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‘Stereotypes are reality’: addressing stereotyping in
Canadian Aboriginal medical education
Anh Ly1 & Lynden Crowshoe2


CONTEXT Efforts are underway in many
parts of the world to develop medical educa-
tion curricula that address the health care
issues of indigenous populations. The topic of
stereotypes and their impact on such peoples’
health, however, has received little attention.
An examination of stereotypes will shed light
on dominant cultural attitudes toward Aborigi-
nal people that can affect quality of care and
health outcomes in Aboriginal patients.


OBJECTIVES This study examines the views
of undergraduate medical students regarding
Canadian Aboriginal stereotypes and how they
potentially affect Aboriginal people’s health.
The goal of this study was to gain insight into
how medical learners perceive issues related
to racism, discrimination and social stereo-
types and to draw attention to gaps in Aborigi-
nal health curricula.


METHODS This study involved a convenience
sample of medical learners drawn from one
undergraduate medical programme in western
Canada. Using a semi-structured interview
guide, we conducted a total of seven focus


group interviews with 38 first- and second-year
undergraduate medical students. Data were
analysed using a thematic content analysis
approach.


RESULTS Medical students recognise that
stereotypes are closely related to processes of
racism and discrimination. However, they
generally feel that stereotypes of Aboriginal
people are rooted in reality. Students also
identified medical school as one of the
environments in which they are commonly
exposed to negative views of Aboriginal
people. Student responses suggest they see
the cultural gap between Aboriginal and
non-Aboriginal people as being both a cause
and a consequence of discrimination against
Aboriginal people.


CONCLUSIONS The results of this study sug-
gest that teaching medical students about the
realities and impacts of stereotypes on Aborigi-
nal peoples is a good starting point from
which to address issues of racism and health
inequities affecting the health of Aboriginal
people.
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INTRODUCTION


There is compelling evidence that, globally, dispari-
ties in health and social outcomes for indigenous
people compared with their non-indigenous coun-
terparts continue to persist.1–3 The literature in this
area also highlights the fact that indigenous popula-
tions receive differential and less optimal care than
non-indigenous groups.4 Variables influencing this
pattern of differential care and disparities in health
outcomes include socio-economic factors, the effects
of colonisation, political and legal structures, geog-
raphy, lack of culturally suitable health care services,
and the impacts of racism and discrimination.5–9


Notably, the impact of racism on the health of
indigenous people is receiving increased attention
as researchers are beginning to question the multi-
stranded and complex relationships among histori-
cal and contemporary racism, colonisation, ethnic-
ity, health care policies, structural violence, clinical
biases, and provider beliefs and attitudes.10–12


Despite improvements in Aboriginal peoples’ health
in Canada over the last two decades, statistics reveal
that rates of morbidity and mortality among Aborigi-
nal people are still in excess of the Canadian aver-
age.13 In this paper, we emphasise how stereotyping
is a critical factor in these interlocking contexts,
especially as it impacts medical training.


In Canada, it is well documented that discrimination
and racism adversely affect the health and well-being
of Aboriginal people. According to the First Nations
Longitudinal Regional Health Survey, 37.9% of First
Nations adults reported experiencing instances of
racism in the previous 12 months.14 Browne argues
that ‘various kinds of dominant cultural assumptions
[about Aboriginal people] . . . infuse many aspects of
everyday life – through the media, schoolbooks, pub-
lic interest debates, and everyday conversations’.15


This social milieu is the context in which Aboriginal
people negotiate access to health services.


In 1991, the Royal Commission on Aboriginal Peo-
ples (RCAP) was appointed with the aim to:
‘. . .restore justice to the relationship between
Aboriginal and non-Aboriginal people in Canada
and to propose practical solutions to stubborn prob-
lems.’16 A key area for proposed change highlighted
in the RCAP report was that of health services and
policy, and included the implementation of a com-
prehensive health strategy that would promote well-
ness, healing and culture-based health services.
Drawing attention to the burden of illness


experienced by Aboriginal people, the report
specifically identified factors such as poverty, lack of
adequate health and social services, and alienation
as the root causes of many of the health problems
faced by Aboriginal communities.17 Since the publi-
cation of the Commission’s report, numerous initia-
tives in the arena of Aboriginal health have
emerged in attempts to redress the long history of
oppression that has shaped Aboriginal people’s cur-
rent health status.


In the area of medical education, the First Nations,
Inuit, M�etis Health Core Competencies Framework
put forth by the Indigenous Physicians Association
of Canada (IPAC) is an example of an initiative to
enhance medical training in Aboriginal health.18


Despite the provision of valuable resources such as
the curriculum toolkit presented by the IPAC, medi-
cal schools continue to offer students little opportu-
nity to learn about broader issues of discrimination
and racism, especially in the context of Aboriginal
health, in which educational initiatives remain
sparse or poorly integrated into core curricular
activities.19 However, medical programmes recognise
that they must be socially accountable in order to
better represent the needs of a diverse patient pop-
ulation and to assist in the provision of patient-cen-
tred care in cross-cultural settings. Consequently,
medical institutions are being challenged to re-
examine the extent to which their curricula ade-
quately address issues of racism.20


Attitudinal issues in medical education have typically
been presented as those relating to ‘cultural sensitiv-
ity’ or ‘cultural competence’. Current literature
touts these measures for their successes.21–24 Health
practitioners and educators, however, are urged to
move beyond the notion of cultural competence
and to acknowledge more explicitly issues of ‘race’,
racism, power and privilege.25–27 We too argue that
students should be made aware of how stereotypes
play a powerful role in mediating the experiences of
health care for Aboriginal patients, especially as
unconscious bias has been identified as a factor
affecting clinical decision making.28


Hilton and von Hippel define stereotypes as ‘[over-
generalised] beliefs about the characteristics, attri-
butes, and behaviours of members of certain
groups’.29 The origins and maintenance of Aborigi-
nal stereotypes are rooted and manifest in various
forms of racism, including individual, institutional
and everyday racism. Institutional racism ‘exists
where established rules and policies reflect and
produce differential treatment of various groups
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within organisations or institutions’.30 It is directly
related to individual racism as policies and rules are
developed, implemented and maintained by individ-
uals who participate in and contribute to social
structures in society.30 Everyday racism refers to sys-
tematic, recurrent, familiar practices that connect
structural forces of racism with routine situations in
everyday life.31 As everyday racism is infused into
familiar practices, it involves socialised attitudes and
behaviour. Racism, or rather the ‘process of raciali-
sation’, has implications for racial disparities in
health, such that the health care needs of Aborigi-
nal peoples continue to be systematically overlooked
by health care providers and policymakers.32


Although research on stereotypes has typically been
undertaken from a social psychology perspective, ste-
reotyping needs also to be situated within a socio-cul-
tural, political and historical context to illuminate
the unequal structures of power that are maintained
through social institutions, racist ideologies and cul-
tural norms. As Aboriginal educator Dwayne Donald
states: ‘Canadians need to re-discover the historical
and current connections between Aboriginal and
non-Aboriginal people in Canada, even if these con-
nections are not always pleasant to discuss.’33


This study explores how medical learners’ percep-
tions of Aboriginal people are informed by dominant
stereotypes. By examining how medical students per-
ceive Aboriginal stereotypes, we attempt to provide
some insight into why the topic of Aboriginal stereo-
types ought to be taught in medical curricula. Insights
gleaned from this study compel us to contend that a
better understanding of medical students’ views on
the nature and impact of Aboriginal stereotypes is
important for developing and improving Aboriginal
health learning opportunities and for disrupting the
perpetuation of Aboriginal stereotyping during for-
mative years within undergraduate training.


METHODS


Seven focus groups were conducted with undergrad-
uate medical students in October and November
2006. A semi-structured interview guide was used to
ensure that key issues would be covered but that
participants would be allowed to respond freely to
open-ended questions. Questionnaires were adminis-
tered to participants in order to obtain basic socio-
demographic information. All sessions were audio-
taped and transcribed. Ethical approval was
obtained through the University of Calgary Health
Research Ethics Board.


Medical students were recruited using a conve-
nience sampling strategy, based on relative ease of
access, whereby notices were posted electronically to
class distribution lists and manually at the medical
school. Snowball sampling proved to be the most
effective means of recruiting students. Eligible par-
ticipants were required to be enrolled in the MD
programme at the University of Calgary. This work
was carried out in accordance with the Declaration
of Helsinki, including but not limited to there being
no potential harm to participants. The anonymity of
participants was guaranteed and the informed con-
sent of participants was obtained.


Thirty-eight medical students (20 female) partici-
pated in the study. Fourteen students were in their
first year and 24 were in their second year of study.
Ethnic self-identification among medical participants
revealed 61% were White, 13% were Asian, 11% were
South Asian, 3% were North African, 3% were of
M�etis heritage, 5% claimed mixed ancestry, and 4%
chose not to respond to the question.


The focus groups averaged 2 hours in duration.
The same facilitator, trained in qualitative research
methodology, conducted all sessions. Data were
analysed using a thematic analysis approach com-
monly employed in qualitative research. Two
research staff (the facilitator and another research
associate) undertook first-level coding indepen-
dently, and the primary investigator performed ran-
dom coding checks for consistency. Primary-level
data analysis was then conducted by the two
research staff, who met regularly to discuss and
compare emerging themes. After consensus was
reached on preliminary findings, an analysis report
was shared with the primary investigator. Subse-
quent data analysis was performed, this time involv-
ing all three parties, in order to identify further
relationships between emergent themes, clarify con-
cepts, revisit data to refine our understandings, and
reflect on our process. Key findings were deter-
mined collectively. In the findings that follow, quo-
tations are identified according to focus group (FG)
and the gender (F, M) and number of the student
in that focus group.


RESULTS


Medical learners’ views on stereotypes of Aboriginal
people


Findings revealed that medical students generally
believed that stereotyping is an intrinsic process of
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categorisation necessary for making sense of and
responding to information. Stereotypes were seen as
being ‘functional’, ‘pragmatic’ or ‘essential’, even if
students acknowledged that they ‘need[ed] to know
when it becomes harmful to stereotype’ (F5, FG2).
For example, a student remarked:


Pragmatically, I’ve done some ER [emergency
room] shadowing in [a rural town in southern
Alberta] and I had a whole family come in and
they’ve all got like round worms and it’s like,
well, who else is in the house, there’s probably
10 of you, right? So in a way, they [doctors]
are being pragmatic and we have to treat the
whole family but there’s a presumption that
there’s like 12 of them living in the house.
(F5, FG2)


However, it was unclear how students determined
when stereotypes do indeed become harmful, as
they often expressed ambivalence toward the nature
of Aboriginal stereotypes:


My question is like, when you go into an exam
and it says an African American lady comes in
with bone aches and stuff, you automatically
think it’s sickle cell anaemia because in that pop-
ulation there’s a higher percentage of sickle cell
anaemia. When they say “diabetic” and “over-
weight”, stereotype yes, [but there is] also a high
percentage [of diabetes and obesity] in the
Aboriginal population. Something that I’m trying
to figure out in my head now is when you say the
word “stereotype”, [when is it] a dirty word? (F1,
FG4)


Moreover, although students empathetically consid-
ered how ongoing experiences of discrimination
must impact on Aboriginal people’s lives, they also
stated that Aboriginal people should:


. . .make it work now in this existing system. . .
[because they’ve] had enough time to integrate.
(M2, FG3)


Another person said bluntly:


They have all kinds of resources to try and pull
themselves together, but have a significant
amount of trouble doing that. (F1, FG6)


Students appeared to recognise that stereotypes
are closely related to processes of racism and dis-
crimination, and agreed that the prevailing atti-
tude toward Aboriginal people in dominant


Canadian society is fairly negative. Some students
felt that in order to be explicitly accused of dis-
crimination, one’s views and actions must be
‘pretty extreme’. Thus, so-called ‘moderate’
expressions of discrimination can easily fall under
the radar as long as they are in concordance with
the status quo. Many students commented on
how heightened political correctness in society
coupled with increased awareness of ‘Aboriginal
issues’ has resulted in people self-censoring their
comments in certain environments, suggesting
that students inadvertently acknowledge that dis-
crimination targeted at Aboriginal people contin-
ues to exist but is sometimes concealed under the
pretext of political correctness. This point is
exemplified by the following remark made by a
participant:


They [doctors] might gloss how they say things
and act in an appropriate manner, but if some-
body is talking about Aboriginal people in a cer-
tain manner when they’re not seeing an
Aboriginal patient. . . they carry that into the con-
sult room with them, and I mean that’s to me
the importance of, at least Aboriginal awareness
in medical school [because]. . . stereotypes have
to be changed so that when we go out in practice
we don’t sacrifice care. (F1, FG3)


Another student commented on the noticeable shift
toward increased political correctness, relating it to
educational attainment and peer influence:


There’s definitely a huge shift in political cor-
rectness and people are far more aware of
Aboriginal issues and part of that and that’s
why it’s interesting to hear about other people’s
experiences in med school and I’m sure part of
that is just friend selection, so the friends that
make their way into higher education are more
aware of issues. . . I also think that at some
point there was a, I noticed a change in lan-
guage, in the terminology used to describe First
Nations people. At some point we as a society
became a lot more politically correct and sensi-
tive to the labels we use and I think that hap-
pened probably the same time I went into
university. (F3, FG3)


Influences on students’ (mis)conceptions of
Aboriginal people


Students identified home and school settings as sig-
nificant influences on their perceptions of Aborigi-
nal people. One student stated:
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My dad had grown up with the idea that there is
a much higher rate of alcoholism among First
Nations populations. (M4, FG2)


Another student in the same focus group candidly
shared the following:


The one thing my dad always says about First
Nations and African nations is that they have no
history of governance. That’s his [view]; they
don’t have a history of effectively governing
themselves the same way that European nations
have that history. They don’t have the experience
to do it and [as such], when you try and push
things on them in this top down way, you know,
from government, give them money, give them
resources, and all these things, they just don’t
have the experience or the community or the
structures in place to use it effectively. (F2, FG2
[our emphasis])


Others with parents who worked in Aboriginal com-
munities recounted having occasionally heard sto-
ries of their parents’ negative experiences and
considered how these accounts may have shaped
their impressions of Aboriginal people. Students
pointed to how biases and discriminatory attitudes
are passed down within families, yet no-one forth-
rightly acknowledged that they themselves might
have unconsciously absorbed such biases. Thus,
despite their recognition that Aboriginal people
continue to face discrimination in contemporary
Canadian society, students attributed discriminatory
attitudes to past generations and did not appear to
assume any self-responsibility.


Students shared several examples of how peer
influence and the school milieu contributed to
their (mis)conceptions of Aboriginal people,
including the lack of Aboriginal content in pri-
mary and secondary school curricula. Elementary
school curricula were characterised as being lim-
ited to ‘making bannock and . . . drawing tipis’.
Students recalled being introduced to a few histor-
ical events without learning about socio-cultural or
political contexts, and described contemporary
issues as entirely lacking from the curriculum.
One student, for example, expressed his disen-
chantment with the redundancy and ineffectiveness
of Aboriginal-focused educational material pre-
sented in his school:


I studied Louis Riel every frickin’ year. . . there’s
never anything about social or modern issues.
(M3, FG3)


Commenting on peer influences, students
indicated how Aboriginal students in their schools
were perceived as being violent and, thus, were
feared and avoided by others. The segregation of
Aboriginal students from other students appeared
to be a common phenomenon reported by partici-
pants. One student commented on the extent to
which Aboriginal students were singled out and
treated poorly:


I remember my growing up. . . the constant run-
ning joke would be to kind of use a Native
accent. I still remember distinctly jokes about
Natives and speaking about it right now, all these
jokes I remember and I think growing up in a
school where there was a very high population
[of Native people], that’s where the kids get their
material I guess. I’m not even excluding myself
from that. . . [I] really had no exposure to Indian
friendships or knew anybody besides who I saw in
the school. I remember being like a semi-racist back
then. . . It goes around and the outright bigotry
and outright racism everywhere in Canadian soci-
ety. (M5, FG1 [our emphasis])


Medical school appears to be another environment
in which students are exposed to negative views of
Aboriginal people as many reported witnessing the
discriminatory attitudes of peers or preceptors:


I just remember when I was shadowing, one of
the stereotypes was that First Nations people have
some sort of addiction. . . I shadowed on a Sun-
day and the doctor was working and the doctor
said, “Okay, if you get to about 12 o’clock, you’ll
see about 20 to 25 First Nations people who are
always drunk.” [. . .] I’ve always tried to think, that
stuff, it’s somebody making that the stereotype
about First Nations people, [but] it seemed to be
true at least in that portion of [a city in southern
Alberta]. (F2, FG1)


Another student recalled derogatory comments
made by preceptors in both formal and informal
settings, including remarks about ‘Indian time’ and
Aboriginal patients’ supposed lack of interest in
their own health:


I told one of my preceptors that [endocrinology
was] what I was interested in and he said, oh,
you don’t want to deal with those people
[Aboriginal diabetics]. . . it’s so challenging to
work with people who don’t care about their
health and don’t want to manage their condi-
tion. (F2, FG4)
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Students candidly spoke of the belief among their
medical peers that Aboriginal people receive unjust
advantages or ‘special treatment’, citing the ‘unfair’
practice of setting aside seats in medical school or
offering free tuition for Aboriginal students as
examples:


In university, friends would comment on how
[easy] Natives have it, like getting free tuition,
things like that. And even in med school, they
were like [commenting] on how our chances of
getting in are maybe 100 in 1500 and how, like
up in [X university] there’s a quota. . . It’s the
same here, I remember a Northwest Territories
student was actually not Aboriginal and I think
they took an Aboriginal spot is my understand-
ing. She got her admission like the day before
she came in because they forgot to fill the spot.
But that promotes bitterness, right, because you
look at that and you go, wow, like I went through
total bullshit and she didn’t even write her
f****** MCAT [Medical College Admission
Test]! I mean in this case she wasn’t [Aborigi-
nal], but there’s a reserved spot for Natives,
right? (M2, FG6)


Pejorative remarks go unchallenged by students who
feel intimidated by their preceptors, which facilitates
the acceptance or perpetuation of these negative
beliefs. Some students remarked how preceptor
comments left them uncertain as to what is ‘fact’
and what is stereotype, causing them to contemplate
the extent to which stereotypes actually reflect real-
ity. According to students in one focus group, a pre-
ceptor in a recent lecture had remarked:


First Nations people tend to carry high rates of
scabies because they sleep wherever they end up.
(F4, FG1)


Although some students dismissed the remark as
‘a weird generalisation’, others appeared to strug-
gle with finding a functional explanation for the
validity of the comment, contemplating how it
could be ‘pragmatic’ or simply convey ‘a fact’. Ulti-
mately, offhand remarks by preceptors discourage
students from wanting to work with Aboriginal
populations and continue to perpetuate negative
stereotypes.


Students generally agreed that negative experiences
with Aboriginal people in their daily lives were more
salient than positive encounters, such that it took
only a few negative incidents to develop unfavour-
able or even unalterable opinions of Aboriginal


people. Students also revealed how negative or
uncomfortable clinical rotation experiences, despite
the fact that they had few to draw upon, had inad-
vertently shaped their impressions of Aboriginal
people in general:


I’ve seen two Native situations. . . I had one guy
come in that was like 25 [years old] and
300 pounds and had a toe that was, it had an
ingrown toenail and it was so infected and so bad
that I’m like, “Man, you should have come in so
long ago. I don’t think you’re going to be able to
keep your toe.” It just looked horrible. So that
changes your perception when you see people
like that, right. Like if I see anybody like that,
I’m just like, this person doesn’t take care of
themselves. Even for me, when I see someone
who is First Nations, like they stand out a little
bit more but I’ve only seen two and they both
looked bad. . . That’s my reality I guess. The two
encounters I’ve had already, that’s what they
were. I guess that’s my reality and it’s changed
[me] in a negative way. It’s a small sample. It’s
hardly statistical analysis but it changes how I feel
a little bit about First Nations because maybe
when I see someone who’s First Nations, I’ll look
and say, well, are you taking care of yourself?
(M3, FG5)


Cause or consequence? Students’ perceptions of
stereotypes


When talking about their personal relationships
with Aboriginal people, students employed lan-
guage that suggested signs of ‘othering’ (the pro-
cess of constructing and seeing a group of people
as vastly different from one’s own). Post-colonial cri-
tiques show how the process of ‘othering’ involves a
reliance on the notion of difference to justify a lack
of constructive exchange. In the context of Aborigi-
nal and Euro-Canadian relations, Browne and Var-
coe have pointed out that ‘othering’ is
accompanied by racialisation whereby Aboriginal
people are routinely considered to be ‘culturally dif-
ferent’ or are characterised according to racial cate-
gories that distinguish them from the dominant
cultural norm.32


One student described his perception of an Aborigi-
nal community in the following terms:


There’s a huge gap there still that I’ve never been
able to cross so I feel like there’s a big separation
there between the culture I was in and where they
were growing up. (M5, FG4 [our emphasis])
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A majority of students revealed that their interaction
with Aboriginal people while they were growing up
had been limited and they had, at best, developed
tenuous friendships with Aboriginal youth primarily
in elementary and secondary school. These friend-
ships tended to dissolve after high school as they
found themselves ‘taking different paths’ from their
Aboriginal friends. Overall, many felt there to be a
profound cultural gulf or overwhelming socio-
economic disparity between themselves and their
Aboriginal peers. Divergent paths taken by Aborigi-
nal and non-Aboriginal adolescents were seen as
being almost inevitable or as reflecting a ‘natural’
tendency based on cultural differences.


Students’ responses suggest that they saw the cul-
tural gap as being both a cause and a consequence of
discrimination against Aboriginal people. Reflecting
on the few points of access for learning about
Aboriginal communities, one person described the
reserve neighbouring his home town as an enig-
matic ‘black hole’ of which he had no knowledge
despite its proximity to his home. Others acknowl-
edged how stereotypes of Aboriginal people had
prevented them from attempting to establish mean-
ingful relationships with Aboriginal people or of
gaining a better understanding of Aboriginal issues.
Comments included:


I’m sort of surrounded by those stereotypes and
that makes it hard to not believe them. (M1,
FG2)


I think I’m probably influenced by stereotypes in
the sense that because all these kids that I grew
up with and was very close to kind of disappeared
after I moved on. I really don’t know what hap-
pened to their lives after that, but. . . I filled in
that gap with this idea that they’ve been living
difficult, you know, they don’t have homes. . .
proper houses. . . filling in what I think [has] hap-
pened [with] some stereotypes. (M4, FG2)


‘Living up’ to a stereotype


Students generally felt that ‘stereotypes probably
have a basis’ or that ‘there is some element of real-
ity in them’. One person put it plainly: ‘. . .stereo-
types are reality.’ In struggling to understand the
relationship between stereotypes and reality, stu-
dents appeared to overlook how stereotypes indeed
impact the lives of Aboriginal peoples rather than
simply reflecting them. Students frequently referred
to encounters with Aboriginal people who either
‘lived up’ to or ‘lived down’ a stereotype, which


suggests that they used stereotypes as an initial
frame of reference in their assessment of Aboriginal
people.


Reflecting on their complicity in furthering stereo-
types, some students revealed how they felt guilty
about their own inaction regarding efforts to chal-
lenge stereotypes or combat racism. One person
described feeling a sense of ‘white insecurity’, which
she attributed to the belief that she would be alien-
ated by Aboriginal people regardless of her effort to
understand them. Another student asked:


Does simply talking about stereotypes reinforce
them? (M2, FG7)


Someone else stated:


. . .the harder ones to catch [are] the ones that
are more subtle and so ingrained that you don’t
even know that you are doing it. (F3, FG7)


Students’ desires, expectations and fears


Medical students expressed desires to learn more
about Aboriginal populations. Pointing to the
sparseness of Aboriginal health curricula, they stated
that they would like to see relevant teachings that
reflect both the concerns of specific Aboriginal
communities and the widespread issues that shape
Aboriginal peoples’ common experiences in Cana-
dian society. Curriculum committees must recognise
how a normalised absence of Aboriginal health con-
tent in medical training helps perpetuate health
inequities for Aboriginal people, as do existing cur-
ricula that are poorly developed or that contain
harmful and uncritical representations of Aboriginal
populations.


Not knowing where to find information was a senti-
ment shared by many students, further illustrating
the need for increased curricular initiatives. How-
ever, students generally felt that Aboriginal health
should receive no more attention than that of
other populations according to representative pop-
ulation size. We interpret this point as further illus-
tration of how discourses of egalitarianism render
invisible or irrelevant ‘historical processes and
structural constraints that shape differential (or
inequitable) access to health and healthcare’.5 By
appealing for the equitable distribution of curricu-
lum space to address the health concerns of diverse
patient populations, students paradoxically engage
in further marginalisation of Aboriginal issues in
health care.
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Medical education also needs to dispel fears
concerning health care provision to Aboriginal
populations. One student divulged how the idea of
family practice in First Nations communities terri-
fied her:


Although part of me fears that I’m never really
going to get it. I guess it’s my own white girl inse-
curity, but I feel really alienated and I feel like as
much as I try, I’m never really going to get it and
I’m never going to be perceived to get it. (F2,
FG7)


Such fears represent real barriers to garnering the
interest of students in pursuing careers in Aborigi-
nal health, in which service gaps exist. Students
need to be encouraged to believe that, with appro-
priate training, they can competently provide care
to Aboriginal patients.


DISCUSSION


Exploring and deconstructing Aboriginal
stereotypes: why teach about this in the medical
curriculum?


The limited teaching of issues of ‘race’ and racism
in medical education compounds students’ underly-
ing assumptions about these issues: the former
implies a matter of biological determinism, and
teaching on the latter is presumably lacking in pro-
fessional institutions like health services. Without an
adequate understanding of the concept of racism,
how disruptive it can be, and how the past informs
the present, students continue to buy into the myth
that racism cannot possibly exist in an egalitarian,
multicultural society such as that of Canada. The
lack of any formalised or substantive training in con-
cepts of stereotypes and the socio-economic, politi-
cal and historical landscape in which they were
conceived will continue to place health professionals
at a disadvantage in their practice and may unwit-
tingly place the growing Aboriginal patient popula-
tion at risk.


We propose that students need to develop a critical
understanding of racial and ethnic disparities in
health care and that they should be given the tools to
begin deconstructing racism and its effects in health
care interactions. This type of teaching, we suggest,
would be best facilitated and more effective if were
longitudinally integrated into all core courses or cur-
ricular activities over the span of a student’s medical
training, including the clinical teaching years.


For any exploration of racism to be effective, issues
of power and privilege must be addressed because
they are inextricably linked to racism and yet are
often invisible to those who possess them. Focusing
solely on the effects of racism fails to explore the
root of the problem and the impact on those who
perpetuate it or inadvertently enjoy its spoils.34 Stu-
dents need to be encouraged to consider their own
complicity in structures or practices of oppression
and to understand their roles, as future physicians,
in relational positions of power from which they can
act as potential forces of change.


Breaking the cycle of oppression


It is important that medical students (and educa-
tors) understand that although they are implicated
in a cycle of oppression as participants in a privi-
leged institution, they are not ‘at fault’ and nor do
they need to ‘feel guilty’. Feelings of ‘guilt by associ-
ation’, as anti-racism educators have pointed out,
can lead to further hesitation, shame or discomfort
and resistance to learning about the nature of rac-
ism.35,36 Instead, students should recognise their
responsibility to learn about the impacts of stereo-
types and the active ways they can avoid perpetuat-
ing them in their medical careers and as citizens of
various communities. Issues of stereotyping must be
incorporated into medical curricula in a manner
that is at once sensitive to students’ apprehensions,
challenges assumptions about race and racism, and
provides students with the tools to overcome these
issues.


The propensity to ‘blame the victim’ arises often in
relation to Aboriginal peoples, who are accused of
making poor ‘lifestyle’ choices. The ideology and
politics of victim blaming were first discussed in the
late 1970s by the American sociologist Robert Craw-
ford, who, in response to the emergence of health
promotion initiatives in the USA, argued that the
‘crisis’ or destabilising conditions produced by the
threat of rising medical costs, inefficient medical
services, political pressures by disenfranchised
groups, and the politicisation of environmental and
occupational health issues resulted in a shift toward
an ideology which blames the individual for her or
his illness.37 This ideological shift, then, according
to Crawford, enabled the diversion of attention
from the social causation of disease, which was inti-
mately linked with exploitative labour conditions
encountered by workers in the commercial and
industrial sectors.37 Additionally, victim blaming
focused attention on the atomised individual, rather
than on structural inequalities, and thus ‘at-risk’
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behaviour was seen to be the problem and simplistic
conceptions of lifestyle change underscored by
implicit notions of ‘choice’ were regarded as the
solution.


The recognition of this ideological shift in health
care toward victim blaming echoed earlier writings
on the racial and social injustices experienced by
African Americans, which challenged the pervasive
view that the poor and disenfranchised are to be
blamed for their own poverty, poor health and lack
of education.38 More recently, Kowal and Paradies,
writing about public health practitioners’ narratives
of the ill health of indigenous populations in Aus-
tralia, have suggested that the ethos of political cor-
rectness concerning indigenous people can be
understood as ‘a response to notions of victim blam-
ing, a term given to expressions of Indigenous
agency that are generally seen as racist (for instance,
blaming Indigenous ill health on their cultural prac-
tices’.39 Although it is not within the scope of this
paper to explicate the debates around the trope of
‘victimhood’ or emergent studies on ‘victimology’,40


which has implications for how indigenous agency is
conceptualised, we wish to highlight how the shift
toward discourses on ‘personal responsibility’ (a var-
iant of victim blaming) can become a barrier to
teaching about issues of racism. Students need to
recognise how the tendency to attribute Aboriginal
peoples’ poor health to personal life choices is
rooted in a neoliberal ideology of individualism that
justifies decreasing commitment to the promotion
of social justice.


Barriers to teaching about stereotypes and racism


Exactly how to teach about stereotypes and issues of
racism is a much-debated topic and can pose fur-
ther challenges to medical educators eager to tackle
this subject. Advocates of anti-racism curricula sug-
gest a range of approaches, including entering into
discussions on institutional and individual aspects of
oppression,41 introducing the topic in a non-threat-
ening manner by focusing on the least controversial
aspects,27 finding ‘allies’ among faculty members to
support initiatives,35 interrogating Whiteness and
White privilege,34,42,43 and developing experiential
learning activities that defamiliarise the learning
environment and target affective domains of learn-
ing.44 We want to emphasise that no one pedagogi-
cal approach is singularly more effective than
another in addressing racism; rather, approaches
should be flexible to meet the needs and challenges
presented by the contexts in which they are taught.
We wish also to suggest that teaching in this area


could benefit more broadly from interdisciplinary
collaboration or gradual integration into existing
curricula on diversity training, whereby students are
encouraged to develop skills in critical self-reflection
and cross-cultural awareness. More importantly, cur-
ricula centred on issues relating to racism and ste-
reotyping should supplement and highlight, rather
than replace or disregard, other equally important
determinants of health for Aboriginal people, such
as socio-economic deprivation and health access bar-
riers.


Given the ambiguity and discomfort that students
exhibit when discussing stereotypes, a facilitated
process to confront, understand and dismantle ste-
reotypes is necessary. The exploration of stereotypes
in a controlled classroom setting with experienced
facilitators provides a safe environment for candid
and meaningful conversation that fosters deep self-
reflection and critical thinking around issues of rac-
ism. It also serves as a way to counter the effects of
the ‘hidden curriculum’ to which students may be
exposed and which shapes their understanding of
Aboriginal people in harmful ways. The hidden cur-
riculum, rather than formal instruction in medical
education, as Hafferty and Franks argue, is a critical
determinant of physicians’ identities and ethical
behaviour as the training environment involves a
high degree of socialisation through which the cul-
ture of medicine and its accompanying values,
beliefs and related behaviours are communicated
and replicated through various subtle tactics.45 For-
mal instruction on issues of stereotyping and racism,
hence, is one way of countering or preventing the
potentially harmful effects of a hidden curriculum
suffused with forms of Aboriginal discrimination. In
other words, medical schools need to provide stu-
dents with opportunities to explore these issues if
they are at all serious about their role in promoting
equitable health care services.


Lastly, institutional barriers pose additional chal-
lenges to the development of Aboriginal health cur-
ricula. Aboriginal health sessions, if they exist at all
in medical faculties across Canada, tend to be trea-
ted as discrete sessions rather than as integrated
components of the core curriculum. Within the con-
text of the existing marginalisation of Aboriginal
health curricula in medical faculties, it is easy to
imagine how an ‘attitudinally’ focused teaching ses-
sion on Aboriginal stereotypes might meet with
some resistance from faculty staff or administrators.
This resistance unfortunately reflects the lack of
institutional support required to effect large-scale
attitudinal changes.
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CONCLUSIONS


We have attempted in this paper to present the
most common themes and concerns expressed by
participants in the study and to discuss the key find-
ings as they relate to the need for teaching on issues
of racism, discrimination and stereotypes in medical
education. Our intention is to disrupt the normalis-
ing practices that enable disparities in health care
precisely by drawing attention to racism and stereo-
typing and the lack of attention that these issues
have historically received in medical education.


Given the general pattern across the globe of
poorer health among indigenous peoples in com-
parison with non-indigenous populations, and the
growing academic interest in the health impacts of
racism, medical educators in various settings ought
to pay increasing attention to how medical curricula
address these issues and prepare students for play-
ing vital roles in reducing the health disparities and
inequalities experienced by indigenous populations
around the world. The insights gleaned from this
particular study are relevant to other settings, espe-
cially in those marked by a history of colonisation,
where the introduction of anti-racism education in
health training might hope to make a difference in
the health outcomes of local indigenous popula-
tions.


In the Canadian context of our study, it is not our
intention to lay blame on medical students or edu-
cation providers, or to invoke guilt among domi-
nant Canadians. Rather, we are attempting to reveal
how glossing over issues of racism in medical educa-
tion further perpetuates inequity. Medical schools
have a well-recognised social accountability to the
population at large – this includes Aboriginal peo-
ples – and thus a responsibility to teach toward the
provision of respectful and non-threatening health
services. The conversations that a general Canadian
needs to have to acknowledge and disrupt the pro-
cesses of racism are the same as those that should
take place in medical education. Teaching about
the realities and impacts of stereotypes on Aborigi-
nal peoples is a good starting point.
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Abstract I Resume


This paper examines Canada's Indian Act and documents official colonial
efforts toward making heterosexuality compulsory in First Nations commu­
nities. The first part of the paper establishes critically the broad range of
gender and erotic diversity in First Nations communities prior to European
contact. The second part explores racist, patriarchal and heterosexist
knowledges and how they worked to regulate those preferring same-sex
intimacies. The paper endorses a move away from treating race, gender
and sexuality as separate or mutually exclusive categories of experience
and analysis toward recognizing these configurations as a system of
relations. It proposes de-marginalizing the intersection of race, gender and
sexuality in current theories of state formation and First Nations research.


Cet article examine la loi sur les indiens du Canada et retrace les efforts
coloniaux officiels deployes pour rendre I'heterosexualite obligatoire dans
les communautes de Premieres Nations. La premiere partie de I'article
etablit de fayon critique la grande diversite des pratiques erotiques et des
comportements lies a la masculinite et a la feminite au sein des commu­
nautes autochtones avant Ie contact avec les Europeens. La seconde partie
se penche sur les attitudes racistes, patriarcales et heterosexistes et la
maniere dont elles se sont appliquees pour controler les individus preferant
les rapports homosexuels. L'article rejette Ie traitement de la race, des
categories masculine et feminine et de la sexualite comme categories
d'experience et d'analyse separees ou encore mutuellement exclusives; iI
souscrit a la reconnaissance de ces configurations comme systeme de
rapports unifies. \I propose d'ouvrir les frontieres rattachees a la race, a
I'orientation sexuelle ainsi qu'a I'acceptation des genres masculin et
feminin, et ce tant dans les theories contemporaines de la formation de
I'etat que dans les recherches en etudes autochtones.
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Introduction


Martin Cannon


Several aspects of Canadian political reality have led historical sociolo­
gists to maintain that race, gender and sexuality are not separate categories
of experience and analysis but dynamic sets of social constructions which,
as they interconnect, impact upon individuals and their (re)productive
activities in distinctive, historically specific ways (Ng, 1993:50; Parr,
1995:356-360; McClintock, 1995). Informed by this understanding, any
comprehensive analysis of Canada's Indian Act and early Indian policy
should examine how configurations of racist, sexist and heterosexist knowl­
edges were manifested in the process(es) of colonization. Such an analysis
would seek to document the endeavours toward making (European) het­
erosexuality compulsory within status Indian communities (Rich, 1993).
Such an analysis, in its most ambitious sense, would illuminate the conver­
gent discrimination(s) directed toward those preferring same-sex intima­
cies, and make a contribution toward an integrated theory of race, gender
and sexuality. Such an endeavour, though far from exhaustive, is the
primary focus of this paper.


The first part of the paper will provide a critical review of the literature
which suggests that a broad range ofgender and erotic relationships existed
<~"~?~.~." ..A.boriginarpopulafionsare·afly .. ConnrcCPlWf6nniS'exercls'e'W11fl)e
to specify homosexuality as an analytic category describing in turn the
difficulty with using terms such as "gay" and "lesbian" to describe historic
First Nations sexual categories (Sun, 1988:35; Whitehead, 1993). The
second part of the paper will then document how racist sexism and
heterosexism worked together to legislate and define First Nations political
reality. Upon illustrating the interactive relationship among these systems
of domination, I will conclude that none of the development of class
relations, the regulation of sexuality, racism or patriarchy can be explained
as mutually exclusive.


Sexuality and Gender in Native North America


Even prior to Confederation and the emergence of the first statute
entitled the Indian Act in 1876, the colonial enterprise in Canada had
virtually enforced a system of Eurocentric policies, beliefs and value sys­
tems upon First Nations. The earliest missionaries, for example, were
determined to "civilize" the Indian populations by attempting to indoctrinate
a Christian ethos and patriarchal familial structure (Brodribb, 1984). It was
within the context of such a conversion mission that same-sex erotic and
sexual diversity was negatively evaluated and often condemned (Kinsman,
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1987:71; Katz, 1983:28). This mission was a project fueled by heterosex­
ism.1


One of the often quoted passages related to the views of the early
missionaries is that of the Jesuit, Joseph Francois Lafitau. Speaking of the
erotic and gender relations which he observed among Native North Ameri­
cans from 1711-1717, he noted:


If there were women with manly courage who prided them­
selves upon the profession ofwarrior, which seems to become
men alone, there were also men cowardly enough to live as
women ... they believe they are honoured by debasing them­
selves to all of women's occupations; they never marry...
(Joseph Francois Lafitau, quoted in Katz, 1976:288).


The later diaries of the Jesuit, Pedro Font, resonated with the observations
made by Lafitau. Only Pedro Font also identified an impending need to
eradicate all such erotic or sexual relations and in their place establish a
system of Christian morality. Making an assessment based on his obser­
vations taken from the expedition of Juan Bautista de Anza from 1775-76,
he noted:


Among the women I saw men dressed like women, with whom
they go about regularly, never joining the men...From this I
inferred they must be hermaphrodites, but from what I learned
later I understood that they were sodomites, dedicated to
nefarious practices. From all the foregoing I conclude that in
this matter of incontinence there will be much to do when the
Holy Faith and the Christian religion are established among
them (Pedro Font, quoted in Katz, 1976:291).


Missionary accounts of sodomy were not always so subtley expressed.
Jean Bernard Bossu, whose translated journals from the interior of North
America between 1751 and 1762 spoke of "perverse" addictions among
the Aboriginal nations he observed, expressed it thusly:


The people of this nation are generally of a brutal and coarse
nature. You can talk to them as much as you want about the
mysteries of our religion; they always reply that it is beyond
their comprehension. They are morally quite perverted, and
most of them are addicted to sodomy. These corrupt men, who
have long hair and wear short skirts like women, are held in
great contempt (Jean Bernard Bossu, quoted in Katz,
1976:291).


The spectrum of erotic and gender diversity recorded in times of early
contact suggests that same-sex relations were considered to be of some
moral and political consequence.2 Labelled as "nefarious", the relations that
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did exist were seen as illegitimate. Clearly, there is no superior foundation
for such "common sense" forms of paternalistic judgement, but we can
explain the claims to Euro-Christian preeminence as grounded in the ethos
of the historical period? Informed by notions of supremacy, ideologies of
racial inferiority and of "civilized" (hetero)sexual behaviour, the early Euro­
peans saw First Nations (indeed all non-Europeans) as subordinate and
underdeveloped entities (Miles, 1989; Said, 1978).4 Of pertinent interest
in the aforementioned passages is also the way they reveal the interrelated
nature of all systems of oppression.


Configurations of racist, patriarchal and heterosexist knowledges
worked together to influence the views of the missionaries. Being a "nefari­
ous sodomite", for example, not only meant "debasing" oneself by "cow­
ardly" appropriating the gender and assumed sexual roles of a devalued (in
this case) female class, it was an "unproductive" realm that, as I will
describe in further detail, required complete refashioning. Salvation (sexual
and otherwise) was to rest under the auspices of a religiously superior race
of Europeans: a motive that was clearly racist. Salvation was something
that required the regulation of a "savage" sexuality thought antithetical to
Christian decorum, gendered domestic relations, and moral rationality.
There may be reason to suggest, however, that the view toward individuals
referred to as "nefarious" by the missionaries was an unshared sentiment
among some of the original inhabitants of North America. It has been
suggested that the berdache enjoyed an esteemed role within certain
communities prior to contact.5


Among the Bella Coola Nation located in what is now called British
Colombia, Franz Boas noted the special status accorded to the berdache,
a status that was central to an origin myth on food (Boas, reprinted in
Roscoe, 1988:81-84). Toleration ofthe berdache and even "institutionalized
homosexuality" is suggested in more contemporary anthropological Iitera­
ture and Native testimonials (Benedict, quoted in Roscoe, 1988:16-17;
Mead, quoted in Roscoe, 1988:19; Owlfeather, 1988:100; Kenny,
1988:153). Sharing a similar perspective, Kenny (1988:26) has noted that:


Some tribes, such as the Minois, actually trained young men
to become homosexuals and concubines of men. The Chey­
enne and Sioux of the plains may not have purposely trained
young men to become berdaches but certainly accepted ho­
mosexuals more readily than perhaps other tribes.


In short, some have been inclined toward emphasizing the berdache as a
recognized and legitimate social institution. Nonetheless, is it necessary to
look upon this claim with some scepticism.
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First, there is some difficulty in making cross-cultural comparisons like
the one made by Kenny (1988) in the above noted excerpt. In his postula­
tion, the tradition of berdache gets conflated with "homosexual" leaving little
or no recognition of Native sex/gender systems. Such an interpretation is
limited, for as Harriet Whitehead has argued, "sexual practices and beliefs


'-----------~


must. be understood,~ithInJh~<:;<?~t~~"Qf lb~,§Q~gjflc,.g,§ng~I::In§,aJJing"


~systemoftheGul!Life'i~-'q~~~![C2D'~(VVhitehead, 1993:523; Rubin, 1975:159).
'lrwe-fa-ke"~rorrerTookatNative North American cultures, we grow increas­
ingly familiar with the weaknesses of "homosexual" as an analytic category
(Sun, 1988:35).


The evidence to substantiate the claim that the Native North American


perdach~~ts-gn~5l-I,t[\Lalentto.tA&moOOm..~¥.~~bomQ,S~~~~~,!',: .!~ ..limt!~~t",~s
Harriet Whitehead explains, such cross-cultural investigations tend to posit
a shared sexual identity between the gender-crossing berdache and mod­
ern "homosexual": the very place where contradictions start to emerge
(1993:498). Alluding to the importance of sex/gender systems, Whitehead
explains:


Western society foregrounds erotic orientation as the basis for
dividing people into socially significant categories, butJorJ;~ta::,.


. fiVe North Americans, occupational pu~uitsand dress/de­
meanOurwerethelrnpgftahfcjeterlT1inants of an individual's
~o<:;ial?l~s~i~.~~ti~~,~~?~:~~~lo~j:ct choice was its trailing
rather th~"!I~~'(J~~~J.~~ge·(19g3:498).


Whitehead does not suggest that the role of the berdache excluded same­
sex sexual behaviour (1993:514). She illuminates instead a sex/gender
system that renders one's chosen occupational behaviour of much greater
importance than sexual object choice when it comes to social (re)classifi­


cation (Whitehead, 1993:511; 513). Ih_~_EQ!g-Qt.b4~nt9gb.~,,~£<:;~E~.i,~~J9


,YYbitehead,Y'{~§JnQJeC:lbQytg§nd§r:Gro§§ingJhC:l11 .it ~.~..~. about sexu.~l


r~.!.~tion~ .. ln making this point, she alerts anthropologist and social historian
alike to the weaknesses of "homosexual" as an analytic category. In an
historic or cross-cultural interpretation, modern-day Western categories
may be unknown to the culture or past under study. The categories
applicability is subsequently limited. This is a position that is broadened by
constructionist theorists who are interested in the history of sexuality.
Foucault is exemplary.


For Foucault, sexuality is not a natural given, but the name that is
granted to a historical construct (1990:1 05; 1274-,§el<ualitY,iI1J2!b,~rWqIcj~,


is ne\l~ ~ .....~..~.~:!.~~~,~ ..~~t,()f ..~\I:~;\I~ryJn~t.~.~\lt:I()p~~,Q!~!!~g!.() ... !b~,WQ~t~,,()f
produc!,i5W..."a:oo,."pre\laiUng".s,Q,ci~JLQ()1!tI£.~L.I~~Ji!i~~,' (Foucault, 1990:5-6;
Padgug, 1989:58). In short, sexuality and subsequently related behavigur


__.........._~_"" --~1f~1i ...~~~,.:} ..";;~1~~;,"~i.;o,;'''''''''''C''/,'F#';~~,;;;O;:\R:1}''i''
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is socially constructed. Failing to recognize this category as such presents
The social historian with conceptual and interpretive difficulties. Kenny's
postulation in the above noted excerpt on Native "homosexuals" is again
problematic.


The inclination to extract some modem-day notion of "homosexual",
"gay" or even "lesbian" Native identity from the missionary statements on
"sodomy" cannot be clearly substantiated. Nor can references to Indige­
nous sexualities be referred to as "homosexual" as this is known in the
historical present. There are at least two reasons forthis. First and foremost,
the history of sexuality does not permit a conclusion such as the second.
Foucault, for example, reminded us that the concept of "homosexuality" did
not even emerge in western discourse until the 19th century (1990: 43). To
be sure, and this is my second point, the missionaries were speaking of
"sodomy" and "nefarious practices" as a set of sex related acts. The
missionary statements, though they may speak of "morally perverse"
behaviour and the outwardly physical attributes of the berdache, make no
explicit mention of a specific personality type, sexual sensibility or sexual
identity. It is not possible to make such an inference on that basis.


It is necessary to distinguish between behaviour and identity when we
apply an analytic category such as "homosexual" to the historic past. We
cannot take the sexual acts reported to have been witnessed by the
missionaries and convert them to a history of personality or contemporary
"gay" identity. For on this question of identity, Robert Padgug insists:


These identities are not inherent in the individual. In order to
be gay... more than individual inclinations (however we might
conceive of those) or homosexual activity is required; entire
ranges of social attitudes and the construction of particular
cultures, subcultures, and social relations are first necessary
(1989:60).


In sum, while it may be true that homosexual behaviour existed in
history, we cannot call those whose behaviour was so inclined either "gay",
"lesbian" or homosexual as these are known in the historic present.6


The third problem with postulating on and about "Native homosexuality"
is in alluding to its prevalence as "institutionalized". This suggestion, as
noted by Kenny and others, tends to overshadow any critical understanding
ofthe practice from a culturally-informed point ofview. This characterization
of homosex~lYJtlI~,~!~pst?fo~~~r?~~dthe homosexual sex act ?",er-an_~~
~,~Q,Y_~~~JJd~I:~IQ~sil)g,()g(;lJpa!i?nClI,ctl:~ice an~ t~e~i~!,ri~lJtionof (cross­
gendered) tasJss. Th~e effe'ci'ofthis characterization istosuggesiih'atsexual
~...,...~_"'''''~7·'~'''''.~~,"~,,~_",;''''__'>--''~·


object choice was more important than gender-crossed behaviour in Native
social classification systems. A mistaken consequence is thereby afforded
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to the homosexual or even heterosexual sex act since some berdaches
"lapsed into anatomic heterosexuality and on occasion even marriage
without any loss of their cross-sex status" (Whitehead, 1990:512; also see
Schnarch, 1992:115). In sum, it is important to recognize when we speak
of "institutionalized homosexuality" that:


[H]omosexual acts were not in any way immediately sugges­
tive of an enduring disposition such as that which characterized
the gender-crosser (or the "homosexual" in our culture), and
such acts were not confused with gender-crossing in the Native
mind (Whitehead, 1990:511).


This brief investigation on sexuality and cross-gendered behaviour in
Native North America provides some insight into the diversity of erotic and
gender relations that existed among a selection of Aboriginal populations
at early contact. Through the use of secondary documents provided by Katz
(1976), this investigation also illustrates the missionary response to such
interactions. By no means exhaustive, what I have sought to illuminate is
merely the care required when using "homosexuality" to describe or inter­
pret the historic past. To that extent, the preceding discussion permits at
least three conclusions.


First, missionary statements confirm the existence of "sodomy" follow­
ing (and likely even prior to) contact and nothing more. While it may be
tempting to transform the Jesuit accounts to reveal a history of homosexual


identity, .w~.<ca~ ...de~~~~only .~~at h0rT1?:ex~a,I?~~~v~9lJr,existe(Lir1 a
s~.le9tiQn=~QrNatI~.e.CQmIJJgniti~.s.······Neitnerf10ftf6~~x~~I:,~~r .... ·~~t~.r?~ex~~1
b~.~a~.i?~~ ...~~§ ...cj~nr1iliV~:JQm~ .....~r~~I~.~~ftTC~.tI~~=~T:'~·~~i~l .. I~~~t!iy .. urlcjer·
~~trv~'~~i{9:~Q~~~~}',§i~=rris(whiteheaa,·1·993Y. 'O'n that accoun(theh'ist~~~
ofHfsn';Jatiorls"~e~uality~aybe better thought a history of cross-gendered
behaviour.


A second conclusion is that heterosexual behaviour could not have


~e:~~~'~rTi~~~~!~'"X~:r~'~~~!I~~:'~e~~~:~~~~n'~~~ii~~:~f2~.m~§~f?:~~~=·
uit newcomers s'incesexuai behaviour did not set' into 'motion an entire
process·()f·genderreclas·sificaHon····(se·e··Schniirch;·l9·92':rr1J:'c'ontra'rytcr'a
European sex/gender system that characterized or equated the homosex­
ual sex act with some enduring (cross)gendered disposition, the Native


~.?_~!!.~rn~d~ncQuldengageJn.~m.e:s.exsJ~~lJ~J ..99.",cju~!.~it~~~~':·
,.~~riIX ....~.~..~i ..~.~gtb~.r~~()~n,i~~Jt~!~!~~ ..~fJ~~~~~r:~~os~i~g).~.e~~a~he. Later
colorl'iafpolicy would work to alter"this'system through in'stiflitionalizing a
structure of power and kinship relations that were both patriarchal and
heterosexist. In the next section ofthis paper, this proposition will be further
elaborated.
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A third and more central conclusion based on the preceding analysis
and evidence is the way that racism, patriarchy and heterosexism are
witnessed to have developed in relation to one another. In the selected
descriptions, the sexuality of Native North Americans was quite simply
racialized and engendered. "Sodomy", for example, was viewed as a
practice engaged in by a "morally perverted" and "coarse natured" race of
people. By extension, the cross-gendered effeminacy and homosexual
behaviour of the male berdache was socially constructed as "cowardly" or
effeminate. In short, the dynamic interplay between "racial", sexual and
gendered types of knowledge both produced and organized missionary
recordings. A similar set of ethnocentric understandings would later trans­
late into a set of policy objectives. These colonial knowledges would
influence the contemporary circumstances of Native "gays" and "lesbians",
some of whom continue to identify as ''two-spirited'' people. In the following
section I explore the interactive relationship between racism, patriarchy and
heterosexism in early "Indian" policy and the Indian Act.


Racism, Patriarchy and Heterosexism in the Indian Act


In this section I will highlight the way in which the Indian Act, in the
assumptions that it made about the kinship and social organization of First
Nations, assumed homosexual behaviour out of existence. Further re­
search is needed to illustrate more precisely the actual impact, or causal
effect that govemment initiatives and legislation had on the suppression of
homosexual behaviour and same-sex intimacies. For an initial analysis of
how the berdache tradition is no longer as recognized an institution as it
once was in Native communities, see Williams (1986:183-192), Roscoe
(1988, Part II), and Brown (1997).


For well over 100 years, the Indian Act has been the central legislation
governing the affairs of First Nations in Canada. Since its inception in 1876,
the Act consolidated earlier policy and appointed the Federal Government
in control of all aspects of "Indian" life including education, social services,
health care and lands administration. For the purposes of this paper I will
concentrate largely upon those sections of the Indian Act that deal with
"Indian" status and citizenship. These were the sections that fundamentally
reorganized kinship relations and delineated who was, and who was not,
eligible to be registered as an "Indian" under the jurisdiction of the Indian
Act.7 Vv'hile the historical development of these sections are most blatantly
patriarchal, I will also illustrate how they combine to reveal an interactive
relationship between racism, patriarchy and heterosexism. It is necessary,
in otherwords, to understand patriarchal discrimination in relation to racism
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and heterosexism. Moreover, these systems of domination cannot be
understood outside of the formation of capitalist relations.


The implementation of the Reserve system in 1830s Upper Canada
was among the earliest of statutory policies to affect First Nations prior to
Confederation. This was a policy intended to resocialize First Nations into
recognized "British-agricultural-Christian patterns of behaviour" (Frideres,
1983:22). To that extent, the agricultural policy of the reserve system
revealed underlying ideologies of racism and ethnocentrism. The Reserve
system was intended to "civilize" the "Indian" who, in the eyes of the
European, would be otherwise susceptible to nomadism and societal
decline.


The agricultural component of the reserve system was also among the
earliest of policies to commence with the social construction of gendered
tasks. Commenting on the sexual division of labour associated with this
policy, Ng has observed that "men were taught farming skills such as how
to clear land and hold a plow, [and] women, under the tutelage of the
missionaries' wives and daughters were taught "civilized" domestic skills"
(1993:54). The reserve system policy thus represented a further endeavour
toward the re-construction of gender relations among Aboriginal popula­
tions. These "common-sense" assumptions about the gendered division of
tasks likely impacted upon First Nations women. At the same time, these
assumptions likely influenced the position ofthe berdache discussed earlier
in the paper. Had systems that recognized and affirmed an engagement in .
cross-gendered occupations existed prior to European contact, they would
not have been possible during the 1830s.


A continued emphasis toward gender hierarchicalization continued well
into the late 1800s. Most notably, it emerged in the status and citizenship
sections of "Indian" policy. These were the sections that defined who was,
and who was not, entitied to "Indian" status. In the tradition of earlier
statutes, these initiatives made invidious distinctions between male and
female "Indians".


The status and citizenship sections of the Indian Act have historically
excluded Aboriginal women from recognition as status "Indians". As early
as 1869, for example, Native women marrying non-Native men lost status,
along with theirchildren, as defined undersection 6 ofAn Act for the Gradual
Enfranchisement of Indians ([S. C. 1869, c. 6 (32-33 Vict.)] , reprinted in
Venne, 1981 :11-15).8 This same loss of status did not apply to Native men
or their children. In law, Native men retained their entitlement to status along
with an ability to bestow it regardless of whom they married.


The exact motive for making invidious distinctions between Native men
and women is not immediately discernable, but as one author has put it:
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"[T]he 1869 legislation ... was intended to reduce the number of Indians and
"half-breeds" living on reserves" (Jamieson, 1986:113). The surface moti­
vation behind the 1869 Act, then, was doubtlessly assimilationalist. It may
also have been about protecting "Indians" from White male encroachment
onto Reserve lands (Sanders, 1972:98). To be sure, the mandate of the
1869 Act was to institutionalize a system of patrilineal descent and hetero­
sexual marriage.


The status and citizenship sections of the 1869 policy carried connota­
tions that were simultaneously racist, patriarchal and heterosexist. As
Jamieson (1986:118) has asserted ''the statute of 1869, especially section
6... embodied the principle that, like otherwomen, Indian women should be
subject to their husbands." At the level of "common sense", in other words,
it went unstated that all Native women (and children) take on the "racial"
status of their husbands at marriage. It also went unstated that Native
women and men ought to be inclined toward the Euro-Christian institution
of heterosexual marriage. Had there ever been a time where heterosexual
behaviour was not judged "mandatory" in First Nations communities, it was
unlikely to have been during the mid to late nineteenth century. By making
marriage the only possible avenue through which to convey "Indian" status
and rights, the 1869 Act simply legislated European forms of heterosexu­
ality compulsory in First Nations communities.9 Later legislation would only
perpetuate such institutionalized domination.


In 1876, for example, the Federal government passed the first legisla­
tion entitled the Indian Act. Like preceding legislation, this Act imposed
patriarchal definitions of "Indian" by again emphasizing patrilineal descent.
Section 6 of the 1869 statute became section 3(c) of the Indian Act, only
later to become section 12(I)(b) in the revised 1951 Indian Act. 10


Similar to previous legislation, the 1876 legislation did not require a loss
ofstatus for Native men. Native men retained their legal "Indian" status and,
under section 3, were able to bestow it onto the non-Native women they
married. Section 3 of the Indian Act would later become section 11 (I)(f) in
the revised 1951 Act. 11 Historically, these legislated changes institutional­
ized descent through the male line and simply "naturalized" the heterosex­
ual nuclear family within First Nations communities.


Major changes to the Indian Act were common following 1876 and
several systems of domination were upheld. In 1956, for example, an
amendment to section 12(2) of the 1952 Act strengthened patriarchal
definitions of "Indian" by enabling individual Band members to contest the
status and band membership of Native children thought to be "illegitimate".
If an individual band member could prove that the father of a child was not
an "Indian", then the child would not be entitled to statutory registration or
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Band membership.12 "Indian" women's status, henceforth from 1956,
ceased to be of any official legal significance in and of itself since only men
could bestow legitimacy (Department of Indian and Northern Affairs,
1991:14). It was by entrenching this system of relations that a discourse of
patrilineage was offered to First Nations. At the same time, notions of
"illegitimacy" in the 1952 Act privileged heterosexual unions by emphasiz­
ing the importance of paternity to the exclusion of non-male partners. In this
way, the existence-even possibility-of same-sex relationships in First
Nations communities went unacknowledged.


This chronological selection of legislation provides some insight into
the early provisions of the Indian Act. What I have sought to illustrate are
the colonial assumptions made with respect to gender and sexuality. But in
many ways, this brief explication requires further engagement. At least two
considerations might guide this analysis. First, how can the Indian Act be
considered a tool through which "Indians" were being "re-socialized" to
become "productive" members of an emerging Nation? Second, why did
racism and (hetero)sexism interrelate as they did within "common-sense"
attitudes about kinship organization? To what larger project, or sets of
knowledges, was the interrelationship between these systems of domina­
tion tied? In short, what is so unique about the regulation of First Nations
sexuality?


The historical development of the Indian Act and other "Indian" policy
was a process coincident with the building of Canada as a Nation. Between
1830 and 1950, for example, most of the Act's central prescriptions were
being created. These were the years when Canada was moving toward an
urbanized industrial economy. On that account, it is reasonable to speculate
that the Indian Act and other "Indian" policies were informed by ideologies
congruent with the impending processes of social and economic change.
The Indian Act may be (re)interpreted as a mechanism fashioning the
human infrastructure necessary for the growth of capitalism. Informed by
that understanding, the Reserve system of the 1830s may be revisited.


The agricultural policy of the 1830s not only placed emphasis on the
state's motivation toward socializing "Indians" into economically viable
entities, it also made some fundamental distinctions between the male and
female genders. Policy makers ofthis new legislation, as mentioned, simply
presupposed that "Indian" men would learn agricultural skills; and women,
domestic chores. In this way, policy makers made "common-sense" as­
sumptions about the gendered distribution of tasks. These assumptions
,were informed by ideologies of the sexual division of labour and the private
and public spheres. It was within the broader context of these knowledges
that the State mandated the regulation of gendered behaviour among First
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Nations. The imperative to divide tasks on the basis of gender must certainly
have impacted upon women and also those inclined toward cross-gendered
activity.


For women, capitalist and patriarchal knowledges combined to require
that their labour be restricted to the private sphere. The implication of
capitalist and patriarchal knowledges was to relegate women to the lower
strata of the institutionalized gender hierarchy.13 For those inclined to
cross-gendered behaviour, capitalist and patriarchal knowledges relating
to the sexual division of labour combined to mandate, even if unintention­
ally, the loss of gender flexibility. The effect of these knowledges was likely
to have intensified gender classification systems making cross-gendered
behaviour of considerable consequence. Seen in the 1880s an an implicit
threat to the very project of Nation building and economic prosperity, the
cross-gendered individual was seemingly confronting legislative regulation
if not vigilant policing. A similar concern over discordant individuals inhered
within the "Indian" status sections of 1869 and 1876.


The status and citizenship sections of the Indian Act were as much
about extending a project of invidious gender distinctions into First Nations
communities as they were about the regulation ofsexuality. The fonnulation
of these sections were shaped through an historical context that ideologi­
cally prescribed the types of sexual behaviour thought most compatible with
the mode of production. Capitalist and patriarchal knowledge relating to the
(re)productive modes of sexuality combined in the 1800s to require the
disavowal of same-sex relationships. Since only heterosexual marriage
ensured a form of reproductive sexuality, these would become the only
recognized unions through which to convey status in the Indian Act. Later
Indian Act prescriptions on "illegitimacy" would reveal a similar influence
from the historical period.


The "legitimacy" sections of the Indian Act were just as much inspired
by the patriarchal emphasis on paternity as they were by the emerging
productive relations of the late 19th century. The imperative of "legitimacy",
for example, was tied intimately to capitalist notions of private property.
Those status provisions that upheld notions of "illegitimacy" simply reflected
a legal and social system which tried to ensure that only men could
bequeath wealth onto their own children (Engels, 1942:76; O'Brien,
1981 :54). The way that wealth was bequeathed was to declare that wives
were the sole and exclusive property of their husbands and that sub­
sequently, a man's children were those that his wife bore. It was in the
broader context of wealth and the transference of property that the state
endeavoured toward the regulation of women's sexuality. The imperative
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of paternity was largely to bring all First Nations into further congruence with
a patriarchal system of private property.


To sum up, the historical development of the Indian Act was a process
that coincided with the building of Canada as a Nation. With that in mind, it
is not possible to consider the Indian Act's development outside of the
pervasive ideologies of that period. Engrained within the Act itself are
"common-sense" assumptions about the gendered distribution oftasks, the
forms of reproductive sexuality and capitalist notions of private property. All
of these knowledges were contained within early "Indian" policy.


Conclusion


A central conclusion of this paper is that the regulation of First Nations
sexuality cannot be explained apart from, or without reference to, racist and
patriarchal configurations as those emerged in the Euro-Christian and
subsequent colonial contexts.


For the early missionaries, descriptions of sexuality were informed by
both "racial" and "gendered" knowledges. "Sodomy", for example, was a
practice engaged in by a "coarse natured" "race" of people. The cross-gen­
dered behaviour of the berdache was further constructed as effeminate.
Informed by knowledges that linked sexuality with "racial" difference, along
with ideas that linked gender with masculinity and femininity, the Euro­
Christian missions made the first attempt toward a "civilizing" agenda. In
any attempt to reconsiderthat agenda, the dynamic interrelationship among
all systems of domination needs to be recounted.


Racist and patriarchal configurations also influenced the later agenda
of Nation building. Capitalist and patriarchal knowledges relating to the
(re)productive modes of sexuality, for example, combined to require the
disavowal of same-sex relationships in the status and citizenship sections
of the Indian Act. By extension, the sexual division of labour intensified
gender classification systems in turn requiring the regulation of cross-gen­
dered behaviour. All of these systems combined to deeply affect First
Nations.


In short, the dynamic interplay between racist, patriarchal and capitalist
knowledges all influenced the regulation of First Nations sexuality. Any
account ofthe history of this regulation, or theory of state formation, needs
to illuminate that interrelationship.


Notes


1. By the term "heterosexism", I mean the system of knowledges or
"political institution" through which heterosexuality is either implicitly
or explicitly assumed to be the only acceptable or viable life option
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and/or sexual aim (Rich, 1993:232; Blumenfeld and Raymond,
1988:244-5).


2. The actual depth of missionary observation, comment and sentiment
about "sodomic practices" cannot be thoroughly discussed in a paper
of this size. Testimonies can be analyzed more closely, however, in
Katz (1983) and Williams (1986). Goldberg (1992) provides further
analysis of the evidence in both Katz and Williams, along with an
overview of the sexual practices of Indians from the vantage point of
Spanish explorers.


3. I borrow the term "common sense" from Himani Bannerji (1987) who
draws attention to the way that systems of discrimination "disappear
from the social surface" and become ordinary ways of doing things of
which we rarely have consciousness.


4. For a scholarly analysis of the genealogies of imperialist knowledge,
see Anne McClintock (1995:21-74).


5. As Burns has noted (1988:1), berdache is the word used by early
French explorers to describe male Indians who "specialized in the work
of women and formed emotional and sexual relationships with other
men" (also see Kinsman, 1987:71).


6. It is worth noting-without delving too far into an analysis of "essen­
tialist" versus "constructionist" theories of sexuality-that the (in)sta­
bility of analytic categories such as "gay", "lesbian" or "homosexual"
are of some political urgency for communities interested in recounting
"minority history" and validating an immemorial existence (Boswell,
1989:20; also see Sharpe, 1992:31 ;38). This may represent one
explanation as to why modem-day notions of "homosexuality" are
sometimes conflated with the role of the berdache.


7. The very first attempt to define the term "Indian" and thereby racialize
a heterogeneous and diverse group of people was made in 1850 under
legislation entitled An Act for the protection of the Indians in Upper
Canada from imposition, and the property occupied orenjoyedby them
from trespass and injury (Indian and Northern Affairs Canada, 1991 :7).


8. As section 6 read: "Provided always that any Indian woman marrying
any other than an Indian, shall cease to be an Indian within the
meaning of this Act, nor shall the children issue of such marriage be
considered as Indians within the meaning of this Act..." (An Act for the
Gradual Enfranchisement of Indians...[S.C. 1869, c.6. (32-33 Vict.)]
reprinted in Venne, 1981 :11).


9. Resistance to heterosexist status sections may have been possible by
securing some alternate arrangement whereby the children of "two­
spirited" people could obtain Indian status. However, this did not alter
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the fundamental effect of the legislation which was to privilege hetero­
sexual over same-sex relationships. Had same-sex relationships ever
been recognized and affirmed in First Nations communities-and it
seems more than reasonable to suggest they were-the Indian Act
would work toward ensuring that the legal and structural means with
which to regain such systems were lost.


10. As section 3(c) of the 1876 Act read: "Provided that any Indian woman
marrying any other than an Indian or a non-treaty Indian shall cease
to be an Indian in any respect within the meaning of this Act... " (Indian
Act [S.C. 1876, c. 18], reprinted in Venne, 1981 :25). In 1951, this
section was amended to read: "The following persons are not entitled
to be registered, namely... (b) a woman who is married to a person
who is not an Indian" (Indian Act [S.C. 1951, c. 29], reprinted in Venne,
1981 :319).


11. As section 3 of the 1876 Act read: "The term "Indian" means, First.
Any male person of Indian blood reputed to belong to a particular band;
Secondly. Any child of such person; Thirdly. Anywoman who is orwas
lawfully married to such person" (Indian Act [S.C. 1876, c. 18], re­
printed in Venne, 1981 :24). In 1951, this section was amended to read:
"Subject to section twelve, a person is entitled to be registered if that
person ... (f) is the wife or widow of a person who is entitled to be
registered by virtue of paragraph (a), (b), (c), (d) or (e)" (Indian Act
[S.C. 195 1, c.29], reprinted in Venne, 1981: 318-319).


12. As section 12(2) of the 1952 Act read: "The addition to a Band List of
the name of an illegitimate child described in paragraph (e) of section
11 may be protested at any time within twelve months after the
addition, and if upon the protest it is decided that the father ofthe child
was not an Indian, the child is not entitled to be registered under
paragraph (e) of section 11 (Indian Act [R.S.C. 1952, c. 149], reprinted
in Venne, 1981 :360).


13. For many settlements, this meant a fundamental reconstruction of
gender relations as some communities are said to have been egalitar­
ian and matriarchal priorto contact. For a discussion ofthe matriarchal
kinship organization and egalitarian relations among the Iroquoian
Nations see Druke (1986:esp.305). Also see Native Women's Asso­
ciation of Canada (1992) and Kirkness (1987:410-413).


References


Bannerji, Emani
1987 Introducing Racism: Notes Toward an Anti-Racist Feminism.


Resources for Feminist Research 16(1):10-12.







16 Martin Cannon


Blumenfeld, Warren J. and Diane Raymond
1988 Looking at Gay and Lesbian Life. Boston: Beacon Press.


Boswell, John
1989 Revolutions, Universals, and Sexual Categories, pp. 17-36 in


Martin Duberman, Martha Vicinus and George Chauncey Jr.
(Editors): Hidden from History: Reclaiming the Gay and Lesbian
Past. New York: Meridian.


Brodribb, Somer
1984 The Traditional Roles of Native Women in Canada and the


Impact of Colonization. The Canadian Journal ofNative Studies
4(1):85-103.


Druke, Mary
1986 Iroquois and Iroquoian in Canada, pp.303-324 in R. Bruce


Morrison and C. Roderick Wilson (Editors): Native Peoples: The
Canadian Experience. Toronto: McClelland & Stewart.


Engels, Frederic
1942 The Origin of the Family, Private Property and the State. New


York: International Publishers.


Foucault, Michel
1978 The History of Sexuality. Volume One: An Introduction. New


York: Vintage Books.


Frideres, James S.
1991 Indian and Northern Affairs Canada The Indian Act Past and


Present: A Manual on Registration and Entitlement Legislation.
Ottawa: Indian Registration and Band Lists Directorate.


1983 Native People in Canada: Contemporary Conflicts. Scarbor­
ough: Prentice-Hall.


Jamieson, Kathleen
1986 Sex Discrimination and the Indian Act, pp. 112-136 in J. Rick


Ponting (Editor): Arduous Journey: Canadian Indians and De­
colonization. Toronto: McClelland & Stewart.


Katz, Jonathan
1983 Gay/Lesbian Almanac. New York: Harper and Row.


1976 Gay American History. New York: Thomas Y. Crewall.


Kinsman, Gary
1987 Sexual Colonization of the Native Peoples, pp. 71-74 in Gary


Kinsman (Editor): The Regulation of Desire: Sexuality in Can­
ada. Black Rose Books.







Regulation of First Nations Sexuality 17


Kirkness, Verna
1987/88 Emerging Native Women. Canadian Journal of Women and the


Law 2:408-415.


McClintock, Anne
1995 Imperial Leather: Race, Gender and Sexuality in the Colonial


Contest. New York: Routledge.


Miles, Robert
1989 Racism. London: Routledge.


Native Women's Association of Canada
1992 Matriarchy and the Canadian Charter: A Discussion Paper.


Native Women's Association of Canada.


Ng, Roxana
1993 Racism, Sexism, and Nation Building in Canada, pp. 50-59 in


Cameron McCarthy and Warren Crichlow (Editors): Race, Iden­
tity and Representation in Education. New York: Routledge.


O'Brien, Mary
1981 The Politics of Reproduction. London: Routledge.


Padgug,Robert
1989 Sexual Matters: Rethinking Sexuality in History, pp. 54-64 in


Martin Duberman, Martha Vicinus and George Chauncey Jr.:
Hidden From History: Reclaiming the Gay and Lesbian Past.
New York: Meridian.


Parr, Joy
1955 Gender, History and Historical Practice. Canadian Historical


Review 354-376.


Rich, Adrienne
1993 Compulsory Heterosexuality and Lesbian Existence, in Henry


Abelove, Michele Aina Barale and David Halperin (Editors): The
Lesbian and Gay Studies Reader. New York: Routledge.


Roscoe, Will
1988 Living the Spirit: A Gay American Indian Anthology. New York:


S1. Martin's Press.


Rubin, Gayle
1975 The Traffic in Women: Notes on the Political Economy of Sex,


pp. 157-210 in Reyna R. Reiter (Editor): Toward an Anthropol­
ogy of Women. New York: Monthly Review.


Said, Edward
1979 Orientalism. New York: Vintage Books.







18 Martin Cannon


Sanders, Douglas
1972 The Bill of Rights and Indian Status. University ofBritish Colum­


bia Law Review 7(1): 81-105.


Schnarch, Brian
1992 Neither Man nor Woman: Berdache-A Case for Non-Dichoto­


mous Gender Construction. Anthropologica 34(1).


Sharpe, Jim
1992 History from Below, pp. 24-41 in Peter Burke (Editor): New


Perspectives on Historical Writing. Pennsylvania State Univer­
sity Press.


Venne, Sharon Helen
1981 Indian Acts and Amendments 1868-1975: An Indexed Collec­


tion. Saskatoon: University of Saskatchewan Native Law Cen­
tre.


Whitehead, Harriet
1993 The Bow and the Burden Strap: A New Look at Institutionalized


Homosexuality in Native North America, pp. 498-527 in Henry
Abelove, Michele Aina Barale and David Halperin (Editors): The
Lesbian and Gay Studies Reader. New York: Routledge.






image4.emf
McGahan et al. BC 

First Nations Cancer Incidence and Survival.pdf


McGahan et al. BC First Nations Cancer Incidence and Survival.pdf


ORIGINAL PAPER


Cancer in First Nations people living in British Columbia,
Canada: an analysis of incidence and survival from 1993 to 2010


Colleen E. McGahan1 • Kevin Linn2 • Preston Guno1 • Harmony Johnson2 •


Andrew J. Coldman1 • John J. Spinelli1,3 • Nadine R. Caron1,3,4


Received: 5 February 2017 / Accepted: 28 August 2017


� Springer International Publishing AG 2017


Abstract


Background For First Nations (FN) peoples living in Bri-


tish Columbia (BC), little is known regarding cancer in the


population. The aim of this study was to explore cancer


incidence and survival in the FN population of BC and


compare it to the non-FN population.


Methods All new cancers diagnosed from 1993 to 2010


were linked to the First Nations Client File (FNCF). Age-


standardized incidence rates (ASIR) and rate ratios, and 1-


and 5-year cause-specific survival estimates and hazard


ratios were calculated. Follow-up end date for survival was


December 31, 2011 and follow-up time was censored at a


maximum of 15 years.


Results ASIR of colorectal cancer (male SRR = 1.42,


95% CI 1.25–1.61; female SRR = 1.21, 95% CI


1.06–1.38) and cervical cancer (SRR = 1.84, 95% CI


1.45–2.33) were higher overall in FN residents in BC,


compared to non-FN residents. Incidence rates of almost all


other cancers were generally similar or lower in FN pop-


ulations overall and by sex, age, and period categories,


compared to non-FN residents. Trends in ASIR over time


were similar except for lung (increasing for FN, decreasing


for non-FN) and colorectal cancers (increasing for FN,


decreasing for non-FN). Conversely, survival rates were


generally lower for FN, with differences evident for some


cancer sites at 1 year following diagnosis.


Conclusion FN people living in BC face unique cancer


issues compared to non-FN people. Higher incidence and


lower survival associated with certain cancer types require


further research to look into the likely multifaceted basis


for these findings.


Keywords Cancer � Incidence � Survival � First Nations �
Canada � British Columbia


Introduction


For First Nations (FN) peoples living in British Columbia


(BC), little is known regarding incidence and survival rates


of cancer in this population. Such a paucity of data and the


subsequent lack of understanding is not unusual in the


realm of cancer for FN people in Canada, and indeed, in


Indigenous populations on a global scale [1]. Given that


research can drive change in areas such as clinical decision


making and health policy, it is vital that FN cancer data is


collected, analyzed, and becomes part of how we approach


cancer care for this distinct population, as has been done


for minority groups in other jurisdictions [2]. Contrasting


the incidence and outcomes from cancer in population


subgroups is important for the understanding of the deter-


minants of the disease and the measurement of equity.


In the Canadian context, comparison of population


subgroups can include FN and other Aboriginal groups


versus non-Aboriginal Canadians, as well as between


Aboriginal populations. However, there is limited and


conflicting knowledge when such comparisons in cancer


measures have been studied [1]. Previous research has


found that Indigenous populations differ across regions in
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their cancer risks and vary in the degree to which they


differ from non-Indigenous populations [1, 3]. For exam-


ple, research in the United States has found that in some


regions, Native American populations have higher rates of


cancer than non-Native American populations in the same


region whilst in other regions it is reversed [1]. These


varying results highlight the importance of determining the


incidence of various cancers and the subsequent clinical


outcomes in order for organizations to adequately serve


Indigenous peoples within their jurisdiction. With this level


of data, an objective and evidence-based method to tailor


health services may be utilized rather than relying on


generalization of provincially-based administrative data


that to date have not been evaluated through a distinct


Indigenous lens.


There are three distinct Indigenous groups in Canada:


Inuit, Metis, and FN. There are over 600 recognized FN


bands in Canada representing a diverse array of unique


cultures, histories and traditions, including language, cer-


emonies, and healing practices. In BC, there are 203 rec-


ognized FN bands, the most of any province in the country.


FN bands in BC also have the greatest diversity, with 26


cultural groups and 34 languages (more than 60% of the


country’s FN languages). In total, 155,000 (3.6% of the BC


population) people in BC self-identify as FN, the second


highest population amongst Canadian provinces and


territories.


Policy and legislation implemented as a result of colo-


nization has created challenges for FN peoples to achieve


equitable access to resources for health and wellness,


which today includes everything from cancer prevention


and treatment, to health service utilization, to the upstream


factors of the determinants of health. In Canada, federal


legislation defines criteria that individuals with FN heritage


must meet to be eligible for Indian Status and therefore


receive statutory benefits including some federally funded


health care. While healthcare for those with Indian Status


lies in the jurisdiction of Canada’s federal government,


there continues to be a lack of clarity about jurisdictional


responsibility for FN healthcare [4]. Indeed, much of the


healthcare services for FN are actually provided through


the publicly funded healthcare plans in Canada’s provinces


and territories, including most cancer care, screening, and


prevention services. While not in the scope of this paper,


the complexity of health care delivery and funding for


population subgroups is an important field of study—even


within Canada’s ‘‘universal’’ health care system.


In order to investigate cancer in FN peoples in BC, a


joint project between the First Nations Health Authority


(FNHA) and the BC Cancer Agency (BCCA) was carried


out to measure the incidence of various cancer types and


the subsequent survival rates in the FN population and


compare it to the non-FN population of BC. FNHA is the


first and only province-wide, population-based health


authority in Canada, created specifically for FN through a


tripartite partnership between BC FN and the provincial


and federal governments [5]. FNHA works to improve


health and wellbeing by reforming the way healthcare is


delivered to BC FN by promoting partnerships, collabora-


tions, and innovation. BCCA is an agency within the BC


Provincial Health Services Authority that manages radia-


tion oncology services, most systemic therapy, and some of


the cancer screening services for the province. The


remaining cancer screening, systemic therapy, and most


surgical oncology is provided in the public health care


system outside of the jurisdiction of the BCCA.


Methods


Data was obtained from three sources: (1) British Colum-


bia Cancer Registry (BCCR), a population-based cancer


registry for BC residents, (2) Statistics Canada Sub-


Provincial Population Projections 2014 (P.E.O.P.L.E 2014)


and, (3) 2014 FNHA First Nations Client File (FNCF), a


cohort of FN people registered with Indian Status who have


lived in BC at some point since 1992, and their children


who may be eligible to be registered with Indian Status


under the Indian Act. It is important to note that since the


inception of the Indian Act, eligibility for Indian Status has


changed multiple times, most recently in 2011.


The FNCF is created annually and is the product of a


multi-step probabilistic record linkage between an extract


of the Indigenous and Northern Affairs Canada (INAC)


Indian Registry, the BC Ministry of Health Client Roster


and BC Vital Statistics birth and death records. The INAC


Indian Registry is used to identify Status FN people, Vital


Statistics data is used to confirm births and deaths,


including those that are not yet captured due to late


reporting within the INAC Indian Registry, and the Client


Roster is used to determine BC residency based on BC


Ministry of Health service requirements. Therefore, for the


purposes of this study, individuals within this FNCF were


classified as FN.


Data on BC residents with a diagnosis of invasive cancer


or a death from cancer occurring in an 18 year period from


January 1st 1993 to December 31st 2010 were extracted


from the BCCR. Non-melanoma skin cancers and in situ


cases other than bladder were excluded. Cancer diagnoses


were classified according to the International Classification


of Diseases for Oncology, Third Edition (ICD-O-3) and


cancer types were defined as per the Canadian Cancer


Statistics cancer definitions [6]. Data extracted from the


BCCR included patient and disease characteristics and


death information. This was linked to the FNCF using a


unique personal health number to identify diagnoses of
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cancer in a FN person. The FNCF was also used to provide


sex-, age-, and year-specific counts of the eligible FN


population which were then subtracted from the analogous


BC Statistics Canada population estimates to provide


estimates of the non-FN population by sex, age, and year in


BC.


Age-standardized cancer incidence rates were calculated


using five-year age intervals for males and females sepa-


rately. Due to small numbers, age-standardized incidence


rates (ASIR) by disease site were calculated using 10-year


age intervals. Direct standardization was performed to the


World-Standard Population [7]. ASIR ratios (SRR) were


calculated along with associated 95% confidence intervals


for all cancer types [8]. Trends and age-specific incidence


rates were examined for selected cancers for each sex;


lung, cervical, colorectal and breast for females, and lung,


prostate, and colorectal for males. For each sex, all other


cancers that were not examined separately were combined


into ‘other cancers’ classification and examined for trends.


Since FN all-cause mortality rates are known to differ


from the general population [9], cancer-specific survival


was used to represent the survival experience and deaths


from cancers where the death was attributed to the cancer


according to the defined SEER cause-specific death clas-


sification variable. Other deaths were considered censoring


events [10]. Cancer-specific survival was calculated for


cancer types that were the 10 most common for incidence


or mortality, for either female or males and for either FN or


non-FN. Follow-up end date for survival was December 31,


2011 (to permit for minimum of 1 year follow-up) and


follow-up time was censored at a maximum of 15 years.


The Kaplan–Meier method was used to calculate crude 1-


and 5-year cause-specific survival estimates, along with the


associated variances. Cox proportional models were used


to estimate the age-adjusted hazard ratios and 95% confi-


dence intervals for cancer survival for FN versus non-FN.


Age group was included in the model. All models were


sex-specific.


Results


The FN populations (all ages) according to the FNCF in


1993 and 2010 were 108,721 and 154,870, respectively, an


increase in population over the study period of 42%. The


non-FN population according to Statistics Canada Sub-


Provincial Population Projections 2014 estimates in 1993


and 2010 were 3,459,051 and 4,311,054, respectively, an


increase of 25% over this same time period. In the study


period, 333,327 cancers were diagnosed and 4,106 (1.2%)


occurred in FN people (FN cases) with the remainder,


329,221 (98.8%) occurring in non-FN people. Table 1


shows the number of new cases and sex-specific ASIR and


rate ratios by age group, diagnosis period and disease site


by sex. For all cancer combined, ASIR were significantly


lower for FN compared to non-FN in both females and


males. When examined by age (Table 1) the difference


between FN and non-FN rates were greatest for the under


50s and the difference decreased and became non-signifi-


cant for age 70? and this was consistent for both males and


females. For FN females compared to non-FN females,


significantly higher ASIR were seen in cervical, colorectal,


kidney, and stomach cancers, and significantly lower ASIR


were seen in cancers of the bladder (including in situ),


brain, lung, ovary, and uterus, as well as for Hodgkin


lymphoma, leukemia, melanoma, and non-Hodgkin lym-


phoma. For FN males compared to non-FN males, ASIR


were significantly higher for colorectal cancer and multiple


myeloma, and significantly lower for cancers of the blad-


der, brain, lung, and prostate, as well as for leukemia,


melanoma, Hodgkin lymphoma, and non-Hodgkin


lymphoma.


When analyzed by diagnosis period, incidence rates


were lower in each interval (SRR\ 1) in FN compared to


non-FN in both sexes (where appropriate) in the following


sites: lung, breast, prostate, and ‘other cancers’ classifica-


tion and higher (SRR[ 1) for colorectal and cervical


cancers (Figs. 1, 2). Trends in incidence rates differed in


FN and non-FN. Incidence rates of lung cancer converged


in both sexes (due in large part to increased incidence rates


in the FN population), and rates of colorectal cancer


diverged in both sexes, (again due in large part to the


increased incidence rates in the FN population). The inci-


dence rates for cervical cancer fluctuated for FN women


with recent increased rates while rates for non-FN remain


relatively constant. No obvious convergence or divergence


is noted in the ‘other cancers’ category.


When analyzed by age (\50, 50–69 & 70?), rates for


FN versus non-FN again displayed consistent patterns


(Figs. 3, 4) and were lower at all age groups for FN in both


sexes for lung, breast, prostate and ‘other cancers’ classi-


fication and higher for cervical cancer, and colorectal


cancer in both men and women. There appeared to be a


larger difference between FN and non-FN age-specific


incidence rates in men compared to women for colorectal


cancer.


For site-specific survival rates, consistent and concern-


ing patterns were seen when comparing FN to non-FN


(Table 2). Poorer survival (HR[ 1) was seen in the FN


population in 10 of the 15 cancer sites examined in women


and 10 of the 12 cancer sites examined in men. Signifi-


cantly elevated hazard rates were seen in the FN population


for non-Hodgkin lymphoma for females, and non-Hodgkin


lymphoma and colorectal, kidney, oral, and prostate can-


cers for males.
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Table 1 Incidence counts, age-standardized incidence rates and standardized rate ratios (SRRs) by sex, age group within sex, diagnosis period


and by disease site for each sex, in FN and non-FN populations 1993–2010


Incidence Age-standardized incidence rate (95% CI) SRR (95% CI)


FN Non-FN FN Non-FN


Sex


Female (F) 2,246 154,598 227.9 (218.2–237.6) 255.7 (254.3–257.1) 0.89 (0.86–0.93)


Male (M) 1,860 174,623 260.4 (248.0–272.8) 310.3 (308.8–311.8) 0.84 (0.80–0.88)


Age group


F:\50 491 67,342 59.8 (55.2–64.3) 77.6 (76.6–78.6) 0.77 (0.72–0.82)


F: 50–69 1,071 60,868 741.1 (696–786.1) 801.5 (795.1–807.8) 0.92 (0.87–0.98)


F: 70? 684 26,388 1,538.0 (1,401.7–1,674.3) 1,635.9 (1,622.8–1,649.1) 0.94 (0.86–1.02)


M:\50 566 84,850 34.8 (31.2–38.4) 50.6 (49.8–51.4) 0.69 (0.63–0.75)


M: 50–69 926 73,595 804.5 (751.5–857.4) 987.3 (980.2–994.4) 0.81 (0.77–0.87)


M: 70? 375 16,178 2,596.0 (2,381.4–2,810.7) 2,796.2 (2,777.1–2,815.3) 0.93 (0.86–1.01)


Diagnosis period


F: 1993–1998 533 43,448 226.9 (206.5–247.3) 252.9 (250.4–255.5) 0.90 (0.82–0.98)


F: 1999–2004 712 51,627 221.6 (204.7–238.5) 255.4 (253.0–257.8) 0.87 (0.81–0.93)


F: 2005–2010 1,001 59,523 233.6 (218.9–248.4) 258.6 (256.3–260.9) 0.90 (0.85–0.96)


M: 1993–1998 422 49,308 241.5 (216.8–266.2) 312.4 (309.6–315.3) 0.77 (0.71–0.85)


M: 1999–2004 588 58,468 259.5 (237.4–281.7) 314.8 (312.2–317.5) 0.82 (0.76–0.89)


M: 2005–2010 850 66,847 270.2 (251.3–289.0) 304.5 (302.1–306.9) 0.89 (0.83–0.95)


Females: disease type


Bladder 28 4,026 9.19 (5.61–12.8) 17.2 (16.6–17.8) 0.53 (0.40–0.71)


Brain 24 2,042 6.55 (3.77–9.34) 13.2 (12.5–13.9) 0.50 (0.37–0.67)


Breast 767 45,478 224.0 (207–241) 240.0 (238–243) 0.93 (0.87–1.01)


Cervical 134 2,810 33.1 (27.0–39.3) 17.2 (16.6–17.9) 1.92 (1.49–2.48)


Colorectal 292 18,226 92.9 (81.5–104) 76.4 (75.1–77.6) 1.22 (1.06–1.39)


Esophagus 14 1,031 4.66 (2.01–7.32) 4.22 (3.93–4.51) 1.11 (0.61–2.02)


Hodgkin lymphoma 8 770 2.17 (0.60–3.73) 6.13 (5.67–6.59) 0.35 (0.23–0.54)


Kidney 74 2,520 21.5 (16.3–26.7) 12.6 (12.0–13.1) 1.71 (1.25–2.34)


Larynx 7 346 2.44 (0.49–4.40) 1.83 (1.63–2.04) 1.33 (0.53–3.36)


Leukemia 40 3,683 12.3 (8.36–16.2) 20.2 (19.4–21.0) 0.61 (0.47–0.78)


Liver 16 846 4.75 (2.28–7.22) 3.94 (3.63–4.24) 1.21 (0.68–2.14)


Lung 212 20,327 71.3 (61.1–81.6) 93.9 (92.5–95.3) 0.76 (0.67–0.86)


Melanoma (skin) 26 5,388 7.72 (4.58–10.8) 30.5 (29.6–31.4) 0.25 (0.21–0.31)


Multiple myeloma 19 1,690 6.23 (3.31–9.14) 7.30 (6.92–7.69) 0.85 (0.55–1.32)


Non-Hodgkin lymphoma 66 6,184 19.5 (14.4–24.6) 29.7 (28.9–30.6) 0.66 (0.53–0.81)


Oral 38 2,486 12.6 (8.25–16.9) 12.6 (12.1–13.1) 1.00 (0.71–1.42)


Ovary 63 5,270 21.2 (15.6–26.8) 27.8 (27.0–28.7) 0.76 (0.60–0.96)


Pancreas 34 3,890 11.7 (7.53–15.9) 15.6 (15.0–16.1) 0.75 (0.55–1.02)


Stomach 49 2,116 16.2 (11.4–21.1) 8.89 (8.47–9.31) 1.82 (1.23–2.72)


Thyroid 62 2,994 16.2 (11.8–20.7) 19.2 (18.4–19.9) 0.85 (0.66–1.09)


Uterus 78 8,608 22.6 (17.3–28.0) 45.1 (44.1–46.1) 0.50 (0.42–0.59)


All other cancers 195 13,867 63.0 (53.5–72.6) 63.2 (61.9–64.4) 1.00 (0.86–1.16)


Males: disease type


Bladder 29 11,988 13.0 (7.83–18.1) 59.2 (58.0–60.3) 0.22 (0.18–0.26)


Brain 34 2,786 8.95 (5.66–12.2) 18.4 (17.6–19.1) 0.49 (0.38–0.63)


Colorectal 366 21,834 154 (137–171) 111 (109–113) 1.39 (1.22–1.58)


Esophagus 39 2,542 16.6 (11.1–22.1) 13.3 (12.7–13.8) 1.25 (0.86–1.81)


Hodgkin lymphoma 9 976 2.36 (0.70–4.02) 7.46 (6.97–7.95) 0.32 (0.21–0.47)
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Discussion


This study examined cancer incidence and survival in the


BC FN population, including comparisons between FN and


non-FN in BC. The finding of lower overall cancer inci-


dence in the BC FN population in this study is similar to


what was found amongst Indigenous populations in Aus-


tralia and the USA during similar time periods, but was not


the case for Indigenous populations in the Canadian pro-


vince of Alberta, which borders BC [1]. These varying


observations between studies underscore the importance of


determining cancer incidence and outcomes by jurisdiction


and not relying solely on generalizability. With the paucity


of data on cancer within BC’s FN population and the


heterogeneous findings in this baseline study (some cancers


demonstrating significantly greater incidence and/or mor-


tality), more understanding is necessary.


Significantly higher colorectal cancer incidence in the


FN population compared to non-FN population was


observed in both males and females, with a trend towards


increasing incidence in the FN population for both sexes, as


compared to no trend in the non-FN population. A higher


risk of colorectal cancer in Indigenous people was also


observed in studies in Alaska, Alberta, and in an earlier


period, 1968–1991, in Ontario [1, 11] and the trend to


increasing incidence in FN people was also observed in


Manitoba, although no difference in stage of diagnosis was


observed [12]. Well accepted risk factors for colorectal


cancer include: alcohol consumption, low fiber diet,


increased red meat and processed food consumption, lack


of physical activity and obesity [13]. Self-reported survey


data shows that the majority of FN people living in FN


communities in BC over 12 years old do not always or


almost always consume a balanced diet, are categorized as


being ‘‘moderately’’ physically active, and are more likely


to be obese but less likely to consume alcohol (18 years old


?) compared to non-FN people [14]. More research is


needed to understand the reasons for the increase over time


in colorectal cancer incidence in FN people.


This study also observed significantly higher incidence


of cervical cancer amongst FN women compared to non-


FN women. Again, similar findings have been observed


amongst Indigenous women in other Canadian jurisdictions


[1, 11, 12]. This may indicate that access to geographically


available and/or culturally safe cervical cancer screening


services may be a continuing barrier for FN women. Cer-


vical cancer screening rates in BC were much lower in FN


women compared to non-FN women between 1990 and


1992 [15], as was also seen in older Indigenous women in


other jurisdictions [11]; unfortunately, more recent BC-


specific data on cervical cancer screening rates don’t exist.


However, a commentary in 2012 suggests that screening


differences between Indigenous and non-Indigenous


Canadians may have been reduced in more recent years


[16]. Since cervical cancer screening identifies dysplasia


(cancer precursor) that can be treated to prevent invasive


malignancy, the continued excess incidence in the FN


population in 2005–2010 in our study may indicate that


disparities in screening still exist, or that poor access to or


utilization of follow-up care for abnormal screening results


Table 1 continued


Incidence Age-standardized incidence rate (95% CI) SRR (95% CI)


FN Non-FN FN Non-FN


Kidney 70 4,464 29.0 (21.6–36.4) 25.0 (24.2–25.8) 1.16 (0.88–1.53)


Larynx 23 1,757 8.57 (4.86–12.3) 9.82 (9.34–10.3) 0.87 (0.58–1.31)


Leukemia 64 5,302 23.1 (16.6–29.7) 31.8 (30.8–32.7) 0.73 (0.57–0.93)


Liver 41 2,462 15.7 (10.5–21.0) 13.4 (12.8–13.9) 1.18 (0.82–1.69)


Lung 182 23,874 81.5 (68.8–94.1) 123 (121–124) 0.66 (0.59–0.75)


Melanoma (skin) 12 6,354 4.38 (1.60–7.17) 35.9 (35.0–36.8) 0.12 (0.10–0.15)


Multiple myeloma 41 2,123 17.4 (11.7–23.1) 10.8 (10.3–11.2) 1.62 (1.07–2.45)


Non-Hodgkin Lymphoma 82 7,916 27.1 (20.7–33.6) 44.0 (42.9–45.0) 0.62 (0.51–0.74)


Oral 73 4,929 27.7 (20.5–34.8) 28.3 (27.5–29.1) 0.98 (0.76–1.26)


Pancreas 43 3,820 18.0 (12.2–23.7) 19.2 (18.6–19.9) 0.94 (0.68–1.28)


Prostate 424 49,913 209 (188–230) 262 (260–264) 0.80 (0.73–0.87)


Stomach 60 4,007 23.2 (16.9–29.6) 20.5 (19.8–21.2) 1.13 (0.85–1.52)


Testis 58 1,957 12.2 (8.99–15.4) 14.9 (14.2–15.6) 0.82 (0.64–1.04)


Thyroid 24 1,065 7.77 (4.32–11.2) 6.65 (6.24–7.07) 1.17 (0.72–1.89)


All other cancers 186 14,554 71.8 (60.3–83.3) 77.6 (76.3–79.0) 0.92 (0.79–1.08)
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is an issue. To better serve the cervical cancer health needs


of the FN population, examination of: (1) screening par-


ticipation, (2) follow-up rates for results and treatment


plans, (3) barriers to access, and (4) human papillomavirus


(HPV) infection patterns and HPV vaccination rates is


needed.


A lower incidence of prostate cancer in the FN males


was seen in this study compared to non-FN males. This


Fig. 1 Age-standardized incidence rates (per 100,000) with SRR (95% CI) for females by period within disease site
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may be due to differences in prostate specific antigen


(PSA) testing. PSA testing results in the detection of many


cases of asymptomatic prostate cancer, but has not been


shown to result in a decrease in overall mortality [17]. If


the prevalence of PSA testing is higher in the non-FN


population, the over diagnosis associated with this testing


could lead to a higher incidence and better survival in the


non-FN population. The decline in prostate cancer inci-


dence in the later period, 2005–2010 in both FN and non-


FN populations may be a result of reduced PSA testing.


Given that stage of diagnosis was not available in this


study, further investigation is required to understand the


lower cause-specific survival rates in FN men with prostate


cancer.


Lung cancer incidence was also seen as being signifi-


cantly lower in FN males compared to non-FN males in


this study, despite current prevalence of commercial


tobacco use (smoking) in the FN population being double


that of the non-FN population [18]. In Canadian males, a


drop in smoking began in the mid-1960s. Consequently, a


drop in lung cancer incidence was seen about 20 years later


[19]. In our data, we see these rates consistently dropping


throughout the study period of 1993–2010 in non-FN


males. However, in FN males, our study data shows lung


cancer rates have been raising slightly over the same time


period. Smoking in Canadian females did not begin to drop


until the mid-1980s. In this study, lung cancer incidence for


non-FN females showed a flat trend across the study period


suggesting that we might expect to see a decrease in the


non-FN female rates in the coming years. However, a


different pattern was seen in FN females, whereby lung


cancer incidence was higher in the last period compared to


Fig. 2 Age-standardized incidence rates (per 100,000) with SRR (95% CI) for males by period within disease site
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the first period—a concerning rise in a malignancy with


poor survival rates. When considering the role of ‘smok-


ing’ in this particular cancer, it must be understood that


natural tobacco is an integral part of FN culture and even


considered a sacred medicine with healing benefits in many


parts of BC. Commercial tobacco use associated with


malignancy (i.e., smoking cigarettes, chewing tobacco,


etc.) is not a traditional part of FN culture.


Breast cancer was the most common malignancy diag-


nosed in this study in both FN and non-FN women, but no


Fig. 3 Age-standardized incidence rates (per 100,000) with SRR (95% CI) for females by age group within disease site
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major differences were observed between the two popula-


tions, except a significantly lower breast cancer incidence


in the most recent time period. Our findings are similar to


those seen in other jurisdictions [1, 20]. Lower number of


children and older age at the time of first birth are well


known individual risk factors for breast cancer, and based


on a Statistics Canada report, FN women on average have


higher fertility rates and earlier age of first birth compared


to non-FN women [21]. In addition, residence in the higher


as opposed to the lowest neighborhood income quintile has


been associated with a 15% higher risk of breast cancer in


Canadian women and the income in FN populations is


known to be lower compared to BC overall [22, 23]. One


study demonstrated significantly lower uptake in screening


mammography in the lowest neighborhood income quintile


compared to the highest [24]. In addition, Canadian studies


have shown higher rates of advanced stage breast cancer in


FN women [11, 25]. While breast cancer survival in this


study appeared similar between FN and non-FN, further


research is needed to examine utilization rates and barriers


to screening mammography, stage of breast cancer diag-


nosis, and the subsequent cancer pathways for FN in BC.


Higher incidence rates for the FN population compared


to the non-FN population were also observed in this study


for less commonly diagnosed cancers. Higher incidence of


kidney and stomach cancers was observed in FN females


but not in FN males. Higher incidence of multiple mye-


loma was observed in FN males but not FN females. Fur-


ther research is needed to better understand these findings,


and to determine if causal factors can be identified.


Poorer survival was seen in the FN population in 10 of


the 15 cancer sites examined in women and 10 of the 12


Fig. 4 Age-standardized incidence rates (per 100,000) with SRR (95% CI) for males, by age group within disease site
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cancer sites examined in men. This result could be caused


by a combination of differences in underlying risk of each


specific cancer, access to or utilization of screening pro-


grams and primary care and/or, high quality, timely,


appropriate and effective cancer treatment. The ongoing


impacts of colonization, including the relationship between


cultural safety and utilization of health care services for FN


in BC is also an important consideration and may be a


factor in the poorer survival of the FN population com-


pared to the non-FN population seen in this study. The


appearance of survival differences by 1 year following


diagnosis suggest that later stage at presentation may be a


major contributor as early deaths are primarily due to more


advanced cancers. Further investigation is required to


better understand these results.


Differences in 5-year survival between Indigenous and


non-Indigenous persons who completed the 1991 Canadian


Long Form census (approximately 20% of the British


Columbia and Canadian population) were examined in a


recent Canadian study [26]. The results for lung, prostate


and breast cancer differed from those observed in our BC-


specific study, suggesting regional variation in survival


differences between Canadian provinces. This comparison


again supports the need for monitoring the cancer burden in


Table 2 Observed 1-year and 5-year cause-specific survival and age-adjusted cause-specific hazard ratio (95% CI) by disease site in FN and


non-FN populations, 1993–2010


FN


incidence


1-year age-standardized cause-


specific


survival


5-year age-standardized cause-


specific


survival


Age-standardized HR


(95% CI)


FN Non-FN FN Non-FN


Female: disease type


Breast 767 0.97 (0.95–0.98) 0.96 (0.96–0.97) 0.83 (0.80–0.86) 0.85 (0.85–0.86) 1.14 (0.96–1.35)


Cervical 134 0.89 (0.82–0.93) 0.89 (0.88–0.90) 0.73 (0.64–0.80) 0.73 (0.71–0.75) 1.19 (0.84–1.67)


Colorectal 292 0.82 (0.77–0.86) 0.78 (0.78–0.79) 0.57 (0.50–0.63) 0.57 (0.56–0.57) 1.16 (0.97–1.39)


Esophagus 14 0.57 (0.28–0.78) 0.36 (0.33–0.39) 0.22 (0.04–0.48) 0.12 (0.10–0.14) 0.74 (0.39–1.40)


Kidney 74 0.81 (0.69–0.88) 0.75 (0.74–0.77) 0.70 (0.57–0.81) 0.59 (0.57–0.61) 0.84 (0.54–1.29)


Leukemia 40 0.63 (0.42–0.78) 0.68 (0.67–0.70) 0.45 (0.25–0.63) 0.52 (0.50–0.54) 1.58 (0.93–2.68)


Lung 212 0.41 (0.34–0.48) 0.41 (0.41–0.42) 0.18 (0.13–0.24) 0.17 (0.16–0.17) 1.08 (0.92–1.26)


Myeloma 19 0.78 (0.51–0.91) 0.74 (0.72–0.76) 0.45 (0.19–0.67) 0.33 (0.30–0.35) 0.66 (0.34–1.27)


Non-Hodgkin


lymphoma


66 0.78 (0.66–0.86) 0.80 (0.79–0.81) 0.55 (0.41–0.67) 0.63 (0.62–0.65) 1.63 (1.12–2.37)


Oral 38 0.89 (0.73–0.96) 0.83 (0.81–0.84) 0.58 (0.35–0.76) 0.64 (0.62–0.66) 1.00 (0.57–1.77)


Ovary 63 0.78 (0.65–0.87) 0.76 (0.75–0.77) 0.41 (0.28–0.53) 0.42 (0.41–0.44) 1.14 (0.82–1.59)


Pancreas 34 0.24 (0.11–0.39) 0.17 (0.16–0.18) 0.09 (0.02–0.21) 0.04 (0.03–0.04) 0.92 (0.64–1.31)


Stomach 49 0.33 (0.20–0.47) 0.44 (0.42–0.47) 0.19 (0.09–0.31) 0.23 (0.21–0.25) 1.33 (0.96–1.84)


Thyroid 62 1.00 (NE–NE) 0.96 (0.96–0.97) 0.96 (0.86–0.99) 0.95 (0.94–0.95) 1.33 (0.49–3.61)


Uterus 78 0.95 (0.86–0.98) 0.93 (0.92–0.93) 0.77 (0.64–0.86) 0.82 (0.82–0.83) 1.45 (0.86–2.46)


Male: disease type


Colorectal 366 0.78 (0.73–0.82) 0.81 (0.81–0.82) 0.51 (0.45–0.57) 0.57 (0.56–0.57) 1.30 (1.12–1.52)


Esophagus 39 0.38 (0.23–0.53) 0.38 (0.36–0.40) 0.14 (0.04–0.32) 0.11 (0.10–0.13) 1.03 (0.72–1.49)


Kidney 70 0.78 (0.65–0.87) 0.75 (0.74–0.76) 0.51 (0.37–0.64) 0.59 (0.58–0.61) 1.49 (1.05–2.12)


Leukemia 64 0.70 (0.54–0.82) 0.72 (0.70–0.73) 0.50 (0.33–0.65) 0.55 (0.54–0.57) 1.39 (0.91–2.14)


Lung 182 0.30 (0.24–0.37) 0.35 (0.35–0.36) 0.17 (0.11–0.24) 0.13 (0.12–0.13) 1.12 (0.95–1.32)


Myeloma 41 0.80 (0.63–0.90) 0.73 (0.71–0.75) 0.37 (0.20–0.54) 0.32 (0.30–0.35) 0.90 (0.59–1.37)


Non-Hodgkin


lymphoma


82 0.68 (0.56–0.77) 0.77 (0.76–0.78) 0.50 (0.37–0.61) 0.58 (0.57–0.59) 1.53 (1.10–2.11)


Oral 73 0.73 (0.60–0.82) 0.82 (0.80–0.83) 0.40 (0.27–0.52) 0.59 (0.57–0.60) 1.93 (1.40–2.66)


Pancreas 43 0.17 (0.07–0.29) 0.18 (0.17–0.19) 0.04 (0.00–0.14) 0.04 (0.03–0.05) 1.11 (0.81–1.52)


Prostate 424 0.96 (0.94–0.98) 0.97 (0.97–0.97) 0.85 (0.81–0.89) 0.89 (0.88–0.89) 1.52 (1.20–1.92)


Stomach 60 0.50 (0.36–0.62) 0.45 (0.43–0.46) 0.21 (0.10–0.34) 0.19 (0.18–0.20) 0.97 (0.72–1.31)


Thyroid 24 0.96 (0.74–0.99) 0.93 (0.92–0.95) 0.83 (0.54–0.94) 0.88 (0.85–0.90) 2.11 (0.85–5.22)
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the FN population within individual jurisdictions in order


to meet local Indigenous population cancer control needs.


Strengths and limitations


This study has several major strengths. We report cancer


incidence and survival from cancer in the FN population in


BC over an 18-year period based on over 4,000 cancer


diagnoses using the FNCF, the best available population


cohort used to support decision making and policy devel-


opment at the population level. The FNCF is created


through a series of logic-based data linkage processes that


are meant to identify individuals who are highly likely to


be FN with Status living in BC.


Another strength includes the use of disease-specific


survival to measure survival following cancer diagnosis,


which is generally not used when comparing survival


across populations, but has the potential advantage of


reduced confounding with respect to risk factors related to


cancer and non-cancer causes of death. Also, in this study,


death certification is undertaken within the general BC


registration system common to both FN and non-FN.


The study also has a number of limitations. The FNCF


only attempts to capture those with Status and those who


may be eligible for Status, and does not attempt to include


all Indigenous people living in BC, including those without


Status or who are Inuit or Metis. Therefore, the results may


not be generalizable to the entire Indigenous population in


BC. This can also make comparisons between studies using


other means of identifying FN populations difficult to


interpret. In addition, information on stage of disease at


diagnosis was not available in the BCCR nor was infor-


mation regarding utilization of screening for breast, col-


orectal or cervical cancer, which would have greatly


improved our interpretation of the findings. However,


despite these limitations, this study highlights significant


disparities and trends in common cancers between FN and


non-FN in BC which may mirror gaps in healthcare across


the spectrum from health care status, access to culturally


safe health services, and upstream social determinants of


health.


Conclusions


We have found that colorectal and cervical cancer inci-


dence rates are significantly higher in FN residents in BC.


Rates of lung cancer are lower in the FN population but are


rising and may soon overtake declining rates in the non-FN


population. Survival from cancer was lower for the FN


population compared to non-FN for almost all cancer types


considered. These findings suggest that a multifactorial and


complex basis for these disparities is involved in cancer


outcomes and that further studies along the entire spectrum


of cancer care—from wellness and prevention, to diagnosis


and treatment—are required. It is also clear that research in


these areas needs to be conducted within jurisdictions to


account for the heterogeneity of Canada’s Indigenous


populations.
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a b s t r a c t


There is growing evidence that Aboriginal peoples often experience healthcare inequalities due to
racism. However, research exploring the healthcare experiences of Aboriginal peoples who use illicit
substances is limited, and research rarely accounts for how multiple accounts of stigma intersect and
contribute to the experiences of marginalized populations. Our research aimed to explore the healthcare
experiences of Aboriginal peoples who use illicit drugs and or illicit alcohol (APWUID/A) living in
Vancouver's inner city. Using Indigenous methodologies, a community research team comprised of
APWUID/A led the study design, data collection and analysis. Peer-facilitated talking circles explored
community members' experiences accessing healthcare services and patient-provider encounters. Using
an intersectionality framework, our research demonstrated how healthcare inequalities among
Aboriginal peoples are perpetuated by systemic racism and discrimination. Stigmatizing racial stereo-
types were perceived to negatively influence individual attitudes and clinical practice. Participants' ex-
periences of medical dismissal often resulted in disengagement from care or delay in care. The findings
suggest healthcare providers must understand the structural and historical forces that influence racial
disparities in healthcare and personal attitudes in clinical practice. Adequate clinical protocols for pain
management within the context of illicit substance use are urgently needed. The valuation of Aboriginal
peoples and cultures within healthcare is paramount to addressing the health gap between Aboriginal
and non-Aboriginal Canadians.


© 2017 Elsevier Ltd. All rights reserved.

1. Introduction


Significant disparities in health and access to healthcare persist
in a range of settings globally regardless of levels of income or
development (Beiser and Stewart, 2005; Boutain, 2005). This is true
of Canada, which despite being praised for its universal healthcare
system, still fails in meeting the healthcare needs of many of its
most vulnerable citizens. Such inequalities in care are concerning
given healthcare access is an important determinant of health
status (Marmot et al., 2008).

for Excellence in HIV/AIDS,

Studies have revealed that access to healthcare, including ability
to obtain required services and quality of care delivered, is not
equal across populations; for example, marginalized groups such as
racial and ethnic minorities, substance users, the homeless, and the
poor have less access to and utilization of healthcare services
(Knowlton et al., 2001; Chitwood et al., 1999, 2001). Due to an
overburden of health and social disparities (Adelson, 2005; Reading
andWien, 2009; Frohlich et al., 2006; MacMillan et al., 1996; Allard
et al., 2004), Canada's Aboriginal groups, who refer to the Indige-
nous people of Canada including First Nations, M�etis, and Inuit
peoples, represent a population that is particularly vulnerable to
healthcare inequities (Adelson, 2005). Aboriginal peoples experi-
ence significant disparities in health status, morbidity and mor-
tality rates, and healthcare access compared to their non-Aboriginal
counterparts (Adelson, 2005; MacMillan et al., 1996; Shah et al.,
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2003; Waldram et al., 2006; Marrett and Chaudhry, 2003). More-
over, these inequities are not evenly distributed within the
Aboriginal populationwith urban populations experiencing greater
disparities than those living on-reserve (Tjepkema, 2002; Young,
2003). With comparatively higher rates of homelessness, suicide,
tuberculosis, HIV/AIDS, and diabetes, and an increased risk of
substance abuse (Public Health Agency of Canada, 2014), urban
Aboriginal peoples are likely to experience immense vulnerability
to health-related harms. This is of concern for two reasons: firstly,
off-reserve communities are of the largest and fastest growing
Aboriginal communities in Canada with more than half of the total
Aboriginal population living in urban areas (Statistics Canada,
2011); and secondly, improved access to healthcare is one of
many reasons why Aboriginal peoples choose to relocate to urban
centres (Peters and Newhouse, 2003).


Vancouver is home to the largest urban Aboriginal population in
British Columbia, as well as Canada's poorest urban postal code -
the Downtown Eastside (DTES) (Cardinal and Adin, 2005). The
DTES is a neighbourhood characterized by high rates of poverty,
homelessness, substance use, mental health issues, and violence, as
well as immense social and economic marginalization (Werb et al.,
2010; Kazempiur and Halli, 2000; Miller et al., 2002; Spittal et al.,
2002; Wood and Kerr, 2006; Shannon et al., 2008). Such chronic
inequalities can be understood as a manifestation of “multiple
historical and interlocking mechanisms of poverty and exclusion”
(Schatz, 2010), which are revealed in the overrepresentation of
Aboriginal peoples in the DTES with at least one-third of the city's
total Aboriginal population residing in or near the impoverished
area (Cardinal and Adin, 2005). For Aboriginal peoples, these me-
chanics are controlled and maintained by ongoing colonial pro-
cesses inherently racist by nature. These grave inequities signal the
ways in which the colonial legacy has perpetuated the devaluation
of Aboriginal peoples as Canadian citizens, undeserving of equal
human rights.


The Canadian Health Act stipulates that all citizens should have
access to timely and medically necessary care based on need rather
than income (Health Canada, 2012). Access to appropriate health-
care services is essential to addressing the health disparities facing
Aboriginal peoples (Adelson, 2005). For Aboriginal peoples, access
to healthcare is not only defined by physical access, but is mediated
by wider social and historical contexts, and clinical practice (O'Neil,
1989; Browne,1995; Cameron et al., 2014a). Mainstream healthcare
services, medical services relying on western medicine and con-
ventional public health approaches, tend not to address the social
and economic determinants that greatly affect individual health,
and rarely do services accommodate for cultural differences.
Without understanding the social and historical contexts of the
current health status of Aboriginal peoples, racialized stereotypes
(e.g., ‘drunken Indian’) prevail. Internalizing negative assumptions
about Aboriginal peoples has allowed for systemic racism and
discrimination to permeate many facets of society, including the
healthcare system (Elliott and de Leeuw, 2009).


In the emerging literature, racism and stigmatization are iden-
tified as being at the forefront of Aboriginal peoples' healthcare
experiences (Browne and Fiske, 2001; Browne et al., 2011; Anne
Van Herk et al., 2011). Much of the current research focuses on
First Nations, and in particular First Nations women (Elliott and de
Leeuw, 2009; Browne et al., 2011; Benoit et al., 2003; Fiske and
Browne, 2006; Denison et al., 2014), while primarily examining
hospital care (Shah et al., 2003; Wood and Kerr, 2006; Browne and
Fiske, 2001). In doing so, there is limited understanding of en-
counters with other actors within the healthcare system and
alternate important points of care such as general physicians, walk-
in clinics, medical laboratories, and pharmacies, and the experi-
ences of the M�etis and Inuit or those who identify more broadly

under the Aboriginal umbrella.
Despite the mass evidence of Aboriginal health disparities and


the growing indication of healthcare inequalities in North America,
and among other colonized Indigenous groups (e.g., Australia and
New Zealand) (Marrone, 2007), research exploring the healthcare
experiences of Indigenous peoples who use illicit substances is
limited. Furthermore, to the best of our knowledge, no other group
of Indigenous peoples who use substances has ever executed a
similar study as the one presented here. As is being increasingly
recognized, it is important to understand how multiple accounts of
stigma (e.g., illicit substance use, homelessness, poverty) intersect
and contribute to the experiences of marginalized populations. As
Bowleg (2012) notes, such intersecting social identities are typically
examined as independent systems opposed to interlocking mech-
anisms that work together to shape individual health, and policy
and research often do not acknowledge “how the intersection of
multiple interlocking identities at the micro level reflects multiple
and interlocking structural-level inequality at the macro-levels of
society” (p. 1267). This is a pressing issue given the immense dis-
parities affecting Aboriginal peoples. The dearth of public health
research that uses intersectionality as a framework may partially
account for why efforts to address these appalling health and social
inequities have failed. Using an intersectionality framework, this
article seeks to explore how multiple forms of discrimination and
oppression shape the healthcare experiences of Aboriginal peoples
living in a marginalized community.


2. Method


In response to a critique of the appropriateness of traditional
research methods typically used in the DTES, the Western Aborig-
inal Harm Reduction Society (WAHRS) partnered with the British
Columbia Centre for Excellence in HIV/AIDS (BC-CfE) to conduct the
research presented here. WAHRS is an Aboriginal organizationwho
represent Aboriginal peoples who use illicit drugs and or illicit
alcohol (APWUID/A), current and former users, dedicated to harm
reduction. Illicit alcohol is defined as alcohol that is not intended for
human consumption (e.g., mouthwash) or is illegally produced
(e.g., homemade alcohol). In an effort to further counter the his-
torical power imbalance between research institutions and com-
munity partners, the community organization determined the
research topics, the methods used, and led all data collection and
analysis using approaches that drew upon Indigenous ways of
knowing and sharing. The BC-CfE researchers provided academic
and research support, which included a designated research coor-
dinator for the project.


Talking circles were chosen as a culturally appropriate research
method, and represent a common form of intragroup communi-
cation among many North American Indigenous groups and are
intended for collaborative learning and decision-making (Hodge
et al., 1996; Strickland, 1999). A total of three talking circles took
place in the DTES at the Vancouver Area Network of Drug Users,
each averaging 60 min in length. Convenience sampling was used
to recruit participants, which was undertaken during the organi-
zations' weekly membership meetings. During the meetings,
members were invited to participate in the talking circles. As each
talking circle was limited to ten participants, the names of those
whowere interested in participating were entered into a draw to be
selected. This selection process is an approach adopted by the or-
ganization regularly to provide equal opportunity to their mem-
bership for involvement in research and various other activities,
and was employed in this research to accommodate the group's
regular practices and avoid intragroup conflict. In total, 30 in-
dividuals ranging from 19 to 70 years of age participated in the
talking circles. With the exception of the first talking circle, which
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included eight men and two women, each circle included 10 par-
ticipants represented equally by males and females. Each talking
circle was facilitated by two community researchers, who also
participated by contributing their own lived experiences. To ensure
the research captured a diverse set of experiences, both community
researchers' and participants' participation was limited to one
talking circle. All participants provided informed consent prior to
participating, and the research was undertaken with appropriate
ethical approval granted by the Providence Healthcare / University
of British Columbia Research Ethics Board. In respect of Aboriginal
oral traditions, participants provided informed consent verbally.


During the talking circles, community researchers invited par-
ticipants to share their experiences accessing healthcare services
(e.g., emergency room admissions, hospital stays, walk-in services)
to uncover patient-provider encounters. At the start of each talking
circle, a community researcher introduced the discussion topic to
the group and then initiated the talking circle by sharing a personal
story of accessing healthcare as an APWUID/A and who lives in the
DTES. Research ethics were not obtained to audio record the talking
circles. However, the research coordinator and an assistant took
extensive field notes to document participant quotes verbatim
during the circles. At the end of each talking circle, the two com-
munity researchers and research coordinator reviewed the field
notes for accuracy and identified preliminary themes.


Upon completion of the series of talking circles, the research
team conducted a multi-phased qualitative analysis of the data.
Two community researchers were assigned to lead data analysis.
Field notes were reviewed individually by each community
researcher and coded line-by-line by hand to identify common
themes. Both researchers then repeated this step together by
reading the field notes aloud and selecting quotes representative of
the themes. Following consensus on key themes, the researchers
compiled a number of high-level recommendations and implica-
tions based on participants' stories and personal experiences as
APWUID/A. The community researchers then presented a summary
of the analysis, findings, and preliminary recommendations to
participants for validation. A total of 35 participants attended the
presentation, who included talking circle participants and general
members who had not participated in the research previously. As
such, the greaterWAHRSmembership was able to contribute to the
recommendations and further validate the findings. This consul-
tation process allowed the wider WAHRS membership to have a
voice in the outcomes of this research, while honouring the stories
shared by participants within the talking circles.


Following data collection and analysis, the data and research
findings were provided to BC-CfE researchers for the purpose of
drafting an academic peer-reviewed research article. Given the
academic nature of the peer-reviewed article, BC-CfE researchers
were primarily responsible for authorship. The first author, an
Indigenous scholar, applied an intersectionality framework to
present the findings. However, the author made all efforts to
maintain the integrity of participants' stories and perspectives
throughout the article by presenting the data as shared and inter-
preted by the community. Several joint meetings were held to
discuss the writing process and to share the manuscript drafts for
the community organization's review and input. The final draft of
the manuscript was shared with all WAHRS Board Members prior
to submission. This iterative process ensured the presentation of
the findings in this article is an accurate portrayal of community
members' healthcare experiences, analysis and interpretation of
the data.


3. Results


While the intent of this research was to explore experiences of

accessing healthcare services among APWUID/A living in the DTES,
including both negative and positive encounters, the majority of
stories shared by participants reveal overwhelmingly adverse care
experiences. In fact, only one participant provided an example of
affirming care. Nonetheless, the following narratives offer valuable
insight to what constitutes positive and culturally safe healthcare
provision for APWUID/A.

3.1. “They treated me like crap and I know it was because I was
Native”: perceptions of racism in healthcare settings


An overarching theme made evident in participants' stories was
the social and historical context of their healthcare experiences that
reflected the ongoing impacts of colonization. All participants
repeatedly referenced feelings of being “treated differently” in their
healthcare interactions. For example, one participant shared her
demeaning experiencewith a nurse at a safe injection site, the story
of which speaks to racial notions of superiority that are embedded
in the nation's ongoing colonial legacy:


So [the nurse] showed me how to [inject], but she was so mean
about it. She was not accommodating. She said I should know
how to do it myself. They treated me like crap and I know it was
because I was Native. We all know because of the look - there's a
look. When you need the medical care we put up with it. We
shouldn't have to. We bleed the same way, we birth the same
way. We have no choice. Could be like [participant name], hasn't
been to a doctor in 25 years. Can't all do that. [Female participant
#1, Talking circle #1]


Individuals drew upon a seemingly collective narrative about
how others before them have experienced adverse care, which
informed personal understandings and experiences of healthcare:


When I first came [to Vancouver] I went to [Hospital X] with my
Mom. She had HIV. She got pretty sick and spent a lot of time at
[Hospital X] because she went there almost once a week. Things
she told me were bad about being there because she had HIV
and because she was Native. They didn't treat her well at all. She
was always scared to be there. I had to go check up on her almost
every day. She passed away five, six years ago. She was at
[Hospital X]. […] I haven't really been back since. I never liked
that hospital. [Male participant #6, Talking circle #1]


Participants shared numerous examples of being threatened by
hospital security or dismissed by staff. One woman described an
encounter where her attempt at social niceties resulted in her
involuntary discharge from the hospital:


I was doubled over in pain. [The doctor] asked for a scale of 1e8
[for pain]. [Participant replied] 8. […] A Slavic man and nurse
came to assist me. I noticed his accent. I [dated] a Slavic guy.
Asked where he was from? [He answered] ‘None of your busi-
ness!’ and I said, ‘What's the problem? Is it my skin colour or my
postal code?’He kickedme out. [Nurse responded], ‘You're outta
here!’ I've never been kicked out of anything except a bar. [Fe-
male participant #1, Talking circle #1]


While the above are examples of interpersonal interactions
where participants experienced racism and discrimination, more
subliminal forms of institutional racism were also made evident.
One woman spoke to the detriments faced by many Aboriginal
women (e.g., poverty, substance use), while at the same time
alluding to the negative impacts of cultural disintegration. She
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continued on to express how hospital policies exacerbate cultural
barriers to health and wellness for Aboriginal peoples:


Just recently had a chance to be in a hospital with young babies,
but moms are from down here [DTES] and they're drinking and
using drugs, and they're at the hospital and babies aren't
smudged, not bathed in sage water. They should do that even in
a hospital. How are you able to smudge? It's very important. It's
how we connect with Creator and it's how we heal. They can't
smoke in hospitals so can't even smudge. [Female participant
#1, Talking circle #3]


Recently, Hospital X devoted facility space for Aboriginal cul-
tural purposes (e.g., smudging, drumming). However, not one
participant mentioned use or awareness of the facility, and further
investigation uncovered the space is locked, and only accessible by
security personnel and a few designated staff.

3.2. “I think she thought I wanted painkillers, but I was really
hurt.”: the consequences of multiple stigmatized identities in clinical
practice


Acts of discriminationwere often felt as two-fold or noted as the
“double whammy” effect, whereby participants felt stigmatized for
being both visibly Aboriginal and a DTES resident. Participants
perceived stereotypes linking Aboriginal peoples to substance use
were fortified by the stigmatization of the DTES known for its ‘open
drug scene’. When such stereotypes prevail, participants' routine
requests for pain medications were often overrode by ‘drug-
seeking’ narratives. The following excerpt illuminates how over-
lapping stigma form stereotypes, which subsequently influence
clinical decisions:


I ended up at [Hospital X] with pneumonia. […] [Doctor] asked
me what I drank first thing. I said beer and whiskey, but he
wanted me to say Listerine. Comes back next day, asks me same
thing. I said, ‘You want me to say rubbing alcohol?’ They kicked
me out the next day. I had pneumonia! [Male participant #5,
Talking circle #1]


Participants perceived healthcare providers as more concerned
with confirming their assumptions about patients' illicit drug use
rather than providing medical care. For example, one man
described his experience of being denied analgesics, which he
attributed to the physician's presumptions about those living in the
DTES:


I reached out on my right side and it really hurt. I went to a
[DTES clinic] to the doctor and she told me to walk it off. I went
to sleep and woke up and thought I was dying - big pain in my
chest. I collapsed a lung. I think she thought I wanted painkillers,
but I was really hurt. [Male participant #8, Talking circle #3]


Often health concerns were described to be trivialized by
healthcare providers and many reported being discharged without
treatment. Participants also critiqued the nature of hospital dis-
charges, and healthcare providers' disregard of the social de-
terminants of health and individuals' life circumstances. For
example, a few highlighted concerns for personal safety when be-
ing discharged in the middle of the night, as many were forced to
walk several kilometers home after being refused the provision of
taxi vouchers or transit fare by hospital staff.


Even when substance use was the primary concern of the pa-
tient, healthcare providers appeared indifferent towards

individuals suffering. Instead, participants described staff negli-
gence, as one described with his experience accessing care during
an episode of delirium tremens (i.e., severe form of alcohol
withdrawal):


I have real problems with [Hospital X]. I experienced one time
for a seizure and they let me out and no sooner was I out that I
went into another seizure. I was really drunk and there I was on
the sidewalk, and back into the hospital I go. I'm just another
person down here [from the DTES] to them. Just another drunk
Indian. Where is the care? They should hold us in until we are
capable to walk out ourselves. [Male participant #10, Talking
circle #2]


Another spoke to an unexpected experience of ‘equal’ treatment
in which he was treated like a human being rather than a
stereotype:


Once they find out why, they treat me like another drunken
Indian. Only one crew treated me like a human. Even asked
about half a diazepam and they wouldn't give it to me. At
[Hospital X] I was treated by on duty staff with dignity. They
treated me for what was needed. [Male participant #9, talking
circle #3]


In these stories, one can observe how living in the DTES, a his-
tory of substance use, and being visibly Aboriginal manifest as
interlocking identities in the eyes of the stigmatizer.


While most acknowledged physicians' fears of abuse or diver-
sion of narcotics as a contributing factor to clinical decisions, many
perceived additional beliefs swayed decisions to prescribe
analgesics:


I hurt my knee. When I asked my doctor for Tylenol he swore at
me, ‘bullshit’ he said. I said he was unprofessional! Doctors
down here won't even give Tylenol. Doctors tell you to fuck off
and tell you we are a drain on the taxpayers' money. That's my
experience. I'm now trying to get a new doctor. [Female partic-
ipant #5, Talking circle #2]


The final excerpt displays how a lack of empathy, alongside
incompetent addiction medicine training, can leave individuals
vulnerable to poorer health outcomes and in this case, death.


Had two people come to me with HIV. I took them to [Clinic X]
and just because they were drunk, they kicked them out. Next
day he was dead. Not just him, two people dead. Just because
people are drunk or on drugs [they] still need to be cared for.
[Male participant #4, Talking circle #1]

3.3. “I tell them as little as I can.”: mitigating for discriminatory
healthcare practices


While some participants were able to “put up with it”, others
avoided the healthcare system altogether. Through avoidance in-
dividuals eliminated the risk of further traumatic, discriminatory
clinical experiences, which often resulted in untreated illness and
pain. Several reported only seeking healthcare once their illness or
symptoms had become severe. Onewoman recounted how her fear
of being judged reinforced her reluctance to engage with health-
care services:


For me it's really hard to go to the doctor. I only go if I really,
really have to. So I went to get this [blood test]. I fasted and stuff,
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and went there and they said I couldn't do it. I got discouraged. I
have a very, very hard time when it comes to seeing pro-
fessionals. I tell them as little as I can. They treat us different -
Native, Downtown Eastside. It makes me feel shame or some-
thing. [Female participant #2, Talking circle #2]


Another shared his difficulties receiving care for medical com-
plications arising from his alcohol use. However, he recalled posi-
tive interactions with a physician that he perceived was competent
in addictions medicine. Thus, having one's needs understood pro-
moted a sense of equitable care.


I love Dr. [anonymous]. He knows addiction, but I'm really
finding we need an addictions specialist. We really don't have
one. Apparently they have at [Clinic Y], but I can't go because
[Clinic X] is my clinic. They tell me I can't, but I wonder is it
because I live in the DTES? Or because I'm Native? Or [emer-
gency medical services] tells them not to take me? ‘Get the fuck
out of my office’, doctor told me when I needed meds to stop
seizure. So first thing, I went to the liquor store so I wouldn't
have a seizure. I saw an aura. Doctor didn't put it together. I don't
think there are enough people qualified in this country on ad-
dictions. It's sad to say. [Male participant #9, talking circle #3]


Both individuals articulated how a convoluted and confusing
process exacerbated existing discomfort with the health system,
ultimately creating a cycle in which the patient becomes less and
less likely to engage positively with care following each painful
interaction. Consequently, the anticipation of adverse clinical in-
teractions and medical dismissal deterred most individuals from
accessing care (i.e., disengagement from care or delayed access); as
mentioned earlier, one participant had not accessed healthcare
services for 25 years as a result.


For most, divulging personal information to a healthcare prac-
titioner was perceived as a liability and caused distrust. For
example, participants feared if providers were aware of their illicit
substance use, the likeliness to receive adequate treatment would
be further decreased and they would be subjected to greater
discrimination.


I lie to my doctor about drugs I use. They have no idea what I'm
on, but because of the area [DTES] I'm in he doesn't want to give
me as much and wants to lower my dose. I have Crohn's Disease
and cocaine takes care of it so I sell medication too. [Male
participant #3, Talking circle #2]

4. Discussion


Despite inhabiting a country that prides itself in its public
healthcare system, Canada's Aboriginal peoples continue to
contend with inequalities in access to healthcare and service uti-
lization (Adelson, 2005; Shah et al., 2003; Cameron et al., 2014b).
Evidence of such differential treatment appears to be mounting; in
a national poll on Aboriginal health and healthcare, only 64% of
First Nations respondents provided a positive rating for the quality
of healthcare receivedwithin the previous year in contrast to 84% of
non-Aboriginal Canadians (National Aboriginal Health
Organization, 2003). Other colonized Indigenous groups have
provided very similar experiences of inequalities. For instance, both
Australia and New Zealand have reported similar healthcare in-
equities. Australian Aboriginals are 2.6e5.0 times more likely to
report negative racially based adverse treatment (Larson et al.,
2007), and the Maori population are nearly ten times more likely

to experience discrimination in healthcare settings (Harris et al.,
2006). However, an exclusive focus on health disparities between
Indigenous and non-Indigenous peoples is not adequate, as race
alone does not operate as a single determinant of health. Focusing
solely on ethnicity as research often does, not only risks further
stigmatization of a population, it elides the immense diversity of
Indigenous peoples' experiences (Hankivsky and Christoffersen,
2008). It is this diversity that we must recognize as there is no
singular Indigenous or Aboriginal experience. In alignment with
the core tenet of intersectionality, this research explores the ex-
periences of a marginalized population within their own context
(Bowleg, 2012) rather than understanding their experiences in
comparison to the “norm”, whether it be other Indigenous peoples
or non-Indigenous peoples. As outlined in the introduction, we
draw upon intersectionality as a framework to elicit a deeper un-
derstanding of the complexities of healthcare inequalities among
APWUID/A by exploring what is experienced at the intersection of
multiple forms of oppression (i.e., race, socio-economic status,
substance use) (Bowleg, 2012). From this perspective, our research
illustrates how experiences of being Aboriginal, impoverished, and
a person who uses illicit substances intersect to shape how par-
ticipants both perceive and make sense of their healthcare
experiences.


We begin our analysis recognizing that there is “no common
Aboriginal experience” (Hankivsky and Christoffersen, 2008).
However, we must acknowledge the common experience of “race”
among Indigenous populations and their subsequent collective
experience of colonization, of which race has been a fundamental
component. The ongoing impact of colonization continues to shape
Indigenous lives in complex ways (Young, 2001; Anderson et al.,
2006), and therefore cannot be separated from the discussion of
Indigenous peoples' experiences. In North America, researchers
have linked the intergenerational impact of residential schools and
historical trauma to a number of social and health inequalities
experienced by Indigenous peoples, including substance abuse,
violence, and poverty, alongside feelings of inferiority and lack of
self-worth (Stout and Kipling, 2003; Lavallee and Poole, 2010;
Smith et al., 2005; Myhra, 2011; Evans-Campbell, 2008). Without
understanding of the historical, political and social determinants of
Aboriginal peoples' experiences, racialized explanations of social
and health inequalities are reinforced (Adelson, 2003). For our
participants, racialized stereotypes (e.g., “drunken Indian”) were
understood as prevalent andwere perceived to influence providers'
professional judgement and interpersonal interactions. Although
our study did not include the perceptions of healthcare providers,
we do know that common misperceptions do exist. A study
exploring family medicine residents' attitudes towards providing
healthcare to Aboriginal patients found 69 percent of respondents
felt they held stereotypes of Aboriginal peoples (Larson et al., 2011),
with the most cited being alcoholism and low socio-economic
status. While these stereotypes are certainly generalizations,
poverty and substance use were common experiences among our
participants, and factors inwhich we sought to investigate to better
understand their intersections with race in producing healthcare
inequalities.


Participants' stories suggest that residency in the DTES may, in
the mind of the provider, have simply corroborated their stereo-
types of Aboriginal peoples as substance users and therefore
exacerbated discrimination and stigma that Aboriginal peoples
generally are subjected to. As Link and Phelan (2001) note, “suc-
cessful negative labeling and stereotyping is a general downward
placement of a person in a status hierarchy” (p. 371) as they are
connected to undesirable traits and his or her status reduced. For
our participants, being both Aboriginal and living in the DTES were
felt by participants to lessen their credibility in the eyes of
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healthcare providers as each ‘identity’ intersected with discrimi-
nation and stereotypes, primarily tied to drug use. While only one
participant alluded to an experience of HIV stigma, others may have
also experienced additional layers of stigma that were not dis-
cussed during the talking circles. For example, HIV and hepatitis C
are both prevalent in the DTES and have been linked to com-
pounded stigma in healthcare settings among Indigenous peoples.
In Australia, study participants reported similar broader societal
assumptions, which caused ‘automatic’ expectations linking
Aboriginal peoples to hepatitis C and other stigmatized diseases
(Treloar et al., 2016; Crofts and Louie, 1997). It is such racialized
stereotypes that reveal how racism intersects with stigmatizing
identities to contribute to themarginalization of Aboriginal peoples
in healthcare settings leading to unsafe care and poorer access to
healthcare services.


The most prevalent colonial discourse encountered by partici-
pants was that of Aboriginal peoples having “a propensity to like
narcotics” (Browne, 2007). Ironically, seemingly well-intentioned
clinical practices to avoid substance misuse and/or deception by
the patient served to reinforce illicit substance use and diversion of
narcotics among this population. However, the resale of pre-
scriptions was often a means to afford alternative narcotics to self-
medicate. Similar findings have been revealed elsewhere. Recently
a local study found that being refused pain medication was asso-
ciated with high risk methods of self-management of pain among
people who use drugs, including the acquisition and use of diverted
prescription opioids and heroin (Voon et al., 2014). Throughout the
talking circles, not one participant discussed substance use for
recreational purposes. Instead, substance use reflected the degree
to which participants had given up on mainstream healthcare to
treat for pain and trauma, and demonstrated individuals' accom-
modation for unmet health needs within the context of poverty and
trauma.


While we know both substance users and ethnic minorities are
vulnerable to discrepancies in care, including analgesic practice and
quality of patient-provider communication (Chitwood et al., 1999,
2001; Breitbart et al., 1996; Balsa and McGuire, 2003), our partici-
pants often contemplated the cause of discrimination endured (i.e.,
their social positioning as members of an ethnic minority or a
stigmatized community). This confusion speaks to the complexities
of multiple intersecting identities encountered by those historically
oppressed and marginalized populations. While we do not claim
our findings are representative of all Aboriginal peoples, nor would
such a claim be congruent with an intersectionality perspective,
other studies have provided very similar accounts in which
Aboriginal patients describe feelings of being lessened as a person
and having analgesics withheld (Browne, 1995; Cameron et al.,
2014a; Browne et al., 2011; Tang and Browne, 2008; Baker et al.,
2000; Kurtz et al., 2008). Fiske and Brown (Fiske and Browne,
2006) note this ‘lessening’ is embedded within the social
discourse that construes Aboriginal peoples as “discreditedmedical
subjects who lack legitimacy in healthcare settings” (p. 91). This
said, the existing literature suggests that in the case of Aboriginal
peoples, Aboriginal ethnicity is automatically interlocked with
multiple social categories and identities, which intersect with social
discrimination to create disparity and social inequality in health.


Indeed, providing patient care in the context of substance use is
complex. While substance-using patients may interpret a physi-
cian's inconsistent clinical protocols as intentional mistreatment
due to discrimination - as many did heree several participants also
recognized that such inconsistencies may be tied to physicians'
fears of being deceived, as well as a lack of clinical tools to address
pain and addiction management. Interestingly, in one study
observing care interactions with opiate-addicted patients, physi-
cians attributed clinical discrepancies to these exact fears and

shortcomings (Merrill et al., 2002). As our findings suggest, such
incompetency and uncertainty can leave APWUID/A vulnerable at
the hands of healthcare providers.


Clinical uncertainty is concerning and some argue it is the most
important factor influencing physician behaviour and attribute it to
healthcare disparities (Balsa and McGuire, 2003; Wennberg, 1985).
With uncertainty comes the need for clinical discretion, which is
shaped by subjective influences (Balsa andMcGuire, 2003; Pletcher
et al., 2008; Van Ryn and Fu, 2003; Burgess et al., 2008), such as the
unfavourable stereotypes and prejudices shared by participants. In
order to avoid the consequences of clinical uncertainty, adequate
clinical protocols for pain management within the context of illicit
substance use (Merrill et al., 2002; Portenoy et al., 1997) are needed,
alongside widening clinician understanding beyond biomedical
concepts through approaches like ‘structural competency’ or ‘cul-
tural safety’. Cultural safety draws attention to the influence of
racism and power imbalances on individual health and access to
services (Polaschek, 1998; Papps and Ramsden, 1996; Smye and
Browne, 2002), whereas structural competency may serve to
address stigma and inequalities in healthcare by educating clini-
cians to recognize how both health (i.e., clinical symptoms) and
clinical interactions are shaped by structural or upstream forces
(Metzl and Hansen, 2014).


At the institutional level, participants' narratives spoke to the
impacts of cultural racism present within the healthcare system.
Cultural racism is easily unnoticed by those individuals whose
values shape social norms and institutional behavioure that is
Euro-centric, white middle class men. One glaring example, is the
exclusion of Aboriginal cultural and medicinal practices from
healthcare settings. Despite the presence of chapels and prayer
rooms in hospitals, similar spiritual spaces for Aboriginal peoples
remain rare. These observations underscore the manner through
which healthcare inequities are shaped at both the micro and
macro-levels of society point to the need to address structural
factors, alongside a consideration for social and historical factors
influencing the healthcare experiences Aboriginal peoples.


5. Conclusion


Before concluding, a few limitations deserve mention. Because
this research represents only those experiences of Aboriginal
peoples who are current or previous illicit substance users living in
an impoverished urban neighbourhood, the findings do not
necessarily reflect the experiences of Aboriginal peoples elsewhere.
However, the emerging literature suggests similar care experiences
are common among other Aboriginal populations regardless of
economic status or substance use. Furthermore, given the nature of
this research, the degree to which ethnicity and known substance
use affects clinical practice in terms of clinical diagnoses and course
of treatment cannot be substantiated here. Finally, this research did
not include the perspectives of healthcare providers and was
limited to those perspectives of Aboriginal patients. Therefore, it is
possible that important contextual information that influenced
patient care was overlooked. In light of these limitations and the
noted disparities between the two urban hospitals, further research
into the perspectives of hospital staff regarding the care of
Aboriginal peoples would be of great interest.


While concepts such as cultural safety are indeed valuable, we
must ensure that such training is not merely superficial, but rather
is embedded at all levels of the healthcare system from policy
makers to physicians, medical trainees, educators, support staff and
security personnel. Transforming healthcare settings into envi-
ronments that support and encourage the valuation of Aboriginal
peoples and cultures will be paramount to addressing the health
gap between Aboriginal and non-Aboriginal Canadians. In practice
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this calls for an integrated healthcare system that acknowledges the
use of traditional Aboriginal medicines and cultural practices in
mainstream healthcare services. Of importance, is to ensure pol-
icies are in place to facilitate equitable access to healthcare and
cultural services for all Aboriginal peoples, including substance-
using patients (e.g., allowing patients under the influence access
to services). Given the novelty of these initiatives, program evalu-
ations will be fundamental to further justify and secure funding for
larger scale implementation. The adoption and acceptance of
Indigenous practices by the mainstream healthcare system would
represent a valuation of Aboriginal knowledges and peoples by
challenging the perceived superiority of western medicine, and as
such would prove momentous in achieving health equity for
Aboriginal peoples. In this respect, healthcare may become a place
of cultural strength versus denigration.


This research revealed the healthcare inequities experienced by
APWUID/A are complex and influenced by multiple factors, such as
interrelated stigma and racism constructed by wider social dis-
courses underlain by the legacy of colonization. As Hankivsky and
Christoffersen (2008) state, “intersectional approaches are essen-
tial to developing policies that respond to the multiplicity of social
locations and lived experiences” (p. 279) and embrace the com-
plexities that are essential to understanding inequities. To effec-
tively close the health gap, racism, discrimination, and prejudice
towards Aboriginal peoplesmust be acknowledged and addressed by
policy makers, educators, and leaders in the healthcare sector in
collaboration with Aboriginal peoples to ensure the Canadian
healthcare system serves its mandate of equitable care for all. While
healthcare policy reform must take place, it is only one stride to-
wards achieving health equity for Aboriginal peoples. As long as
racial stereotypes and stigma surrounding substance use and
poverty continue to exist and be reinforced by society, ethnicity and
stigma will continue to shape the health experiences of this
population.


Acknowledgments


The authors thank the study participants for their contribution
to the research, as well as current and past researchers and staff
with the Western Aboriginal Harm Reduction Society, the Van-
couver Area Network of Drug Users, and the British Columbia
Centre for Excellence in HIV/AIDS. This study was supported by the
UBC Peter Wall Institute for Advanced Studies/Solutions Initiatives
and the US National Institutes of Health (R01DA033147).


References


Adelson, N., 2003. Reducing Health Disparities and Promoting Equity for Vulnerable
Populations. Aboriginal Canada: Synthesis Paper. York University, Toronto (ON).


Adelson, N., 2005. The embodiment of inequity: health disparities in Aboriginal
Canada. Can. J. Public Health/Revue Can. de Sante'e Publique S45eS61.


Allard, Y.E., Wilkins, R., Berthelot, J.-M., 2004. Premature mortality in health regions
with high aboriginal populations. Health Rep. 15 (1), 51e60.


Anderson, I., Crengle, S., Kamaka, M.L., Chen, T.-H., Palafox, N., Jackson-Pulver, L.,
2006. Indigenous health in Australia, New Zealand, and the Pacific. Lancet 367
(9524), 1775e1785.


Anne Van Herk, K., Smith, D., Andrew, C., 2011. Identity matters: Aboriginal
mothers' experiences of accessing health care. Contemp. Nurse 37 (1), 57e68.


Baker, C., Daigle, M.C., Biro, A., Joe, J.R., 2000. Cross-cultural hospital care as expe-
rienced by Mi’kmaq clients. West. J. Nurs. Res. 22 (1), 8e28.


Balsa, A.I., McGuire, T.G., 2003. Prejudice, clinical uncertainty and stereotyping as
sources of health disparities. J. health Econ. 22 (1), 89e116.


Beiser, M., Stewart, M., 2005. Reducing health disparities: a priority for Canada
(Preface). Can. J. Public Health 96 (2), S4eS5.


Benoit, C., Carroll, D., Chaudhry, M., 2003. In search of a healing place: Aboriginal
women in Vancouver's downtown eastside. Soc. Sci. Med. 56 (4), 821e833.


Boutain, D.M., 2005. Social justice as a framework for professional nursing. J. Nurs.
Educ. 44 (9), 404e408.


Bowleg, L., 2012. The problem with the phrase women and minorities: inter-
sectionalitydan important theoretical framework for public health. Am. J.

public health 102 (7), 1267e1273.
Breitbart, W., Rosenfeld, B.D., Passik, S.D., McDonald, M.V., Thaler, H., Portenoy, R.K.,


1996. The undertreatment of pain in ambulatory AIDS patients. Pain 65 (2),
243e249.


Browne, A.J., 1995. The meaning of respect: a first nations perspective. Can. J. Nurs.
Res. 27, 95e109.


Browne, A.J., 2007. Clinical encounters between nurses and first nations women in a
Western Canadian hospital. Soc. Sci. Med. 64 (10), 2165e2176.


Browne, A.J., Fiske, J.-A., 2001. First Nations women's encounters with mainstream
health care services. West. J. Nurs. Res. 23 (2), 126e147.


Browne, A.J., Smye, V.L., Rodney, P., Tang, S.Y., Mussell, B., O'Neil, J., 2011. Access to
primary care from the perspective of Aboriginal patients at an urban emergency
department. Qual. Health Res. 21 (3), 333e348.


Burgess, D.J., Crowley-Matoka, M., Phelan, S., Dovidio, J.F., Kerns, R., Roth, C., et al.,
2008. Patient race and physicians' decisions to prescribe opioids for chronic low
back pain. Soc. Sci. Med. 67 (11), 1852e1860.


Cameron, B.L., Carmargo Plazas, MdP., Salas, A.S., Bourque Bearskin, R.L., Hungler, K.,
2014. Understanding inequalities in access to health care services for Aboriginal
people: a call for nursing action. Adv. Nurs. Sci. 37 (3), E1eE16.


Cameron, B.L., Plazas, MdPC., Salas, A.S., Bearskin, R.L.B., Hungler, K., 2014. Under-
standing inequalities in access to health care services for Aboriginal people: a
call for nursing action. Adv. Nurs. Sci. 37 (3), E1eE16.


Cardinal, N., Adin, E., 2005. An Urban Aboriginal Life: the 2005 Indicators Report on
the Quality of Life of Aboriginal People in the Greater Vancouver Region.


Chitwood, D.D., McBride, D.C., French, M.T., Comerford, M., 1999. Health care need
and utilization: a preliminary comparison of injection drug users, other illicit
drug users, and nonusers. Subst. Use Misuse 34 (4e5), 727e746.


Chitwood, D.D., Sanchez, J., Comerford, M., McCoy, C.B., 2001. Primary preventive
health care among injection drug users, other sustained drug users, and non-
users. Subst. Use Misuse 36 (6e7), 807e823.


Crofts, N., Louie, R., 1997. The next plague: stigmatization and discrimination related
to hepatitis C virus infection in Australia. Health Hum. Rights 86e97.


Denison, J., Varcoe, C., Browne, A.J., 2014. Aboriginal women's experiences of
accessing health care when state apprehension of children is being threatened.
J. Adv. Nurs. 70 (5), 1105e1116.


Elliott, C.T., de Leeuw, S.N., 2009. Our aboriginal relations when family doctors and
aboriginal patients meet. Can. Fam. Physician 55 (4), 443e444.


Evans-Campbell, T., 2008. Historical trauma in American Indian/Native Alaska
communities a multilevel framework for exploring impacts on individuals,
families, and communities. J. Interpers. Violence 23 (3), 316e338.


Fiske, J.-A., Browne, A.J., 2006. Aboriginal citizen, discredited medical subject:
paradoxical constructions of Aboriginal women's subjectivity in Canadian
health care policies. Policy Sci. 39 (1), 91e111.


Frohlich, K.L., Ross, N., Richmond, C., 2006. Health disparities in Canada today: some
evidence and a theoretical framework. Health Policy 79 (2), 132e143.


Hankivsky, O., Christoffersen, A., 2008. Intersectionality and the determinants of
health: a Canadian perspective. Crit. Public Health 18 (3), 271e283.


Harris, R., Tobias, M., Jeffreys, M., Waldegrave, K., Karlsen, S., Nazroo, J., 2006. Effects
of self-reported racial discrimination and deprivation on M�aori health and in-
equalities in New Zealand: cross-sectional study. Lancet 367 (9527),
2005e2009.


Health Canada, 2012. Canada Health Act Annual Report 2010-2011. Available from:
http://www.hc-sc.gc.ca/hcs-sss/pubs/cha-lcs/2011-cha-lcs-ar-ra/index-eng.php.


Hodge, F.S., Fredericks, L., Rodriguez, B., 1996. American Indian women's talking
circle. Cancer 78, 1592e1597.


Kazempiur, A., Halli, S.S., 2000. Neighbourhood poverty in Canadian cities. Can. J.
Sociology/Cahiers Can. de Sociol. 369e381.


Knowlton, A.R., Hoover, D.R., S-e, Chung, Celentano, D.D., Vlahov, D., Latkin, C.A.,
2001. Access to medical care and service utilization among injection drug users
with HIV/AIDS. Drug Alcohol Dependence 64 (1), 55e62.


Kurtz, D.L., Nyberg, J., Van Den Tillart, S., Mills, B., 2008. Silencing of voice: an act of
structural violence. J. Aborig. Health 4, 53e63.


Larson, A., Gillies, M., Howard, P.J., Coffin, J., 2007. It's enough to make you sick: the
impact of racism on the health of Aboriginal Australians. Aust. N. Z. J. Public
Health 31 (4), 322e329.


Larson, B., Herx, L., Williamson, T., Crowshoe, L., 2011. Beyond the barriers: family
medicine residents' attitudes towards providing Aboriginal health care. Med.
Educ. 45 (4), 400e406.


Lavallee, L.F., Poole, J.M., 2010. Beyond recovery: colonization, health and healing
for Indigenous people in Canada. Int. J. Ment. Health Addict. 8 (2), 271e281.


Link, B.G., Phelan, J.C., 2001. Conceptualizing stigma. Annu. Rev. Sociol. 363e385.
MacMillan, H.L., MacMillan, A.B., Offord, D.R., Dingle, J.L., 1996. Aboriginal health.


CMAJ Can. Med. Assoc. J. 155 (11), 1569.
Marmot, M., Friel, S., Bell, R., Houweling, T.A., Taylor, S., 2008. Health CoSDo. Closing


the gap in a generation: health equity through action on the social de-
terminants of health. Lancet 372 (9650), 1661e1669.


Marrett, L.D., Chaudhry, M., 2003. Cancer incidence and mortality in Ontario First
Nations, 1968e1991 (Canada). Cancer Causes Control 14 (3), 259e268.


Marrone, S., 2007. Understanding barriers to health care: a review of disparities in
health care services among indigenous populations. Int. J. Circumpolar Health
66 (3).


Merrill, J.O., Rhodes, L.A., Deyo, R.A., Marlatt, G.A., Bradley, K.A., 2002. Mutual
mistrust in the medical care of drug users. J. General Intern. Med. 17 (5),
327e333.


Metzl, J.M., Hansen, H., 2014. Structural competency: theorizing a new medical



http://refhub.elsevier.com/S0277-9536(17)30060-6/sref1

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref1

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref2

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref2

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref2

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref3

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref3

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref3

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref4

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref4

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref4

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref4

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref5

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref5

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref5

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref6

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref6

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref6

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref7

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref7

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref7

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref8

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref8

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref8

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref9

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref9

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref9

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref10

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref10

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref10

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref11

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref11

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref11

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref11

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref11

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref12

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref12

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref12

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref12

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref13

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref13

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref13

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref14

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref14

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref14

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref15

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref15

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref15

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref16

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref16

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref16

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref16

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref17

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref17

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref17

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref17

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref18

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref18

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref18

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref18

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref19

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref19

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref19

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref19

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref23

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref23

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref24

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref24

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref24

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref24

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref24

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref25

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref25

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref25

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref25

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref25

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref26

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref26

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref26

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref27

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref27

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref27

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref27

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref28

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref28

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref28

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref29

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref29

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref29

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref29

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref30

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref30

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref30

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref30

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref31

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref31

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref31

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref32

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref32

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref32

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref33

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref33

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref33

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref33

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref33

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref33

http://www.hc-sc.gc.ca/hcs-sss/pubs/cha-lcs/2011-cha-lcs-ar-ra/index-eng.php

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref34

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref34

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref34

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref35

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref35

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref35

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref36

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref36

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref36

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref36

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref37

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref37

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref37

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref38

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref38

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref38

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref38

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref39

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref39

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref39

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref39

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref40

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref40

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref40

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref41

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref41

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref42

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref42

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref43

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref43

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref43

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref43

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref44

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref44

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref44

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref44

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref45

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref45

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref45

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref46

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref46

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref46

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref46

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref47





A. Goodman et al. / Social Science & Medicine 178 (2017) 87e9494

engagement with stigma and inequality. Soc. Sci. Med. 103, 126e133.
Miller, C.L., Johnston, C., Spittal, P.M., Li, K., LaLibert�e, N., Montaner, J.S., et al., 2002.


Opportunities for prevention: hepatitis C prevalence and incidence in a cohort
of young injection drug users. Hepatology 36 (3), 737e742.


Myhra, L.L., 2011. “It runs in the family”: intergenerational transmission of historical
trauma among urban American Indians and Alaska Natives in culturally specific
sobriety maintenance programs. Am. Indian Alaska Native Ment. Health Res.
(Online) 18 (2), 17.


National Aboriginal Health Organization, 2003. What First Nations People Think
about Their Health and Health Care: National Aboriginal Health Organization's
Public Opinion Poll on Aboriginal Health and Health Care in Canada.


O'Neil, J.D., 1989. The cultural and political context of patient dissatisfaction in
cross-cultural clinical encounters: a Canadian Inuit Study. Med. Anthropol. Q. 3
(4), 325e344.


Papps, E., Ramsden, I., 1996. Cultural safety in nursing: the New Zealand experience.
Int. J. Qual. Health Care 8 (5), 491e497.


Peters, E.J.P., Newhouse, D., 2003. Not Strangers in These Parts: Urban Aboriginal
Peoples. Bind 2: Policy Research Initiative.


Pletcher, M.J., Kertesz, S.G., Kohn, M.A., Gonzales, R., 2008. Trends in opioid pre-
scribing by race/ethnicity for patients seeking care in US emergency de-
partments. Jama 299 (1), 70e78.


Polaschek, N., 1998. Cultural safety: a new concept in nursing people of different
ethnicities. J. Adv. Nurs. 27 (3), 452e457.


Portenoy, R.K., Dole, V., Joseph, H., Lowinson, J., Rice, C., Segal, S., et al., 1997. Pain
management and chemical dependency: evolving perspectives. JAmA 278 (7),
592e593.


Public Health Agency of Canada, 2014. HIV and AIDS in Canada: Surveillance Report
to December 31, 2013. Minister of Public Works and Government Services
Canada.


Reading, C.L., Wien, F., 2009. Health Inequalities and the Social Determinants of
Aboriginal Peoples' Health. National Collaborating Centre for Aboriginal Health,
Prince George, BC.


Schatz, D. (Ed.), 2010. Unsettling the Politics of Exclusion: Aboriginal Activism and
the Vancouver Downtown East Side. Annual Meeting of the Canadian Political
Science Association. Concordia University, Montreal.


Shah, B.R., Gunraj, N., Hux, J.E., 2003. Markers of access to and quality of primary
care for Aboriginal people in Ontario, Canada. Am. J. Public Health 93 (5),
798e802.


Shannon, K., Kerr, T., Allinott, S., Chettiar, J., Shoveller, J., Tyndall, M.W., 2008. Social
and structural violence and power relations in mitigating HIV risk of drug-using
women in survival sex work. Soc. Sci. Med. 66 (4), 911e921.


Smith, D., Varcoe, C., Edwards, N., 2005. Turning around the intergenerational

impact of residential schools on Aboriginal people: implications for health
policy and practice. CJNR Can. J. Nurs. Res. 37 (4), 38e60.


Smye, V., Browne, A.J., 2002. ‘Cultural safety’and the analysis of health policy
affecting aboriginal people. Nurse Res. 9 (3), 42e56.


Spittal, P.M., Craib, K.J., Wood, E., Lalibert�e, N., Li, K., Tyndall, M.W., et al., 2002. Risk
factors for elevated HIV incidence rates among female injection drug users in
Vancouver. Can. Med. Assoc. J. 166 (7), 894e899.


Statistics Canada, 2011. Fact Sheet - 2011 National Household Survey Aboriginal
Demographics, Educational Attainment and Labour Market Outcomes. Available
from: https://www.aadnc-aandc.gc.ca/eng/1376329205785/1376329233875.


Stout, M.D., Kipling, G., 2003. Aboriginal People, Resilience and the Residential
School Legacy. Aboriginal Healing Foundation.


Strickland, C., 1999. Conducting focus groups cross-culturally: experiences with
Pacific Northwest Indian people. Public Health Nurs. 16 (3), 190e197.


Tang, S.Y., Browne, A.J., 2008. ‘Race’matters: racialization and egalitarian discourses
involving Aboriginal people in the Canadian health care context. Ethn. Health
13 (2), 109e127.


Tjepkema, M., 2002. The health of the off-reserve Aboriginal population [Canadian
Community Health Survey-2002 Annual Report]. Health Rep. 13, 73.


Treloar, C., Jackson, L.C., Gray, R., Newland, J., Wilson, H., Saunders, V., et al., 2016.
Multiple stigmas, shame and historical trauma compound the experience of
Aboriginal Australians living with hepatitis C. Health Sociol. Rev. 25 (1), 18e32.


Van Ryn, M., Fu, S.S., 2003. Paved with good intentions: do public health and human
service providers contribute to racial/ethnic disparities in health? Am. J. Public
Health 93 (2), 248e255.


Voon, P., Callon, C., Nguyen, P., Dobrer, S., Montaner, J., Wood, E., et al., 2014. Self-
management of pain among people who inject drugs in Vancouver. Pain Manag.
4 (1), 27e35.


Waldram, J.B., Herring, A., Young, T.K., 2006. Aboriginal Health in Canada: Historical,
Cultural, and Epidemiological Perspectives. University of Toronto Press.


Wennberg, J.E., 1985. Commentary: on patient need, equity, supplier-induced de-
mand, and the need to assess the outcome of common medical practices. Med.
Care 23 (5), 512e520.


Werb, D., Debeck, K., Kerr, T., Li, K., Montaner, J., Wood, E., 2010. Modelling crack
cocaine use trends over 10 years in a Canadian setting. Drug alcohol Rev. 29 (3),
271e277.


Wood, E., Kerr, T., 2006. What do you do when you hit rock bottom? Responding to
drugs in the city of Vancouver. Int. J. Drug Policy 17 (2), 55e60.


Young, R., 2001. Postcolonialism: an Historical Introduction. Blackwell Publishers,
Oxford, UK ; Malden, Mass.


Young, T.K., 2003. Review of research on aboriginal populations in Canada: rele-
vance to their health needs. Bmj 327 (7412), 419e422.



http://refhub.elsevier.com/S0277-9536(17)30060-6/sref47

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref47

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref48

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref48

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref48

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref48

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref48

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref49

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref49

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref49

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref49

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref51

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref51

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref51

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref50

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref50

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref50

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref50

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref52

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref52

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref52

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref53

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref53

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref54

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref54

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref54

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref54

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref55

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref55

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref55

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref56

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref56

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref56

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref56

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref77

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref77

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref77

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref57

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref57

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref57

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref58

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref58

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref58

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref59

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref59

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref59

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref59

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref60

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref60

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref60

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref60

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref61

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref61

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref61

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref61

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref62

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref62

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref62

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref63

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref63

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref63

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref63

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref63

https://www.aadnc-aandc.gc.ca/eng/1376329205785/1376329233875

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref78

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref78

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref65

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref65

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref65

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref66

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref66

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref66

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref66

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref67

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref67

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref68

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref68

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref68

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref68

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref69

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref69

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref69

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref69

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref70

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref70

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref70

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref70

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref71

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref71

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref72

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref72

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref72

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref72

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref73

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref73

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref73

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref73

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref74

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref74

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref74

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref75

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref75

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref76

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref76

http://refhub.elsevier.com/S0277-9536(17)30060-6/sref76



		“They treated me like crap and I know it was because I was Native”: The healthcare experiences of Aboriginal peoples living ...

		1. Introduction

		2. Method

		3. Results

		3.1. “They treated me like crap and I know it was because I was Native”: perceptions of racism in healthcare settings

		3.2. “I think she thought I wanted painkillers, but I was really hurt.”: the consequences of multiple stigmatized identities in  ...

		3.3. “I tell them as little as I can.”: mitigating for discriminatory healthcare practices



		4. Discussion

		5. Conclusion

		Acknowledgments

		References






