RESEARCH

Editor’s key points

» Cultural continuity has been
identified as a strong protective
factor against suicide among
Indigenous people. Suicide
programs for Indigenous people
should include promoting pride
and control in the community,
improving self-esteem and

identity, transmitting Indigenous
traditions, and employing culturally
appropriate methods. These
elements could be achieved through
the meaningful inclusion of Elders
into primary care programs.

» The findings suggest that
encounters with Elders can provide
a meaningful adjunct or alternative
to conventional services for
Indigenous people with emotional
distress, including symptoms of
severe depression and elevated risk
of suicide. The observed decrease
in emergency department use could
also have considerable cost-saving
implications for the health system.

» The Elders’ effectiveness at
reducing suicidal ideation likely
relates to their ability to mobilize
known protective factors against
suicide, such as promoting a sense
of belonging; connecting with family,
peers, and community; drawing on
spiritual, religious or moral beliefs;
and developing a positive identity.

Partnering with Indigenous
Elders in primary care
improves mental health
outcomes of inner-city
Indigenous patients
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Abstract
Objective To determine whether including Indigenous Elders as part of routine primary
care improves depressive symptoms and suicidal ideation in Indigenous patients.

Design Prospective cohort study with quantitative measures at baseline and 1, 3,
and 6 months postintervention, along with emergency department (ED) utilization
rates before and after the intervention.

Setting Western Canadian inner-city primary care clinic.

Participants A total of 45 people who were older than age 18, who self-identified
as Indigenous, and who had no previous visits with the clinic-based Indigenous
Elders program.

Intervention Participants met with an Indigenous Elder as part of individual or
group cultural sessions over the 6-month study period.

Main outcome measures Changes in depressive symptoms, measured with the PHQ-9
(Patient Health Questionnaire), following Indigenous patients’ encounters with
Indigenous Elders. Secondary outcomes included changes in suicide risk (measured
with the SBQ-R [Suicidal Behaviors Questionnaire-Revised]) and ED use.

Results Characteristics among those who consented to participate were as follows:
71% were female; mean age was 49 years; 31% had attended residential or Indian

day school; and 64% had direct experience in the foster care system. At baseline 28
participants had moderate to severe depressive symptoms (PHQ-9 score of = 10). There
was a 5-point decrease that was sustained over a 6-month period (P=.001). Fourteen
participants had an above-average suicide risk score at baseline (SBQ-R score of =7),
and there was a 2-point decrease in suicide risk that was sustained over a 6-month
period (P=.005). For all participants there was a 56% reduction in mental health-
related ED visits (80 vs 35) when comparing the 12 months before and after enrolment.

Conclusion Encounters with Indigenous Elders, as part of routine primary care, were
associated with a clinically and statistically significant reduction in depressive symptoms
and suicide risk among Indigenous patients. Emergency department use decreased, which
might reduce crisis-oriented mental health care costs. Further expansion and evaluation
of the role of Indigenous Elders as part of routine primary care is warranted.
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La collaboration avec les
Aines autochtones dans les
soins primaires améliore

la sante mentale des patients
autochtones qui habitent

des quartiers déefavoriseés

Une étude de cohorte prospective
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Résumeé

Objectif Déterminer si le fait de faire participer des Ainés autochtones aux soins
primaires habituels peut réduire les symptomes de dépression et les idées suicidaires
chez les patients autochtones.

Type d’étude Une étude de cohorte prospective utilisant des mesures quantitatives au
point de départ, suivies d'interventions postérieures aprés 1, 3 et 6 mois, de concert avec
les taux d'utilisation de l'urgence avant et apreés l'intervention.

Contexte La clinique de soins primaires d'un quartier défavorisé d’une ville de
'Ouest canadien.

Participants Un total de 45 personnes de plus de 18 ans, qui se déclaraient autochtones et
qui n"avaient jamais rendu visite au programme des Ainés autochtones de la clinique.

Intervention Les participants ont rencontré un Ainé autochtone dans le contexte de séances
culturelles individuelles ou de groupe, au cours de la période de 6 mois qu'a duré l'étude.

Principaux paramétres a U'étude Les changements observés dans les symptomes
de dépression, tels qu’évalués au moyen du QSP-9 (Questionnaire sur la santé
du patient), a la suite des rencontres des patients autochtones avec des Ainés
autochtones. Parmi les paramétres secondaires, mentionnons les changements
dans le risque de suicide (mesurés a l'aide du SBQ-R (Suicidal Behaviors
Questionnaire-Revised)) et les visites a l'urgence.

Résultats Les caractéristiques des personnes ayant consenti a participer étaient

les suivantes:71% étaient de sexe féminin; 'dge moyen était de 49 ans; 31% avaient
fréquenté le pensionnat ou l'externat indien; et 64% avaient une exérience directe
du systeme de placement familial. Au départ, 28 participants avaient des symptomes
de dépression modérée ou sévére (score QSP de = 10). Il y a eu une diminution de

5 points, maintenue sur une période de 6 mois (p=,001). Parmi les participants, 14
avaient un risque de suicide au-dessus du score moyen au départ (score SBQ-R de
=7), etily a eu une diminution de 2 points du risque de suicide, maintenue sur une
période de 6 mois (p=,005). Chez tous les participants, il y a eu une réduction de 56 %
des visites a l'urgence liées a la santé mentale (80 c. 35) en comparaison avec les

12 mois précédant et suivant 'engagement a participer.

Conclusion Les rencontres avec des Ainés autochtones, en tant qu’éléments

des soins médicaux courants, ont été associées a une réduction cliniquement

et statistiquement significative des symptomes de dépression et du risque de
suicide chez les patients autochtones. Le recours a 'urgence a diminué, ce qui est
susceptible de réduire les colits des soins de santé mentale en situation de crise. Il
serait justifié d’élargir et d’évaluer davantage le role des Ainés autochtones dans le
cadre des soins de santé primaires courants.
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RECHERCHE

Points de repére
du rédacteur

» Il a été établi que la continuité
culturelle est un solide facteur de
protection contre le suicide chez
les Autochtones. Les programmes
de prévention du suicide chez les
Autochtones devraient promouvoir
la fierté et le controle dans la
communauté, améliorer l'estime
de soi et l'identité personnelle,
favoriser la transmission des
traditions autochtones et utiliser
des méthodes culturellement
appropriées. Ces objectifs
pourraient étre atteints par une
inclusion significative des Ainés
autochtones dans les programmes
de soins primaires.

» Ces constatations laissent
entendre que des rencontres avec
des Ainés peuvent représenter
un complément ou une solution
de remplacement intéressants
aux services habituels destinés
aux Autochtones qui présentent
des problémes de détresse
émotionnelle, y compris des
symptomes de dépression sévére
ou un risque élevé de suicide.

La diminution de l'utilisation de
'urgence pourrait aussi entrainer
une diminution des codits pour le
systéme de santé.

» La capacité des Ainés de
réduire les idées suicidaires
dépend probablement de leur
capacité de susciter les facteurs
connus de protection contre le
suicide, comme la promotion d'un
sentiment d’appartenance; les
liens avec la famille, les pairs et
la communauté; l'appui sur les
croyances spirituelles, religieuses
ou morales; et le développement
d’une identité positive.
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Nations, Inuit, and Métis people) possess a wealth of

diverse healing traditions that have endured despite
the cultural oppression of colonization.! However, the
current experience for many Indigenous people is one
of disconnection from these traditions and high levels of
mental and emotional distress that are reflected in per-
sistently elevated rates of depression, suicidal ideation,
and death by suicide.>® A wealth of Indigenous scholar-
ship has shown that these disparities relate to underly-
ing economic, social, and political inequities that are
legacies of colonization and the government’s attempt
at “cultural genocide,” as described by the Truth and
Reconciliation Commission (TRC) of Canada.”!® This is
particularly evident for Indigenous people living in inner
cities where the influences of poverty and racism on
mental illness are more overt.>81415

Primary and mental health services have gener-
ally not been adapted to serve the needs of Indigenous
patients, which is reflected in relatively low rates of utili-
zation.!'¢ Identified reasons for this reluctance to access
mainstream health care include racism, “being treated
as second class citizens,”!” and lack of Indigenous staff
and cultural practices.'”2° Many Indigenous people
have experienced distrust and dismissal when access-
ing health care, which is often compounded for peo-
ple living with serious mental health or substance use
issues.2!22 Studies suggest that Indigenous people liv-
ing in inner cities might turn to Indigenous Elders as
sources of care in lieu of mainstream services.'®

There is general agreement that Indigenous Elders can
play an important role in the mental health of Indigenous
people.'s!7 Elders are those identified by the community
as possessing qualities such as leadership, wisdom, com-
passion, community devotion, and dedication to personal
healing.”!7?*24 Experiencing a connection with Elders can
allow individuals to assert or reclaim cultural identity
and counter the marginalization experienced by many
Indigenous people in health care settings.!'® In contrast
with the biomedical model, Elders tend to view mental ill-
ness in spiritual and social terms, as rooted in disconnec-
tion from families, traditions, communities, the land, and
one’s self and spirit; and view healing as requiring the re-
establishment of these connections.'

Cultural continuity, which relies upon a community’s
effort to maintain its cultural institutions and practices,
has been identified as a strong community-level protec-
tive factor against suicide among Indigenous peoples.25-%
Accordingly, guidelines for Indigenous suicide preven-
tion call for programs that promote pride and control in
the community, improve self-esteem and identity, trans-
mit Indigenous knowledge, language and traditions, and
employ culturally appropriate methods.?® These ele-
ments could be achieved through the meaningful inclu-
sion of Elders in primary care programs. One of the
TRC's “calls to action” involves the inclusion of Elders in

I ndigenous people of Canada (inclusive of First

the treatment of Indigenous patients in Canadian health
care systems.?” However, Elders are not recognized as
legitimate care providers within Canada’s health care
system, and there are no prospective studies explor-
ing the implementation and effect of formally includ-
ing Elders in the provision of primary health care. This
study’s goal was to examine the effect of an Indigenous
Elders program on the mental health of Indigenous
patients in an inner-city primary care setting.

— Methods —

This study is part of a mixed-methods investigation that
followed patients prospectively. The study design was
developed in consultation with an Elders and Community
Advisory Committee. The study setting was an inner-city
primary care clinic that was founded in 1991 to provide
medical care to urban Indigenous and non-Indigenous
patients. This clinic, described elsewhere in more detail,'”
aims to provide interprofessional team-based care that
is culturally informed and adapted to the context of the
inner-city community. The primary care team is com-
posed of family physicians, nurses, mental health coun-
selors, a psychiatrist, and medical office support staff. The
clinic has a panel of more than 4000 active patients, 65%
of whom self-identify as Indigenous. Clinic patients are
from more than 200 Indigenous communities from across
North America. Many patients have serious mental illness,
substance use problems, chronic pain, and other stigma-
tizing health conditions, such as HIV. In 2013, the clinic
began a partnership program with a team of Indigenous
Elders to provide mentorship to clinical staff and trainees,
which expanded in 2014 to provide direct patient care
through one-on-one visits, group cultural teaching ses-
sions, and land-based ceremony. Five Elders worked col-
laboratively with the primary care team, attending shared
clinical rounds and using a shared electronic medical
record. Between 2014 and 2016, more than 300 clinic
patients connected with the Elders program.

The target population for this study was adult
Indigenous clinic patients who were interested in con-
necting with an Elder. Inclusion criteria included capac-
ity to provide informed written consent, and no previous
visits with the clinic-based Indigenous Elders program.
Study participants were recruited from the clinic sequen-
tially over a 12-month period. Demographic and social
history data were collected at baseline.

The study aim was to measure the mental health
effects of patients’ encounters with Indigenous Elders
as part of routine primary care. The Patient Health
Questionnaire (PHQ-9)* was used as the primary out-
come measure, and was completed by participants
at baseline and 1, 3, and 6 months postintervention.
Using an a error of .05, a p error of .2, and a loss to
follow-up rate of 10%, a sample size of 44 participants
was selected to detect a 5-point change on the PHQ-9.
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Patients with clinically significant depressive symptoms
(PHQ-9 score of 210) were included in the analysis. A
score of 10 or higher on the PHQ-9 has been shown
to have a sensitivity of 88% and a specificity of 88%
for major depressive disorder.*® A per-protocol analy-
sis approach was used—inclusive of all those who had
at least 1 visit with an Elder and completed at least the
1-month follow-up.

Secondary objectives included measuring changes in
suicidal ideation and emergency department (ED) use.
Suicide risk was measured using the Suicide Behaviors
Questionnaire-Revised (SBQ-R).3' Data on ED use were
extracted from patients’ primary care records with data link-
ages to the regional health authorities’ hospital utilization
database. Emergency department visits were categorized
into visits related to mental health and visits not related to
mental health, and were ranked using the Canadian Triage
and Acuity Scale.*> Emergency department utilization rates
were compared in the 12 months before and after enrol-
ment. Paired ¢ tests were used to compare means from all
outcome measures before and after intervention.

Participants who had met with an Elder at least twice
over their initial 3 months in the program were also invited
to participate in a semistructured interview exploring their
experiences with and perceptions of the Elders program.
Qualitative findings are reported separately.*

We followed the Canadian Tri-Council guidelines on
ethical research involving the First Nations, Inuit, and
Meétis people. The University of British Columbia and the
Vancouver Native Health Society granted ethics approval.

— Results —

Forty-five eligible patients with diverse Indigenous back-
grounds, representing 14 distinct nations, provided
written consent to participate in the study. Baseline
demographic characteristics and study measures are
described in Table 1. Thirteen percent were from the
urban centre where the study was conducted, 43% were
from other parts of the province, and 43% were from out
of province. Study retention was 91%, with 1 participant
dropping out preintervention, 2 moving away before the
first follow-up, and 1 death from a chronic illness dur-
ing the beginning of the study period. The remaining
41 patients were followed longitudinally over 6 months;
the mean number of Elder visits was 5 (range was 1 to
21 visits, median was 3 visits). There was no significant
association between the number of visits and study out-
comes. As shown in Table 2, 68% of participants had
moderate to severe depressive symptoms (PHQ-9 score
of >10) at baseline and 34% had elevated baseline risk
of suicide (SBQ-R score of >7). There was a statisti-
cally significant 5-point and 2-point decrease in PHQ-9
and SBQ-R scores, respectively, at 1 month. These sta-
tistically significant reductions in depressive symptoms
and suicide risk were sustained at the 3- and 6-month

follow-up. These changes and their 95% Cls are shown
graphically in Figures 1 and 2. Almost 40% (11 of 28) of
“depressed” patients (PHQ-9 score of >10) had a greater
than 50% reduction in symptoms.

Changes in ED use are shown in Figure 3; there was
a 46% reduction in total ED visits (150 vs 81) and a
56% reduction in mental health-related ED visits (80 vs
35). Of those visits related to mental health, 97% had
Canadian Triage and Acuity Scale scores of 4 (semi-
urgent) or 5 (nonurgent)—situations often viewed as
failures of primary care to prevent a crisis. The mean
number of ED visits related to mental health per par-
ticipant decreased from 1.9 to 0.8 visits per year (P=.11).

— Discussion —

To our knowledge, this is the first prospective study
of Indigenous Elders as part of routine primary care for
Indigenous patients. We found clinically and statistically
significant sustained reductions in depressive symptoms
and suicide risk. Although the study design constrains any
claims of causality, analysis of semistructured interviews
with 28 of the study participants strongly linked these men-
tal health improvements to their connecting with an Elder.*

Table 1. Baseline demographic characteristics and
study measures: N = 45.

VARIABLES VALUE
Demographic characteristics
+ Mean (range) age, y 49 (25-76)
- Female sex, n (%) 32 (71)
« Born in British Columbia, n (%)* 25 (57)
- Attended residential school, n (%) 14 (31)
« With >1 parents attending residential 27 (60)
school, n (%)
- Directly experiencing foster care, n (%) 29 (64)
« Completing high school or postsecondary 20 (44)
education, n (%)
- Married or with common-law partner, n (%) 13 (29)
« With stable housing (excluding SRO hotel 23 (51)
room), n (%)
Baseline study measures
+ Mean (range) PHQ-9 score (depression 12.4 (1-24)
severity score)"
+ Mean (range) SBQ-R score (suicide risk score)t 5.6 (3-12)

PHQ-9—Patient Health Questionnaire, SBQ-R—Suicidal Behaviors
Questionnaire-Revised, SRO—single-room occupancy.

*Data were available for only 44 patients.

"Nine items, each of which is scored 0 to 3, providing a severity score

between 0 and 27. Scores of 5, 10, 15, and 20 represent cut points for
mild, moderate, moderately severe, and severe depression, respectively.
*Four items, scored variously. Total scores range from 3 to 18. A score 27
represents increased risk.
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Table 2. Changes in PHQ-9 depression severity scores and SBQ-R suicide risk scores over time for those with severe
symptoms at baseline

MEAN SCORE

SEVERITY BASELINE 1MO0 3 MO

PHQ-9 score 210 28 10.8 9.6

SBQ-R score 27 14 4 7.4 6.6

10.8

MEAN CHANGES FROM BASELINE (P VALUE)

1MO0 3 MO 6 MO

-4.9 (P=.002) -6.2 (P<.001) -4.5 (P=.001)

7.1 -1.5 (P=.002) -2.3 (P<.001) -1.8 (P=.003)

PHQ-9—Patient Health Questionnaire, SBQ-R—Suicidal Behaviors Questionnaire-Revised.

Figure 1. Changes in depression severity score among those with moderate to severe depressive symptoms at baseline (PHQ-9 score > 10): n = 28.
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Participants described being able to establish trust and
openness with the Elders, which they contrasted with
their experiences with mainstream mental health pro-
viders, and this allowed them to address the negative
effects of colonial oppression on their mental health.
Encounters with Elders instilled hope as they provided
opportunities to strengthen cultural identity and belong-
ingness, and to address the spiritual dimensions that
are the underlying source of the depressive symptoms
through participation in ceremony. No harms were iden-
tified in the qualitative analysis.

The Elders’ effectiveness at reducing suicidal ideation
likely relates to their ability to mobilize known protec-
tive factors against suicide, such as providing social
supports; promoting a sense of belonging; connecting
with family, peers, and community; drawing on spiri-
tual, religious, or moral beliefs; and developing a posi-
tive self-appraisal and identity.3* These study results are
in line with a previous study that showed a decrease in

3mo 4 mo 5mo 6 mo

TIME

teen suicide rate with the inclusion of Elders in a mental
health promotion strategy.*®

Our findings suggest that encounters with Elders can
provide a meaningful adjunct or alternative to conven-
tional services for Indigenous peoples with emotional
distress, including symptoms of severe depression. The
observed decrease in ED use could also have consid-
erable cost-saving implications for the health system.
The study supports the proposition that Indigenous
Elders can play an important role in the mental health of
Indigenous people, especially as part of the key process
of regaining positive cultural identity and supporting cul-
tural continuity.! The Elders who provided the interven-
tion in this study chose to participate in order to address
the lack of support, respect, and funding for Indigenous
Elders in the mainstream health system. They also
voiced serious concerns about the cultural appropriate-
ness of having their practice evaluated “scientifically.”
The study was designed to evaluate the effect of this
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Figure 2. Changes in suicide risk among those with elevated risk at baseline (SBQ-R score 27): n = 14.
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SBQ-R—Suicidal Behaviors Questionnaire-Revised.

Figure 3. Emergency department visits before and after engaging with the Elders program
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cultural intervention on Indigenous patients who were
inclined to visit with an Indigenous Elder to address
some form of distress or discontent, which in many
cases included manifestations of depressive symptoms
and suicidal ideation, but it was not designed to spe-
cifically evaluate the efficacy of the Elders program for
treating depression.

Limitations

Although almost 40% of “depressed” patients had a greater
than 50% reduction in symptom severity, the study’s
design lacked a control comparator group, which limits
speculation on the magnitude of benefit of the interven-
tion. No study participants were excluded based on medi-
cal or psychiatric comorbidities, pharmacotherapies, or
concurrent substance use disorder, and these other con-
ditions could have influenced the outcomes of this study.
The study team accepted these limitations on the recom-
mendation of the study’s Elder and Community Advisory
Committee, which expressed that, from an Indigenous
perspective, it would be unethical to limit or randomly
deny access to patients who wanted to see an Elder.
However, the study’s setting within patients’ own primary
care clinic and lack of exclusion criteria increases the eco-
logical validity of the findings and their potential applica-
tion to the real world of inner-city primary care.

Similar to our sample of participants, Indigenous
people living in inner cities often have very diverse geo-
graphic and cultural backgrounds, and therefore only a
minority of participants had access to an Elder with the
same cultural background and traditions. Although this
limitation might have potentially reduced the effective-
ness of participants’ encounters with Elders—that is,
patients could have derived greater benefit from engag-
ing with an Elder from their communities of origin—
many participants welcomed the opportunity to learn
“new” traditions and practices, while others had no pre-
vious experience with cultural traditions or Elders from
their home territory.**

Further research should attempt to verify this study’s
signal of benefit through a randomized, multisite design
involving both urban and rural communities. Future
studies should also explore the importance of connect-
ing with an Elder from the same versus distinct cul-
tural traditions, and evaluate whether the inclusion of
Indigenous Elders in primary care might affect other
conditions such as substance use disorder, posttrau-
matic stress disorder, or chronic pain.

Conclusion

This study supports the proposition that the inclusion of
Indigenous Elders within mainstream primary health care
services can statistically significantly reduce depressive
symptoms and suicidality, and contribute to eliminating
mental health disparities for Indigenous people. Further,
such interventions can potentially lower health care costs

by increasing primary care effectiveness and reducing the
use of costly emergency and crisis-oriented services. This
study’s findings strongly support the TRC call to action to
include Indigenous Elders in the treatment of Indigenous
patients within the Canadian health care system. %
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