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Abstract

World cultures are comprised of two forms - individualist and collectivist. The dominant
form of culture in Western Europe and North America is the individualist form. However,
most of the world's cultures, including Indigenous cultures, are collectivist, where loyalty to
community and relationality outweighs individualism. In a shared world, we need dialogue
between and among cultures if we are to achieve harmony and understanding. The health
state of Canada's Indigenous people is considerably lower than that of non-Indigenous
Canadians. Health inequities are associated with low income and a lack of accessible and
culturally safe health care. A complex web of socioeconomic, cultural, historical, and
political factors affects health. Partnerships grounded in respect in working with Indigenous
communities can begin to address health inequities. A Two-Eyed Seeing approach serves as a
guide to respectful partnerships by bringing people with different ways of knowing together.
Using illustrative stories and findings from our respective practice and research in Mi'kmaw
and Inuit communities, and informed by the Truth and Reconciliation Committee of Canada
report, this paper is a philosophical discussion of the importance of respectful and
trustworthy relationships between Indigenous and non-Indigenous people.

Keywords: Indigenous, Mi’kmaq women, Two-eyed seeing, nurses, Partnerships, Research,
Practice

1. Introduction

“Reconciliation must support Aboriginal people as they heal from the destructive legacies
of colonialization that have wreaked such havoc in their lives. But it must do even more.
Reconciliation must inspire Aboriginal and non-Aboriginal peoples to transform Canadian
society so that our children and grandchildren can live together in dignity, peace, and
prosperity on these lands we now share”. It’s from the Truth and Reconciliation Commission
of Canada [1].

Population health inequities exist between Indigenous and non-Indigenous Canadians;
epidemiological statistics demonstrate major discrepancies among Aboriginal Canadians
compared to the general Canadian population and these are not showing significant signs of
improvement. Life expectancy is shorter; infant mortality is higher; suicide, addictions, and
injuries are more prevalent; and incidences of chronic illnesses such as diabetes and
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respiratory illnesses are higher [1]. Heart disease is 1.5 times higher in First Nations
communities than in the general population. Type Il diabetes is 3 to 5 times higher in First
Nations versus non-Indigenous Communities [2]. Moreover, the incidence of diabetes was
“more than 4 times higher among First Nations women than among non-First Nations women
and more than 2.5 times higher among First Nations men than among non-First Nations men.
According to the Health Inequities and Social Determinants of Aboriginal Peoples Health
[3][4][5] poor health status is often associated with the Social Determinants of Health
(SDOH) including low income, less education, lack of accessible health services and lack of
culturally competent/sensitive health care, all of which contribute to health inequities. Non-
Indigenous people must reconsider our relationships with what Indigenous peoples have
considered the sacred space between humans and the land [6] the air, soil, water, animals, and
plants upon which we all depend for health [7]. Raising awareness and implementing
effective policies to address maternal/newborn and reproductive health care, diabetes, and
other chronic health conditions - not to mention policies to protect the land's shared air, soil,
and water can improve health outcomes. Therefore, we believe that there is an urgency for
non-Indigenous health professionals to work alongside Indigenous people in conducting
respectful research and providing competent health care that helps Indigenous people develop
interventions to address their health problems using a partnership approach.

Aboriginal is an inclusive term that refers to First Nations, Inuit, and Métis people
according to the Canadian Constitution (Government of Canada, 2019). Indigenous peoples
“is a collective name for the original peoples of North America and their descendants. Often,
‘Aboriginal peoples’ is also used”. The terms Aboriginal and Indigenous will be used
interchangeably according to how they are used by the authors that are being referenced in
this paper[8].

In this descriptive paper, the authors will focus on Indigenous women’s health as it relates
to clinical practice and research concerning the TRC recommendations. This paper will
include clinical practice and research examples that demonstrate the value of partnerships
among non-Indigenous nurses and Indigenous women. We discuss briefly historical accounts
of contributing factors, including trust and distrust, sharing world views using the ‘Two-Eyed
Seeing’ approach and the 4 R's using respect, relevance, reciprocity, and responsibility in
conducting research partnerships [9]. This paper is also informed by the articulation of the
concept of accompaniment as a new model for 'aid work' that is grounded in authentic
partnerships between Western health professionals and marginalized people [10]. The concept
of accompaniment has resulted in significant and positive developments linking health and
human rights in some of the poorest regions of the world [10]. In addition, examples from our
clinical and research endeavors convey the spirit of partnership and readiness to move
forward in working together.

Indigenous women who give birth within the medical model of maternity care, which is so
prevalent throughout the Western world, world face profound philosophical and practical
challenges that affect maternal/child/family health. The World Health Organization (WHO)
recently highlighted the prevalence of mistreatment of pregnant and birthing women in
general by healthcare providers and/or systems worldwide has been highlighted recently [11].
Specifically, Indigenous people experience higher rates of racism and discrimination than the
general population [12]. A typology of such mistreatment within seven themes: physical
abuse, sexual abuse, stigma and discrimination, failure to meet professional standards of care,
the poor rapport between women and providers, and healthcare conditions and restraints were
presented [13]. Sometimes termed ‘obstetrical violence’ [14][15], parallels can be drawn
between the mistreatment of women in pregnancy and childbirth and violence against women
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in general [16]. Gender-based violence in all its forms has disturbing health effects. Violence
or disrespect shown to pregnant and birthing Indigenous women occurs during a most
spiritually and corporeally vulnerable time of their lives.

In Canada, significant concerns related to disrespectful maternity care are expressed by
Aboriginal women [17][18][19]. In the Canadian Arctic, Inuit women are coerced to give
birth alone in faraway hospitals, traveling in winter's harsh storms and 24/7 darkness, because
Western medicine and politics deem that to be 'safer' than birthing in their home community.
Conceptualizations of 'risk' can be western-medical or Indigenous, however, they are not
necessarily the same thing. Women from racially and culturally marginalized groups
commonly report cultural insensitivity to them in childbirth, both within policy and within
individual patient-provider interactions [20][21].

In a participatory action qualitative study, the authors reported that mainstream healthcare
systems are poorly aligned to address the healthcare needs of Aboriginal people because
mainstream systems tend to conceptualize health and illness as stemming from ‘lifestyle’ or
cultural differences; often overlooking the contextual factors that shape health and illness
[22]. Aboriginal women are resilient, and many are addressing their health “by taking action
to address some of the determinants of health, even though they were confronted with
considerable disadvantages and adversity” [22]. Some women communicated that they were
“taking care of their health by becoming educated, being employed, and instituting early
childhood learning”. Aboriginal women demonstrate resilience and strength despite serious
health disparities.

Aboriginal women often describe clinical and research encounters that are associated with
discrimination and disrespectful discourses and actions by non-Aboriginal providers, leaving
the women feeling dehumanized and their health concerns downplayed or
dismissed[23][24][25][26]. It is within this context that the abuses of power must be
acknowledged. It is respectfully and ethically appropriate to ask what works for Aboriginal
people, what their priorities are, what their past was like, and what they hope for now in the
present and future from the perspective of their life context. The Canadian Nurses Association
Code of Ethics guides ethical relationships and making decisions in conjunction with the
nurses' professional standards of care, best practices, research, and other regulations that
guide nursing practice, and calls for nurses to provide culturally safe care [27]. The National
Aboriginal Council of Midwives recognizes the importance of traditional healing practices
and increases the number of Indigenous professionals working in health care [28].

While much remains unclear, the everyday health realities of Aboriginal women and
families in relationships with Western health, education, and social welfare systems are
profoundly complex and call for evidence-informed research. The TRC calls “upon those who
can effect change within the Canadian health care system to recognize the value of Aboriginal
healing practices and use them in the treatment of Aboriginal patients in collaboration with
Aboriginal healers and Elders”. Doing so calls for better understanding and stronger authentic
non-hierarchical partnerships among non-Aboriginal health researchers and health care
providers with Aboriginal communities. The authors hear the frustrations of well-intentioned
nurses, doctors, teachers, social workers, and others who see their efforts of trying to remedy
the problems encountered by Aboriginal people as often being unsuccessful and lamentable
given the volume of aid and ‘welfare’ extended. How do we shift such hierarchical thinking
from knowing what is best for Aboriginal women and families to working in authentic
partnerships? To provide culturally safe and appropriate health care, non-Aboriginal health
care providers need to learn more about what Aboriginal people consider to be relevant,
appropriate, and healing.
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Despite extensive research in health care and the relative availability of educated
healthcare providers, Aboriginal people continue to experience discrimination, disrespect, and
marginalization in healthcare settings across Canada [29][30][31][32]. Victim blaming is
highly prevalent. Sensitivity to the reality of discrimination, the disempowerment inherent in
pity or victim-blaming, and other injustices embedded in life experiences can provide a
beginning point for a healthcare system that is culturally safe and humane. Aboriginal people
and non-Aboriginal health care providers must work together towards the repair and
restoration of relationships and partnerships. The TRC calls upon medical and nursing
schools in Canada to require all students to take a course dealing with Aboriginal health
issues, including the history and legacy of residential schools, the United Nations Declaration
on the Rights of Indigenous peoples, treaties and rights, and Indigenous teachings and
practices. This will require skill-based training in intercultural competency, conflict
resolution, human rights, and anti-racism

As non-Aboriginal health professionals do not have answers and perhaps do not even know
what the questions are; the call for partnerships in research and practice is imperative.
“Research conducted from the vantage point of patients is critical to improving the provision
of services” in health care [30]. Committing to fostering health equity in the form of
partnerships with Indigenous peoples is also critical. Sometimes it is Aboriginal people
themselves who identify their issues and want to engage in research with non-Aboriginal
people [32]. In the spirit of TRC, this is a time for reclaiming culture, languages, and world
views. The authors remind us that "Relationships with the land - and thus with each other
have been severed"[33]. It is time that Aboriginal people are re-presented to healthcare
professionals, as strong independent people with strengths and self-determination. Research
that pays attention to relational care and the well-being of people can serve as a vehicle for
change.

2. Aboriginal people in Canada: historical accounts

Colonialism changed the landscape and culture of the Americas in many ways, as settlers
integrated, rapidly outnumbering the Indigenous populations. Encounters between European
settlers and Aboriginal people were marked by the exploitation of the Aboriginal population
[34]. Racial discrimination resulted in entire nations, such as the Beothuks of Newfoundland,
being eliminated [35]. “Historical trauma” that Aboriginal people have experienced is like
post-traumatic stress disorder (PTSD), if not more complex because factors such as language,
culture, and land rights need to be considered [36]. An “extremely toxic and deadly past has
served to insidiously dislocate and disconnect individuals, families, and communities”. The
trauma of Residential Schools and the injustice of relocating people to leftover plots of land
called reserves has "relegated generations of Indigenous people to the margins of
maldevelopment". "The residential school system was based on the assumption that European
civilization and Christian religions were superior to Aboriginal culture, which was seen as
being savage and brutal”. There was also a loss of language and cultural traditions during this
time.

Similar histories resonate through the Americas and Oceania. Aboriginal people were
forbidden to speak their language and practice cultural traditions [37][38]. Central to the
losses endured is the loss of the original languages and the word power they possess.
Indigenous languages are linked to histories and cultures that are connected to traditional
wisdom about ecology, including traditional medicines that all of us on this vulnerable planet
can benefit from. Indigenous languages are disappearing all over the world, and with this,
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spirituality is also lost [39]. Losing Indigenous languages affects the knowledge that is needed
for good governance, peace, reconciliation, and development in communities [40]. Above all,
the loss of language impacts Indigenous people's basic human rights[40]. The Mi'kmaw
people of Eastern Canada believe that losing their language, and part of their culture would be
harmful [41]. The language of Mi'kmaw is richly expressive, verb-oriented rather than noun-
oriented as are the Indo-European languages, with whole sentences sometimes consisting
fully of verbs. Mi'kmaw is based primarily on a worldview of concepts in terms of communal
relationships with one another and the natural environment. The placement of the self in the
Mi'kmaw language structure is not centralized; in fact, there is no distinct, separate word for
the self, as the self only exists in an already-existing relationship. The word “"mkamlamun”
means heart-mind, as the emotive and cognitive cannot be separated conceptually in this
language[41]. The Mi’kmaw word "netukulimk™ translates as "to develop the skills and sense
of responsibility required to become a protector of other species” [6]. Loss of language is
linked to loss of identity and culture, which leads to physical, mental, emotional, and spiritual
harm [42]. The TRC notes the urgency of the preservation of Aboriginal languages.

3. Research in indigenous women’s health

Research can help to bring to view attitudes and actions that value people; it can build
lasting reconciliatory relationships with communities. Research brings knowledge; that exists
across all cultures. Recognizing ways to maintain authentic Aboriginal culture is a way of
helping people restore pride in their culture and be at peace within themselves and their
communities, as well as advocating for justice, reconciliation, and healing. Despite the many
atrocities, Aboriginal cultural traditions and values have been preserved, and serve as a
testament to the resiliency of the people [43]. For example, conducting research with
Mi'kmaw women and Pap-smear screening [22] found that some women talked openly about
Residential School’s impact on their health. In some instances, women became angry and
tearful. They talked about abuse, neglect, and losses. Some women communicated being
physically and psychologically uncomfortable when accessing healthcare due to the pain and
abuse that filtered down from Residential Schools and communicated that abuse and loss still
exist today in their community. Another participant talked about women being abused
sexually and believed that is a reason why probably some of them would not seek healthcare.

However, Indigenous people have not always welcomed white researchers [44][45]. Some
researchers have exploited disadvantaged people [45]. For example, in the mid-20" century,
there is research showing Canada deprived children of nutrition without their awareness or
consent to study the effects of induced malnutrition in children in Aboriginal communities
and Residential Schools[46].

There is an apparent tension between non-Indigenous researchers using an Indigenous
methodology and an Indigenous research paradigm [47]. The concern is that “there is a
paradigm inherent to Indigenous peoples that cannot simply be adopted from a Euro-
Canadian or Eurocentric perspective”. Aboriginal health researchers use research
methodologies that are community-based, participatory, and reflective of Indigenous
epistemology[48][49]. Likewise, non-Indigenous researchers need to use Indigenous
methodologies and ways of knowing in consultation with the Indigenous research participants
and communities.

4. Aboriginal distrust of non-aboriginal clinicians and researchers
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In Canada, Aboriginal women experience high rates of substandard health care including
'medical colonialism'-medical control over a birth that includes historical patterns of racism
and discourses of 'risk’ that fail to acknowledge the voices of Aboriginal women about root
causes of the risks to their health and that of their babies [17]. For example, Inuit women in
Canada’'s northern territories are routinely evacuated, alone, far from their families and
communities, to give birth in regional hospitals, attended by people they do not know. The
evacuation experience contributes to stress and isolation and affects the health of women,
children, and families. Seen holistically, physiological birth in the community by a familiar
person would usually be safer, though aboriginal midwifery was all but extinguished by
colonialized medicine. The political structure and policy itself are culturally disrespectful as
relational aspects of birth are devalued within philosophies of care that see every birth as a
high-risk medical event.

For example, consider this story, told by one author who had practiced in the Canadian
North:

Nukilik [not her real name] was 37 weeks pregnant with her second baby and measured
very small for dates; likely intrauterine growth restriction (IUGR). While pressured to fly all
women out of the remote hamlet in their last month of pregnancy to give birth, my midwifery
colleague and | occasionally attended a healthy birth in the nursing station. The midwifery
paradigm holds that normal birth should be kept normal. Nukilik’s baby however was small
for dates, but she did not want to leave the community. She had no family or friends in the
city. She confided that when her partner drank alcohol, he could be abusive. If she left for a
few weeks who would protect her firstborn? There was no room for families of birthing
mothers in the rented rooms near the city hospital.

With community help, we found a foster home for her child with an auntie, and Nukilik
reluctantly agreed to travel. | filled out the referral form to the doctor at the hospital who in
turn had access to a neonatologist — which this baby could likely need. There were resources
for 24/7 NICU care at the hospital, and flights to tertiary children’s hospitals too if needed. |
hugged Nukilik as she kissed her firstborn goodbye and boarded the plane. Then the aircraft
doors closed, and the plane took off, bound for medical care.

About three days later, my phone rang. “This is Nukilik. | think I am in labor”. “Nukilik,
where are you?” “Home”. “But didn’t you go to [the city]?” “Yes, but I did not like it there.
I came back on a plane the next day. I am in labor”. "OK, meet me at the nursing station".

Nukilik gave birth about an hour later to a tiny baby who needed more respiratory support.
then we could give, and we flew the baby in an incubator with oxygen out to the hospital on
the next scheduled flight, but without the mother. Nukilik pumped breastmilk at home, and we
froze it for her at the nursing station. A few weeks later, the baby returned home, and we
supported this little family, coaxing pumped breastmilk and then breastfeeding. Success!

Later that summer, as | left for my home, Nukilik and her children came to see me off.
Standing together, she tells me, “We just get to know one nurse, she flies away, and another
nurse comes. Why must you leave so soon?” | was sad to leave and replied, "Perhaps it
would make sense if there were Inuit nurses, who could stay". Nukilik replied, “I wouldn'’t
want an Inuit nurse, because Inuit wouldn’t be as smart as Qallunaat [non-Inuit] nurses.

From the northern sky, | looked down at the vast tundra and reflected on the resiliency and
survivorship of the people of this land. How can it be that an Inuit woman would consider
Qallunaat nurses smarter than Inuit? What had I, what had we, done wrong? Years later, |
still cannot forget her, standing there on the windblown "tarmac”, looking sad, her baby in
her "amoutik" gazing at me with wide eyes. | also have since read that in Inuit tradition,
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midwives remain part of the mother and baby’s spiritual support network for the years that
follow the birth.

Before professional nurses provided primary care, Indigenous midwives attended women
in childbirth as part of the web of community life [50][51]. Many healthcare providers in the
remote north are part of a broader culture in which the accumulation of transient encounters
contributed to dismantling Indigenous approaches to supporting birth so much so that the
Inuit women had internalized a perspective that non-Indigenous ways were superior. This
phenomenon refers to: "For the oppressed, a stranger is always by their side, blocking their
chosen destination, saying to them "Not that way". Eventually, the experience of oppression
becomes internalized External oppression becomes self-oppression”[52].

4.1, Culturally safe practices

Culturally safe practices and caring support need development. Consider this story by
nurse researchers [19] conducting a study on gestational diabetes mellitus in a group of
Mi'kmaw women in Nova Scotia. The participants were unhappy when their health concerns
during pregnancy were not taken seriously[19]. For example, when one participant went to a
hospital for confirmation and treatment of a broken ankle during pregnancy, she did not
receive appropriate health care. The hospital staff said they were not doing an x-ray and sent
her home with no crutches. Many people who feel powerless continue to believe they can not
ask for services in hospitals because relationships with doctors and nurses tend to perpetuate
colonialism. This often results in Aboriginal people concealing/suppressing their feelings
because they do not think they have a right to speak up about their concerns. The participant
wanted to receive the care she deserved in a culturally competent and culturally safe manner
however this was not the case.

Because of the potential health complications associated with gestational diabetes mellitus,
the participants required close prenatal monitoring and/or hospitalization in the event of
impending complications[19]. This meant that they had to travel frequently for some of their
prenatal care outside their First Nations community for appointments with doctors and nurses
specializing in perinatal care. Some Mi’kmaw women worried about arriving at the hospital
safely when they were in labor. Similar to earlier research findings [53] findings of lack of
access to appropriate healthcare contributed to the Mi’kmaw women’s fear of not having
healthy birth outcomes.

Research has shown a lack of cultural safety and sensitivity when Aboriginal women are
forced to seek information about healthcare from Western sources such as pamphlets and
other print materials, which are not always representative or reflective of the women's
realities [22]. In some instances, women receive culturally unsafe care because of the
devaluing of Aboriginal knowledge, traditions, and cultural ways. Yet, some women
communicated positive healthcare experiences and described receiving culturally safe
healthcare from providers who explained information adequately. Several participants
indicated that brochures and other educational materials that are reflective of Aboriginal
women’s lives positively influenced Aboriginal women to access Pap screening: “It would
seem important for them to attend [screening], and they could relate to those women in the
pamphlets” [22].

Lack of cultural safety was evident for Mi'kmag women receiving Pap smear screening in
the few Aboriginal pamphlets or teaching tools available or offered in mainstream healthcare
settings. Not a single woman in their study was provided with information about health or
health care in her language. When asked whether they ever saw or were given Aboriginal
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educational materials when accessing healthcare services one woman responded by saying,
“No. There’s nothing in Mi’kmaq”, and another stated, “No, I never. No.” [22].

Non-Aboriginal health professionals need to understand the nature of privilege and power
[54][55]. Non-Aboriginal health professionals need to be aware of the harm they may cause if
there is insensitivity to power differentials between participants and themselves [56]. A solid
understanding of the concepts of providing culturally safe care is needed when conducting
research [57]. “Cultural safety would be used in the knowledge-translation process to frame
knowledge and prompt critical reflection on specific areas of knowledge” to help ... “foster
equity and social justice” [58]. Cultural safety, a term that first originated in New Zealand
addresses disparate power relations and inequitable distribution of resources in society for
health [59]. Cultural safety extends beyond an understanding of cultural competence to
address the underlying conflicts and tensions to build awareness of the role of power,
colonialism, racism, and discrimination in interactions between nurses and patients [60].
Cultural safety refers to appropriate care that is determined by the patient and family [61]. To
understand power differences, nurses need to reflect on their practice. Understanding cultural
safety and how it should be practiced is the responsibility of healthcare professionals [62].
Cultural safety addresses issues related to power relations and inequitable distribution of
resources as mentioned above [59]. “For research to be transformative for Indigenous people,
the paradigm shift must focus on interventions that draw on nahi (fairness) rather than tipi
(equal)” [63].

Research is a humbling experience partly because it acknowledges that there is much we
do not know, yet we can learn from others [64]. In some Indigenous communities, there are
extensive collaborating and networking activities occurring [64][65]. Building networks of
people who have strong relationships with communities is needed to help build research
capacity so they can conduct their research. Some of these women form talking circles to
discuss their experiences. Writing and talking about women's experiences are becoming a
major research focus, a way of connecting oral story-telling traditions and scholarly discourse
in written form to be widely shared so that many can learn from the stories.

Research “processes are expected to be respectful, to enable people, to heal and to educate”
[64]. Establishing relationships with community members is key to successful and continued
collaboration in First Nations communities[66][19]. The stories of Aboriginal women are the
teachers, researchers are messengers, and the research is a step towards lasting partnerships.

5. Two-eyed seeing: sharing worldviews

World cultures are comprised of two forms, individualist and collectivist[67]. The
dominant culture in Europe and North America is individualism. However, most of the
world's cultures are collectivist where loyalty to the community may outweigh individual
rights[67].

Aboriginal knowledge is consistent with collectivism, holistic, and intersubjective
knowledge. According to Hatcher et. al, "In the Indigenous worldview knowledge check the
knowers or learners are intimately connected, in contrast to their separation in many Western
sciences” [6]. Where Western science sees objects, Indigenous sciences teach us to be open to
the natural world seeing that our physical beings and minds are interconnected and everything
is alive physically and spiritually with humans, a small part of the whole [6]. Two-eyed
seeing is an approach that we propose when working in partnerships with Indigenous women
and families. This approach involves moving away from ‘either/or' towards ‘both/and'
perspectives with flattened hierarchies. The Two-Eyed Seeing approach was presented by
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Albert Marshall, a Mi'kmaw educator, and Elder, and is a metaphor for blending scientific
and medical knowledge with the Aboriginal culture [68]. One must avoid positioning oneself
totally in the Western or Indigenous paradigm, when doing Aboriginal research because it
may limit one's understanding of the human experience, rather value both entities for
developing knowledge through a Two-Eyed Seeing perspective [68].

As Marshall states "It is not enough to go through life with one perspective, we must
embrace all the tools" to have a deeper understanding. This approach involves seeing both the
strengths of Indigenous ways of knowing and Western knowledge [33]. When Two-Eyed
Seeing is integrated into research, it promotes different ways of knowing by enabling
researchers and participants to acknowledge different world views [69]. This approach
provides a means of seeing different worlds. Ethical spaces are needed to create a dialogue for
these discussions to take place [70]. Ethical spaces help to facilitate moving forward with
actions to address and improve Aboriginal people’s health [69]and provide a forum for
respectful understanding.

There are strengths to Western science, eastern holism, and Aboriginal worldviews that can
be integrated. For example, western science provides approaches to prevention or curing
diseases with scientifically derived approaches and is among the many success stories of
modern medicine [10]. Eastern cultures have shared knowledge such as acupuncture and
Reiki. Aboriginal approaches to healing such as sweat lodges, smudging, and talking circles
are important to restoring balance and managing chronic disease and spiritual distress
[71][72]. Talking circles are a method of demonstrating respect, active listening, and learning
without having debates or arguing about particular issues [73]. Combining various strengths
and wisdom and/ or recognizing the benefits of each must be apparent in healthcare setting
practices and policies. The Western scientific paradigm presents an incomplete perspective on
knowledge development. Modern medical practice is rooted in the scientific method premised
on biological discovery and elucidation of underlying mechanisms [74]. The logic of this
approach is compelling but has resulted in an increasingly reductionist framework.
Reductionism is a framework that developed from the teaching of Descartes, who suggested
that to understand things, one must break them down into parts. The Cartesian view is based
on the premise that the mind and body are separate[75]. This ‘medical model’ is used to
approach patients as a collection of visceral organs and a nervous system [75] that separates
mind from body, eliminates most references to spiritualism, and neglects social, historical,
and political causes of illness. This approach continues to dominate Western health care,
including nursing, and is seen in how clinical facilities and research are organized to represent
body systems (e.g. cardiology, orthopedics, gynecology), and where 'mental health' is
medicalized and treated as an entity unto itself, rather than a component of everything related
to health and illness. It is difficult to undo the effects of this scientific worldview to even
enter into relationships where patients are equal partners. Moreover, western science, until
recently, was patriarchal in orientation and placed itself in a position of privilege over more
traditional forms of knowledge. Such systems marginalize other ways of knowing and leave
little room for authentic partnerships such as between Aboriginal and non-Aboriginal people.

5.1. Connecting nursing theory to indigenous ways

Nursing has claimed a philosophical orientation to holism as early as Florence
Nightingale's work. Similarly, Indigenous beliefs are founded on connectedness and holism.
We are now challenged to work together in authentic partnership to co-create a shared
understanding of holism and how we learn together. About Leininger's work, “Transcultural
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nursing refers to a formal area of humanistic and scientific knowledge and practices focused
on holistic culture caring, phenomena, and competencies to assist individuals or groups to
maintain or regain their health and well-being”’[76].

In Leininger’s culture care nursing theory, holistic and comprehensive knowledge in
transcultural nursing necessitates understanding emic (traditional, indigenous) and etic
(professional) perspectives. Both emic and etic health factors need to be brought together into
care practices for health and wellbeing. Leininger’s Culture Care Theory [77] includes
integrative care practices as essential to transcultural nursing, blending emic and etic
approaches. What Leininger calls integrative emic-etic care, Mi’kmaw Elders capture
metaphorically through a ‘Two-Eyed Seeing’ approach.

The growing number of 'holistic practitioners' and professions reclaiming an orientation to
holism -including nursing, midwifery, and 'integrative medicine'- suggests a growing societal
awareness of the limitations of the medical model. The philosophical bases of nursing are
concerned with humanism and seeing people from a holistic perspective[78]. Nurses who
practice from a holistic perspective, believe that human beings with a mind, body, and soul
are in constant interaction with the universe [79]. Health and well-being are dependent on
harmony in relationships. “Healing is the journey toward holism” [79]. By using compassion
and acceptance, nurses can facilitate healing and help patients to find meaning in their lives.
Holism as a philosophical base for nursing has been articulated by contemporary nurse
theorists such as Parse's theory of human becoming [80]. From the human perspective, trust
in nurse-patient relationships surfaces as individuals describe lived experiences, while nurses
in true presence bear witness to persons’ health and quality of life[80].

Another contemporary nurse theorist maintains that the power we have as nurses can be
operationalized as ‘power over’ more vulnerable others or it can be operationalized as a
power for peace and understanding [81]. Power over powers includes the powers of results,
prescription, division, force, hierarchy, command, opposites, use, accumulation, causality,
expediency, xenophobia, secrets, rules, and fear [81]. Powers of peace include the powers of
process, letting go, the whole, collectivity, solidarity, sharing, integration, nurturing,
distribution, intuition, consciousness, diversity, responsibility, creativity, and trust [81].
Unfortunately, some interactions between Western professionals and Indigenous people have
too often involved the former forms of power. It is time to consider shifting the paradigm to
the powers of peace.

Health professionals from privileged places need to work in a spirit of accompaniment
with marginalized people — a movement that has the potential to repair the profound injustices
and abuses of power that have denied human rights and caused suffering for many of the
world's people. Accompaniment is an everyday term, etymologically derived from the Latin
ac-com-panis, meaning ‘to break bread together’. “To accompany someone is to go
somewhere with him or her... There’s an element of mystery, of openness, of trust, in
accompaniment”[10]. Accompaniment involves bearing witness to the suffering of others.
Trust involves freely choosing options that arise from speech, silence, movement, and
stillness [82].

6. Humanistic health care and research

Non-Aboriginal nurses can conduct respectful research in collaboration with Aboriginal
people [43]. Conducting meaningful research will require having a conversation, and a back-
and-forth discussion between Aboriginal women and families and non-Aboriginal health
professionals. During the research process, it is important to ask: “How are you?” [83] and
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genuinely listen. For example, Mi‘kmaw mothers described nurses who were present for them
as 'angels. Nurses, for instance, have always accompanied people during birth, death, illness,
and life transitions. Presence refers to "bearing witness to other people's lives" [84]. Bearing
witness through research is a natural extension of the nurse’s role. Bearing witness involves
the relational values of respect, relevance, reciprocity, and responsibility [9] core attributes
that we believe we need to foster and sustain working relationships with Aboriginal women.

6.1. Respect

The word respect comes from the Latin "respicere” meaning ‘to look again’ (re-spect)
(Dillon, 1992) - to rethink a situation or event; to reconsider it, and to see beyond the surface
and superficial responses that characterize a lack of mindfulness [85]. To ignore, neglect, or
disregard something, or to dismiss it lightly, is to not respect it[85]. “Respect for persons as
existential selves involves more than detached disregard for abstract autonomy; it entails
attentive discernment and valuing of an individual as unique” [86]. Respect refers to
recognizing the cultural values and traditions of First Nations peoples [9].

What is respect? Respect involves cherishing something as having great value and as
fragile, calling for special care. Care and respect involve strengthening connections among pe
people in ways that benefit all of us. Care and respect bring people together in the community
who have similar concerns [85]. As such, care respect can be likened to the concepts of
ethical space and Two-Eyed Seeing to involve such discovery, repair, and strengthening of
connections between Aboriginal people and non-Aboriginal nurses.

For example, the first author [87] described a conversation with one of her participants in a
study exploring the experiences of Mi'kmaw women with Gestational Diabetes Mellitus
(GDM): One participant spoke my name ever so gently. The first author remembers the
genuineness in her voice. Her openness helped me to obtain a fuller understanding of her life.
I may have glossed over her words of ‘feeling sick” if T had not listened carefully. In the
Mi’kmaw culture, the words ‘feeling sick’ refer to going into labor or menstruating. Many
people interpret feeling sick as a transient physical illness. However, the participant's
description of feeling sick was much deeper. She had a strong inner connection with her baby,
and she knew she was going to give birth soon. Respect is a core value in nursing and is
articulated in professional Codes of Ethics[78]. “Respect for persons recognizes the intrinsic
value of human beings and the respect and consideration that they are due [88]. Also, “respect
is the cornerstone of many Aboriginal philosophies” [89] which transcends and situates
relationships [86]. “Respect can be seen to involve a determination to discover, forge, repair,
and strengthen connections among persons in ways that benefit all of us, through an
appreciation of individuality and interdependence” [85] Respect can be likened to the concept
of ‘Two-eyed seeing’ [68] creating ethical space for research with Aboriginal people [70].
The development of respect within nursing practice and scholarship involving partnerships
between non-Aboriginal nurses and Aboriginal people can be informed by an understanding
of the concept of cultural safety as it is grounded in respect and acknowledgment of the
implications of power relationships, racism, and prejudice in the context of past relationships
and possible futures between groups.

6.2. Relevance

Relevance serves as another component that needs consideration when conducting research
in First Nations communities. Researchers must respect the cultural integrity of Aboriginal
people and recognize what they value as Indigenous knowledge [9]. Research in the past has
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not always been relevant to Aboriginal peoples’ health needs [90]. For example, issues related
to living with diabetes, parenting, and mental health have been identified by Aboriginal
people as being relevant and timely health issues, deserving of Aboriginal-focused research
[91].

6.3. Reciprocity

Reciprocity is a fundamental Aboriginal core value, which occurs through a two-way
process of learning and exchanging ideas [9]. It entails honoring each other's roles and a
balance of sharing and acquiring knowledge [92]. Reciprocity is accomplished by actively
engaging in knowledge development and the sharing of stories in safe spaces that foster
mutuality and trusting relationships.

6.4. Responsibility

Responsibility refers to helping Aboriginal people empower themselves by inviting them
to be active participants in the research process at all of its stages. Researchers have a
responsibility to create a welcoming environment to help Aboriginal people feel safe [9]and
ensure sacred spaces and traditional knowledge are respected. For example, Mi’kmaw
participants participated in a study involving conversations and talking circles about
gestational diabetes mellitus [19]. As a result, participants were receptive to participating and
became active participants in the study. Components of the medicine wheel as a specific
example of a conceptual framework, grounded in Aboriginal traditional knowledge and
beliefs, to guide understanding of Aboriginal women's experiences of Pap smear screening
[93].

7. Recommendations

7.1. Recommendations for research

Engaging Indigenous women in participatory research studies can provide an educational
and meaningful learning experience. This gives women an opportunity to share their thoughts
and experiences, demonstrating their voice and resilience. Indigenous participants need to be
involved in writing up the research that they participated in. They can be involved in various
ways and as they wish.

7.2. Recommendations for practice

Institutions and communities could benefit from the contributions of Indigenous
Knowledge Keepers whereby healthcare providers can learn culturally safe practice.
Education in the Two-Eyed Seeing approach is needed to help healthcare providers
understand how historical context impacts healthcare outcomes. The TRC Commission calls
to action report on policy development, practice, and education for all health care and
educational institutions [1].

In recent years, the World Health Organization has denounced the prevalence of
disrespectful maternity care and called for a human rights framework to guide maternity care
[94]. A rights-based approach to maternity care calls upon care to be based upon care to
involve respect for choices and preferences including companionship during care; dignity and
respect; freedom from discrimination and equitable care; liberty, autonomy, and freedom
from coercion [95].
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8. Conclusion

Non-Aboriginal health researchers can contribute to Aboriginal health if they ascribe to a
humanistic and caring nature of health and work from a perspective grounded in respect,
relevance, responsibility, and reciprocity. Reciprocity acknowledges the relationship between
nurses and Aboriginal people where everyone learns, ideas and beliefs are exchanged with
respect, and everyone grows in Two-Eyed Seeing. Engaging in meaningful dialogue can help
to equalize power relations, in a culturally safe environment. Health care with Indigenous
women requires respectful partnerships as the foundation of culturally safe healthcare.
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