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Abstract

Background: In Canada, Indigenous peoples continue to experience persistent health inequities
resulting in disproportionately poorer health outcomes compared to non-Indigenous Canadians.
This study engaged Indigenous patients accessing healthcare in Vancouver, Canada to learn about
their healthcare experiences and perspectives on promising practices.

Methods: A Two-Eyed seeing research team, consisting of both Indigenous and non-Indigenous
researchers committed to using culturally safe research approaches conducted two talking circles
with 26 participants recruited from healthcare settings who self-identified as Indigenous. Talking
circles were led by Indigenous Elders and thematic analysis was used to identify overarching
themes.

Results: A majority of participants reported encountering Indigenous-specific discrimination or
racism when accessing healthcare, which resulted in distrust towards and avoidance of the
healthcare system. Nevertheless, participants were encouraged by the care they received from an
urban Indigenous health clinic and suggested ways in which Indigenous peoples’ healthcare
experiences could be improved. In addition to emphasizing that all healthcare providers should
receive Indigenous cultural safety training, participants also emphasized the importance of
providing access to traditional medicines within Western healthcare settings, creating culturally
safe and welcoming spaces, establishing more Indigenous-specific clinics, and improving
Indigenous patients’ access to Indigenous healthcare providers.

Interpretation: Despite participants’ negative healthcare experiences, many credited the receipt
of culturally safe care with reducing their distrust in the healthcare system and improving their

well-being. The continued expansion of Indigenous cultural safety training for healthcare
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providers, as well as working to recruit and retain Indigenous healthcare providers, may improve

Indigenous patients’ willingness to use healthcare services.
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Introduction

In Canada, Indigenous peoples (First Nations, Inuit, and Métis peoples — see Appendix 1) are less
likely to access healthcare, have an increased disease burden, and have higher rates of morbidity
and mortality when compared to settler populations (1-6). These persistent inequities have been
acknowledged through the United Nations Declaration on the Rights of Indigenous Peoples
(UNDRIP), which calls for the provision of culturally safe health care services, resources and

supports in order to improve Indigenous peoples’ individual, community, and population health

(7).

While UNDRIP has been enacted into law as the Declaration on the Rights of Indigenous Peoples
Act (DRIPA) (8) in British Columbia, where the present study is situated, there are significant
discrepancies in health care experiences between Indigenous peoples and non-Indigenous
populations. This is evidenced through In Plain Sight: Addressing Indigenous-specific Racism and
Discrimination in BC Health Care, which found rampant anti-Indigenous racism throughout the
healthcare system and highlighted the need for action to improve cultural safety for Indigenous
peoples (9). It is for this reason that the provincial government has committed to addressing
Indigenous-specific racism in its DRIPA Action Plan: 2022-2027 (10) by prioritizing the delivery

of Indigenous cultural safety education to all health professionals.

Due to the persistent health inequities experienced by Indigenous peoples there has been a move
towards self-determining and Indigenous-led approaches to the design and delivery of healthcare
services. In British Columbia, this culminated in the creation of the First Nations Health Authority

(FNHA), with evidence suggesting that there have been notable improvements in the health
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outcomes of Indigenous peoples since the transfer of jurisdiction over First Nations healthcare
services to the FNHA (11, 12). Similarly, Vancouver Coastal Health (VCH), the regional health
authority encompassing the southwestern and central coast of BC, established the Indigenous
Health (IH) Department, which is responsible for improving the health and well-being of urban
Indigenous peoples who live in both on- and off-reserve settings within the VCH region (13). This
work is seeking to enact system-wide transformation by ensuring that all Indigenous peoples in

the VCH region have access to culturally safe and responsive care.

Despite some initial positive improvements in the population health of Indigenous peoples in BC,
recent research indicates that the health gap between Indigenous peoples and non-Indigenous
populations continues to grow (11). Although prior research has examined the healthcare
experiences and needs of Indigenous patients in hospital settings (3, 14-21), similar research
among Indigenous peoples’ residing in urban centres is sparse. Given this knowledge gap, this
study sought to better understand Indigenous patients’ healthcare experiences and perspectives on

culturally safe health care practices.

Methods

Study design and Sampling

This study was undertaken under the guidance of a ‘“Two-Eyed seeing’ research team consisting
of both Indigenous and non-Indigenous researchers, which is a concept coined by Mi’kmaq Elder
Albert Marshall in the context of research that privileges traditional Indigenous knowledge (22-
24) (see Appendix 2). Data was collected through talking circles, which are a traditional means of

knowledge sharing and exchange used for millennia by Indigenous communities throughout North
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America, which has previously been employed in healthcare research (25-27). Evidence has
highlighted the importance of employing traditional research methodologies when conducting
research with and for Indigenous populations and talking circles have demonstrated a unique

ability to solicit impactful experiences from Indigenous participants (25, 27-30).

Sampling and study procedures

Participants were by recruited through convenience sampling by word-of-mouth, placing posters
in health service centers frequented by Indigenous patients, and contacting local health and social
service agencies with existing connections to the research team. Participation in the talking circles
was limited to individuals who self-identify as Indigenous and who currently resided in the Lower
Mainland. Two talking circles were conducted at two Indigenous healthcare centers in Vancouver,
Canada. Participants were provided with lunch and received $25 CAD for their participation in the
study. Informed consent was obtained prior to the commencement of the talking circles and
participants were provided access to counseling services and Elder support during the talking
circles. Additionally, participants were provided with medicine pouches and smudging supplies

throughout the talking circles.

Each session was co-facilitated by an Indigenous Elder and co-author BB. Questions that were
presented to participants were purposefully broad to explore participants’ range of experiences
with and perspectives on healthcare and health research in British Columbia (see Table 1). Each
talking circle lasted approximately 2.5 hours and were audio recorded and transcript, and
identifying information was removed to protect participants confidentiality. For further details on

the procedures of the talking circle, please see Appendix 3.
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Data analysis

Once talking circles concluded, the audio recordings were transcribed, and the research team
convened to conduct a thematic analysis of the findings. This begun with co-authors AP and SF
developing an initial codebook identifying broad themes, which was then refined through the
addition of quotes. Themes were then presented at a health knowledge translation event in

Vancouver to discuss the findings and validate the key themes.

Ethics approval
Ethical approval for this study was received from the University of British Columbia Research

Ethics Board (H18-03565).

Results

Two talking circles were conducted with a total of 26 participants. Twenty-five participants self-
identified as women, and one as a man. A majority of participants were adults (n=24) and two
were young adults under 30 years of age. The following narratives describe participants’ negative
healthcare experiences and promising healthcare practices, as well as service models that have

improved participants’ health and engagement in care.

Experiences of racism lead to poorer care experiences and health outcomes
Racism, prejudice, and stereotypes were commonly reported by participants, with many sharing
experiences that resulted in their feeling devalued, disrespected, and abandoned (Table 2).

Participants discussed situations where stereotypical inferences were made that impacted their
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health and found that disclosing their personal history sometimes resulted being treated poorly. As
one participant noted, disclosing that they attended Residential School immediately changed the
dynamic of the relationship with their physician in a negative way. In other instances, participants
described how stereotypes about substance use within Indigenous communities resulted in their
being labeled as ‘drug-seeking’, and how their safety was ignored and that they were provided

with sub-standard treatment because they were Indigenous.

Discrediting of traditional medicine and Indigenous perspectives on health

Participants also shared their disappointment in many Western healthcare providers’
dismissiveness of the importance of culture, ceremony, and traditional knowledge on their healing
journey (Table 3). Participants explained that holistic approaches to health and well-being are
reinforced by traditional knowledge around healing and wellness within their communities, but
that the incorporation of traditional healing within Western healthcare settings is often frowned
upon. Similarly, participants described how the Indigenous-specific healthcare services, such as
the urban Indigenous health clinic where they were accessing healthcare, were also seen as lesser
than in comparison to Western healthcare services, alluding to how colonization and racism are

contributing to these perspectives.

In addition to the resistance towards traditional medicine that was experienced, some participants
also shared their frustration that the healthcare system discredits the importance of kinship ties
within Indigenous communities. Despite the central role of Indigenous women as caregivers within
their communities and families, many participants highlighted that Western medicine does not

place the same value on the importance of Indigenous matriarchs or the value of kinship ties during
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treatment, and that the supports that many Indigenous women need in order to care for their family
members are often absent. This can be seen through one participant’s experience, where they were
required to provide care to their family members in the absence of essential supports, including

somewhere to sleep.

Indigenous-specific racism results in mistrust in the healthcare system

The plethora of negative experiences shared by participants is highly problematic, but it is also
concerning that these instances of discrimination negatively impacted participants’ views towards
healthcare services and their overall health (Table 4). For many participants, this abuse of power
and mistreatment resulted in resentment and anger towards healthcare providers and the healthcare
system, while others expressed fear of the healthcare system and feeling coerced into treatment.
Some participants also described how the discrimination they experienced contributed to their
doubt in the intentions of the healthcare system, which added to a growing sense of distrust in the
providers and services they receive. These experiences further entrenched participants’ already
skeptical views of the healthcare system, resulting in patients feeling alienated and ignored when

access healthcare services.

Indigenous cultural safety education is necessary for all healthcare-involved staff

Despite the many negative experiences and perspectives on healthcare that were shared,
participants also highlighted several positive experiences and ways that healthcare could be
improved for Indigenous peoples (Table 5). A majority of patients attested to the value of culturally
safe care in improving their health and well-being and indicated that such training should be

mandatory for all healthcare staff. The positive impacts of culturally safe care can be seen through
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one participant’s recollection of an experience they had, where two nurses successfully advocated
for their family to be present during the passing of their relative. Additionally, several participants
shared the importance of hiring Indigenous healthcare providers to serve Indigenous peoples. This
was seen as an important aspect to rebuilding trust between Indigenous communities and the
healthcare system and would make many Indigenous peoples feel more comfortable when

accessing healthcare services.

Culturally safe care increases healthcare engagement and improve health outcomes

Another important finding was the impact of positive healthcare experiences on perceptions
towards healthcare providers and the healthcare system. More specifically, patients who had
accessed services at an urban Indigenous health clinic in the study setting described feeling a
stronger sense of trust in their healthcare providers and willingness to engage in healthcare (Table
6). For participants who struggled with accessing health services in the past, the aforementioned
urban Indigenous health clinic represented one of the first times they felt that they had received
dignified and considerate care. By placing equal weight on the importance of traditional healing
and Western medicine, healthcare providers at this urban Indigenous health clinic took a holistic
approach to patients’ health and well-being. In one example, a participant experiencing
homelessness describes how the staff not only worked to address their health concerns, but also
assisted them in securing housing. In another example, a participant discussed their appreciation
for how a healthcare provider intervened on their behalf following a negative experience with a

specialist physician they had been referred to.

Providing welcoming, Indigenized spaces for Indigenous patients
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Participants also reported that providing welcoming physical spaces that are inclusive of
Indigenous cultures and traditional healing practices encourage healthcare engagement and
contribute to Indigenous patients’ well-being (Table 7). Some examples that were presented by
participants include providing traditional medicines, smudging supplies and an accommodating
space; allowing time for ceremony before or after a consultation; and providing access to Elders
and other cultural supports. In one example, a participant — despite not being well connected with
their culture — described the positive feeling of hearing a drumming circle in the room adjacent to
the health clinic while waiting for their appointment. Nevertheless, it was also emphasized that
providing welcoming, Indigenized spaces does not compensate for the absence of culturally safe

care, and so relationship building was of equal importance to participants.

Interpretation

Findings from this study point to persistent discrimination, prejudice, and racism towards
Indigenous patients within the healthcare system. For many Indigenous patients, these experiences
resulted in significant levels of distrust and a lack of willingness to engage in the healthcare system.
Despite these negative experiences, patients shared several examples of ways in which health care
services could be improved, including through mandatory Indigenous cultural safety training for
healthcare staff, the incorporation of traditional medicines into clinical practice, and establishing

culturally safe, Indigenous-specific health clinics.

Consistent with existing evidence, racism and discrimination towards Indigenous peoples is
commonplace within healthcare settings (9, 14, 19, 31), much of which is routed in the colonial

history of the healthcare system. One early example of when the healthcare system was complicit
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in colonization and the propagation of intergenerational trauma was through the establishment of
“Indian hospitals” (32), which were segregated healthcare institutions that offered sub-standard
care and that conducted experimental medical procedures on Indigenous peoples that often resulted
in harm. This can also be seen in a study among Indigenous peoples who use drugs in Vancouver,
Canada that found that Indigenous-specific racism in the healthcare system led to a decreased
willingness to re-engage with healthcare services (14), and in a review that found that race-based

stigma in healthcare is associated with negative treatment experiences and outcomes (33).

One potential solution that was discussed was the provision of mandatory cultural safety training
for all healthcare staff. In the Canadian context, cultural safety training involves an overview of
pre- and present-day colonial history, with specific focus on the role of colonial settler institutions
in the genocide of Indigenous peoples, in turn encouraging self-reflection and attention to ways in
which clinical praxis reinforce colonial perspectives and authority over Indigenous peoples (34).
The promising impact of cultural safety training identified in this study is also supported within
existing literature, suggesting it may change healthcare providers’ perspectives and approaches
and that may positively impact Indigenous peoples health and well-being (35-37). In the current
study setting, efforts are underway to expand the provision of Indigenous cultural safety (please

see Appendix 4 for further details).

While participants emphasized the importance of cultural safety training, they also highlighted the
need for systemic changes that acknowledge the value and benefit of traditional approaches to
health and well-being. For some participants, this was realized through having received healthcare

services in an urban Indigenous health clinic, where traditional healing practices are incorporated
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into clinical settings and the connection between culture and health is recognized and valued. For
example, previous research has highlighted how strong linguistic and cultural connections are
positively associated with well-being (38, 39), and that traditional healing practices and
approaches have been effective at addressing the health impacts of intergenerational trauma,
including substance use disorders (40). Despite potential hesitations towards the inclusion of
traditional healing practices within clinical settings, research demonstrates that such initiatives are
not only feasible, but essential to the health and well-being of many Indigenous patients (40-43).
Given this understanding, there is a need for more Indigenous-specific and -tailored healthcare
services and further exploration of ways to incorporate Indigenous ways of knowing and doing

into healthcare practice.

Limitations

This study has a number of limitations. Firstly, a convenience sample was employed; therefore,
this is a non-random sample and subject to selection bias. Secondly, participants were recruited
through healthcare clinics throughout the study setting and may be well connected to such services;
therefore, their views may not represent the views of other Indigenous peoples who may have
different healthcare access patterns and needs or who live in different settings than those who
participated in this study. Thirdly, this study sought to hear the perspectives of Indigenous patients
and did not include healthcare providers, and future research that examines their perspectives
would be valuable. Lastly, this study was restricted to an urban setting, and future research could
engage Indigenous peoples living in rural and remote communities around their healthcare

experiences and perspectives on promising healthcare practices.
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Conclusion

While efforts are being made to reconcile the wrongdoing of the Canadian healthcare system and
providers towards Indigenous peoples, findings from this study point to persistent and concerning
levels of discrimination, prejudice, and racism. This is problematic given Indigenous peoples are
less likely to access healthcare and continue to experience worse health outcomes in comparison
to non-Indigenous populations. Nevertheless, study participants point to promising practices
including the provision of cultural safety training to healthcare providers, incorporating traditional
medicine into clinical settings and practice, and providing safe and welcoming spaces for

Indigenous patients.

Data-Sharing Statement: Participants did not consent to their data being shared or disclosed to

external researchers. Therefore, the data is not accessible and cannot be made available.

Funding statement: This study was supported through the Reach Program provided by the

Michael Smith Foundation for Health Research.
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Table 1. Talking circle question guide

Q1: Based on your personal healthcare experiences, what are some specific areas within the
healthcare system that need to change for Indigenous peoples?

Q2: What can researchers and people within the healthcare system do to support Indigenous
peoples? What can be done to lift Indigenous peoples up and improve their health? Can you
think of a good experience that you had, with a doctor, a nurse, in a clinic or a hospital setting
that we can share with healthcare providers and researchers?

Table 2: Participants quotations about racist or prejudicial experiences in healthcare

“As soon as [my doctor] found out I was a residential school survivor, she didn’t like me. She
damaged my insides from a rough, careless pap smear.”

“So many in the medical profession look at us like we are a number, look at us like were not
people. We're either completely invisible and get forgotten about or get on the receiving end
of abuse.”

“I'was in a car accident and I went to the emergency. The doctor wouldn’t even touch me. He
wouldn’t even check me physically. What he said to me was, “Ordinarily I would prescribe
you some T3s, because that’s what you want”. And I said, “No, I want to discuss pain relief.
I'm allergic to pain relievers and I take my own medicines.”

“I suffered such bad physical violence, and so my partner kept me from going to hospital. But
when I did get to the hospital, they told me I had to deliver [my baby] by myself. And they put
me across from a lady who was giving birth and my baby passed away. And when police came
and I was so badly beaten, they wouldn’t help me. And when [ went to the hospital the nurses
would treat me so poorly, they would stitch me without anesthetic.”

“Once, [the specialist physician] was talking about Residential School and he told me ‘why
don’t you just get over it?’ I was explaining to him how much body pain I was experiencing ...
and he charged right at me and grabbed me and said ‘what is this?... That’s skin and we all
have it. You need to toughen up!’”

15
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Table 3: Participants quotations about healthcare providers’ discrediting of traditional
medicine and Indigenous perspectives on health

“Although [the doctor] thought I couldn’t work and I wouldn’t be able to accomplish my
goals, I started to gain tools from my Elders and support team. I put a care plan in place and
the pain started to lift up, through ceremony, through sweat lodge, through drumming, singing
songs, being around my sisters and Elders. I have one more meeting with [my doctor] and he’s
going to get an earful. Every time I visit him, he wonders how am I doing this, how am [
staying this strong without the medicine? We need to raise the bar!”

“I had to learn how to do physio[therapy], pull catheters, and look at stool to see if [they]
needed more enzymes. We lived in the hospital for 8 months and they wouldn’t even give me a
cot to sleep on. I slept on the floor. I wasn’t even allowed to eat there because I wasn’t a
patient... I was responsible for all of [their] care, and got no support at all... The supports
that need to be integrated into the hospitals for Aboriginal women are long overdue”

“When I got into a car accident, I was sent to get X-rays for my neck. The emergency doctor
took the letter [from the urban Indigenous health clinic] and chucked it as if it was irrelevant.
1t’s analogous to when you go to Native Education College and its seen as “lesser than a
regular degree” ... ['ve sent four letters from [the urban Indigenous health clinic] to [my
insurance provider| and theyve ignored all four. And so, it’s not just us being ignored on the
individual level, but on the organizational/systemic level as well.”

Table 4: Participants quotations about how Indigenous-specific racism results in healthcare
system mistrust or fear

“Of all the pain, it’s pretty obvious they re just waiting for us to die. And because Canada is

a colony, the survivors are the most [likely| to experience the health care system. We can go

decades in horrendous conditions, and you go to get help, and you think the help is there, but
it’s not. It’s very racist.”

“I' was in fear of getting older and being Indigenous in Canada — there was a lady who was
being screamed at, they were shortchanging her — nobody has done anything, or tried to fix
this.”

“I’m told that if I don’t take the medication, I will be cut financially. And so I'm told I have to
take it, otherwise I fear they will come and take my grandchildren away. So I do it!"

“If we have any medical issue, and we got to get help, we don’t get it — we get to see all the
other [settlers] getting great help, but not us.”

16
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Table 5: Participants quotations about the importance of Indigenous Cultural Safety training
and the hiring of Indigenous healthcare providers

“If the medical system was actually listening — as part of all orientations [for] emergency,
ambulance drivers, front line workers, mental health workers, for physicians, nurses — they
would provide cultural competency training. Part of that is that residential schools is not our
legacy, it’s their legacy! They need to heal themselves and check the stereotyping of
indigenous residential school survivors.”

“For me the priority should be people-centered medical staff. People understanding people,
and I think we are heading in that direction. Many of the students... are taking a cultural
safety course at the Faculty of Medicine. This should be going out to everyone, even those
outside of the Faculty of Medicine.”

“When we were losing my brother to leukemia, he took a bad fall and he started fading away
really fast, and so we all jumped in the car and headed down. What we do is make sure that no
one is alone, not even for a minute, there’s always somebody there holding their hand. And
[the hospital] didn’t understand that. The two young nurses said they had never seen that
before, but we were welcome. And we told them we needed to be there 24/7. The doctors didn’t
really like it, but the nurses stood by us until the end. There were two human beings who
understood and respected our wishes.”

“If they don’t want to do it and provide the care to Indigenous peoples, then get them out of
their and put some indigenous peoples in there who are willing to do it, who know what people
want.”

Table 6: Participants quotations about how culturally safe care improves treatment
engagement and health outcomes

“I was so at the end of my rope with the medical system and didn’t want anything to do with it.
[This urban Indigenous health clinic] is an entirely different thing, they have a healing room,
they have Elders, they have social navigators, they all help, they all care... And they do even
more care, they kind of research the places that are available but also places that hear good
feedback about to try to keep your experiences to be good so that you keep on wanting to be
well. They really want you to be well, and I’ve never had that before.”

“In [the urban Indigenous health clinic], they also have a social worker. She was the one that
my doctor referred me to when I first came to Vancouver, and everyone knows what it’s like in
this city. And she went out of her way to help me locate the people I needed to find
accommodation. I started in a transitional house ‘cause I had my grandchildren and [
expected to live with them, but that didn’t work out. Then I went into two shelters, and in the
meantime, they were working behind the scenes and secured me housing!”

“[The doctor at the urban Indigenous health clinic] asked me if I wanted her help to intervene
with this specialist. I've never had that support before. I've never had a doctor actually listen
to me and take a positive action to help me.”

“No one gets a number at [the urban Indigenous health clinic]. We appreciate everyone that
walks through this door. People tell me it feels like their home, their second home, their

family.”
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Table 7: Participants quotations about Indigenizing healthcare spaces

“What really got me is that I hear that [this urban Indigenous health clinic] is for First
Nations peoples, and I'm not by any means traditional, but I was impressed by the do-it-
yourself medicine pouches they have at the doors... And every once in a while, I’'m waiting to
meet the doctor I hear the drumming from over [in the other room]. And I hear it and I think,
“this is pretty cool, you can come in here, and you totally feel relaxed, and you totally feel like
you belong.”

“They need to update the [operating room] too! I used to be put asleep at the infirmary and
they used to rape me, and that’s why every time I get taken to surgery I start to cry. We need to
not have spaces being so sterile.”

“It’s important to note that by ‘indigenizing space’, we can’t expect to get more indigenous
people to attend [healthcare services] if the connections and relationships aren’t already
there.”
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Appendix 1 — Definitions of First Nations, Inuit, and Métis

The term First Nation is used to describe Indigenous peoples who have inhabited North America
before European colonization and settlement and since time immemorial, excluding those of
Inuit or Metis ancestry (44). Similarly, the Inuit are the first peoples who have inhabited the
Arctic region of North America since time immemorial (45). Lastly, the Métis refer to those of
mixed Indigenous and European ancestry that originated from the Red and Saskatchewan River
settlements in Manitoba (46).
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Appendix 2 — Two-eyes seeing research and research teams

Elder Albert Marshall is credited with bringing two-eyed seeing forth. The teachings come from
the late Chief Charles Labrador of Acadia First Nation, as well the work of Elder Murdena
Marshall, and the Institute for Integrative Science and Health (Bartlett, Marshall, Marshall &
Iwana, 2012). Existing evidence suggests that the provision of holistic care to Indigenous
communities is positively associated with health care engagement and improvements in well-being
(47, 48). The benefits associated with this approach, have resulted in calls for the adoption of ‘two-
eyed seeing’ throughout the health care system in order to ensure that all Indigenous patients have
access to culturally safe care (49).

There have been amplified calls for the implementation of two-eyed seeing research teams in all
research disciplines that may impact Indigenous peoples, and such approaches are increasingly
being employed in health research settings (24, 50). As traditional research is often structured
around Western epistemological approaches and perspectives, two-eyed seeing requires that the
research be meaningful and relevant to Indigenous peoples. This is done through ensuring the
research mobilize Indigenous approaches to knowledge sharing and dissemination, from study
conception to conclusion. For this study, the two-eyed seeing research team that was responsible
for creating the study questions and questionnaire guide, organizing, and guiding the talking circle,
collecting data, conducting the analysis, and presenting the study findings. This team consisted of
both Indigenous and non-Indigenous men and women who have experience employing both
Indigenous and Western methodologies in their work and have training in qualitative research and
thematic analysis. Our roles through Indigenous Health and Vancouver Coastal Health provide us
with the opportunity and privilege to explore Indigenous peoples’ experiences and perspectives on
healthcare, and our intent is to mobilize our collective skills and abilities to highlight Indigenous
peoples’ and communities’ priorities in relation to healthcare service delivery.
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Appendix 3 — Talking Circle Procedures

In both talking circles, participants were asked a series of questions relating to their experiences
in health research and health care; ways that health care can be or has been improved in order to
meet the needs of Indigenous populations; and, they were asked to provide examples of health care
and health research priorities. Each round began with the introduction of the research question to
the talking circle by a member of the research team, followed by a personal example that addressed
the specific question. A symbolic object of power, such as a talking stick, was then circulated,
which provided the object holder with the opportunity to share their stories and experiences on a
given research subject. When a participant was done sharing, they would then pass the object to
the next participant and this process was repeated for each of the research subject areas. As part of
this process, the research team also participated in the talking circle and we had the opportunity to
introduce ourselves and share our experiences, insight, and intent. This process and approach has
been used and described in previous health research studies (51-54).
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Appendix 4 — Status of Indigenous Cultural Safety training within the study setting

To date, the Provincial Health Services Authority of British Columbia offers an online Indigenous
Cultural Safety (ICS) training program available to health care staff. Similarly, the Vancouver
Coastal Health authority is committed to advancing culturally safe health care through the
Aboriginal Health team. This team developed an ICS policy with the intent of supporting
Indigenous patients through increased access to traditional medicines, the promotion of the
inclusion of Indigenous knowledge and expertise at all levels of health service delivery, and by
mandating the acknowledgement of traditional territories in all health service events. In addition
to supporting patients, this team is responsible for providing in-person ICS training and workshops
to health care staff with the intent of improving cultural competency and access to relevant
resources. An evaluation of the ICS program is currently underway with the intent of expanding
ICS training to all health care workers in the region.

While efforts are underway to expand access to such services and implement primary care
networks for Indigenous patients, these services remain out-of-reach to many Indigenous patients
throughout BC and Canada. As such, the promising experiences shared by participants who
accessed health care services at an urban Indigenous health clinic are unlikely to represent the
experiences of other Indigenous patients as a whole. Given the past and ongoing impacts of
colonization on Indigenous cultural practices and the sharing of traditional knowledge, providing
spaces for traditional healing practices, implementing cultural safety training for health care
providers, and ensuring access to culturally safe and welcoming health care settings is critical to
improving Indigenous patients’ health care experiences and outcomes.
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