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Abstract
Background Discriminatory policies, attitudes, and practices have had deleterious impacts on the health of Black, Indigenous, 
and other racialized groups. The aim of this study was to investigate racism as barrier to access to medicines in Canada. The 
study investigated the characteristics of structural racism and implicit biases that affect medicines access.
Methods A scoping review using the STARLITE literature retrieval approach and analysis of census tract data in Toronto, 
Ontario, Canada, were undertaken. Government documents, peer-reviewed articles from public policy, health, pharmacy, 
social sciences, and gray literature were reviewed.
Results Structural racism that created barriers to access to medicines and vaccines was identified in policy, law, resource 
allocation, and jurisdictional governance. Institutional barriers included health care providers’ implicit biases about racialized 
groups, immigration status, and language. Pharmacy deserts in racialized communities represented a geographic barrier to 
access.
Conclusion Racism corrupts and impedes equitable allocation and access to medicine in Canada. Redefining racism as a 
form of corruption would obligate societal institutions to investigate and address racism within the context of the law as 
opposed to normative policy. Public health policy, health systems, and governance reform would remove identified barriers 
to medicines, vaccines, and pharmaceutical services by racialized groups.
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Background

“Racism is a public health issue,” headlined a report submitted 
to the chair and members of the Wellington-Dufferin-Guelph 
Board of Health [1]. Discriminatory policies, attitudes, and 
practices have negatively impacted the health of Black, 
Indigenous, and other racialized groups in Canada and 
globally [2, 3]. Racism is defined as “racist ideologies, 
prejudiced attitudes, discriminatory behavior, structural 
arrangements, and institutionalized practices resulting in racial 

inequality, as well as the fallacious notion that discriminatory 
relations between groups are morally and scientifically 
justifiable; it is reflected in discriminatory provisions in 
legislation or regulations and discriminatory practices, as 
well as in anti-social beliefs and acts” [The United Nations 
Declaration on Race and Racial Prejudice (1978)]. The aim 
of this scoping review was to investigate racism as a barrier 
to accessing medicines in the Canadian setting. The study 
investigated the manifestations of structural racism and impact 
of implicit bias on accessing medicines. “Structural racism is 
defined as the totality of ways in which societies foster racial 
discrimination through mutually reinforcing systems” [4]. 
Study findings reveal racism corrupts and impedes equitable 
access to medicines.

A scoping review of peer-reviewed and gray literature 
was undertaken in this study. Scoping reviews are conducted 
to map the literature to identify characteristics related to a 
key concept or to clarify a key concept [5]. In this scoping 
review, the concept of racism as corruption was explored. 
Corruption is defined as the unethical and/or illegal 
allocation of resources, opportunities, or the intentional 
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mis-performance or neglect of a recognized duty or 
entrusted power for private gain [6-8].

Key manifestations of the relationship between racism, 
corruption, and access to medicines, as described in the 
literature, were investigated. The primary focus of the 
scoping review was Ontario, Canada’s most populous 
province. The a priori assumption was that a greater 
volume of literature would be found written about Ontario 
than other provinces, which was borne out by the literature 
retrieved by the search of databases. No assumptions were 
made regarding the prevalence of racism in accessing 
medicines in Ontario as compared to other provinces. 
The scoping review also examined the extra-provincial 
Canada-Indigenous relationship with respect to access to 
medicines. Findings from this scoping review will inform 
future studies on racism and access to medicine across 
Canada.

Pharmacogovernance and Access 
to Medicines

Pharmacogovernance is defined as the manner in which 
governing structures, policy instruments, and institutional 
authority are managed to promote societal interests for 
access to medicines and safety due to medication use [9, 
10]. In 1978, the Alma-Ata Declaration stated that health 
was a fundamental human right, and although not explic-
itly stated at Alma-Ata, access to pharmaceuticals directly 
impacts health. Inequity in access to antivirals used to treat 
HIV/AIDS in low- and middle-income countries was raised 
in debates about the TRIPS agreement at the 2001 DOHA 
convention. The challenge to World Trade Organization 
intellectual property rights, led by Brazil, resulted in a 
recognition that patents should not impede public health. 
The TRIPS agreement enabled the production of lower-cost 
generic antivirals by pharmaceutical industries in Brazil 
and India. Yet, access to common therapies to treat asthma, 
infections, and more remains elusive for many. The 65th 
World Health Assembly called for the WHO to focus on 
increasing affordability of medicines and “strengthening 
health system that includes national medical policies” [11]. 
This scoping review reveals that access to medicines is not 
limited to low- and middle-income countries. Structural, 
institutional, and interpersonal aspects of racism are iden-
tified as barriers to access in high-income countries, such 
as Canada.

How national, state/provincial, and municipal 
governments establish priorities, make policy, and 
allocate resources is shaped by governance. The Canada 
Health Act states that the primary objective of Canadian 
health care policy is to protect, promote, and restore the 

physical and mental well-being of residents of Canada and 
to facilitate reasonable access to health services without 
financial or other barriers [12]. The performance of federal, 
provincial, and territorial governments and healthcare 
institutions in meeting their obligation to equitable access 
to pharmaceuticals has not been adequately measured 
in Canada. The Anti-Racism Act (2017) created a legal 
mechanism to assure collection of data to identify and 
monitor racial disparities. however, norms have discouraged 
the collection of demographic data about racial identity.

International Covenants and Access 
to Medicines

International covenants signed by Canada provide the 
groundwork for abolishing structural racism thereby assur-
ing the right to equitable access to medicines. The Interna-
tional Covenant on Economic, Social, and Cultural Rights 
(ICESCR) broadly addresses the Right to Health and the 
Right to Benefit from Scientific Progress. The covenant 
states that signatories have “a duty to the equitable distri-
bution of scientific advances, especially for vulnerable and 
marginalized populations,” thereby abiding by their duty to 
“ensure a nondiscriminatory approach to access.” Access to 
essential medicines is codified in the International Covenant 
on Civil and Political Rights (ICCPR, Article 6), Right to 
Life. United Nations declarations that are relevant to racism 
and access to medicines are the 2006 UN Declaration on 
the Rights of Indigenous Peoples, Article 24(2), that stated 
Indigenous individuals have an equal right to the enjoyment 
of the highest attainable standard of physical and mental 
health, and the UN Declaration for the International Decade 
for People of African Descent 2015–2024, which declared 
that nation-states should take measures to improve access 
to quality health services to people of African descent, and 
the collection of data should be undertaken as a measure of 
accountability.

Theoretical Framework

The theoretical framework underpinning this research is 
critical race theory (CRT). CRT explains that racism is 
structural. “Race” is a social construction rather than bio-
logical, and racial categories are social inventions [13]. 
Critical race scholars posit that settler-colonists “universally 
demonize their subjects to feel better about exploiting them” 
[13]. Systemic racism is a social determinant of health and 
a public health issue because it contributes to health inequi-
ties in Canada [1, 14]. The United Nations Declaration on 
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Race and Racial Prejudice (1978) defined racism as “rac-
ist ideologies, prejudiced attitudes, discriminatory behav-
ior, structural arrangements, and institutionalized practices 
resulting in racial inequality, as well as the fallacious notion 
that discriminatory relations between groups are morally 
and scientifically justifiable; it is reflected in discriminatory 
provisions in legislation or regulations and discriminatory 
practices, as well as in anti-social beliefs and acts.”

In this study, the a priori assumption is that racism is 
normative in Canada. Members of racialized groups may 
be further marginalized by additional self-identities such as 
women, immigrants, 2SLGBTQ + , or disabled. Healthcare 
providers’ implicit biases about racial and ethnic groups 
create barriers to treatment [15, 16] and affect assessment, 
diagnoses, treatment recommendations, and prescribing of 
medicines [3, 15, 17]. CRT has not previously been employed 
to explain inequities in medicines and pharmacy services.

Research Aims

The aim of this study was to investigate racism as barrier 
to access to medicines in Canada, including identifying (1) 
the manifestations of racism in accessing to medicines; (2) 

impacts of structural racism on access to medicines, includ-
ing resource allocation; (3) how institutional and provider 
bias is manifested and affects access to medicines.

Methods

The STARLITE approach was used in the literature 
retrieval process (Table 1). The sampling strategy included 
articles from public policy, health, pharmacy, social sci-
ences, government documents, and provincial formular-
ies. Peer-reviewed and non-peer-reviewed policy papers, 
dissertations, and qualitative studies were screened. Aca-
demic One File, Canadian Electronic Library, Canadian 
Periodicals Index Quarterly, Indigenous Studies Portal, 
Scholars Portal, Canadian Public Documents Collec-
tion, Directory of Open Access Journals, Google Scholar, 
JSTOR, Project MUSE, PubMed, Theses Canada, CBC 
Digital Archives, Cochrane Database of Systematic 
Reviews, Conference Board of Canada e-Library, Index 
to Canadian Legal Literature, LEGISinfo, Journals@
OVID, LabourSource, Omni, Ontario Government Docu-
ments Collection, Open Dissertations, PLOS, PAIS Index, 
Policy File Index, Politics Collection, Semantic Scholar, 

Table 1  Scoping review STARLITE principles

*Pharmacogovernance: accountability and transparency; participation and representation; inclusion and equity; ethics; communication; policy, 
regulation and law; resource allocation; stakeholder cooperation; responsiveness; effectiveness and efficiency. Additional search from the follow-
ing grey literature (newspaper, magazines, blogs, tweets, and Ontario budget) sources will be conducted

Sampling strategy Articles from public policy, health, pharmacy, social sciences, government documents, and provincial formularies
Types of studies Peer-reviewed and non-peer reviewed, policy papers, dissertations, and qualitative studies
Approaches to searching Subject, citation, and hand and internet searches
Range 2010–2021 (Earliest conversations about Pharmacare in Canada)
Limits English language only
Inclusion Inclusion (Ontario specific):

Regulatory governance (policy, law, and legislation) pertaining to access medicines or COVID-19 vaccines; pharma-
cogovernance and access to medicines or vaccines; racism and access to medicines or vaccines; equity and access 
to medicines or vaccines; GIS studies of COVID-19 vaccination sites or pharmacies in Ontario

Exclusion
Drug adverse event studies; COVID-19 vaccine adverse event studies; access to medicines policy outside Canada; 

theoretical papers on access to medicines or vaccines (not Ontario specific); access to medicines or vaccines in 
which racism or BIPOC is not referenced; equity and medicines or vaccines in which racism or BIPOC is not 
referenced

Terms [COVID-19 OR coronavirus OR “SARS-CoV-2” OR “2019-nCoV”] OR [pharmaceutical OR medicine OR medica-
tion OR vaccine] AND [“access to medicines” OR “allocation of vaccines” OR procurement OR distribution] AND 
[government OR governance OR pharmacogovernance OR ministry OR administration OR “federal government” 
OR “provincial government” OR state] AND [racism OR racist OR race OR marginalized OR racialized] AND 
[Black OR Indigenous OR Aboriginal OR First Nations OR Métis OR BIPOC OR “people of colour”] AND 
[Ontario OR Toronto]

Electronic sources Academic One File, Canadian Electronic Library, Canadian Periodicals Index Quarterly, Indigenous Studies Portal, 
Scholars Portal, Canadian Public Documents Collection, Directory of Open Access Journals, Google Scholar, 
JSTOR, Project MUSE, PubMed, Theses Canada, CBC Digital Archives, Cochrane Database of Systematic 
Reviews, Conference Board of Canada e-Library, Index to Canadian Legal Literature, LEGISinfo, Journals@OVID, 
LabourSource, Omni, Ontario Government Documents Collection, Open Dissertations, PLOS, PAIS Index, Policy 
File Index, Politics Collection, Semantic Scholar, SSRN
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and SSRN databases were screened. A date range between 
2010 and 2021 was selected to capture earliest discussions 
about Pharmacare in Canada and equitable access to medi-
cine. A total of 6237 articles were retrieved. Search terms 
were: [COVID-19 OR coronavirus OR “SARS-CoV-2” 
OR “2019-nCoV”] OR [pharmaceutical OR medicine OR 
medication OR vaccine] AND [“access to medicines” OR 
“allocation of vaccines” OR procurement OR distribution] 
AND [government OR governance OR pharmacogovern-
ance OR ministry OR administration OR “federal gov-
ernment” OR “provincial government” OR state] AND 
[racism OR racist OR race OR marginalized OR racial-
ized] AND [Black OR Indigenous OR Aboriginal OR First 
Nations OR Métis OR BIPOC OR “people of color”] AND 
[Ontario OR Toronto]. Articles were retrieved between 
July 12, 2021, and July 25, 2021. Of the 6237 articles 
retrieved, a total of 27 articles met the inclusion criteria 
for the scoping review. Ontario studies describing regula-
tory governance (policy, law, and legislation) and racism; 
pharmacogovernance and access to medicines or vaccines; 
racism and access to medicines or vaccines; equity and 
access to medicines or vaccines; or GIS studies of phar-
macies or COVID-19 vaccination sites and access were 
included. The Prisma flow chart (Fig. 1) details the num-
ber of articles screened, excluded, and included in this 
study. City of Toronto neighborhoods census tract maps 

showing population density of racialized communities and 
Google maps were analyzed to identify the location of 
City of Toronto neighborhood community pharmacies in 
relation to the neighborhood demographics.

Results

Study results revealed that racism is barrier to accessing health-
care and medicines. Our analysis showed barriers occurred at 
structural, organizational, and interpersonal levels (Fig. 2). Pri-
mary barriers directly impacted access to medicines whereas 
secondary barriers impeded access to healthcare services in 
general, affecting access to prescription medicines.

Structural Barriers

Pharmacogovernance and Access to Medicines

Access to medicines was influenced by governance with 
respect to policy, regulation, jurisdictional disputes, and 
resource allocation. The promise of reasonable access to 
health services, as stated in the Health Act, has been unful-
filled with respect to Black, Indigenous, and other racialized 
groups [3, 15, 18, 19].

Fig. 1  Racism: a barrier to 
access to medicines PRISMA 
flow chart
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The Indian Act

The Indian Act (c. 1876), a legacy of Canada’s settler colo-
nial history, governs healthcare for First Nations Peoples. In 
Canada, “the Governor in Council may make regulations to 
(h) provide medical treatment and health services to Indians” 
[20]. Indigenous health services, including medicines, are pro-
vided under the Non-Insured Health Benefits (NIHB) pro-
gram. Eligibility for NIHB medical and pharmaceutical cov-
erage is limited to status Indians registered under the Indian 
Act, Inuk recognized by an Inuit land claim organization, and 
child of an NIHB-eligible individual [21].

Racism is associated with power and privilege of the 
dominant group over others [13, 22]. Racial inequities are 
entrenched in the Indian Act. The Final Report to Parliament 
on the Review of Bill S-3 (December 2020) highlighted that 
up to 450,000 Indigenous people that had been denied sta-
tus by exclusionary policies would become eligible for sta-
tus with passage of the amendment to the Indian Act. Bill 
S-3 rescinded the policy that removed the Indian status of a 
woman and denied her children’s status upon marriage to a 
non-Indigenous person. Up to 57,000 individuals would be 
able to pass their entitlement onto their dependent children. 

In 2017, the Government of Canada signed an accord that for-
merly recognized the Métis Nation and established improve-
ment of health and wellness as a priority area. Whereas Bill 
S-3 increased access to NIHB coverage to previously ineligible 
First Nations individuals, NIHB eligibility was not expanded to 
include Métis people, thereby continuing to limit their access 
to medicines. Power and privilege imbued by Canada’s set-
tler, colonial history have also impeded access to Indigenous 
traditional medicines and healing practices. The Truth and 
Reconciliation Call to Action #22 calls upon those in power 
“to recognize the value of Aboriginal healing practices and 
use them in the treatment of Aboriginal patients” under the 
guidance of Indigenous Elders and healers [23].

Drug Policy

Little has been written about the intersection of anti-Black 
and anti-Indigenous structural racism, implicit bias, and 
drug policy (Table 2). Four studies described the dispro-
portionate effect of drug policy, criminalizing drug use, on 
racialized individuals [24]. Black and Indigenous individuals 
were more likely than their white counterparts to receive 
jail time for drug-related crimes [25, 26]. Access to opioid 

Fig. 2  Structural, institutional, ideological, and interpersonal levels barriers to access to medicines
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agonist therapy (OAT) and harm reduction services by incar-
cerated individuals was limited pursuant to many provin-
cial policies. Nova Scotia’s policy limited access to OAT 
to prisoners receiving therapy prior to incarceration. OAT 
has been denied to incarcerated individuals or inaccessible 
upon release [27].

Review of municipal policy in the Greater Toronto Area 
(GTA) showed that access to harm reduction services and 
pharmaceutical interventions was affected by bylaws and land 
use policies restricting the location of methadone clinics and 
safe drug use sites [2]. The City of Oshawa Zoning By-law 
60–94 D. 4.24.1 explicitly states that “Notwithstanding any 
provision of this By-law to the contrary, the use of land, 
buildings, or structures on all lands set out in Schedule “E,” 
save and except for 32 Simcoe Street South, for the purposes 
of a methadone clinic is prohibited” [28]. Municipal bylaws 
limit access to methadone maintenance therapy to a narrow 
corridor within Oshawa.

Resource Allocation

Structural racism coupled with provider bias contributed to 
disparate allocation of resources, health services, and access 
to medications for racialized individuals. In one study, GTA 
community health center leaders reported that disparities in 
the allocation of resources for COVID-19 vaccination and 
testing “points to systemic discrimination, neglect, and a 
lack of prioritization of racialized communities, which are in 
need the most” [17, 29]. Despite calls to consider racism as 
a criterion to achieve an equitable allocation of COVID-19 
vaccines [30], racialized communities have yet to be pri-
oritized [29]. Two studies showed that public expenditures 
for opioid addiction treatment were influenced by racialized 
framing of opioid users and criminalization of opioid pos-
session [25, 26].

Jurisdictional Issues

Decentralized governance has created provincial variation in 
medication access [3, 18]. Moreover, First Nations peoples 
have been caught in jurisdictional disputes between fed-
eral and provincial governments stemming from the Indian 
Act. One study reported that Federal Non-insured Health 
Benefits “repeatedly asserted their intention to assume the 
role of ‘payer of last resort” [3]. Jurisdictional barriers have 
impeded Indigenous access to provincial/territorial subsidies 
to cover the cost of medications that non-Indigenous indi-
viduals might be eligible for.

In response to findings by the Canadian Human Rights 
Tribunal (2016) that the Government of Canada’s approach 
to services for First Nations children was discriminatory, 
Jordan’s Principle was passed in 2020 and upheld in 2021. 
The passage of Jordan’s Principle aimed to end jurisdictional 

infighting over claims for reimbursement [18]. Jordan’s Prin-
ciple was named after a Cree child that had complex special 
needs and died in hospital while the federal government and 
Manitoba provincial government fought over who should 
be responsible for paying for in-home care. Jordan’s Princi-
ple mandates the Government of Canada “to provide First 
Nations children on-reserve or off-reserve, and Indigenous 
children ordinarily living on reserve with publicly funded 
benefits, supports, programs, goods, and services in a man-
ner and according to a standard that meets their particular 
needs… on a substantially equal basis with non-First Nations 
children.” Medical supplies not covered by NIHB or diffi-
cult to access, such as insulin pumps, may be considered for 
funding by Jordan’s Principle [14].

Geographic Dimensions of Access to Medicines and Racism

Access to prescription and non-prescription medicines 
is directly related to access to a pharmacy and pharmacy 
services such as COVID-19 vaccination and other 
immunizations. Medication monitoring services for chronic 
diseases such as diabetes and hypertension by pharmacists 
can affect access to medication refills or initiation of new 
therapies. Few studies in Canada have investigated the 
relationship between geographic access to pharmacies and 
access to medicines, despite pharmaceutical care being an 
essential health service that is principally accessed through 
community pharmacies [31–33].

Geographic accessibility is defined as the “relative ease 
with which individuals from one location can reach other 
specified zones or point locations, and can be measured by 
geographical models” [34]. Geographic models measure 
distance and time to reach a specified location or service 
in determining accessibility. Although one study of com-
munity pharmacy locations found that nearly three-quarters 
of urban residents (73.3%) live within 5 km of a pharmacy 
[31], the census data used in the study lacked demographic 
data (race, income, etc.), thus neighborhood characteristics 
as a determinant of pharmacy access in Ontario was not 
undertaken. In this study, the City of Toronto neighbor-
hoods census tract maps, showing the population density 
of racialized communities, were overlaid on Google Maps, 
identifying the location of City of Toronto neighborhood 
community pharmacies. Five Toronto neighborhoods with 
low-density visible minorities (16.8–22.9%) were com-
pared with five neighborhoods with high-density visible 
minorities (51.8–96.2%). Our analysis of the census tract 
maps and Google Maps pharmacies in the corresponding 
locations reveals that the number of pharmacies per popu-
lation in low-density visible minority neighborhoods was 
higher than in high-density visible minority areas (Table 3). 
The low-density visible minority neighborhoods studied 
were Mount Pleasant E, Forest Hills S, Lawrence Park S, 
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Rosedale-Moore Park, and Yonge-St. Clair. In the low-
density visible minority neighborhoods studied, the ratio 
of community pharmacies per population ranged between 
1:1783 and 1:2612. In the neighborhood of Forest Hills S, 
visible minorities accounted for 16.8% of the population, 
and the ratio of pharmacies per population was 1:1783. The 
Lawrence Park S neighborhood was an outlier with a ratio of 
1: 3040. The ratio of community pharmacies per population 
in the high-density visible minority neighborhoods studied 
ranged between 1:2355 and 0 per 25,700. The high-den-
sity visible minority neighborhoods studied were Malvern 
East, Malvern West, Mount Olive-Silverstone-Jamestown, 
Rexdale-Kipling, and Morningside Heights.

Racialized groups, low-income families with young chil-
dren, newcomers, and older immigrant women often live 
where housing is affordable, yet transportation is inadequate 
[32, 33]. Although driving time has been studied as a meas-
ure of geospatial access, a more realistic measure for individ-
uals reliant on public transportation is the number of subway/
bus stops, number of fare zones, and distance to walk from 
home or to the pharmacy from the bus/subway stop. Inade-
quate transportation to get to the clinic or healthcare provider 
was cited as a barrier to accessing childhood vaccinations 
in surveys conducted by an Ontario Health unit and Simcoe 
Muskoka District Health [35]. British Columbia provincial 
health officer Dr. Bonnie Henry cautioned against conflating 

low levels of vaccination with anti-vaccination beliefs; rec-
ognizing that “issues were often around access” [35]. Policies 
requiring prescriptions for OAT or methadone to be filled at 
a specific pharmacy also pose geospatial barriers if access to 
transportation is inadequate.

Financial Barriers

Out-of-pocket expenditures for medicines, vaccines, 
and health services were cited as a barrier to access by 
low-income [15, 36], unemployed, underemployed, or 
precariously employed [15], immigrants [37], or Indigenous 
people [3] in several studies. The Parliamentary Budget 
Office reported that in 2016, 21% of prescriptions were paid 
for out of pocket [38]. Nearly 8% of Canadians failed to fill 
prescriptions because they could not afford the cost, they 
did not have insurance coverage, or had inadequate coverage 
[38]. Racialized workers in Ontario were found to have lower 
prescription drug coverage in a study of racism in Toronto’s 
healthcare system [15]. They were also more likely to be 
precariously employed or underemployed [1]. Uninsured 
and undocumented residents faced greater financial barriers 
accessing prescription drugs than other Canadians [15, 39]. 
A 2013 report of the medically uninsured in Toronto found 
that lack of health insurance was a factor in children not 
receiving vaccinations [39]. One study found a positive 

Table 3  Number of pharmacies per population in high-density and low-density visible minority neighborhoods

Population % immigrants % visible minor-
ity

Median income % indig-
enous

# pharma-
cies

Pharmacies per 
population

High density non-visible minority area (NVMA)
NVMA#1
Mt. Pleasant E

16,800 26.9% 22.9% $152,000 0.1% 7 1 per 2400

NVMA #2
Rosedale-Moore Park

20,900 26.7% 18.1% $179,000 0.1% 8 1 per 2612

NVMA #3
Yonge-St Clair

12,500 29.1% 20.8% $131,000 0.2% 7 1 per 1786

NVMA #4
Lawrence Park S

15,200 21% 16.9% $213,000 0% 5 1 per 3040

NVMA #5
Forest Hills S

10,700 26% 16.8% $183,000 0% 6 1 per 1783

High density visible minority area (VMA)
VMA #1
Malvern East

25,900 60.4% 87.3% $70,000 0.1% 11 1 per 2355

VMA #2
Mt. Olive-Silverstone-James-

town

33,000 65.5% 86.7% $60,000 0.2% 8 1 per 4125

VMA #3
Rexdale-Kipling

10,500 48% 51.8% $79,000 0.1% 4 1 per 2625

VMA #4
Morningside Heights

25,700 62.1% 96.2% $92,000 0% 0 0 per 25,700

VMA #5
Malvern W

17,900 63% 92.8% $70,000 0% 0 0 per 17,900
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correlation between employment status, income, and HIV 
vaccine acceptability, important given the lifetime cost 
of HIV therapy can exceed $400,000 [36]. Out-of-pocket 
costs, stigma, and discrimination were concerns reported 
by Black Canadian and African American women in the 
same study. Ontario First Nations adults faced barriers to 
accessing medications that were not covered by NIHB and 
Métis people are ineligible for non-insured health benefits 
[3, 40].

Institutional Barriers

An institutional barrier is defined as an impediment to 
accessing medicines resulting from institutional policy, 
practices, or healthcare provider biases. Institutional 
barriers identified in this scoping review included: racism 
[3, 14, 17], language [41], immigration status [37, 42], and 
care without consideration for cultural practices [17, 19] 
(Fig. 3).

Four studies described examples of Black and Indige-
nous patients that reported racism in healthcare settings as 
a deterrent to accessing medicines and needed care because 
the healthcare settings were alienating and unwelcoming [3, 
14, 17, 19]. Monchalin (2020) quoted a nurse and a midwife 
who reported their healthcare environment was not accept-
ing of Indigenous people after overhearing racist comments 
from healthcare workers. In a 2013 study of racialization 

and health inequities in Toronto, Black, South/West Asian, 
Arab, and East/Southeast Asian women reported difficulty 
scheduling routine healthcare appointments. South/West 
Asian, Arab men and women, and east/southeast Asian 
women reported barriers to accessing their doctors for 
emergent health problems [17]. Delays in accessing care 
delayed access to medication.

Immigration Status

A literature review of immigrant patients’ experiences in 
accessing primary healthcare in Canada identified two 
studies highlighting racism as a barrier [37, 42]. Immigrant 
clients reported that they encountered racism in accessing 
healthcare services, and African immigrants reported more 
negative experiences than other immigrants [37].

Linguistic Barriers

A study of the Malton neighborhood of Mississauga found 
that French and English primary language speakers had 
higher access to primary care than individuals whose 
primary language was Arabic or Urdu [41]. Linguistic 
barriers to primary care can affect access to prescribed 
medicines. Addressing barriers to entry of foreign-trained 
pharmacists and doctors in Canada would mitigate linguistic 
barriers.

Fig. 3  Structural barriers: 
racism and the healthcare 
experience
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Interpersonal Barriers: Provider Bias

“Othering” is based on a belief that the dominant culture is 
superior and all others should be excluded from the circle of 
belonging. This study found that “othered” groups included 
Black, Indigenous, racialized peoples, racialized newcomers, 
and the incarcerated. Implicit bias was central to othering. 
Implicit bias is defined as “a system of beliefs or stereotypes 
that influence our attitudes, behaviors, and decisions uncon-
sciously” [3]. Provider bias, whether conscious or unconscious, 
can result in misinterpretation of symptoms, inappropriate pre-
scribing, and denial of medication [3]. In one study a health-
care worker reported that they had to advocate on behalf of 
Indigenous patients to receive pain medications because “phy-
sicians or the medical staff seem reluctant to give it to them” 
[16]. Stereotypes that Indigenous people have an alcohol or 
substance use problem persist despite statistics to the contrary 
[2, 3, 16]. One study cited a case in which a patient was sent 
away in tears because doctors were reluctant to prescribe pain 
medication stronger than Advil because she was Métis [19].

Implicit bias is rooted in racism and encoded in theories 
of biological essentialism, upon which pharmacogenetic 
research, drug development, and marketing of “race”-based 
medications are grounded [43]. Biogenetic fallacies, such 
as Black people have less sensitive nerve endings and thus 
greater pain tolerance than White people, have thicker skin 
(25%), denser bones (29%), and are less likely to contract 
spinal cord disease (57%), were found to be prevalent amongst 
medical residents surveyed in 2021 [15, 44] deleteriously 
impacting patient health [19, 43].

Navigating Racism in the Healthcare System

Trust is essential to the doctor-patient relationship. Patients 
are more willing to talk about health problems, leading to 
better diagnoses, more appropriate prescribing, and access 
to more effective medical treatments and pharmaceuticals. 
Lived experience of racism and discrimination has created 
mistrust, whereby some Black, Indigenous, and other racial-
ized individuals avoid seeking care [3, 14, 16]. Three studies 
reported that mistrust was the reason for reduced utilization 
of health services, including screening for infectious diseases 
and managing chronic disease [3, 14, 36]. Two studies found 
that Regional Health Authority services were underutilized 
by Indigenous patients that reported interactions with health-
care providers triggered trauma of their residential school 
experience [3, 14]. The Inner-City Health Strategy Working 
Group study of racialization and health inequity found that 
patients who reported feeling anxiety and stress prior to doc-
tor visits delayed seeking care [22]. One study cited examples 
of Métis women who chose to not self-disclose their Métis 

identity to avoid stigmatization and provider bias [19]. This 
practice was described by study participants as a mechanism 
to navigate mainstream health and social services without 
a fear that they may be treated in a racist manner or receive 
a lower standard of care [19]. More research is needed to 
understand this response to racism and its potential effects 
on mental and emotional health.

Discussion

This paper establishes that “promises” were made to 
achieve the right to quality health care and wellbeing for 
all, as affirmed in the Alma Ata Declaration. Healthcare 
policy and legislation, including the Canada Health 
Act, the Anti-Racism Act, the International Covenant 
on Economic, Social and Cultural Rights (ICESCR), 
the International Covenant on Economic, Social, and 
Cultural Rights (ICCPR), the UN Declaration on the 
Rights of Indigenous Peoples, and the UN Declaration for 
the International Decade for People of African Descent, 
establish a framework by which the promise and right to 
quality healthcare and wellbeing might be achieved. The 
study also shows that racism corrupts and has broken 
promises of equitable access to medicines. The concept of 
racism as corruption was clarified in this scoping review 
and revealed to act as an impediment to the right to health 
when medicines are needed.

Racism as Corruption

One of the earliest definitions of corruption comes from 
Samuel Johnson’s Dictionary of the English Language, 
Vol. 1 Johnson (1756), in which corruption is defined as: 
“Wickedness; a perversion of principles; loss of integrity” 
[8]. Corruption was later defined as “the intentional 
mis-performance or neglect of a recognized duty, or the 
unwarranted excise of power, with the motive of gaining some 
advantage” [8]. Transparency International (2020) defines 
corruption as “the abuse of entrusted power for private gain.” 
Corruption is defined in the urban dictionary as “the unethical 
and/or illegal allocation of resources and/or opportunities” [6].

Based on the above definitions of corruption, this paper 
uniquely proposes racism as a form of corruption. Racism 
is the abusive exercise of power privilege of a dominant 
racial group over other racial groups [13, 22]. Critical Race 
Theory asserts that “racism is a means by which society 
allocates privilege and status” [13]. In Canada, the state 
is entrusted with the power to deliver on healthcare for 
all, yet structural racism in the public and private health 
sectors has led to inequitable access to medicines for many 
racialized individuals [3, 15, 19]. The literature revealed 
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structural racism was codified in pharmaceutical policies 
and regulations that determined eligibility for and funding of 
pharmaceuticals [15]. Provincial and federal governments use 
their “entrusted power for private gain” by shifting financial 
responsibility for payment of pharmacy and medical services 
rendered to Indigenous peoples. In doing so, governments 
achieve economic gain. As such, structural racism is a 
form of corruption. The study reveals structural racism as 
also impacting access to community pharmacies. The data 
showed an inverse relationship between population density 
in racialized communities (high-density visible minorities) 
and the number of pharmacies. More research is needed 
to investigate the rationale for the dearth of community 
pharmacies in neighborhoods with a high density of racialized 
groups. Possible reasons range from implicit biases of 
pharmacy owners to structural racism of lending institutions 
that refuse to finance businesses in racialized neighborhoods.

The primary institutional barrier to access described in the 
literature was implicit bias. Implicit biases are situated within 
a system of ideas that interprets and defines the underpinnings 
of racial differences, real or imagined, within the context of 
cultural values. Critical Race Theory asserts that societal allo-
cation of privilege is linked to ideology that ranks racialized 
differences as “better or worse, superior or inferior, desirable 
or undesirable” [45]. Ideological, relational, and structural 
aspects of racism describe this abuse of power privilege that 
collectively contributes to the loss of integrity in the public and 
private health sectors and lead racialized individuals to adopt 
strategies for navigating racism in the healthcare system that 
exacerbate inequitable access to medicines for many.

Provider bias influenced prescribing decisions. Failure to 
prescribe specific medications such as opioids was found to 
relate to false stereotypes and biogenetic fallacies. The ascribing 
of cultural characteristics to health outcomes is rooted in racism 
[43]. Yet race, ethnicity, and culture have been intertwined in 
health lexicon as codes for biologic characteristics. Pathologizing 
racialized individuals is reinforced in health professional program 
curricula, thereby reinforcing implicit biases rather that shifting 
the narrative to focus on health inequities resulting from structural 
racism. The scoping review identified studies describing the 
effects of implicit biases on eroding trust in the healthcare system 
by racialized individuals that was manifested in their choices to 
not seek healthcare or not to disclose their racialized identity. 
Findings from this scoping review will inform further studies on 
racism and access to medicines.

Policy Recommendations

The Canadian healthcare system is touted as a model of pub-
lic, universal, and comprehensive care in international com-
parisons however, this study found that the ideal deviates 

materially from the actual lived experience of racialized 
individuals. The policy recommendations emerging from 
this research will benefit Canadians and may have transfer-
ability to other countries where racism is prevalent. Policy 
recommendations are:

• Address diversity in pharmaceutical care provision planning. 
National and provincial investments should be made to 
reduce pharmacy deserts in racialized communities.

• Collect data to measure and monitor improvements 
in access to medicines by racialized and marginalized 
individuals and help promote evidence-based solutions, 
actions, and policies.

• Update policy and law to remove jurisdictional barriers 
to access to medicines by First Nations, Métis, and Inuit 
peoples.

• Implement Universal Pharmacare to mitigate the impact 
of racism in employment practices that effect medicines 
coverage.

• Include cultural competency training emphasizing 
decolonial perspectives to reduce implicit bias in health 
care provider education.

• Design policies to foster access to medicines, vaccines, 
and pharmaceutical services.

Conclusions

This study contributes to the literature on racism and 
access to medicines. The study informs healthcare policy 
debates in Canada and internationally regarding how 
to assure equitable access to affordable, quality, safe, 
and efficacious medicines. Understanding how racism 
is manifested in pharmaceutical and health systems can 
contribute to system redesign to increase access for 
Black, Indigenous, and other racialized communities. 
World Health Assembly Declaration (2012) calls for 
“strengthening national regulatory authorities and health 
systems that include national medicine policies” to achieve 
universal access to essential medicines. International 
covenants provide the groundwork for abolishing structural 
racism to assure the right to equitable access to medicines. 
Racism corrupts and impedes the equitable allocation of 
and access to medicines in Canada. Redefining racism as a 
form of corruption would obligate societal institutions to 
investigate and address racism within the context of the law 
as opposed to normative policy.
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