergo surgery for brain aneurysms. On both occasions, she has experienced racist
treatment from the recovery room nurses.

The woman describes waking up from the first surgery in 2018 feeling very unwell, needing to vomit but with dry
heaves. She recalls one of the nurses yelling at her across the recovery room: “You're going through withdrawal; it's
from all alcohol you people drink; you'll have to wait for your booze.” She says she was subsequently moved for three
days to a different room, where she got no nursing assistance.

The same thing happened in the recovery room in 2019, where she came-to feeling very sick and dry heaving.
Once again, a nurse made reference to alcohol, suggesting she was going through withdrawal with the comment:
“You people drink too much.”

The woman hadn't been drinking before either surgery and wonders if she was having a reaction to the drugs
used to sedate her. The woman inquired about getting help from an Aboriginal Health worker but was told none
were available and no one advised her about the patient complaint process. Complaints to her surgeon went
unanswered.

These experiences have left the woman so fearful that she plans to refuse any future surgeries. She feels the risk
to her safety is higher attending this hospital than it would be living with an aneurysm. She says she was treated in
a way no human being should be treated and is frightened that the lack of treatment could result in her dying.

Submissions by patients, family members, health care workers and third-
party witnesses recounted patients being treated poorly simply because they
are Indigenous. Comments and actions attributed to health care providers
suggested Indigenous patients were perceived as a homogenous group that
was less entitled to care andrespect, including describing or treating Indigenous
peoples as living in poverty, being dirty, sexually promiscuous and inclined
to criminal behaviour. There were disparaging and ‘othering’ references to
Indigenous languages, communities and economic arrangements, and a
lack of respect paid to cultural practices, historical experiences and family
relationships. Other data sources also revealed that Indigenous patients living
in Indigenous communities was viewed as inherently problematic.'

" Being considered “less worthy” was mentioned in 59% of the submissions to the Review that
specifically discussed stereotyping. 41% of San'yas ICS discussion board postings mentioned
this stereotype.

2. 9% of Indigenous respondents to the IPS reported that they faced discrimination based on
where they live. San’yas participants also cited this as a common stereotype.
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Drinkers/Alcoholics or Drug-seekers

Negative assumptions about Indigenous patients often centre on drug or
alcohol use.’” More than one-quarter (26%) of Indigenous IPS respondents
reported “always” being treated as if they are drunk or being asked about
substance use when accessing health care, compared to only five per cent of
non-Indigenous respondents.

Submissions to the Review described situations in which Indigenous patients
were assumed to be drunk when their presentation was due to other medical
causes, something they said often led to their needs going unassessed or
untreated. They reported that the first, sometimes repeated, and often
unwarranted, question from health care workers was: “How much have you had
to drink?” This treatment sometimes persisted despite the patient in question
insisting on having never drunk alcohol or having not had a drink in many years.

Inappropriate Questions Lead to “Horrible” Experience for Young Girl

An Indigenous mother recently called 9-1-1 after her 11-year-old daughter experienced a seizure. The daughter
has epilepsy and her mother didn't realize that she had stopped taking her medication.

Once at the hospital, a nurse asked if the pre-teen had been consuming alcohol or drugs, to which the mother
replied no. This question was asked again by at least three additional nurses and a doctor. She felt that this
questioning was highly inappropriate given her daughter's age and the fact she is epileptic and was clearly having

a seizure.

The mother was advised by a nurse that these questions were “protocol.” She waited for nearly five hours before a
doctor arrived to examine to her daughter. Eventually, with no further communication from the staff, they left the
hospital. The mother describes the experience for her daughter as “horrible”.

Suspected illicit drug use and unwarranted seeking of prescription drugs for
non-medical reasons were other reported stereotypical behaviours assigned
to Indigenous patients, some of whom also reported receiving inappropriate
and repeated questions about their drug use.™

“ I'm sad to say that | experienced racial stereotyping... | was made
to feel ashamed and they did not believe that | had food poisoning but
in fact [that I] was just wasted. | was so sick | could barely keep my head
up but understood the stigma | was experiencing. | felt judged and
mistreated. | left feeling shame... ,,

~ First Nations woman who attended hospital
with severe case of food poisoning

'3 Indigenous respondents to the IPS were five times more likely than non-Indigenous
respondents to report that health staff “always” make assumptions about their drug or
alcohol use. 22% of all submissions to the Review talked about patients being stereotyped
as alcoholics or drug users/seekers.

4 11% of individual submissions to the Review mentioned the stereotype of “drug-seeker”, the
third most-mentioned stereotype among submissions.

40  1In Plain Sight: Addressing Indigenous-specific Racism and Discrimination in B.C. Health Care



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

“Frequent flyers”

“Frequent flyer” is a derogatory stereotype of people believed to be mis-using
or over-using the system by, for example, attending the ED rather than using
primary care, attending the ED when the injury or illness doesn't warrant it, or
using the hospital as a ‘place to stay'.'®

Multiple IPS respondents mentioned they had overheard themselves being
referred to as “frequent flyers” among health care workers, a common phrase
utilized by participants in the San’yas program. Other similar terms were also
used such as “regular”, “drunk Indians”, “St. Paul’s Special”, and “drug-seeking”.
Problematizing people who use hospital services on a regular basis frequently
recurred in data examined by the Review, with phrases being used such as “oh
no, not again”, “they do that to themselves” and “that’s just what they are like - they
won't change”.

‘ ‘ I have [an Indigenous] client who went to an Emergency Department
every day for almost two weeks feeling like they were having seizures
or passing out. The client was turned away every day for two weeks.
Once they were finally admitted to the hospital, it was found that their
ICD [Implantable Cardioverter-defibrillator] was actually completely
malfunctioning and was defibrillating them every day, sometimes
multiple times in one day. This client was turned away so many times
and | have heard people refer to them as a ‘frequent flyer'... This person
should have never been turned away from the hospital, even once, let
alone multiple times. 9 9

~ Registered nurse who made a submission to the Review

Irresponsible/Incapable

Stereotypes of Indigenous patients being irresponsible, lazy or incapable, and
thus non-compliant with treatment or medical advice and unable or unwilling
to attend appointments on time, were also common. Indigenous people
were often seen by health care workers as “non-compliant” or “difficult”.'® In
a number of examples provided, these stereotypes informed decisions by
health workers not to “waste time” by referring Indigenous patients on for
further treatment or specialist services.

> Submissions to the Review, IPS survey respondents and San'yas participants all included
some version of the “frequent flyer” stereotype.

6 14% of the San'yas data analyzed referenced this category of stereotype, including
characterizations of Indigenous patients as lazy, incapable of being on time, not caring about
or taking poor care of their health; having no self-control or accountability, being non-
compliant and wasting resources.
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“Bad” Parents

Another common stereotype is that Indigenous people are inadequate,
neglectful or undeserving parents. Fourteen per cent of Indigenous IPS
respondents reported “always” being treated as though they are bad parents
with another 45 per centsaying thatthis happenstothem “rarely or sometimes”."”

The “bad parent” stereotype was the fourth-most commonly cited in individual
submissions to the Review, mentioned in 12 per cent of those that discussed
stereotypes. Submissions by both patients and health care workers were
explicit that social workers and child welfare authorities often became involved
in cases for no reason other than that the patient was Indigenous.

Unfairly Advantaged

Review data sources revealed a common belief that Indigenous people “get
things for free”, including education, taxation and medication. This is connected
to the idea that Indigenous people are believed to be somehow less deserving
of further support from health care workers.

‘ ‘ It was disheartening to read so many stories of mistreatment that
Métis and other Indigenous people experienced in the health care
system. Emergency Rooms and hospitals are places people go as a
last resort. Hearing that Métis people were reluctant or afraid to seek
out care when they needed it most shows deep-rooted problems in
the system. This report is an important first step in recognizing that
change needs to happen so that Métis people in B.C. can have equity
in treatment within our health care system and receive the same level
of care other British Columbians are afforded. | am hopeful the B.C.
government will work quickly to implement the recommendations and
work with the Métis Nation in addressing these profound concerns. ’ ,

~ Paulette Flamond,
MNBC Minister of Health, Northeast Regional Director

Indigenous people experience harm and poorer quality of care as a
result of stereotyping

Negative stereotyping and profiling leads to discriminatory behaviour by
health workers and poorer quality of care for Indigenous peoples. Indigenous
respondents to the IPS were 2 to 2 % times more likely than non-Indigenous
respondents to report “always” having adverse experiences across nine
subjective care experience categories. In the Patient Reported Experience

7 Indigenous IPS respondents were seven times more likely than non-Indigenous respondents
to report staff “always” treating them as if they are bad parents.
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Instead of Cultural Safety, Family got Reported to MCFD

In 2017, a six-year-old Indigenous child was attending therapy sessions as part of the pediatric social work
program at a B.C. hospital. The therapy was to support the child to deal with a range of matters, including suicidal
thoughts, as well as tantrums, including those that have physical behaviours. These behaviours were intensifying
as a result of the child's sibling dealing with a life-threatening illness.

At the commencement of the therapy sessions, the child's mother informed the counsellor about the child's
Indigenous heritage, culture and identity, and the importance of these factors to the child's health and well-being.
The family emphasized a need for culturally informed and culturally safe practice. The mother remembers being
struck at the time by the fact the counsellor did not seem responsive to - or inquiring about - these factors and
did not outwardly appear to take them seriously.

Based on the account of the child at the time, during a therapy session the child recounted to the counsellor
about some of the tantrums, and how he would have to sometimes be physically restrained to stop hurting
himself or others. As part of explaining this to the counsellor, he stated that his father had to “choke him” - which
the parents explain was a reference to the father having to grab him around his shirt to stop the child from being
physically violent.

After a session, the therapist called the parents and indicated that she was reporting them to the Ministry of
Children and Family Development and also that she was going on holiday. According to the parents, no other
explanation or information was provided, and what the child had said that precipitated this action was not
recounted. The only information they received was from their child.

During the subsequent investigation, the parents never felt the observations, concerns or accusations of the
counsellor were ever made clear to them, and that they were presumed guilty throughout the process. While

the investigation was ended and the file was ultimately closed, including through the intervention of lawyers and
advocates, the end result was that the family, even to this day, has sought less help for their child than they feel
he may need. As well, because of lack of trust and the trauma that no care for their other child's life-threatening
illness could occur at the same hospital, they have had to arrange and travel a considerable distance on a regular
basis since then. This has been a major strain and burden for a critically ill child, as well as the entire family.

The parents did file a complaint to the Patient Care Quality Office. In its review of the matter, the PCQO stated: “We
are actively pursuing improvements related to the concerns you have raised. In particular, we will be working to support
our teams in being better equipped to embed culturally safe practices in all that we do, and to reach out to families to
better understand their needs and desires related to culturally appropriate care.”

Measures Survey (PREMS), across all regions and measures, self-identified
Aboriginal patients tended to rate “patient experience” measures - receiving
timely care, communication with providers, culturally responsive and
compassionate care, and how well continuity across transitions in care is
managed - lower than non-Aboriginal patients.'

8 The recent PREMS survey analysis by the FNHA showed significant differences between
Indigenous and non-Indigenous patients accessing the ED and acute care. Four areas of
“patient experience” were found to drive overall experience ratings in EDs - receiving timely
care, communications with providers, culturally responsive and compassionate care, and
how well continuity across transitions in care is managed. (Comparable across regions with
some exceptions such as timely care and continuity across transitions in VCHA, culturally
responsive care in FHA). [First Nations Health Authority, 2019a. Evaluation of the British
Columbia Tripartite Framework Agreement on First Nation Health Governance].
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Forms of
Discriminatory
Treatment and
Poorer Quality Care

44

Unacceptable
personal interactions

Long wait times/
denial of service

Lack of
communication /
shunning

Not believing /
minimizing concerns

Inappropriate/no
pain management

Rough treatment
Medical mistakes

Lack of recognition/
respect regarding
cultural protocols

Unacceptable Personal Interactions
Only 28 per cent of Indigenous IPS respondents reported that they are
“always” treated with courtesy and respect when accessing health care,
and 24 per cent said that health care workers “always” treat them as
dishonest. “Cold” or “harsh” treatment of Indigenous patients by health
care workers was reported in 10 per cent of submissions to the Review,
describing interactions lacking in compassion, caring or humanity.

Nearly half of the non-Indigenous health care workers surveyed said that
health care workers made disrespectful, disparaging or joking remarks
about Indigenous patients’ cultures or racial identities.” Indigenous health
care workers described these behaviours as being much more common,

with 26 per cent reporting that such racist comments were made “regularly
and 46 per cent saying they were made “occasionally”.

Thirty-eightpercentofsubmissionstotheReviewdescribedexamplesofthese
very types of interactions. These included health care workers making rude
or racistcomments directly to Indigenous patients or such comments being
overheard by family members, other patients or other health care workers.

Twenty-two per cent of submissions described health workers being
verbally abusive - including directing rude or racist comments at patients;
mocking, laughing or yelling at them; and sharing their information loudly.

A review of formal complaints made about doctors, nurses and midwives?
shows that roughly half such complaints involved problematic interactions with
these professionals. Such interactions with physicians also included Indigenous
patients being subject to rude or racist comments, being yelled or laughed at,
and having personal information shared inappropriately. Complaints about
nurses and midwives included registrants treating patients with a disrespectful
attitude, yelling, lying or making inappropriate or racist comments. San'yas
participants described health care staff as sometimes laughing at Indigenous
patients, with their comments accompanied by disrespectful gestures such as
eye-rolling.

9 Indigenous respondents cited this happening “occasionally” (40%) or “regularly” (9%).

20 46% of complaints by Indigenous patients to the BC College of Physicians and Surgeons
referenced problematic interactions with professionals while 49% of Indigenous complaints
to the BC College of Nurses & Midwives referenced problematic interactions with members
of that College.

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



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

Non-Indigenous Witness Recalls Terrible Treatment of Patient

A non-Indigenous woman remains troubled by something she witnessed while a patient in a hospital ED. She
recalls that an Indigenous man in his 40s arrived in the ER via ambulance. He was calm and quiet as he lay on the
gurney that the accompanying paramedic had placed in front of the nursing station.

The paramedic turned her back on the man and proceeded to chat with two nurses. At one point during the
conversation, the paramedic walked over to the Indigenous man and lifted up his shirt, remarking to the nurses
that the man had a large scar - the result of a stabbing incident that had occurred in Vancouver.

The witness says both the paramedic and the nurses then ignored the man while they continued their
conversation. Within the course of 15 minutes, the Indigenous man asked twice very politely if someone could
help him get to the bathroom. The nurses and paramedic continued to ignore him. The man urinated while lying
on the gurney and, when the paramedic turned around and noticed, she yelled at him for “pissing his pants” before
taking him away.

Long Wait Times/Denial of Service

Lengthy wait times and accounts of Indigenous patients being made to wait
while non-Indigenous patients were seen ahead of them was another common
theme in surveys and submissions. Of non-Indigenous health care workers
surveyed, 43 per cent reported that Indigenous patients were ignored or made
to wait longer than necessary either “regularly” (12%) or “occasionally” (32%).
More than three-quarters of Indigenous health care workers (77%) reported
that Indigenous patients received this treatment either “regularly” (30%) or
“occasionally” (47%). Similarly, Indigenous patients reported to the Review
that they had been deliberately responded to slowly or “put to the bottom of
the wait list” and been made to wait while non-Indigenous patients were seen
first. Others described being left to wait alone, in empty rooms or away from
others.”

Nearly one-quarter (23%) of Indigenous IPS participants reported “always”
receiving poorer service than others. In submissions to the Review, Indigenous
patients reported a failure to meet their basic needs, including incidents in
which health care workers did not provide them with adequate food or liquids,
ignored their bathroom and hygiene requirements, and left them without
clothing or blankets.

21 16% of individual submissions to the Review included mention of being made to wait and
9% of these respondents described receiving demonstrably different treatment than non-
Indigenous patients. However, in a review of 30 EDs where the average time to physician
assessment was monitored by size of the hospital, age group of the patient and level of
acuity, the results were mixed. The First Nations average time to assessment in some
hospital groups and age groups was higher than that of Other Residents (e.g., adults in
medium-sized hospitals seeking non-urgent care) and in other age group/hospital type/
triage level groupings, the First Nations average time was lower. No overall trend could be
established.
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‘ ‘ I have seen the symptoms of an Indigenous patient go untreated for
days despite the concerns voiced by our unit physiotherapist, resulting
in this patient having a stroke. 9 9

~ Hospital social worker who contacted the Review

Oneimportantcomponentofagood care experienceis a patientunderstanding
the issue that brought them to seek care. In the IPS, 66 per cent of Indigenous
respondents felt they received a proper diagnosis in the health system only
“rarely” or “sometimes,” and five per cent said they “never”did. A similar pattern
of responses was received when respondents were asked if they had received
a proper referral.?2 This is confirmed in a review of health system data, which
demonstrates that Indigenous patients presenting to EDs received a diagnosis
of “general signs and symptoms” at an 80 per cent higher rate than other
patients in 2017/18.%3

Lack of Communication/Shunning

Only 28 per cent of Indigenous respondents to the IPS said they feltincluded in
their care decisions, compared to 54 per cent of non-Indigenous respondents.
San'yas participants said that health care workers may “subtly disengage” with
Indigenous patients in a number of ways, including talking to the person
accompanying the Indigenous patient rather than the patient themselves, and
trying less hard to engage Indigenous patients in care discussions.

Several San'yas participants reflected on the ways in which stereotypes of
Indigenous patients being reluctant, mistrustful or non-compliant made them
reduce their efforts to reach out. Others discussed situations in which health
care providers failed to give appropriate information to Indigenous patients,
such as not properly explaining health care procedures or proceeding without
informed consent. A number of submissions to the Review described being
unable to contact Indigenous health liaisons and health care staff failing to
advise them of complaint options and procedures.

In Review submissions, patients spoke of various other ways in which they had
been “shut out” of care - from being physically locked out of buildings, to being
sent home without assessment, treatment or planning, leaving them to make
repeated attempts to access care. Additionally, 22 per cent of Indigenous IPS
respondents said they “never” have received a thorough discharge process.*
This finding was validated in the HWS, where 42 per cent of Indigenous

22 8% of Indigenous IPS respondents reported they “never” receive a proper referral, while 56%
said they “rarely or sometimes” did.

3 FNHA (Health System Matrix) 2020. 14.1% First Nations: 7.9% Other Residents.

24 Premature discharge was “regularly” experienced or witnessed by 30% of Indigenous IPS
respondents.
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health care workers and 20 per cent of non-Indigenous workers reported
that Indigenous patients were “regularly” discharged without proper support.
A significant number of health care workers also reported that Indigenous
patients were discharged without consideration for the living condition that
they were returning to.*

Not Believing Patients/Minimizing Concerns

Seventy-four per cent of Indigenous respondents to the IPS reported that their
concerns have been minimized in the health care environment.? Submissions
to the Review on this same theme described this at times as a passive act - a
failure to listen to them or take them seriously - while others described it as a
more aggressive one, such as being accused of “faking” or being manipulative.
Formal complaints about interactions with physicians included accounts of
not being listened to or believed, and of being met with dismissive or uncaring
attitudes.?’

Rough Treatment/Physical Harm

Indigenous patients also reported that some health care workers showed
“disrespect” for their bodies. Seven per cent of submissions to the Review
describe patients being physically manhandled or treated roughly, particularly
when it came to procedures such as drawing blood or inserting an IV needle.
Eight per cent of Review submissions included accounts of patients who were
physically harmed as a result of the care they received. These interactions
were described as inducing chronic pain and broken bones, brain injuries and
excessive scarring.

Formal complaints examined by the Review included patients being physically
or sexually assaulted, treated roughly and having their hair cut without
consent.?®

One Elder vividly described feeling the “angry hands” of health care
workers over her lifetime.

~ Indigenous woman's submission to the Review

% 40% of Indigenous HWS respondents and 23% of non-Indigenous respondents believed this
to “regularly” be the case.

2 12% of Indigenous respondents to the IPS felt like their needs were “never” taken seriously
while another 62% said their needs were taken seriously only “rarely or sometimes.” Further,
9% of individual submissions to the Review mentioned health care providers not believing
them or their family members and of minimizing their concerns, opinions or choices
regarding health care.

27 BC College of Physicians and Surgeons complaint data.

2 BC College of Nurses & Midwives complaint data.
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“They Just Thought I Was a Drunk”

One evening in February 2019, a 57-year-old Indigenous man fell while walking to the bathroom in his home. It
was nearly midnight and he realized that he was badly hurt, so he called an ambulance to take him to the nearest
hospital, where he was x-rayed. Nurses subsequently informed the man that there was “nothing wrong” with

him and that he had to go home. He protested, insisting he was certain that he was injured and couldn’t walk,
particularly since he had left the cane he used - due to a pre-existing spinal condition - at home.

He says two nurses - a male and a female - treated him poorly and made fun of him. “They just thought | was a
drunk.” Eventually, as the argument with nurses continued, security was called, followed by the police. The man
was ultimately arrested and taken to jail for the night.

The next morning, he was released from jail but he was still in pain and couldn’t walk. The man was taken by
ambulance back to the same hospital where, this time, he was diagnosed with two cracks in his pelvis. He recalls
one of the same nurses commenting sarcastically: “Well, you were able to walk out of here last night.”

Medical Mistakes

Medical mistakes and misdiagnoses of patients were cited in 16 per cent of
the submissions to the Review and commonly discussed amongst San'yas
participants. This was mentioned most often in relation to falls - in examples
of failure to diagnose concussions, tumors and head injuries because the
Indigenous patient was believed to be under the influence of alcohol or drugs.
Liver conditions, including lethal liver failure, were also reported to be missed
in the medical treatment of a number of patients or misattributed to alcohol
use. Stereotyping was identified as the cause of symptoms of stroke and
diabetes being misinterpreted, and seizure-inducing conditions, such as brain
haemorrhage and Parkinson’s disease, being missed. In several accounts,
patients who were conscious or semi-conscious were mistakenly assumed to

be drunk or high and their medical needs left unattended.

Inappropriate Pain Management

Patients described various ways in which their pain had been ignored or
minimized.?® At times, pain was acknowledged but treatment was withheld,
sometimes with an explicit reference to the stereotype that Indigenous people
were drug-seeking or somehow felt pain differently. At other times, the pain

management offered was simply ineffective.

Nearly one-fifth (19%) of non-Indigenous health care workers surveyed said
they had witnessed Indigenous patients being denied needed medication
either “occasionally” or “regularly”. Indigenous workers reported this to be
much more common, with nearly half (49%) reporting that such denial of

medication occurred “regularly” (19%) or “occasionally” (30%).

2 14% of individual submissions to the Review cited incidents of pain of Indigenous patients
being ignored or minimized.
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More than 10 per cent of Indigenous IPS respondents reported experiencing
or witnessing poor or insufficient care from health care workers directly
related to assumptions about addictions and substance use. The impacts of
these assumptions ranged from being asked the same question about their
use of substances during a visit, to under-medicating pain due to assumptions
about addictions, to taking concerns and symptoms less seriously based on
the assumption that the patient was exaggerating in an attempt to get access
to pain medication. This appeared as an issue that affects women in particular,
with only 31 per cent of female IPS respon