Indigeneity and improving our response
in the new era of HIV and hepatitis C

CATIE Forum 2015

Toronto, ON
15-16 Oct. 2015

Alexandra King, MD, FRCPC
Nipissing First Nation
Senior Physician and Researcher — Vancouver Infectious Diseases Centre
Hep C Clinician — Cariboo Memorial Hospital
GIM — UBC Hospital
PhD Student — Simon Fraser University




“Each man’s and woman'’s
liberty was absolute and
inviolable. He was untainted
by civilization, did what he
liked, and was moved only by
natural impulses, and if, the
Nipissing was not a free man
and independent man, then
there was no absolute
freedom or independence on
earth.”

— Jean Recollet in The Jesuit Relations

Desmond (Algonquin, Mattawa FN), Mary
(Ojibwa / Mohawk, Nipissing FN) and
daughter Mary (my mother) "
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Demographics

In 2011, there were 1,400,685 Indigenous peoples
in Canada. This was 4.3% of the total population.

Other
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15.3%

Statistics Canada, 2011 National Household Survey, AANDC tabulations.

The age structure of the Indigenous
population is much younger than the rest of
the Canadian population.

Amongst the Indigenous population, 46% of
individuals are under age 25, compared to
29% for the rest of the Canadian population.
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Diversity

600+ First Nation communities.

50+ Inuit communities.

15-20 federally-recognized Métis communities.
> 50% urbanization.

Most of mixed ancestry, including blended Indigenous
and non-Indigenous identities.

Many co-exist in both Indigenous and Western worlds,
with differing priorities depending on context.

No single approach — contextualization is critical!



INDIGENOUS DETERMINANTS OF
HEALTH
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Indigenous health part 2: the underlying causes of the

health gap

Malcolm King, Alexandra Smith, Michael Gracey

In this Review we delve into the underlying causes of health disparities between Indigenous and non-Indigenous
people and provide an Indigenous perspective to understanding these inequalities. We are able to present only a
snapshot of the many research publications about Indigenous health. Our aim is to provide clinicians with a
framework to better understand such matters. Applying this lens, placed in context for each patient, will promote
more culturally appropriate ways to interact with, to assess, and to treat Indigenous peoples. The topics covered
include Indigenous notions of health and identity; mental health and addictions; urbanisation and environmental

stresses; whole health and healing; and reconciliation.

Introduction
In the companion piece' Gracey and King explored
some of the present trends in Indigenous health. In
this second review we will consider more closely the
underlying causes of Indigenous health disparities. Our
major thrust is Indigenous perspectives on the causes
of the poor health of Indigenous peoples, which are
not the usual causes of health disadvantage—as
brought out, for example, in the 1986 Ottawa Charter?
and the work of the WHO Commission on Social
Determinants of Health.? We focus to a consider-
able degree on the Indigenous people of North
America, although we draw on the experiences of New
Zealand and Australia as well. Within that context,
much of our material is drawn from our Canadian
perspective.

The idea of the analytical framework of this Review is
that enabling the reader to arrive at an understanding of
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factors related to colonisation, globalisation, migration,
loss of language and culture, and disconnection from the
land, lead to the health inequalities of Indigenous
peoples. The specifics will vary across cultures, dependent
on a range of external factors, but the principles are the
same. Indigenous health inequalities arise from general
socioeconomic factors in combination with culturally
and historically specific factors particular to the peoples
affected.

This analytical framework aligns with the key themes
identified in the Symposium on the Social Determinants
of Indigenous Health held in Adelaide in April, 2007*
The colonisation of Indigenous peoples was seen as a
fundamental health determinant. Mowbray, writing in
the report* said: “This process continues to impact health
and well being and must be remedied if the health
disadvantages of Indigenous Peoples are to be overcome.
One requirement for reversing colonisation is self
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Indigenous determinants
of health

Conventional DoH: * Indigenous DoH:
— Income — Indigenous-specific:
— Social status / differential * Colonization
— Poverty * Connectivity to land / country
_ (operationalized as land
— Education claim/title)
— Employment * Self-determination
— Social support networks — Other DoH with Indigenous-
— Genetics specific impact:
* Globalization
* Racism
* Gender

e Worldview

King, M. et al. (2009). Indigenous health part 2: the underlying causes of the health gap. Lancet 374:
76-85.



Indigenous university students’
experiences with racism

Theoretical Model
Derived from

Results
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Currie, CL et al. (2012). Racism experienced by Aboriginal
university students in Canada. Can J Psychiatry 57(10):617-625.



Racism meta-analysis protocol
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National Colloquium on Racism, Cultural Safety and Aboriginal Peoples’ Health
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FORCED REMOVAL OF CHILDREN



Canada’s Residential Schools
(1876-1996)

The Truth and Reconciliation Commission of Canada. Accessed at www.trc.ca.



Canada’s Residential Schools: 1870-
1996

For more than 100 years, Canada’s residential schools
systematically undermined Indigenous cultures and disrupted
generations of families. Consequently, these children and
subsequent generations experienced a general loss of language
and culture.

An estimated 150,000 Status Indian, Métis and Inuit children
were placed in residential schools across Canada.

Today, more than 80,000 residential school survivors remain in
Indigenous communities.

Survivors have been sharing the impact of their experiences with
their families, their communities and with other Canadians
(Truth and Reconciliation Commission of Canada).



First Nations Children in Care
(1960s to present)

Starting in the 1960s, under funding transfer
agreements, First Nations children were increasingly
placed in foster care under provincial jurisdiction.

Most children were taken from their home
communities, and raised away from their cultures,
their languages and their extended families.

This is known as the 60s scoop; many never re-
connected.

The traumas of disconnection bear many similarities
to those of the residential schools.

Royal Commission on Aboriginal Peoples, 1996 [3].



First Nations Children in Care
(1960s to present)

The problem is ongoing ...

In 2011, 14,225 (3.6%) of Indigenous children were
foster children, compared with 0.3% of non-
Indigenous children.

Roughly half of the 30,000 or so children (aged 14 and
under) who are in foster care are Indigenous.

Most are placed away from their communities, even
today.

Statistics Canada. Ottawa. (2013). 2011 National Household Survey: Aboriginal Peoples in Canada:
First Nations People, Métis and Inuit,
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Indigeneity is foundational

* Indigenous peoples are disproportionately
over-represented in many areas, including HIV,
Hep C and co-infections.

* Indigenous health determinants may
contribute to:
— Increased high-risk activities.
— Decreased engagement in healthcare.
— Worse health outcomes.



Indigeneity is foundational

* Improved health and wellness through:
— Connectivity to family and community.
— Cultural continuity.
— Self-defined and wholistic healing.

* Solutions centred on identity, relationality
and Indigenous approaches.

* Indigeneity is contextual in time and place.



FIGURE 1. NUMBER AND PROPORTION OF REPORTED HIV CASES IDENTIFIED AS
ABORIGINAL PEOPLE*, 2009 TO 2012
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Public Health Agency of Canada. (2014). HIV/AIDS Epi Updates — Chapter 8: HIV/AIDS among
Aboriginal people in Canada
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Exposure categories - males

FIGURE 2A. EXPOSURE CATEGORY DISTRIBUTION OF REPORTED HIV CASES IN
CANADA, COMPARING ABORIGINAL MALES (N = 1,539) WITH MALES OF OTHER
ETHNICITIES (N = 6,245), 1998 TO 2012
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Exposure categories - females

FIGURE 2B. EXPOSURE CATEGORY DISTRIBUTION OF REPORTED HIV CASES IN
CANADA, COMPARING ABORIGINAL FEMALES (N = 1,389) WITH FEMALES OF OTHER
ETHNICITIES (N = 1,579), 1998 TO 2012
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HCV Epidemiology

HCV prevalence Is
10 times higher In

* Prevalence:

 Worldwide: 3 out of 100 _
. Canada: 1 out of 125 Indigenous peoples

* Indigenous peoples in Canada: 7-10 out of 100 ETaN@%:1ak:l L

FIGURE 8. Reported rates of acute HCV infection by year and ethnic group, EHSSS, 2004-2009 FIGURE 9. Epidemiology of hepatitis C globally, 2004 (Adapted from D. Lavanchy, WHO, 2009)
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PHAC. 2011. Hepatitis C in Canada: 2005-2010 Surveillance Report



Gender Analysis — Cedar Project

HIV Prevalence (n = 538)

Male Female
Prevalence (%) Prevalence (%)
[95% CI] [95% CI] Odds Ratio
Group (# Infected/Total #) (# Infected/Total #) (95% CI) p-Value
All participants 4.3 13.1 3.34 <0.001
[2.5, 7.4] [9.5, 17.7] (1.69, 6. 59)
12/278 34/260
Injectors (ever) 8.5 16.7 2.16 0.037
[4.8, 14.5] [11.8, 23.0] (1.03, 4.5)
11/130 28/168
Non-injectors (ever) 0.7 6.5 10.26 0.014?
[0, 3.71" [2.4, 13.7] (1.21, 86.62)
1/148 6/92
HCV Prevalence (n = 518)
All participants 25.4 43.6 2.27 <0.001
[20.5, 30.9] [37.6, 49.8] (1.57, 3.30)
68/268 109/250
Injectors (ever) 50.4 65.4 1.86 0.010
[41.8, 59.0] [67.8, 72.3] (1.56, 3.00)
63/125 106/162
Non-injectors (ever) 3.5 3.4 0.974 1.00%
[1.1, 7.8] [0.7, 9.6]' (0.23, 4.18)
5/143 3/88

Cedar Project Partnership. Mehrabadi, A. et al. (2009). Gender differences in HIV and Hepatitis C related vulnerabilities among
Aboriginal young people who use street drugs in two Canadian cities. Women & Health, accessed at
http://www.tandfonline.com/loi/wwah?20.



Gender Analysis — Cedar Project

HIV Prevalence (n = 538)

Male Female
Prevalence (%) Prevalence (%)
[95% CI] [95% CI] Odds Ratio

(# Infected/Total # # Infected/Total #) (95% Cl)

All participants 4.3 13.1 3.34
[2.5, 7.4] [9.5, 17.7]
12/278 34/260

Injectors (ever) . 0. 2.16
[4.8, 14.5] [11.8, 23.0] (1.083, 4.5)
11/130 28/168
Non-injectors (ever) 0.7 6.5 10.26 0.014?
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Non-injectors (ever) 35 3.4 0.974 1.00°
[1.1, 7.8]' [0.7, 9.6]' (0.23, 4.18)
5/143 3/88

Cedar Project Partnership. Mehrabadi, A. et al. (2008). Gender differences in HIV and Hepatitis C related vulnerabilities among
Aboriginal young people who use street drugs in two Canadian cities. Women & Health, accessed at
http://www.tandfonline.com/loi/wwah?20.



Gender Analysis — Cedar Project

HIV Prevalence (n = 538)

Male Female
Prevalence (%) Prevalence (%)
[95% CI] [95% CI] Odds Ratio
Group (# Infected/Total #) (# Infected/Total #) (95% Cl) p-Value
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Non-injectors (ever)

Cedar Project Partnership. Mehrabadi, A. et al. (2008). Gender differences in HIV and Hepatitis C related vulnerabilities among
Aboriginal young people who use street drugs in two Canadian cities. Women & Health, accessed at
http://www.tandfonline.com/loi/wwah?20.



Gender Analysis — Cedar Project

HIV Prevalence (n = 538)

Male Female
Prevalence (%) Prevalence (%)

[95% CI] [95% CI] Odds Ratio
Group (# Infected/Total #) (# Infected/Total #) (95% Cl) p-Value
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Non-injectors (ever) 3.5 3.4 0.974
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Cedar Project Partnership. Mehrabadi, A. et al. (2008). Gender differences in HIV and Hepatitis C related vulnerabilities among
Aboriginal young people who use street drugs in two Canadian cities. Women & Health, accessed at
http://www.tandfonline.com/loi/wwah?20.
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* Important world-class research, focusing on groups with
increased vulnerabilities to STBBIs.
* High-powered cross-sectional and longitudinal analyses.

About 30% of participants of each study are Indigenous. And yet,
Indigeneity is buried within these studies.
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(Inuit examples)

* No text
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What we’re learning ...

 Nurture community and allies.
* Health is political.



UN Declaration on the

Rights of Indigenous Peoples

Article 24:

* Indigenous peoples have the right to their traditional
medicines and to maintain their health practices,
including the conservation of their vital medicinal
plants, animals and minerals. Indigenous individuals
also have the right to access, without any
discrimination, to all social and health services.

* |ndigenous individuals have an equal right to the
enjoyment of the highest attainable standard of
physical and mental health. States shall take the
necessary steps with a view to achieving progressively
the full realization of this right.



What we’re learning ...

Nurture community and allies.
Health is political.
Define and redefine.

Comprehensive and culturally appropriate
approaches.

Innovation centred on strengths, resilience.
Connectivity and contextualization.



Working towards ...

* Innovative and comprehensive wise practice, evidence-
based care
... throughout care continuum.
... culturally safe and appropriate.
... regardless of location, regardless of service provider/funder.
... hot subject to non-clinical constraints.

* Coordinated national response which prioritizes
Indigenous-led approaches, strategies, targets and
accountabilities

— Indigenous ldentifiers.
... accountability throughout the system.

* Achieving health equity.



Targets ...

THE TREATMENT TARGET

diagnosed on treatment virally suppressed

UNAIDS. 2014. 90-90-90: An ambitious treatment target to help end the AIDS epidemic.
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on treatment virally suppressed

UNAIDS. 2014. 90-90-90: An ambitious treatment target to help end the AIDS epidemic.



