
28

Relational Work Is the Work: Virtual 
Healthcare Transformation for 

Rural, Remote and First Nations 
Communities in British Columbia

COMMENTARY

John Mah, BSc Pharm, MBA

Vice-President
First Nations Health Authority

Vancouver, BC

John Pawlovich, MD

UBC Chair in Rural Health
University of  British Columbia

Vancouver, BC

Terri Aldred, BSc, MD

Executive Medical Director
First Nations Health Authority

Family Physician
Carrier Sekani Family Services

Vancouver, BC

Scott Graham, BEd, MA

Director of  Operations and Planning
First Nations Health Authority

Vancouver, BC

Ray Markham, MB ChB

Executive Director
Rural Coordination Centre of  BC 

Vancouver, BC

Kim Williams, BScN, MScN

Networks Director
Rural Coordination Centre of  BC 

Vancouver, BC

Bob Woollard, MD

Professor
University of  British Columbia

Associate Director
Rural Coordination Centre of  BC 

Vancouver, BC

John Grogan
Patient Partner
Valemount, BC

Dee Taylor, PhD

Corporate Director, Research
Interior Health
Eagle Bay, BC

Scientific Director
Rural Coordination Centre of  BC

Vancouver, BC



29

Virtual Healthcare Transformation for Rural, Remote and First Nations Communities 

Nelly D. Oelke, BScN, MN, PhD

Associate Professor
School of  Nursing 
UBC Okanagan

Kelowna, BC
Scientific Director

Rural Coordination Centre of  BC 
Vancouver, BC

Alison James, BSsH, MSc

Project Coordinator
Rural Coordination Centre of  BC 

Vancouver, BC

Melissa Stewart, BScH, MA

Senior Planning Lead
First Nations Health Authority

Vancouver, BC

Sonya Cressman, BSc, PhD, MBA

Evaluation Lead
Department of  Emergency Medicine

University of  British Columbia
Vancouver, BC

Arianna Hogan, BA

Executive Assistant
Rural Coordination Centre of  BC 

Vancouver, BC

Daniel Harper, BA, MA

Strategic Initiatives Lead
Rural Coordination Centre of  BC 

Vancouver, BC

Contextualizing the Healthcare Crisis
Canada is in the midst of a healthcare crisis, 
which is exacerbated in populations living in 
rural, remote and First Nations communities 
(Greenwood et al. 2018; Sibley and Weiner 
2011; Wilkinson et al. 2015). There are well-
documented disparities between rural and 

urban populations when it comes to access to 
health services and overall health outcomes, 
which are influenced by the determinants  
of health and a number of other factors, 
including expansive geography, transportation, 
climate hazards and provider recruitment and 

ABSTRACT

The healthcare crisis across unceded First Nations’ territories in rural, remote and 
Indigenous communities in British Columbia (BC) is marked by persistent barriers 
to accessing care and support close to home. This commentary describes an exceptional 
story of how technology, trusted partnerships and relationships came together to create 
an innovative suite of virtual care programs called “Real-Time Virtual Support” 
(RTVS). We describe key approaches, learnings and future considerations to improve 
the equity of healthcare delivery for rural, remote and First Nations communities. 
The key lessons include the following: (1) moving beyond a biomedical model – the 
collaboration framework for health service design incorporated First Nations’ 
perspective on health and wellness; (2) relational work is the work – the RTVS 
collaboration was grounded in building connections and relationships to prioritize 
cultivating trust in the partnership over specific outputs; and (3) aligning to the 
core values of co-creation – working from a commitment to do things differently and 
applying an inclusive approach of engagement to integrate perspectives across different 
sectors and interest groups. 
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retention (Hanlon and Halseth 2005; Smith 
et al. 2019a, 2019b). These factors are often 
more prevalent in First Nations communities 
and combined with unique challenges with 
respect to the health system and accessing 
health services, including impacts of coloni-
alism (historical and current day), systemic 
racism, remoteness, jurisdictional gaps and 
a lack of cultural safety integration from 
providers and the broader health system. First 
Nations leaders have been calling for the 
delivery of culturally safe health services closer 
to home for years (FNHA n.d.c).

Virtual health provides an opportunity to 
improve access to healthcare across time and/
or distance. Several smaller-scale virtual 
health initiatives have been implemented in 
British Columbia over the past 10 years, such 
as the Carrier Sekani Family Services Primary 
Care model (Holyk et al. 2017), CODI (BC 
Rural Centre 2023), Robson Valley Virtual 
Care Pilot project (UBC Digital Emergency 
Medicine 2018) and telemedicine for thoracic 
oncology care (Humer and Campling 2017). 
Despite the growing evidence of their effec-
tiveness in improving access and reducing 
health disparities, wider-scale implementation 
and spread has been slow.

This commentary describes a remarkable 
story of how technology, trusted partnerships 
and relationships came together to create the 
fertile ground to operationalize an innovative 
suite of virtual care programs called 
“Real-Time Virtual Support” (RTVS). 
RTVS is a suite of patient-facing and peer- 
to-peer virtual physician services focused on 
addressing the health equity gaps in rural, 
remote and First Nations communities.  
We will discuss approaches, key learnings  
and future directions for translating similar 
work in other rural, remote and First Nations 
communities across Canada.

Defining “Edge” Communities
The healthcare crisis in rural, remote and  
First Nations communities in British 
Columbia (BC) is marked by a lack of doctors, 
culturally unsafe care for Indigenous Peoples 
and persistent barriers in accessing care and 
support close to home, especially for client-
patients and providers living and working 
on the edges of the healthcare system. The 
BC Ministry of  Health released the Rural, 
Remote, First Nations and Indigenous 
COVID-19 Response Framework that identi-
fied 147 high-priority communities charac-
terized by their geographic rurality, isolation 
from regular service centres, need for reliable 
access to physicians, cost of transportation 
and governance in health service deliv-
ery (BC Ministry of  Health 2020). In this 
paper, “edge” communities refer to communi-
ties that have systematically been pushed to 
the edges of healthcare through policies and 
decision making that do not adequately assess 
or support the needs of their populations, 
creating conditions that allow these commu-
nities to experience poor health outcomes. 
This paper focuses on those pushed to the 
edges of healthcare based on being a rural, 
remote or Indigenous community.

It is important to note that, in many cases, 
the edges of healthcare in Canada are a legacy 
of the larger colonial process that has created 
ongoing inequities in access to care and 
related health outcomes. While many First 
Nations communities are on the edges of 
healthcare, their people and territories have 
been, are and always will be the centres for 
their un-extinguishable rights and title, as well 
as their distinct Indigenous ancestry, language, 
culture and heritage. In our experience of 
developing a virtual health program, we 
challenge the notion that the edge is a place of 
marginalization and instead reposition the 
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edge as a place of creativity, vibrancy and 
innovation where strong, relational partner-
ships are fostered.

Access for First Nations People
As highlighted in the introduction, while 
rural, remote and First Nations communi-
ties experience many similar barriers to 
health equity, First Nations people experience 
additional and unique barriers to accessing 
healthcare. As expressed by the First Nations 
Health Council, “since time immemorial, the 
Indigenous Peoples of the territories currently 
known as British Columbia, knew how to 
live in healthy ways” (First Nations Health 
Council 2023: 15). Among the many atroci-
ties, settler colonialism separated people from 
the land, undermined the governance and self-
determination of  First Nations people and 
weaponized sites of learning and healthcare 
in the form of residential schools and Indian 
hospitals. While these schools and hospitals 
have closed, the legacies of systemic racism, 
inaccessible and unsafe care and the dismissal 
of cultural practices and holistic approaches to 
wellness are persistent and well documented 
throughout the healthcare system in BC 
(Turpel-Lafond 2020).

The Truth and Reconciliation Calls to 
Action (Truth and Reconciliation Commission  
of  Canada 2015), the United Nations 
Declaration on the Rights of Indigenous Peoples 
(United Nations 2007) and the In Plain Sight 
report (Turpel-Lafond 2020) – all outline in 
detail specific actions required to address the 
harms of systemic racism and colonialism. At 
the core of many of these calls to action is the 
need for First Nations to be supported in 
leading and determining their health needs, 
policies, service designs and service delivery. It 
is essential to ensure that care at all levels of 
acuity is rooted in traditional wellness, 
designed through the lenses of health equity 
and founded on systemic cross-cutting 

supports such as quality, cultural safety and 
trauma-informed care (First Nations Health 
Council 2023).

One way that First Nations people in BC 
have reclaimed governance over their health 
systems is through the establishment of the 
First Nations Health Authority (FNHA), 
which serves as the health and wellness 
partner to over 200 diverse First Nations 
communities and citizens across BC. It is 
important to note that the work of the 
FNHA does not replace the role or services of 
the Ministry of  Health and regional health 
authorities. The BC Ministry of  Health 
remains responsible for ensuring that appro-
priate, cost-effective, timely and high-quality 
health services are available for all British 
Columbians, including Indigenous Peoples. In 
2013, the FNHA took on the responsibility 
for the programs and services formerly deliv-
ered by Health Canada and has been working 
to address service gaps and enhance cultural 
safety through new partnerships, collabora-
tions, health systems innovation and the 
reform and redesign of health programs and 
services (FNHA n.d.a.).

Essential Partnerships
One of the FNHA’s key partners to help move 
this forward in the rural and remote context 
has been the Rural Coordination Centre 
of  BC (RCCbc). The RCCbc is a network 
organization of hundreds of people – rural 
physicians and other healthcare provid-
ers, healthcare administrators, community 
members, policy makers, educators, researchers 
and non-profit and business leaders – guided 
by the principles of cultural safety and humil-
ity that aim to improve healthcare outcomes 
in rural, remote and First Nations commu-
nities. The RCCbc and the FNHA have 
developed a strong, collaborative relation-
ship over time. In 2019, they co-coordinated 
and co-hosted the Provincial Health Care 

Virtual Healthcare Transformation for Rural, Remote and First Nations Communities 
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Partners Retreat, which focused on how all 
healthcare partners can enable system trans-
formation in a culturally safe and inclusive 
way (Markham et al. 2021). When partners 
identified rural patient transportation, virtual 
health and cultural safety as areas of interest 
for system transformation, the RCCbc and 
the FNHA worked in coordination to bring 
multiple stakeholders together to address 
these key issues. As the two organizations 
began to work more closely and align their 
work on numerous fronts, they formalized 
their partnership by signing a memorandum 
of understanding in 2019 that recognized the 
commonalities and distinctions in serving the 
healthcare needs of  First Nations and rural 
and remote communities (FNHA 2019).

RTVS: Implementation to Impact
The close relationship between the FHNA 
and the RCCbc worked to the advantage of all 
when the COVID-19 pandemic started. The 
trusted partnership allowed for the rapid coor-
dination, development and deployment of net-
new patient-facing and provider-facing virtual 
supports, collectively known as RTVS. Other 
founding RTVS collaborative organizations 
include the BC Ministry of  Health, Provincial 
Health Services Authority, Providence Health 
Care, BC Emergency Medicine Network and 
the UBC Department of  Emergency Services. 

RTVS has been described previously in 
published literature (Novak Lauscher et al. 
2023a; 2023b) and on the RCCbc’s (n.d.) 
website. In brief, RTVS has two main types of 
services: (1) peer-to-peer support for urgent 
and non-urgent situations, including case 
consultations, second opinions, ongoing 
patient management, transport coordination, 
point-of-care ultrasound and simulation-
based training; and (2) direct-to-patient care 
that offers BC citizens and First Nations 
community members direct virtual access to 
health professionals. RTVS utilizes simple 

and accessible technology – such as Zoom 
and phone – to connect patients and providers 
to virtual physicians. Figure 1 outlines the 
three patient-facing, four instant access and 
six quick-reply peer-to-peer pathways.

There are now over 250 healthcare 
providers within the RTVS network, with 
more than 15 medical disciplines. Providers 
within the network are supported and 
connected with their peers, receive cultural 
safety training and further contribute to 
accessible healthcare by ensuring that patients 
feel respected in their consultations and 
community environments. Collectively, the 
RTVS pathways have served over 50,000 
clients, expanding the reach of physician 
services across the province to serve 57% of 
the initially identified edge communities 
while addressing some of the most pressing 
needs in the BC health system, specifically  
the need for access to family physicians  
and substance use and psychiatry services  
(S. Cressman, personal communication, 
September 26, 2023). The First Nations 
Virtual Doctor of the Day and Substance Use 
and Psychiatry Service (https://www.fnha.ca/
what-we-do/ehealth/virtual-substance-use-
and-psychiatry-service) has had high usage 
with high rates of clients reporting that the 
services feel culturally safe. The peer-to-peer 
pathways show promise of reversing inequities 
in access to care by primarily serving patients 
in the lowest-income groupings. For more 
information on program impacts, The Edge  
of Care, a short film, tells the story of  
RTVS from the perspective of client-patients, 
rural providers and supporting physicians 
(Rothman 2023).

Through the dedication and innovative 
thinking of the group of partners, RTVS has 
become a beacon of hope in the landscape of 
healthcare transformation, presenting both 
the capacity to offer culturally safe care closer 
to home and in a way that is meaningful to 
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both patients and the healthcare system. 
However, virtual services on their own are not 
sufficient to adequately close equity gaps. 
While investments in virtual tools, technology 
and infrastructure are essential, true transfor-
mation requires a paradigm shift that commits 
to doing things differently to reposition edge 
communities as the centre from which our 
solutions flow. Included below are our reflec-
tions on what enabled this paradigm-shifting 
transformation for RTVS collaborative 
partners.

Lessons Learned and 
Recommendations
The three lessons learned reflect some of these 
core values and commitments and are what, 
we believe, were the foundational elements 
that enabled the successful leveraging of digi-
tal tools to close equity gaps at the edges of 
the healthcare system.

Moving beyond a biomedical model:  
First Nations’ perspective on health  
and wellness
Figure 2 represents the First Nations’  
perspective on health and wellness. The 
original image was created based on research, 
feedback and ideas gathered from BC First 
Nations over the past few years and from 
traditional teachings and approaches shared 
by BC First Nations healers and Elders at 
gatherings convened by the FNHA and its 
predecessor, the First Nations Health Society 
(FNHA n.d.b.). Cultural and traditional  
healing and wellness approaches are at the 
foundation of health transformation work 
with First Nations people.

One framework for facilitating this kind 
of thinking that has resonated with RTVS 
collaborators is that of “two-eyed seeing,” a 
theoretical framework first coined by 
Mi’kmaw Elder Albert Marshall (Bartlett 
et al. 2012). In the context of health systems, 

Figure 1. RTVS patient-facing and peer pathways 

Source: RCCbc 2023a.

Virtual Healthcare Transformation for Rural, Remote and First Nations Communities 
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this means shifting from a western, biomedi-
cal approach as the default to a “two-eyed 
seeing” approach that brings together the best 
of western and traditional perspectives and 
makes space for grounding the work within 
the specific context of the First Nations 
community that one is working with (Bartlett 
et al. 2012).

Relational work is the work 
RTVS collaborative relationships are guided 
by the value and importance of connection 
and relationship building to cultivate trust 
in the partnership, in alignment with First 
Nations’ perspective on health and well-
ness. While trust building takes time and 
commitment, when it is established and 
maintained it acts as an enabler for success-
ful long-term planning and rapid response in 
times of crisis. In the case of  RTVS collabo-
rators, the pre-existing relationships allowed 
for the rapid development and deploy-
ment of the RTVS pathways that addressed 
acute and long-standing healthcare gaps 
for rural, remote and First Nations people. 

Furthermore, maintaining strong relational 
partnerships creates conditions that allow 
for the sometimes-difficult conversations 
required to enable cultural safety within 
healthcare services. Some common practices 
in the RTVS collaborative at meetings and 
gatherings big and small is taking time to 
connect as human beings before entering our 
work as human doings (the roles and titles 
we take on in our work) and grounding in 
gratitude even as we continually assess what 
needs to be improved. Simple practices like 
these, when combined with strong commit-
ments to improve cultural safety and humility, 
foster trust so that when mistakes are made 
the group feels empowered and supported to 
name them and address them.

Aligning with the core values of 
co-creation
Working from a commitment to do things 
differently and a foundation of trust that 
acknowledged both the shared challenges 
of rural, remote and First Nations commu-
nities and the distinct challenges faced by 
First Nations people also created conditions 
that allowed for strong co-creation. Using 
the Partnership Pentagram Plus framework 
and inclusive facilitation approaches such as 
appreciative inquiry (Markham et al. 2021), 
the RTVS collaborative has been able to 
engage and integrate perspectives across 
sectors and interest groups (see Figure 3).  
One example of this in action was the provin-
cial gathering co-hosted by the FNHA 
and the RCCbc. As described by Markham 
et al. (2021, 2022), participants were asked 
to contribute from their perspective rather 
than being asked to be representative of any 
particular group. By deep listening and valu-
ing the person and perspective over posi-
tion and privilege, a positive and inspiring 
approach to change resulted. As a result, a 

Figure 2. First Nations’ perspective on health and 
wellness

Source: FNHA n.d.b.
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strong community voice was heard in dialogue 
with provincial healthcare leaders, resulting in 
co-created and practical solutions and  
next steps.

In the words of a patient partner, the 
meaning of “co-creation” is as follows:

Co-creation involves First Nations, rural 
and remote patients collaborating as equal 
partners with healthcare providers from 
the start, identifying challenges and jointly 
developing strategies for equitable and 
improved health outcomes. ( John Grogan) 

While there are many factors that led to 
the creation and success of  RTVS, we believe, 
the following three elements were the biggest 
facilitators of tangible change. We share these 
reflections in the hope of inspiring other 
healthcare professionals and policy makers to 

delve into the many possibilities of what it can 
look like to pursue transformative virtual 
healthcare. Given that the healthcare system 
has not served First Nations people and rural 
and remote communities adequately, there 
remains a need to do things differently to 
address the systemic barriers that created and 
maintain edge communities. To this end, we 
are guided by several strategic questions for 
ourselves and others to continue further 
efforts to address these equity gaps:

• Growth and governance: RTVS needs 
to be fused to the priorities of  First 
Nations communities, leadership and the 
FNHA partner teams moving forward. 
Simultaneously, rural non-Indigenous 
partners, such as the RCCbc, need to be 
strong co-designers/creators and manag-
ers moving into the future. How can the 

Virtual Healthcare Transformation for Rural, Remote and First Nations Communities 

Figure 3. Improving the health and wellness of rural people and communities 

Source: RCCbc 2023b.
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future governance and operational struc-
tures and functions of  RTVS be shaped to 
meet these needs in a sustainable way?

• Succession and continuity planning: RTVS 
is a strong living example of doing things 
differently to address equity, cultural 
safety and access issues in a substantive 
way. How can the next chapter of  RTVS 
ensure relational continuity and value 
alignment  
that will allow for the continued leverag-
ing of its historic successes while evolving 
to continue to address the remaining and 
long-standing inequities?

• Maintaining strong patient engagement: 
Client-patient involvement in health 
system transformation is critical to 
successful initiatives. We need to continue 
to embrace the paradigm of community 
members as co-creators/designers and 
leaders in the RTVS story. In what other 
ways can patients be involved in future 
RTVS developments to ensure that new 
innovative care provision is carried out 
alongside and with client-patients?

Conclusion
If the context in which new tools are being 
applied remains the same, those tools are 
likely to reproduce the same conditions that 
perpetuate inequity. The RTVS story is 
fundamentally about people and relation-
ships and not technology. It is a story about 
equity and the thoughtful and safe support 
of client-patients and providers, regardless 
of geographic location. Moving forward, 
our lessons learned indicate that this type of 
transformational work must remain focused 
and founded on authentic, trusting relation-
ships that prioritize equity and cultural safety 
to enhance access to high-quality care and 
professional support. For RTVS, this means 
the program must remain attentive and true 
to the core values that were the genesis of the 
program while strengthening existing support 
pathways that serve First Nations, rural and 
remote communities. This will take us closer 
to the paradigm of a virtual hospital, which 
could open up whole new innovations and 
possibilities that must take into consideration 
the context of  First Nations, rural and  
remote communities.
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