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Cover Artwork

Moosehide Moccasins

Cassandra M. Bruhm

Mount Saint Vincent University
DOI: https://doi.org/10.15273 /hpj.v1i2.11194

About the Artist

Cassandra M. Bruhm is an undergraduate student entering her
3rd year at Mount Saint Vincent University completing a Bachelor
of Arts in Child and Youth Studies. Cassandra is from the South
Shore of Nova Scotia where she lives with her parents, 2 sisters
and 3 cats. She was trying to find more ways to get involved on
campus when she came across The Indigenous Mentorship
Network during her first year of university and has loved every
moment of it. Cassandra started making moccasins just over a
year ago in March of 2020 when the pandemic first started. She
also recently started to learn how to bead by taking the Moccasin
making course with the Indigenous Mentorship Network.

About the Atlantic Indigenous Mentorship Network

The Atlantic Indigenous Mentorship Network (Atlantic-IMN) is a regional
network that offers mentorship, learning opportunities, and financial
support to Indigenous students and early career researchers pursuing
Indigenous health research and health professional programs. It is a [ Atlantic Indigenous
collaboration among universities, communities and community-based | Mentorship Network
organizations, and Indigenous governments across Nova Scotia, Prince
Edward Island, New Brunswick, and Newfoundland and Labrador. Our
goal is to support Indigenous-led health research in the Atlantic region.

n Atlantic Indigenous Mentorship Network y @Atlantic_IMN
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We are so pleased to welcome readers to the second issue of the Healthy Populations Journal (HP]).
HP] is a student-run open-access peer-reviewed journal from the Healthy Populations Institute at
Dalhousie University. Our focus is to highlight student-led population health research and support
new authors in the academic publishing process. Following the publication of our inaugural issue in
the spring of 2021, we received positive feedback from readers, reviewers, and researchers about
the breadth and timeliness of published articles. We also received and continue to receive
manuscript submissions from students locally, nationally, and internationally demonstrating a need
for student-led and student-focused peer-reviewed journals that encourage diverse, creative, and
intersectional forms of knowledge expression.

Welcome from the Co-Editors-in-Chief

In this issue we are spotlighting student artwork from the Atlantic Indigenous Mentorship Network.
Our cover features handmade moccasins by undergraduate student Cassandra Bruhm (Mount Saint
Vincent University). There is a series of original sealskin flowers from Angelina Heer (University of
New Brunswick) and Lauren Young (Dalhousie University). This issue also includes an original
story by PhD student Kevin Mercurio. As a new feature in the second issue of the HPJ, we are now
publishing infographics. Infographics are a short, summary of a research paper that capitalizes on
visual representations of research purpose, impacts and outcomes to both increase interest in
published research and increase its accessibility.

Articles in this issue cover timely, interesting, and important topics such as potential mental health
benefits of smartphones in a leisure context (Ausman), learning needs and gaps in curriculum
related to Indigenous health issues as perceived by first- and second-year medical students (Ley et
al.), how environmental racism plays out for residents in Inuit Nunangat and Truro, Nova Scotia
(Torrealba), how interprofessional collaboration can support the needs of children with complex
needs while in healthcare (Lamb et al.) and what the experiences of using a patient navigation
centre is like for caregivers of children with complex needs over a prolonged period (Knight et al.).
Further, this issue features a review on caregivers’ mental health related to the burden of caring for
youth with conduct disorder (Doucet et al.), discussions about the reality of physician burnout in
Canada (Manchanda), understanding university students’ attitudes on verbal sexual consent
(Matchett et al.), and research protocols for conducting a bibliometric analysis of anxiety and
depression across the perinatal period (Dol et al.) and for conducting a scoping review on
community-embedded mental health promotion programs (Heyland et al.).

HPJ] would not be possible without support from the Healthy Populations Institute and the guidance
from the HP] Editorial Board Members. This is the last issue for managing editor and co-founder,
Sara Brushett, without whom the creation of HPJ would not be possible. On behalf of the board, I
extend a most heartfelt thank you to Sara for all her work on HPJ. This is also the last issue for Co-
EiC Dr. Justine Dol, PhD. On behalf of the board, | would like to extend my gratitude to Justine for
her guidance and leadership at HP]J.

We truly hope you enjoy reading volume 1, issue 2.

(b= Cloois ot -

Christie Stilwell Stephanie Zubriski Dr. Justine Dol, PhD

PhD in Health Student, PhD in Health Student, St. Michael's Hospital

Dalhousie University Dalhousie University

Co-Editor-in-Chief, HP]J Co-Editor-in-Chief (incoming), HPJ Co-Editor-in-Chief (out-going), HP]
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[ am proud to say that [ am a co-creator and Managing Editor of the Healthy Population Journal.
Looking back at the creation of the Competency Framework that was published in 2019, at that
time I never thought that it would grow into this journal. Christie Stilwell and I had no idea if it was
even possible to create our own journal, but here we are publishing our second issue. It is surreal to
say the least. When we embarked on this journey, [ was in the process of completing my master’s
thesis and knew that [ had to plan for the day I left my role as both a student and the Managing
Editor behind. What I did not expect was how hard leaving the journal would be. I am grateful for
the Healthy Populations Institute for believing in this journal and supporting us at every step. [ am
thankful for Christie for co-creating the HP] with me, and for all the work she continues to do. [ am
so thankful for every person who has volunteered their time to be on the Board. Finally, I am
thankful for all of the authors and reviewers, for without you this journal would not have a purpose.

Welcome from the Managing Editors

[ am happy to hand over the role of Managing Editor to Julia Kontak, whom I know will do great
work with the HP]J. Julia Kontak is a current PhD Student who has an extensive background in
health promotion research and knowledge translation. It is only through knowing what great
hands the journal is in that makes leaving the journal just a little easer.

On behalf of Julia and I, we hope you enjoy our Fall publication.

Dol s

Sara Brushett Julia Kontak
Managing Editor (outgoing), HPJ] PhD in Health Student, Dalhousie University
Managing Editor (incoming) HP]
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Sealskin Flower by the Water

Angelina Heer!
1University of New Brunswick

DOI: https://doi.org/10.15273/hpj.v1i2.11195

About the Artist

My name is Angelina Heer and I am a
member of Sucker Creek First Nation. I am
living and working as a guest on the unceded
and unsurrendered traditional lands of the
Wolastoqiyik and Mi’kmaq People. I am also
a graduate student in the MEd Counselling
Program at the University of New
Brunswick. My thesis is focused towards a
wholistic perspective on the journey of
healing for Indigenous men reintegrating
back into community after incarceration.
The Atlantic Indigenous Mentorship
Network (IMN) has become an important
part of my journey as graduate student. The
IMN provides a safe space to navigate the
journey of Indigenous research in academia.
I made this seal skin broach in a workshop
offered by IMN. Working on my thesis has
inspired me to reconnect with my creative
side which got lost in the busyness of life.
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Sealskin Flowers in the Forest

Lauren Young!
1Dalhousie University

DOI: https://doi.org/10.15273 /hpj.v1i2.11196

About the Artist

I am a second-year undergraduate
student at Dalhousie University, and [ am
doing a Bachelor of Medical Sciences. I
am a Mi'’kmaq woman and I became a
member of the Atlantic-IMN in my first
year of university. They have given me
opportunities to  become  more
connected to my culture which has
included creating these seal skin
brooches as well as making my first pair
of moccasins. 1 have always been an
artistic person and have enjoyed visual
arts using mediums such as paint, chalk,
pencils, charcoal, and ink; performing
arts in music playing piano, guitar, tenor
saxophone, and baritone saxophone. Having the opportunity to work on making brooches and
moccasins has enabled me to explore a new form of art that made me feel more connected to natural
elements within our world that are provided to us. The IMN gives a chance to step away from
academics and connect with a community of people who share similar values and culture but varied
life experiences. Despite COVID-19, they still offered an opportunity to connect virtually, and share
knowledge and learnings. It is a great group and I look forward to future events as well as the chance
to meet other members in person!
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Commentary

Smartphones Aren’t Completely Evil: Why
Smartphones Should Be Explored as a
Form of Leisure Coping

Christine Ausman?, CTRS

1School of Health and Human Performance, Dalhousie University
Christine Ausman "= http://orcid.org/0000-0003-3324-3423

DOI: https://doi.org/10.15273 /hpj.v1i2.10647

Abstract

While many post-secondary students experience mental health challenges in regular circumstances,
the additional challenges posed by the COVID-19 pandemic intensify the need for mental health
solutions. Leisure has previously been identified as a positive coping strategy among students as it
leads to improved health and well-being. As many students’ own smartphones, technology that can
be used to access and experience different types of leisure, this suggests the possibility of using
smartphones as a form of leisure coping. However, as smartphones are often considered to be
detrimental to health, exploring the potential mental health benefits they could provide students has
scarcely been explored. This approach to examining the possible positive impacts of smartphones on
student mental health is guiding upcoming research in leisure studies at Dalhousie University.
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Smartphones Aren’t Completely Evil: Why
Smartphones Should Be Explored as a Form
of Leisure Coping

Post-secondary  students are no
strangers to mental health challenges, with
68.9% reporting overwhelming anxiety and
60.9% reporting more than average or
tremendous stress in the last 12 months
(American College Health Association, 2019).
Coping strategies among these students can
vary, although some are considered more
adaptive when they lead to higher stress
tolerance and increased resilience, such as
participation in leisure (Denovan & Macaskill,
2017). There are many definitions of leisure, and
definitions have changed over time (Veal, 2019),
but the term as used here refers to enjoyable
activities participated in during one’s free time
(Kleiber, 1999). Leisure as a form of coping
among students has been connected to
improved health and well-being (Denovan &
Macaskill, 2017) and therefore highlights the
importance of leisure participation among this
population. In Canada, 97.9% of internet users
aged 15 to 24 years old own a smartphone
(Statistics Canada, 2021). As smartphones have
a variety of leisure purposes (e.g., streaming
services, games, internet access, social media)
alongside other wuses, this presents an
opportunity to explore smartphones as a tool for
accessing leisure, and therefore, potentially as a
tool used for leisure coping.

Although both the smartphone-leisure
and leisure-health connections have been
largely accepted, a gap remains in
understanding the connection between
smartphone-based leisure and its possible
health benefits. One experimental study,
examining the use of smartphones for coping,
found that smartphones can act as a security
blanket in times of stress by increasing an
individual’s resilience to stressful events
(Panova & Lleras, 2016). As smartphones can be
used for coping (Panova & Lleras, 2016) and also
for leisure due to their many applications, it
follows that students’ use of smartphones may
be considered leisure coping. In turn, if leisure
coping leads to improved health, well-being, and

resiliency (Denovan & Macaskill, 2017), then it
is possible the use of smartphones for leisure
coping could provide some of these beneficial
outcomes as well.

A study found that over 60% of Canadian
adults increased their screen time in the early
stages of the COVID-19 pandemic (Zajacova et
al,, 2020). In addition, the pandemic introduced
a variety of other mental health challenges for
students (Statistics Canada, 2020). These
outcomes present additional reasons for
researchers to examine the role smartphones
can play in coping. Upcoming research currently
underway at Dalhousie University aims to not
only discover how smartphones are being used
as a form of leisure coping among students, but
how this person-technology relationship may
have been impacted by the COVID-19 pandemic.
Participants completed an online anonymous
survey that included quantitative measures such
as the Leisure Coping Beliefs Scale Short-Form
and Leisure Coping Strategies Scale Short-Form,
which were both modified to focus on
smartphone-related leisure; the Immediate
Adaptational Outcomes scale, measuring coping
effectiveness; the Perceived Stress Scale; the
Generalized Anxiety Disorder 7-item scale; and
the Brief Resilience Scale. Qualitative questions
were included to help contextualize the above
measures. As students have a high prevalence of
both smartphone ownership and mental health
challenges, this population is best suited for
research exploring the role of smartphones in
leisure coping. This study will inform future
research in coping, leisure, and smartphone
literature to help better understand and
contextualize post-secondary student use of
smartphones within the context of health.

Acknowledgements

[ thank Dr. Susan Hutchinson, Kimberley
Woodford, Dr. Niki Kiepek, and Dr. Sara Kirk for
their expertise and assistance in this research
and its proposal.
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Research Article

From Inuit Nunangat to the Marsh: How Climate
Change and Environmental Racism Affect
Population Health

Christina Norma Torrealbal, BSc
1Department of Community Health and Epidemiology, Dalhousie University

DOI: https://doi.org/10.15273 /hpj.v1i2.10663

Abstract

It is widely accepted in the scientific community and beyond that climate change presents an
immediate and severe threat to human health and well-being. However, the consequences of climate
change are not experienced equally across all populations. Black and Indigenous communities are
disproportionately exposed to harmful, hazardous, and often toxic activities and pollutants—a form
of racial violence known as environmental racism. To understand how environmental racism,
exacerbated by climate change, affects population health, I will explore two examples of
environmental racism in Inuit Nunangat in the Arctic and in Truro, Nova Scotia. Finally, I will discuss
social capital and power in the context of environmental racism—incorporating an eco-social
perspective when addressing environmental racism—and the ways in which population health
researchers can help narrow the health gap caused by environmental racism and climate change.
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From Inuit Nunangat to the Marsh: How
Climate Change and Environmental Racism
Affect Population Health

I, the author, am a settler-student
attending Dalhousie University, which is located
in Kjipuktuk (Halifax), in Mi’kma’ki—the
ancestral and unceded territory of the Mi’kmagq
nation. I am White, and I wish to make clear my
position as an individual who has personally
benefitted from White privilege. The purpose of
this paper is to learn from the expertise and
experiences of systemically marginalized
individuals and groups who are cited throughout
this paper, and to further understand my role—
and the roles of the institutions with which I am
affiliated—in upholding oppressive systems.

Introduction

The consequences of climate change are
not experienced equally across all populations.
While wealthy individuals and corporations
continue to profit from the exploitation of
natural resources, marginalized communities
suffer the brunt of the impact. Concerns of
rampant environmental racism in Canada were
raised by the Canadian Human Rights
Commission in the 2020 report of the UN Special
Rapporteur on toxics and human rights (United
Nations Human Rights Council, 2020). There is a
growing body of work on environmental racism
in Canada, and the literature on climate change-
related health outcomes is extensive. The
current paper aims to bring these two fields of
study together, with Solar and Irwin’s (2010)
social determinants of health framework in
mind. In this paper [ will explore how
environmental racism and the resulting
population health inequities are made worse by
climate change. I will describe two examples of
environmental racism: rising sea levels in Inuit
Nunangat in the Arctic, and flooding in three
communities in Truro, Nova Scotia. Finally, I will
discuss social capital (which refers to the
networks and relationships forged between
individuals within a population) and power in
the context of environmental racism, and the
ways in which population health researchers

can help narrow the health gap caused by
environmental racism and climate change.

Climate Change and Environmental Racism

It is widely accepted in the scientific
community and beyond that climate change
presents an immediate and severe threat to
human health and well-being. Increasing
anthropogenic greenhouse gas emissions
(greenhouse gas emissions caused by human
activity) cause rising global temperatures and
other climatic changes, resulting in adverse
health effects worldwide (McMichael et al,
2006). For example, the European heat wave of
2003 led to approximately 70,000 deaths, with
the risk of heat-related mortality in Paris
increasing by 70% due to anthropogenic climate
change (Mitchell et al., 2016). An epidemiologic
review of studies from cities across North and
South America, Europe, Australia and Asia found
that increasing ambient temperatures were
associated with heightened risk of mortality,
and that Black people, women, and people in
lower socioeconomic positions were
particularly vulnerable (Basu, 2009). In Lhasa,
China, climate change facilitated the
establishment of Culex pipiens complex
mosquitoes, which are carriers of a number of
diseases including West Nile (Liu et al., 2013).
The examples are endless, and the consequences
are dire.

Broadly, climate change affects human
health through three basic pathways: (a) direct
health implications associated with extreme
weather events, including flooding, droughts,
and storms; (b) health effects mediated via
natural systems, including air pollution, and
vector-, food- and water-borne diseases; and (c)
health effects mediated via human systems,
including food insecurity, displacement, mental
health challenges, and violence and conflict
(McMichael et al., 2006; Smith et al,, 2014). In
this paper, I will mainly explore the third
pathway, linking climate change to social,
economic, and demographic disturbances, and
their subsequent effects on health.

Canadian environmental policies and
legislature often negatively target racialized
populations, particularly Black, Indigenous, and

HPJ -Fall 2021 - 1(2) | Page 11
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People of Colour (BIPOC). Black and Indigenous
communities are disproportionately exposed to
harmful, hazardous, and often toxic activities
and pollutants, and this is a form of racial
violence known as environmental racism
(Waldron, 2016). Environmental racism
precipitates a multitude of health risks, and
these risks are exacerbated by climate change.
Environmental racism has become more
prominent in discourse surrounding the
movement for climate and environmental
justice in recent years; however, the issue is
often pushed to the side or conflated with other
environmental issues. Without input from
affected communities and an emphasis on racial
justice, environmental activists fail to address
the root of environmental racism.

The term environmental racism was
coined by American researchers in the 1980s,
and much of the existing literature comes from
the United States (Jacobs, 2010; Northridge &
Shepard, 1997). There is a lack of literature on
the mechanisms by which climate change and
environmental racism intersect, and on exactly
how environmental racism is intensified by
worsening climate change. One example that
demonstrates this intersection is the way Black
Americans in New Orleans experienced
Hurricane Katrina in August of 2005.

Following the hurricane, predominantly
Black communities and livelihoods were
disproportionately and catastrophically
damaged. The contemporary vestige of colonial
plantations in New Orleans, or the “White
Teapot,” is a collection of predominantly White
neighbourhoods that are situated at high
elevations, far from riverside and backswamp
nuisances  (Morse, 2008).  Conversely,
predominately Black neighbourhoods in New
Orleans were built at low elevations, at high risk
of flooding from swamps and rivers and isolated
due to the location of federal housing and poor
access to transportation (Morse, 2008). These
factors made Black communities more
vulnerable to hurricane-related flooding than
White communities. Not only were Black
communities disproportionately damaged by
Hurricane Katrina, but they also dealt with the
disparities for far longer than White people who

were affected by the hurricane. On August 31st,
what is considered the final day of the weather
event, 67% of Black residences in New Orleans
were flooded, compared to 51% of White
residences. Over one week later, on September
8th, 60% of Black residences remained flooded
compared to 24% of White residences (Morse,
2008). From this example it is clear how
environmental racism and the resulting
disparities in health, safety and security—in this
case, the geographic location and lack of
infrastructure for Black communities—were
exacerbated by an extreme weather event,
which is likely to occur more frequently and can
be more severe due to climate change.

An understanding of the “complex web
of inequalities” (Waldron, 2018, p. 92) is
necessary to understand how environmental
racism affects Black and Indigenous
communities. Structural determinants of health
approaches emphasize the need for a holistic

view of health inequalities, including
socioeconomic  position, food insecurity,
housing, social class, education, biological

factors, gender, and so forth (Solar & Irwin,
2010). Therefore, when assessing
environmental racism and climate change, it is
crucial to go beyond strictly clinical assessments
of health or quantitative measures of physical
damage following a storm. Rather, we must
tackle overlapping and intersecting stressors
that increase vulnerability to environmental
dangers in systematically marginalized and
racialized groups (Waldron, 2018).

Inuit Nunangat

Coastal regions are disproportionately
impacted by rising sea levels. Today, climate
change continues to affect Inuit populations
living on coastal Inuit Nunangat, which includes
Nunatsiavut, Nunavik, Nunavut and the
Inuvialuit Settlement Region. Nunangat means
“homeland” in Inuktitut, and refers to the land,
water, and ice in the aforementioned four
regions (Oceans North, n.d.). Due to
environmental racism, colonial violence,
intergenerational trauma and forced cultural
assimilation, there are vast disparities in health
between Inuit and non-Inuit in Canada. Culture
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is a key component in a healthy community, and
the loss of a traditional culture and language can
be detrimental to social capital, knowledge
translation, and ultimately, health (Greenwood
et al,, 2015). Inuit living in Inuit Nunangat have
an average life expectancy of 67.3 years,
compared to the national Canadian average of
79.5 years (Harper et al, 2012). The rates of
suicide and self-inflicted injury among Inuit are
almost 10 times higher than the national
average, and all-cause mortality (standardized
by age) is almost 40 times higher among Inuit
than the national average (Harper et al., 2012).
With population health inequities already a
major cause for concern among Inuit, the severe
and complex effects of climate change further
negatively influence these disparities. In Rigolet,
Nunatsiavut, 88% of surveyed community
members reported that climatic and
environmental changes were concerning, with
76% reporting that climate change had resulted
in changes to their health (Harper et al,, 2012).

The health-related impacts of climate
change manifest in Inuit Nunangat in a number
of ways, including decreased personal safety,
increased food and water insecurity, and poor
mental health (Ford et al.,, 2014). Climate change
leads to rapidly changing weather and melting
sea ice, making land, sea and ice conditions
difficult to predict and thus increasing one’s risk
of injury or death while travelling and hunting in
Inuit Nunangat (Ford et al., 2014). Moreover,
accessing health care and emergency medicine
can be extremely difficult in Inuit Nunangat,
further increasing health and fatality risks
associated with climate change. With the
changing environment, Inuit livelihoods are also
atrisk, as hunting, fishing, culture, diet and well-
being are detrimentally impacted (Ford et al.
2014; Harper et al,, 2012).

Food insecurity is another major
concern among Inuit: there is a lack of access,
availability, and quality of food in Inuit
Nunangat. Hunting, fishing, and gathering are
important aspects of Inuit culture, and
traditional foods, including seal, beluga whale,
caribou, Arctic char and wild berries, are staples
of contemporary Inuit diets (Ford, 2009).
Traditional foods and traditional modes of food

preparation are culturally and economically
significant, nutritious, and sustainable. They are
important mechanisms of social capital and
community building, with food sharing within
and between households guided by kinship
rules (Ford, 2009). Over the past few decades,
store-bought foods have become a more popular
part of the Inuit diet, which poses a number of
challenges in Inuit Nunangat. Most of Inuit
Nunangat is only accessible by air, winter roads,
and boat (only in the summer), making it
extremely challenging to deliver non-perishable
food items and fresh produce (Ford, 2009). All of
these modes of travel are weather dependent,
and are thus vulnerable to climate change and
unpredictable weather. Similarly, traditional
food acquisition is vulnerable to climate change
as hunting becomes more challenging due to
changes in snowfall, melting sea ice and
availability of certain animals, leading to new or
worsening problems of food insecurity (Ford,
2009; Ford et al, 2014). Food insecurity is
associated with a number of negative health
outcomes, including vitamin and mineral
deficiencies, poor self-rated health, dental
problems, and mental illness (Gundersen &
Ziliak, 2015).

Moreover, respiratory disease-related
mortality is approximately five times higher
among Inuit living in Inuit Nunangat compared
to the Canadian average, and rates of
tuberculosis are over 290 times higher among
Inuit, compared to non-Indigenous Canadians
(Harper et al.,, 2012; Patterson et al., 2018). The
root causes of these disproportionate rates of
respiratory disease lie in the social and
structural determinants of health, particularly in
insufficient housing. Over half (52%) of Inuitlive
in social housing, which often sees upwards of
20 people sharing a four-bedroom house
(Patterson et al., 2018). Most dwellings are
overcrowded, in dire need of repairs, infested
with mould, and “below housing standards”
(Bell, 2020, para 12). The housing crisis in Inuit
Nunangat and lack of response from the federal
government is an example of systemic racism. As
stated by Mumilaaq Qaqqagq, formerly Nunavut’s
New Democratic Party MP, “the whole system
keeps Inuit oppressed” (Bell, 2020, para 18).
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Climatic and environmental changes in ambient
temperature are predicted to worsen the effects
of respiratory diseases, including tuberculosis,
in part due to forced displacement and
inadequate housing (Smith et al., 2014). These
inequities intersect to situate Inuit in an
extremely vulnerable position in relation to the
negative effects of climate change on respiratory
health.

Despite these gaps in population health
and well-being, the Canadian government has
invested a limited budget in climate change-
related health research and policy changes, with
inadequate resources allocated to Indigenous
communities in the North (Ford et al, 2014).
According to Ford et al. (2014), “this investment
represents a small fraction of other federal
expenditures and is insufficient for a problem as
complex and potentially damaging to human
and environmental health as climate change” (p.
e10). The lack of support for Inuit, who are being
disproportionately affected by climate change
and ongoing colonial violence, is an example of
environmental racism on the part of the
Canadian government. Local action is ongoing:
traditional knowledge of hunting practices, food
sharing networks, land-based knowledge, and
the incorporation of traditions and cultures into
health practices are all ways in which Inuit are
resilient, despite resistance and lack of support
from the government (Ford et al,, 2014).

Notably, in discussing anti-Indigenous
environmental racism, it is critical to recognize
the significance of the land to Indigenous
peoples:

To indigenous peoples, land is not just

physical and biological environment. The

land is the ash of their ancestors who
fought to keep the land from becoming
destroyed by others: the ancestors on
whose shoulders we stand in this
generation, whose land we must preserve
for the next seven generations. (Colomeda
& Wenzel, 2000, p. 249)

For Inuit, strong relationships with the
environment and land are critical in maintaining
culture, traditions and well-being. In a study that
interviewed Community Health Representatives

(CHRs) from First Nation and Inuit communities
in Canada, environmental/cultural connections
were identified as one of six primary
determinants of health (Richmond & Ross,
2009). Debbie, a CHR, gives the following
explanation:
In my community, we are more northern
and we have traditional foods that we
depend on. We travel on the land, we
socialize more together, and we know
each other, and that is good. We always
go on word of mouth, if somebody is going
through this or that, and this means
everybody gets involved. We are lucky to
have that. (Richmond & Ross, 2009, p.
407)

Inuit Qaujimajatuqangit, which translates to
“that which Inuit have always known to be true”
(Tagalik, 2009-2010, p. 1), refers to knowledge,
systems of beliefs, and values in Inuit culture—
it is a living, dynamic episteme. As climate
change drastically impacts the land in Inuit
Nunangat, systems of traditional knowledge
translation like Inuit Qaujimajatugangit—a key
cultural determinant of health—are at risk.
Community members, Elders, and hunters have
expressed concerns with the unpredictable
climate and how it will impact transportation
and traditional routes of travel. Sytukie Joami, a
community member from Iqaluit, describes the
changes they have witnessed: “It is getting more
unpredictable as to what will happen; because
the signs are misleading the Inuit who are used
to weather that follows these signs” (Nunavut
Climate Change Centre, n.d.). Environmental
dispossession and reduced access to traditional
territories are associated with decreased access
to social capital and cultural and intermediary
determinants of health, thus negatively
impacting health outcomes (Ford et al., 2014;
Greenwood et al, 2015). Furthermore, when
examining determinants of Indigenous peoples’
health in Canada, colonialism is viewed as the
single most important determinant of health for
many Indigenous peoples (Waldron, 2018).
Greenwood et al. (2015) argue that current
frameworks of social determinants of health
tend to exclude colonialism, spirituality,
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relationship to the land, knowledge systems and
other determinants of health that are not
necessarily social. Incorporating colonialism
into current frameworks will be more
complicated than simply adding colonial
violence to a list of determinants. It will require
an intersectional, cross-cutting understanding
of how colonialism interacts with other
determinants of health, including gender,
ethnicity, social capital, societal values, and
culture.

The Marsh, the Island, and the Hill
Precipitation, snow cover, soil moisture
content, sea levels, glacial lake conditions, and
vegetation are all factors that both affect flood
characteristics and are affected by climate
change (Seneviratne et al,, 2012). Over the past
few decades, flood frequency has increased
across the world, as has the risk of extreme
flooding. These changes can be partially
attributed to changes in the climate
(Seneviratne et al., 2012). Extreme flooding can
destroy homes, hospitals, crops, and
transportation, all the while increasing rates of
infectious  diseases, including cholera,
respiratory infections, and vector-borne
diseases (Ohl & Tapsell, 2000). The literal and
figurative rebuilding that must occur after
floods causes lasting emotional trauma and
psychological stress (Ohl & Tapsell, 2000).
Flooding has been a major issue for the
Marsh, the Island and the Hill—three
historically African Nova Scotian
neighbourhoods in Truro, Nova Scotia. Each
neighbourhood is named after the land that
encompasses it, as described by a community
member of the Island and referenced by Millman
(2019):
[...] when the Black people came to Truro,
they weren't allowed to live in town, they
put them on the Marsh, where it was
marshy, way over the Hill, where it was
hilly and trees, and they put us up here
because apparently when it used to rain,
or whatever, the water used to surround
it. That’s how it got called the Island. (p.
42)

Due to rising river levels and increased
rainfall, fluvial and pluvial floods are becoming
more prevalent in these communities, bursting
dikes and detrimentally impacting livelihoods
(Corfu, 2016; Segal, 2014; Tutton, 2012).
Residents of the communities have expressed
concerns about the impacts of the floods, but
have had little to no support from government
bodies at the municipal, provincial, and federal
levels. Anthropogenic climate change results in
unpredictable and potentially more dangerous
instances of flooding and other extreme weather
events, and there are therefore growing
concerns of how flooding will continue to impact
African Nova Scotian communities in Truro.

For coastal regions like Nova Scotia,
flooding will become more frequent with
climate change. The Nova Scotia Department of
Environment has expressed concern about the
increased flooding, but the emphasis seems to
be on protecting infrastructure rather than
communities. According to a representative of
the Nova Scotia Department of Environment, the
flooding can be better managed and there is a lot
of progress to be made “especially in areas
where we have critical infrastructure that we
need to protect” (Pace, 2015, para 11).
Meanwhile, the general conclusion from the
2015 Atlantic Flood Management Conference in
Truro was that “people in the region need to
adapt” (Pace, 2015, para 1). Many community
members from the Marsh were repeatedly
displaced as a result of flooding and were forced
to move into rental housing, as they could not
afford to repair their flood-damaged homes
(Waldron, 2016). Inexplicably, many were not
eligible for flood insurance, despite how
frequently floods occur in the area (Waldron,
2018). The health, safety, and well-being of
Black community members has been directly
and disproportionately impacted by the floods,
but the emphasis on rebuilding and protection
remains focused toward infrastructure and
away from communities.

Furthermore, one of the major concerns
among residents of the Marsh, the Island, and
the Hill is the lack of African Nova Scotian
representation and involvement in policy-
making in Truro (Waldron, 2018). Residents
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receive little support or response from the

government, compared to their well-

represented White counterparts, as described

by an African Nova Scotian community member

from Truro and referenced by Waldron (2016):
And as white people move into the
communities, whether it’s the Island, the
Hill or the Marsh, they start to do things
to enhance ... perception to enhance the
area. Whereas, as long as it was
predominantly a Black area, they just left
it as it was and figured, you know, we
don’t do anything to enhance the area or
to improve the area. But, as soon as one
white person moves into the area, then all
of a sudden, “okay, let’s see what we can
do.” (p. 14)

A lack of action and collaboration from
the government amplifies racial hierarchies and
health inequities in the area, clearly illustrating
how social policies are failing African Nova
Scotians. The difference in the response
between when a White community is vulnerable
to flooding and when a Black community is
vulnerable shows how “climate change is set to
exacerbate existing disregard for Black life, in
part through the very universalism embedded in
the claim that ‘all lives matter’” (Sealey-Huggins,
2018, p. 101).

Social Capital and Power

It is important to examine the concept of
social capital in the context of environmental
racism. As described by Solar and Irwin (2010),
social capital acts as a link between structural
(socioeconomic position, social class, racism,
etc.) and intermediary (behaviours, biological
factors, psychosocial factors, etc.) determinants
of health. Putnam (2000, p. 67) defines social
capital as the “features of social organization,
such as networks, norms and social trust, that
facilitate coordination and cooperation for
mutual benefit.” In the context of environmental
racism and climate change, strong social capital
among members of a community is health
protective, in the sense that a community
network and mutual respect are beneficial to
one’s well-being. Furthermore, co-operative

relationships among groups in different
positions along a gradient of power (referred to
as linking social capital) is an important aspect
of health policy (Solar & Irwin, 2010).
Collaborative efforts between community
members and policy-makers are one mechanism
through which environmental racism can be
addressed.

Social  capital, however, is a
controversial term. Muntaner (2004) argues
that social capital is used by public and
population health researchers as a comforting
metaphor that implies that capitalism and social
cohesion can somehow work together
harmoniously. As Muntaner maintains,
“capitalism creates competition and inequality,
and thus tends to erode social integration” (p.
675). Climate change is fueled by capitalism—
and colonialism and imperialism. Capitalism
shapes economic systems and policies, with
profit and economic growth prioritized at the
expense of environmental justice and
population health (Sealey-Huggins, 2018).
Therefore, in the context of environmental
racism and climate change, perhaps social
capital is not the best terminology to use.
Instead, the term “social cohesion” and other
similar terms are distinct from capitalism, and
holistically sum up the important community-
driven pathways that protect health (Muntaner,
2004). Social cohesion emphasizes networks
and relationships among communities
beginning at a societal level, whereas
descriptions of social capital typically begin at
the individual level.

Going beyond the discussion of social
capital, and what I argue is more important in
addressing environmental racism and climate
change, is the redistribution of power. In the
discourse of health determinants, the central
role of power refers to the political contexts and
social, public, and economic policies that engage
both the agency of marginalized and
disadvantaged populations and the
accountability of the state (Solar & Irwin, 2010).
Theories of power in regard to health equity are
grounded in theories of human rights, based
heavily in the discipline’s prevailing emphasis
on the need for restoring power to oppressed
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and marginalized populations. Empowerment
and the equal distribution of power are central
to the rights to health and to have control and
autonomy over one’s own health.
Fundamentally, environmental racism is one
mechanism through which racialized groups are
stripped of their power and resources via
systemic disempowerment, unjust distribution
of power along White supremacist ideals, and
violation of rights to health and health
autonomy.

Moving Forward
When considering how to best address
the connected issues of climate change and
environmental racism, I want to recognize that
much of the work is already underway.
Community members have been advocating for
themselves and their communities and continue
to do so. What is missing is the support, funding,
and collaboration from policy-makers. Waldron
(2016) references an African Nova Scotian
community member from Truro who described
government inaction in regard to the flooding:
Every year I try to address the flood with
government. And even to the Town
representatives. And, it gets back with
trying— ‘We're trying’. That’s been going
on for over 60 years. And, the big problem
with that is we have no political clout. We
have no political organizations in our
community. But, if we had an
organization speaking on behalf of the
communities, that would have a lot more
clout. (p. 22)

The disconnect between the needs of the
community and environmental policy-making
prohibits the improvement of health outcomes
in racialized communities.

In reference to the environmental justice
movement, Waldron (2018) writes: “Those
agendas [of environmental activists] often seek
to subsume environmental racism within the
broader (and more comfortable) environmental
justice lens, in which racism gets displaced from
its rightful place at the centre” (p. 15). To echo
Waldron, there is no environmental justice
without racial justice, and environmental racism

should thus be viewed as a distinctive
mechanism of injustice. Similarly, I argue that
environmental racism should be viewed as a
distinct determinant of health in the study of
epidemiology and population health, especially
as climate change continues to be a prominent
and growing area of research and policy. More
quantitative and qualitative community-led
research is needed in order to adequately assess
the intersection of environmental racism and
climate change in Canada.

Theory matters when defining social
epidemiology and analyzing epidemiological
trends (Krieger, 2001). The eco-social
perspective emphasizes the need to consider
social, biological, historical and ecological
factors as intersectional influences on health
that cannot be considered in isolation (Krieger,
2001). Krieger proposes six multi-level
pathways to explain the connections between
racial discrimination, violence, and biological
embodiments of poor health: (a) economic and
social deprivation, (b) toxic substances and
hazardous conditions, (c) socially inflicted
trauma, (d) targeted marketing of commodities,
(e) inadequate health care, and (f) resistance to
racial oppression (Krieger, 2001). We can
situate environmental racism within the first
and second pathways. In the two examples that
[ described, racialized communities were
deprived of economic and social resources (e.g.,
food, proper housing, traditional knowledge)
and were subject to hazardous conditions (e.g.,
flooding, melting sea ice). Through these
pathways, Krieger emphasizes that differences
in biology and health outcomes are not a result
of race, but a result of racism. It is racism that
leads to disproportionate numbers of landfills in
African Nova Scotian communities; racism that
drives decades-long boil-water advisories on
Indigenous reserves; and racism that triggers a
quick government response to a disaster in a
wealthy White community, but radio silence

when that same disaster occurs in a
systematically marginalized one.
Climate  change negatively and

disproportionately impacts population health
among racialized groups due to environmental
racism. To address the impacts of environmental
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racism and climate change on population health,
[ believe there are two major actions that must
take place. Firstly, there is the redistribution of
power. Due to colonialism, socially-inflicted
trauma, and socioeconomic inequities, Black and
Indigenous communities have been
disenfranchised and disempowered by colonial
and White supremacist systems. Restoring
power to communities is necessary in designing
environmental interventions that account for
important social and cultural dimensions.
Secondly, policy-makers and government bodies
must be held accountable for their role in
perpetrating environmental racism, both
through their action and inaction. As the
environmental justice movement continues to
grow, support and acknowledgement is needed
from all levels. Irrefutably, “the climate crisis is
a racist crisis” (#BlackLivesMatterUK, 2021),
and it is the health of systematically racialized
and marginalized populations that have suffered
and will continue to suffer excessively if trends
continue.
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Abstract

Introduction: In 2015, the Truth and Reconciliation Commission of Canada released 94 calls to
action. These calls were intended to redress harms inflicted on Indigenous peoples as a result of the
Indian Residential School system and to advance the process of reconciliation of Canada. Several of
these calls to action are directed specifically toward educating health-care providers as a means to
actively eliminate racism in health-care experiences for Indigenous peoples. Objectives: To identify
the learning needs of pre-clerkship medical students with respect to Indigenous health content and
curriculum, and to explore the perspectives of pre-clerkship medical students on existing gaps in the
medical curriculum regarding Indigenous health. Methods: This study involved semi-structured
interviews with 14 first- and second-year (pre-clinical/pre-clerkship) medical students at one
medical school. Thematic analysis was performed using NVivo data management software to identify
common themes, and then considered within the context of the existing literature. Results: Three
main themes were identified: (a) Familiarity with Indigenous culture prior to medical school, (b)
constructive criticism about Indigenous education in medical school, and (c) pervasive lack of
education about Indigenous health issues in the program. Discussion: Participants felt they needed
more time devoted to learning about Indigenous peoples’ health, as there are many topics to explore.
Most participants felt that their understanding of health issues impacting Indigenous peoples has not
been sufficient in their primary, secondary, and post-secondary education to date and offered
suggestions for improving the Indigenous health content in the medical school curriculum. These
suggestions included providing the education earlier in the program, having Indigenous peoples
involved in content creation and delivery, and ensuring all learners have sufficient opportunity to
learn more about Indigenous peoples and their health. Conclusion: Through this research we gain a
glimpse of how future medical providers are interpreting Indigenous health curriculum, and whether
and how they intend to apply this education to their own future practice.

NOTE: While the term Aboriginal has been used in Canada and Australia, the term Indigenous is used
in this paper as an all-encompassing term to speak of the diverse cultures and peoples who are the
original inhabitants of Canada, as it is used globally (Indigenous Foundations, 2009).
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Student Perspectives on Indigenous Health
Content in Pre-Clinical Medical Education

The authors acknowledge that this
research and writing has taken place on the
unceded and ancestral territory of the Mi’kmag.
We pay our respects to these lands and waters
and honour the treaties of Peace and Friendship.

In Canada, Indigenous peoples’
experiences with health care are shaped by what
is referred to as the double burden of racism and
colonialism (Yeung et al., 2018). The 2015 Truth
and Reconciliation Commission of Canada (TRC)
has provided 94 calls to action to support
reconciliation between Indigenous and non-
Indigenous peoples in Canada, addressing the
intergenerational trauma of the Indian
Residential School (IRS) system. The TRC
determined that removing barriers faced by
Indigenous peoples when accessing health care
at all levels (provider, institutional, and system)
would positively influence the health
opportunities available for Indigenous peoples
(McNally & Martin, 2017). In response to this, a
number of medical schools in Canada have
implemented mandatory curriculum or
community-based activities that focus on
Indigenous peoples’ health issues as a way to
improve the knowledge, skills, and attitudes
necessary to shift away from racist and
colonialist assumptions (Yeung et al, 2018;
Zhou et al,, 2012). However, we know very little
about whether this type of curriculum is
meeting the needs of medical students, and what
their perceptions are regarding the curriculum
they are receiving.

This study used thematic analysis to
analyze semi-structured, qualitative interview
data from medical school students in order to
begin assessing both the education delivered to
future health-care providers about Indigenous
peoples and their health and the extent to which
the TRC recommendations were being followed.
In-depth interviews with pre-clerkship (first-
and second-year) medical students at one school
were used to (a) identify their learning needs
with respect to Indigenous health content in the
medical curriculum, and (b) determine their

perspectives on existing gaps in the medical
curriculum in this regard. The goals of this study
are to identify, document, and understand first-
and second-year medical students’ current

knowledge, skills, and attitudes toward
Indigenous health.
Background

In 2016, Indigenous peoples (First
Nations, Inuit, Métis) constituted 4.9% of the
total Canadian population, reflecting an increase
from 3.8% in 2006 (Statistics Canada, 2017).
The Indigenous population in Canada has been
shown to be growing at a rate that is four times
faster than non-Indigenous Canadians, which is
thought to be a result of higher birth rates and
increased self-identification compared to
previous generations (Statistics Canada, 2017).
Indigenous peoples in Canada continue to
experience persistent health disparities,
including a lower life expectancy and increased
risk of heart disease, diabetes, obesity, sexually
transmitted infections, and suicide (Jacklin et al.,
2014). There are various contributing factors for
these health disparities: loss of culture, issues of
self-governance, colonialism (historically and
today), child apprehensions and out-of-culture
adoptions by the state, and the residential
school experiences many individuals and
communities were exposed to and continue to
experience today through intergenerational
trauma (Wilson et al.,, 2018). Intergenerational
trauma is a cumulative effect of IRS trauma that
undermines the health and well-being of
Indigenous peoples today (Bombay et al., 2014).

Given these issues, it is crucial that
medical students obtain appropriate education
and training that is well informed and patient
centred so that they can develop the necessary
skills to navigate health-care issues confronting
Indigenous patients. It is important for future
health-care providers to learn about the
underlying communication issues that can
adversely  affect the  patient-physician
encounter and how best to circumvent these,
building confidence in their skill to deliver
culturally-sensitive medical care, which is a
basic human right (Yeung et al., 2018). Cultural
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sensitivity in  health-care = encompasses
understanding one’s own culture, having open
and compassionate communication, and
listening to patients and families to better
understand and incorporate their beliefs and
values into their health-care management
(Brooks et al,, 2019). Cultural safety in health-
care refers to a safe environment for people of
all cultures and backgrounds, where their values
and needs are understood and respected
(Williams, 1999).

Encouraged and supported by the
Canadian Medical Association (CMA), most
universities in Canada have been working to
expand their respective curricula to incorporate
Indigenous health courses (Jacklin et al., 2014).
The CMA Board of Directors has highlighted the
importance of recognizing and addressing the
impact of intergenerational trauma caused by
the IRS system and supports the implementation
of the TRC calls to action for medical learners
and practising professionals (CMA Board of
Directors, 2015, as cited in HealthCareCAN,
2016). Call to action #23 addresses the need for
cultural competency training for all health-care
professionals, and call to action #24 calls upon
medical schools to require students to take a
course about Indigenous health issues, the
history and legacy of the IRS system, and other
determinants of health impacting Indigenous
peoples today (Truth and Reconciliation
Commission of Canada, 2015).

It has been documented that medical
students seem to be aware of “Indigenous health
issues” generally, but they often have a more
limited understanding of the socio-cultural and
economic influences on these issues, as well as
the intersectional way in which diverse factors
such as poverty and racism may combine to
affect the health of patients (Zhou et al,, 2012).
Without a nuanced understanding of the

interrelationships between structural
determinants that affect the health of
Indigenous peoples, it is unlikely that

knowledge, skills, and behaviours will be
fundamentally altered (Yeung et al, 2018),
which raises questions as to whether simply
increasing Indigenous content in medical
curriculum is sufficient. To date, there has been

limited research to assess whether medical
students feel that the education they are
receiving is effective in transforming their
ability and willingness to work with Indigenous
patients in a culturally safe way. One issue is that
medical students’ knowledge about Indigenous
peoples remains rooted in personal biases and
negative medical and educational portrayals,
which stems from the historical and ongoing
effects of colonialism and anti-Indigenous
racism in Canada and around the world (Ly &
Crowshoe, 2015). This is also known as the
“hidden curriculum,” and many medical schools
are attempting to reduce the biases that the
hidden curriculum creates among their learners
(Kidman et al, 2013). The first step in
challenging these biases is for the learner to
become aware of their own biases, learn about
bias in the medical system, and be taught ways
in which they can work toward reducing bias in
their lives and practice.

Study Objectives

The purpose of the study was to address
the following specific research objectives: (a)
Identify the learning needs of pre-clerkship
medical students with respect to Indigenous
health content and curriculum, and (b) explore
the perspectives of pre-clerkship medical
students on existing gaps in the medical
curriculum regarding Indigenous health.

Methodology

In this research study, the student
researcher was non-Indigenous, but had
previously completed an MA where the thesis
research was done with an Indigenous
community using narrative inquiry and Two-
Eyed Seeing. The student researcher has also
been part of several research projects and
groups relating to Indigenous health promotion.
The research supervisor is an Indigenous
researcher. These experiences were used to
establish the research questions, and to form
questions and probing questions for the
interview guide.

This exploratory study was guided by
Interpretative Phenomenological Analysis, and
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Phenomenological Analysis is a methodology
that explores how participants derive meaning
from their lived experiences (Pietkiewicz &
Smith, 2014). It incorporates elements of
phenomenology and other qualitative research
methods, and involves self-reflection on the part
of the participants and iterative reflection and
immersion in the data on the part of the
researcher. Phenomenology is a qualitative
approach that is used to explore and find
meaning from the lived experiences of a specific
group of people (Hall et al,, 2016).

Data was collected wusing semi-
structured interviews and analyzed using
thematic analysis (Braun & Clarke, 2021). The
call for participants was done via a one-slide
presentation with the study details and contact
information for the lead researcher. Participants
were selected according to the following shared
traits: (a) enrolled in one specific university’s
MD program, and (b) are first- or second-year
medical students. This population was selected
because their learning during pre-clerkship
years is done mainly in the classroom and is
standardized for all students in the class, which
is not the case for clerkship training in years 3
and 4. Participants included 14 medical students
(six in first year; eight in second year).
Institutional Review Board approval was
obtained, and informed consent was obtained
before data collection commenced.

Semi-structured interviews were used
to gain an in-depth understanding of medical
students’ perspectives. This interview guide was
piloted with three students in their third year of
medicine, who were ineligible for the study but
had been taught using similar lectures and
sessions. The following is an example question
from the interview guide, along with probing
questions for follow up:

1) What training/education have you
received (if any) regarding Indigenous
health? [Probes: Ask about formal
education in classrooms/research, but also
about informal learning opportunities:
lived experiences, volunteering, interest
groups, public lectures/events, etc.]

person and audio-recorded at the university in a
privately booked study room. An appropriate
number of participants were interviewed, and
study objectives were deemed to have been met.
Recruitment was then ceased, and no further
interviews were done. After the interview
responses were transcribed, coding and
thematic analysis were performed using NVivo
data management software. Here, the goal was
to identify themes within individual participant
responses and within the entire data set using
thematic analysis. Thematic analysis is an
approach to identifying, analyzing, and
reporting qualitative data and the patterns, or
themes (Braun & Clarke, 2006). There are six
phases of conducting thematic analysis, which
are as follows:

1. Familiarizing yourself with the data,
Generating initial codes,
Searching for themes,
Reviewing themes,
Defining and naming themes, and
. Producing the report.
The resultant themes were then considered
from multiple angles and discussed in the
context of the existing literature.

U AW

Findings

Three major themes were derived upon
analysis of the interviews. They are related to
the participants’ previous and current
knowledge of Indigenous peoples and their
health, the students’ perception of their medical
school’s Indigenous health curriculum, and the
pervasive lack of education about Indigenous
health issues.

Familiarity with Indigenous Culture Prior to
Medical School

Most participants said that, at one point
in their lives, they had lived in close proximity to
an Indigenous community. None self-identified
as being Indigenous. For instance, one
participant notes that they went to high school
with First Nations people from a nearby
community, and that some of the high school
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curriculum was shaped by an Indigenous

teacher:
There was a reserve close to my high
school, and their students went to my high
school. That would be my only real
experience  with an  Aboriginal
community. They would be in our classes
and there was actually a Mi’kmaw
teacher—one of the teachers was
Mi’kmaw. He actually started a Mi’kmaq
studies class when I was in my grade 12
year. He was really cool. - First-Year
Student

Although many participants in the study
noted that they may have encountered
Indigenous peoples during high school, this did
not necessarily mean that the interactions led to
strong cross-cultural relationships or that they
were free from racism.

My high school was a little racist. For
example, there was one girl, a White girl,
who was dating a First Nations boy, and
everyone kind of made fun of her for that
and called her bad names. It was also very
much like, if you look in the cafeteria you
can see Native kids at one table, you know,
sitting separated like that from the other
kids. - First-Year Student

Without being provided historical
background and context, the lived experiences
of the participants in the study may not have
offered opportunities to break down
stereotypes or to understand the barriers faced
by Indigenous peoples. As the next participant
describes, the first time they were exposed to
Indigenous issues was during medical school.

I think a lot of people haven’t been

exposed to Aboriginal health care issues

before medicine at all 1 was an
interviewer this year for [Medical School]
and | had a question surrounding

Aboriginal health and I was blown away

at how little some people knew. I would

probably have been in the same situation.

I never intentionally learned about it in

high school or before med school -

Second-Year Student

As the participant explains, while
questions about Indigenous health may be
included in the interview for incoming medical
students, the interviewer or actor may not have
a deep understanding of the topic, despite being
in medical school themselves.

Indigenous Education in Medical School—
Constructive Criticism
The second major theme pertains to the
content and delivery of Indigenous health
lessons in the medical school curriculum. The
participants had differing perspectives about
this. For example, many participants discussed
the sessions dedicated to Indigenous health in
the curriculum in a positive way:
Well, we had two weeks of pro-comp
[Professional Competencies is a course
that is delivered once each week]
dedicated to Aboriginal health. Both
sessions were mostly led by Aboriginal
people and then we had each lecture
followed by two hours of, like, a normal
pro-comp tutorial. But we also had
Aboriginal coach tutors. Every group had
an Aboriginal community member in
their group sessions. I think they [the
sessions] went really well, at least a lot of
them ... I think a lot of people did learn a
lot from them. - Second-Year Student

We can see from the next participant,
however, that the effectiveness of these sessions
is subjective to each student or group of
students. While they agreed on number of days
in which Indigenous health content was
delivered, one of the participants noted that they
felt the Indigenous content was not embedded
into other curriculum content areas, making it
feel siloed:

[We] only get a day or two days for

Indigenous health, and then we have a

day of Refugee health, ... and it’s like we

have these days that are pretty siloed,
even though they’re all part of the [same]
course, and most is in second year. -

Second-Year Student
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Another participant makes a strong case
for starting the Indigenous content earlier in the
medical school curriculum, and this was brought
up by many participants. It is worth noting,
however, that this institution’s curriculum has
made changes since these data were collected in
2018, with this curriculum now being offered
earlier. As described in the TRC calls to action,
medical schools have a duty to introduce this
new aspect of the curriculum in the right way so
that students are able to build upon skills of
cultural  competency  throughout their
education.

We can’t assume that everyone knows

[about] Aboriginal health. And certainly,

things like the residential schools and

how reserves are structured, how health
care is provided and funded to Indigenous
populations, to drug coverage and access,
which are all very different for Indigenous
peoples. Those are all things that really

need to be laid out and given to us in a

direct, explicit sort of way, early on. -

First-Year Student

The Lack of Education About Indigenous
Health Issues is Pervasive
Medical students, much like the general
population, have not had adequate education
about Indigenous history and health issues in
primary school, secondary school, or during
their undergraduate education. Many students
are encountering these concepts and learning
about the social determinants of health that
impact Indigenous health for the first time in
medical school, which is not soon enough for
some patient encounters.
It’s strange we get to see patients for a
year, or actually a year and a half, as
medical students without having, you
know, a basic understanding of who lives
in our province/region and how to be
culturally competent. - Second-Year
Student

As described in the TRC calls to action,
medical schools are to teach their students
about Indigenous health issues, the history and
legacy of the IRS system, and other determinants

of health impacting Indigenous peoples today.
The goal of introducing students to these
concepts is to create future health-care
providers who are able to deliver culturally safe
care to all of their patients.
There is also an element of reconciliation
that universities have a duty to provide
that by making space in the curriculum
for these issues. That is one way that
universities, which are a relic of
colonialism and privilege in the Americas,
can make steps towards reconciling.
These are things that graduates need to
learn because they will make them better
doctors and better able to provide for
their patients. That’s one thing, and then
two, it is a moral ethical obligation to
educate students and doctors on these
issues as a means of reconciliation. -
Second-Year Student

The TRC call to action #23 also calls for
an increased number of Indigenous health-care
providers to be trained, and this need was
noticed by participants in the lack of diversity
observed in their instructors.

I really don't feel like it’s been presented

well at all. You know, even if you look at

our lecturers it has been a lot of very

White people, and even the diversity

among lecturers or tutors that we have

seen is not nearly enough. I haven’t met a

single First Nations person either as a

lecturer or preceptor yet, ayear in. It’s not

only the content that’s lacking but also
the representation. - Second-Year

Student

As participants began to learn about the
historical and current injustices and health
disparities faced by Indigenous peoples, they
noted feeling frustrated about how little they
know about such an important issue. The result
of this frustration is that some were finding
creative solutions to supplement their existing
curriculum with additional learning
opportunities, such as student-led organizations
and volunteer opportunities.
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I would say I've had very little education
around Indigenous health in any sort of
formal way. In the first-year med school
curriculum it’s touched on a little bit, but
it feels rather tokenistic ... There have
been opportunities to learn about it
outside of the classroom. So, I participate
in the Indigenous Health Interest Group
and there have been opportunities to
engage with health issues there that have
been very valuable. - First-Year Student

Discussion

The findings in this study relate to
medical students’ knowledge about, and current
and past education relating to, Indigenous
health in Canadian medical schools. While
participants were keen to learn more about
Indigenous health, there has been limited
opportunities for them to do so in a meaningful
way. Similar to Sylvestre et al. (2019), the
participants in this study agree that without
ample opportunity to interact with Indigenous
patients and to learn about how structural
determinants interact to affect the health of
Indigenous peoples, there is concern among
students that they risk reinforcing anti-
Indigenous racism.

While many participants had some
experiences with and education regarding
Indigenous health issues before entering
medical school, these were not always positive.
Students expressed awareness of the individual
racism Indigenous people encounter but
recognized that they had little intentional
learning on Indigenous history, culture, and
health issues or the structural and systemic
racism embedded in colonial education and
health care systems. This theme of familiarity
with Indigenous cultures is important for
predicting students’ future interest in
developing their practices (Margolius &
Bodenheimer, 2010). It is imperative that
medical practitioners be equipped with more
than adequate knowledge and competence to
address the health-care needs of Indigenous
peoples in Canada. Having Indigenous scholars
and community members create and deliver the

curriculum is one way in which this gap in
previous education can be addressed.
Participants felt that two days of
Indigenous content in second year is not enough.
Students generally found the Indigenous
curriculum delivery to be a positive experience,
but also limited in how it is integrated into other
aspects of curriculum and how it is framed and
built upon over the course of the two-year pre-
clerkship curriculum. As Jacklin et al. (2014)

notes, there are significant challenges in
providing “new” education to medical
students—largely in the negotiation of
curricular time. Additionally, there is a

significant need to recruit Indigenous health-
care professionals and educators to develop and
deliver this content to students (Zhou et al,
2012). Participants noted that the lack of
education about Indigenous health is not limited
just to medical students but is pervasive within
Canadian society. As such, it is imperative that
the education one receives in medical school
addresses this learning gap, so that future
providers are well informed and able to be
competent physicians for all of their future
patients. It is recommended that medical
schools ensure they are introducing these topics
earlier and more regularly to students, as they
then gain time and opportunities with which to
practice their skills, as well as explore elective
and other learning opportunities relating to
Indigenous health and well-being throughout
their training, aided by early exposure to these
topics and communities.