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INTRODUCTION

Recent years have seen a growing
social awareness about the
history of Canada’s relationship
with Indigenous' Nations and
Peoples, and the legacy of
colonialism and racism that
continues to shape Canadian
society and its institutions.

This consciousness, which has
deepened into an imperative to
catalyze reconciliation, is partially
a consequence of the efforts

and outcomes of studies such as
the Truth and Reconciliation
Commission (TRC, 2015) and
the National Inquiry into Missing
and Murdered Indigenous
Women and Girls (NIMMIWG,
2019). Reports resulting from
both these inquires have called
on all governments to comply
with rights instruments outlined
in, among other human rights
documents, the United Nations
Declaration on the Rights of
Indigenous Peoples (UNDRIP).

The UNDRIP sets “minimum
standards for the survival, dignity
and well-being of Indigenous
Peoples worldwide” (Johnson

& METL, 2021, p. 1). These

standards, or rights, can be

grouped into four categories:

the right to practise Indigenous
medicine, the right to access
services without discrimination,
the right to the highest possible
health outcomes, and the right

to self-determination. Colonial
practices, systems, and structures
have compromised these rights
and require urgent redress.
Responding to Call #43 of the
TRC, the Government of Canada
and some provinces and territories
are advancing measures, including
laws, to apply UNDRIP as the
“framework for reconciliation”

(TRC, 2015, p. 5).

Indigenous cultural safety is a
key concept in health care that
reflects the Indigenous rights

to health as articulated in the
UNDRIP, including the rights
to be self-determining, practise
traditional and cultural healing
and medicine, and access services
without discrimination (Johnson
& METL, 2021). Originating

in Aotearoa?, cultural safety
describes an outcome whereby
Indigenous patients and staff
can access health services and
environments that validate their

humanity and cultural identity,
are free from racism, and support
their right to self-determination.
The importance of cultural safety
as a means to address inequities
in health care and health care
outcomes between Indigenous
and non-Indigenous populations
has been internationally
recognized (Curtis et al., 2019).
This recognition has led to the
development and implementation
of frameworks, actions, and
interventions (e.g., cultural safety
training, cultural safety policies)
in health care settings across the
world. It has stimulated a call for:

strategies, accountability
mechanisms, and interventions
... [to disrupt] deep-seated
patterns of power and
paternalism operating in health
care; the racist and stigmatizing
discourses about Indigenous
peoples that remain pervasive;
and the dismissive, unwelcoming
and often demeaning practices
and policies that so profoundly
impact peoples’ experiences.

(Browne, 2017, p. 25)

! Throughout this paper, the term “Indigenous” is considered synonymous with the term ‘Aboriginal’ and used to refer to First
Nations, Inuit, and Métis peoples in what is now Canada, as well as original inhabitants and owners of lands in other countries.
2 The term ‘Aotearoa’ is the Miori term for New Zealand.
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Health system performance and health outcomes

measurement are well-established disciplines; however,

a conceptual framework that measures cultural

safety actions and interventions has seen minimal

development to date.

However, conclusively
demonstrating results of these
interventions has proven elusive,
and there have been frequent

calls to grapple with and work
through the complexities inherent
in measuring cultural safety

(e.g., Baba, 2013; Curtis et al.,
2019; Turpel-Lafond, 2020a).

This paper aims to respond

to this challenge by offering

a starting point for cultural
safety measurement through a
review and thematic analysis

of available literature. It builds
on this literature review to
provide a system-level conceptual
framework for understanding

the relationship between cultural
safety interventions, experience,
and outcomes.

Health system performance and
health outcomes measurement
are well-established disciplines;
however, a conceptual framework
that measures cultural safety
actions and interventions has
seen minimal development

to date. Given this gap, this
paper highlights the attributes
of a culturally safe health care
experience. It also focuses on
identifying the domains (e.g.,
governance, human resources,
physical spaces) and sample
health system performance
indicators (e.g., access,
effectiveness, efficiency) in the
proposed conceptual framework
that require more attention.
Drawing on available literature,
this paper also proposes concepts
to inform discussion among and
with Indigenous Peoples and
organizations about measuring
cultural safety in health care. It
serves, therefore, as a launching
pad to help the evolution,
adaption, and improvement of
cultural safety measurement
take flight through dialogue

and relationship.

A key understanding of this
paper is that the concepts of
cultural safety and relationality
are deeply intertwined. It takes
its definition of relationality
from Elliot-Groves et al. (2020):
the awareness that “human lives
are interdependent with and
contingent on living in ethical

A conceptual framework for Indigenous cultural safety measurement 5



relations with other people, with
our ancestors, with plants and
animals, and with the natural
world” (abstract, p. 158). It also
upholds Elliot-Groves et al.’s
view that “Indigenous systems
of relationality are the heartbeat
of Indigenous existence” (ibid.).
With respect to cultural safety,
the relationship between patient
and provider—as shaped by

the past, policy, and the care
environment—determines the
extent to which the patient
deems their care as culturally
safe. Mirroring the relationality
inherent in cultural safety, the
domains and indicators presented
in this paper are also relational.
Any single indicator cannot, on
its own, measure the concept

of cultural safety; instead, each
indicator is influenced by, and
in relationship with, many
other indicators.

Following a brief description

of our methodology, this paper
turns to an account of colonialism
and Indigenous-specific racism

in health care, followed by a
description of the concepts,
actions, and interventions that
have emerged to address these
issues. The evaluation and
measurement of the effectiveness
of those actions and interventions
are summarized, as are the various
calls for enhanced measurement
efforts within these categories.
This paper then presents a high-
level visual depiction of a Cultural
Safety Measurement Conceptual
Framework (Figure 1) that is
drawn from prevailing logic in

the literature. The subsequent four
subsections build on this figure,
expanding the categories depicted
in ovals therein.

The first subsection summarizes
and examines 10 domains in
which process measures can

be designed to monitor the
effectiveness of common and
established interventions and
actions for increasing cultural
safety. It also delineates
implementation considerations.
Of course, these implementation
considerations are not exclusively
connected with these domains;
rather, they should be considered
throughout the process of
collecting and governing relevant
data. The second subsection
summarizes six themes arising
from a review of the literature
focusing on desired Indigenous
experiences of cultural safety

in health care. In the third

subsection, we consider how
efforts in cultural safety in health
care may be less about designing
entirely new indicators and more
about supporting the visibility of
Indigenous Peoples in these data.
The fourth subsection considers
how equitable health and
wellness outcomes for Indigenous
Peoples and the upholding of
Indigenous human rights are

the result of health system
interventions and actions that
have led to an experience of the
health system which Indigenous
Peoples deem as culturally

safe. We conclude with a brief
invitation to Indigenous Peoples
and health systems in Canada

to continue discussing and
identifying relevant domains,

as well as to design actions and
interventions that promote
Indigenous cultural safety in the
health care system from coast to
coast to coast.

-



METHODOLOGY } |
|

An initial draft of this paper was prepared in mid-2018, based on online and academic library searches for
articles, frameworks, plans, and strategies related to Indigenous cultural safety. This was supplemented by a
2019 academic literature review conducted for a related project, using the following search terms:

TABLE 1: SEARCH TERMS FOR AN ACADEMIC LITERATURE REVIEW IN A RELATED PROJECT, 2019

Canada [Mesh] OR Americas "Cultural Competency"[Majr] OR "Culturally Competent Care"[Majr]
[Mesh] OR New Zealand OR "Transcultural Nursing"[Majr] OR "Health inequality"[Majr] OR
[Mesh] OR Australia [Mesh] OR "Organizational culture"[Majr] OR "Organizational innovation" [Majr]
American Native Continental OR "Health services, Indigenous" [Majr] OR Cultural adj1 safety
Ancestry Group [Mesh] OR OR cultural adj1 humility OR cultural adj1 sensitivity OR cultural

Oceanic Ancestry Group [Mesh] adj1 awareness OR Culturally adj1 appropriate OR cultural adjl

OR Aboriginal OR "First Nations" responsiveness OR Stereotype adj1 harm OR "Critical race theory"

OR Maori OR Indigenous OR OR Settler adj1 identity adj1 development OR "Prejudice reduction

Metis OR Inuit theory" OR "Contact theory" OR "Scaffolding learning" OR
Institutional adj1 racism OR Confirmat ion adj1 bias OR oppression

This search resulted in the identification of 1,665 articles which were screened against the criteria in Table 2,
resulting in 203 articles from PubMed included as part of the literature review.

TABLE 2: SCREENING CRITERIA FORTHE INCLUSION OF LITERATURE IN THIS REPORT

Inclusion criteria Exclusion criteria

« Published in the last 5 years - Non-English

« English - Non-Indigenous references (i.e., African-

- Related to Indigenous Peoples/cultures Caribbean, Asian, etc)

- Indicators and/or measurement - Articles that did not include abstracts

- Touches on structural, system, provider levels - Articles discussing specific medical approaches to
of health system treat conditions based on genetic pre-disposition

- References to Traditional healing/medicines - Protocols for reviews and clinical trials

- Social care

Further searches were conducted in 2021, in which we used university library and Internet searches to
identify recent academic and grey literature, with snowball searching based on references. Finally, outreach
was undertaken to the equivalent Ministry of Health in each province and territory to identify any cultural

A conceptual framework for Indigenous cultural safety measurement 7



safety plans, frameworks,
measures, or strategies relevant
to this effort. The majority

of papers we selected for our
review are newer than five years,
though the snowball searching
and examination of the articles’
references also turned up a
number of studies that are older
than five years and which we

felt were pertinent to the present
paper. The decision to primarily
focus on more recent material was
based, in part, on advice from

an Indigenous advisory group

to the literature review, who
informed the search terms and the
inclusion/exclusion criteria. They
felt this criterion would keep the
scope of the review manageable.
Additionally, the group’s intent
was for the literature review to
assist in the measurement and
development of an associated
standard and as such, using the
most recent publications would
result in a more relevant product.

Selection of the frameworks
described in Appendix A
conformed to the following
criteria: related specifically to
Indigenous Peoples; was specific
to cultural safety; and articulated
various organizational domains.
Selection of the articles described
in Appendix B adhered to

the following criteria: related
specifically to Indigenous Peoples;
was specific to cultural safety; and
articulated desired Indigenous
experiences of cultural safety in
health care.

Addressing disparities in health
care and outcomes is impossible
without one key aspect of cultural
safety: the eradication of anti-
Indigenous racism (Kétéskwew
Dion Stout et al., 2021; Turpel-
Lafond, 2020a). For the purposes
of this paper, we deliberately
kept our focus trained on the
term “cultural safety” in order

to contribute to the analysis

of less-developed aspects of
cultural safety. Naturally, these
aspects need to be paired with
the more developed work that
focuses more broadly on racism
and discrimination, and indeed
some of these studies—especially
those addressing measurement of
racial discrimination—informed
the current paper. Many studies
that assessed approaches to
measuring racial discrimination
or provided systematic

reviews of such assessment
studies found a shortage of
adequate tools and studies for
measuring health care provider
racism and called for more
interdisciplinary, comprehensive,

and/or sophisticated research and
measurement approaches (Adkins-
Jackson et al., 2021; Bourke et al.,
2020; Boynton-Jarrett et al., 2021;
Kressin et al., 2008; National
Research Council, 2004; Paradies
et al., 2014).

By drawing attention to deficits
in studies and measurements,
the literature on measurement of
racial discrimination indicated
that effective measures would
include: those based in theory
and assessing specific dimensions
of racism (Adkins-Jackson

et al.; Kressin et al., 2008);

those involving empirical
analyses (Tan et al., 2021); those
extending beyond self-reported/
self-perceived experiences of
discrimination, as these do not
facilitate understanding of racism
at a systemic level (Boynton-
Jarrett et al., 2021; Irani et al.,
2020); those capturing the
multidimensional nature of
structural racism (Chantarat

et al., 2021; Shelton et al., 2021);
and those focusing on specific
populations (Marrie & Marrie,
2014). Studies also called for the
development of strengths-based,
culturally relevant, experience
measures (Churchill, 2015; Green
et al., 2021).



INDIGENOUS PEOPLES’
EXPERIENCES WITH HEALTH
CARE: RACISM, BIAS,
ASSIMILATION, ERASURE,
AND THE CONTEXT OF CARE

Indigenous Peoples’ health and wellness is intertwined

with their relationship with the environment,

CO?%WZ%?’Iif)/, ancestrors, amdfuture gfﬂf?"&lﬂOﬂS.

Indigenous Peoples in what

is now Canada have a long

and rich history of health and
wellness, characterized by a
wholistic definition of health that
emphasizes the interconnectedness
of physical, emotional, spiritual,
and mental dimensions of well-
being. Indigenous Peoples” health
and wellness is intertwined

with their relationship with

the environment, community,
ancestors, and future generations.
Through processes of colonialism,
Indigenous Peoples” wholistic,

relational, approach to health
and wellness was intentionally
disrupted and replaced by

a Western system of health

and wellness that inflicted
trauma upon families and
societies, undermined the self-
determination and decision
making of individuals and
Nations, and systematically
devalued their practices, beliefs,
and traditions (Public Health
Agency of Canada [PHAC], 2015;
Turpel-Lafond, 2020a).




This Western system tends to
focus exclusively on the treatment
of physical disease and fails to
recognize or implement the

values and practices upheld by
Indigenous populations in the
country. It is also operating at
overcapacity—now more than ever
because of strains related to the
COVID-19 pandemic. This latter
point is sometimes used to justify
the system’s failure to address
Indigenous-specific racism (“how
can an overtaxed system take on
another issue?”). What is more,

the overtaxed and understaffed
system is sorely underrepresented
by Indigenous staff. Additionally,
jurisdictional wrangling between
federal and provincial governments
systematically embeds health

care inequity for Indigenous
populations in comparison to non-
Indigenous populations (Allan &
Smylie, 2015; Baker & Giles, 2012;
Reading, 2013; Reading & Wien,
2009). Thus, the mainstream
system in almost every respect

fails to equitably serve and support
Indigenous Peoples.

In short, the philosophical gap

in the definition of health care
between Indigenous (wholistic)
and mainstream (biomedical)
medicine, and a prevailing
organizational culture that
systematically and interpersonally
reinforces racism, have resulted

in a health care system which
largely rejects Indigenous views

of health and wellness. The
mainstream system’s failure to
offer Indigenous Peoples culturally
relevant or acceptable care (Health

Council of Canada [HCC],
2012; Turpel-Lafond, 2020a)

is only the beginning. Indeed,
Indigenous health care practices
and cultural protocols may even
be prohibited by organizational
policy and regulatory barriers,
and physical spaces reinforce and
resemble processes of colonialism
that harken back to treatment in
such colonial systems as residential
schools (Goodman et al.,

2017; Hole et al., 2015; Loppie
et al,, 2014).

While many of the more visible
segregationist and assimilationist
policies of colonialism (e.g.,
residential schools, Indian
hospitals) have ended, their
impacts continue to shape the
experiences of Indigenous clients
accessing the health system in
many ways. Whether consciously
or unconsciously, racial stereotypes

_© Credit: iStockPhoto.com, ID 1197224361

continue to shape healthcare
providers’ beliefs, decisions, and
actions. These lead to poorer
quality care for Indigenous
Peoples, who face longer wait
times and delays in service,

less medication, fewer referrals,
disrespectful treatment, and even
misdiagnosis and preventable
death (Allan & Smylie, 2015;
Dehaas, 2014; HCC, 2012;
Harding, 2018; Johnston, 2017;
Loppie et al., 2014; Turpel-Lafond,
2020a; Vukic et al., 2012). The
very experience of racism is also
associated with lower health and
well-being, including suicidal
ideation and stress (Turpel-

Lafond, 2020a).

Moreover, individuals living in
rural and remote geographies
of Canada, which are largely
populated by Indigenous people
(Statistics Canada, 2020;



Organisation for Economic
Co-operation and Development
[OECD], n.d.), experience
additional inequities in the

form of limited access to health
services, which is more frequently
cited as a barrier to health and
wellness among Indigenous
populations than among non-
Indigenous populations (National
Collaborating Centre for
Indigenous Health [NCCIH],
2019; Wilson et al., 2020).

This, too, is related to historical
and ongoing colonial practices.
For example, First Nations
communities were relocated to
reserves on the fringes of their
territories, areas that are now
underserved by health care services
(Turpel-Lafond, 2020a). Indeed,
racism and bias are continuously
reinforced through the ways

in which they are structurally
embedded in the institutions and
processes of health care.

Many Indigenous people also
carry memories associated with
the injustice and trauma inflicted
by Western institutions—
including medical institutions—
and have passed this trauma

and memory through successive
generations (Aguiar & Halseth,
2015). Trauma and violence
(including structural violence)
have led to a mistrust of
non-Indigenous institutions
(HCC, 2012) and serve as

“the backdrop to all potential
health interactions” (Kétéskwéw
Dion Stout et al., 2021, p. 15).
Trauma and violence are

compounded by present-day
racism. Over time, individuals
and entire populations
internalize oppression, resulting
in depression, substance

use, and other factors, such

as interpersonal violence
(Aguiar & Halseth, 2015).
Interpersonal and structural
violence disproportionately affect
Indigenous women specifically
(Cullen et al., 2021; Gerlach

et al., 2017; Heidinger, 2021).
The institutions of Western
medicine that may be able to
assist with these symptoms of
trauma are the same institutions
that trigger its root cause.

Indigenous people working within
the health care system also witness
how racism and bias impact

the care their peers provide to
Indigenous clients. In addition,
they themselves directly experience
racism from their colleagues

and employers (Kétéskwew

Dion Stout et al., 2021; Turpel-
Lafond, 2020a; Vukic et al.,
2012). Racism and bias have

also been noted as barriers to the
recruitment of more Indigenous
health care professionals within
the system. Additionally, they
have been cited as a key reason

for many Indigenous health care
professionals leaving mainstream
health care even though the
employment of more Indigenous
people is vital to making the
system more welcoming for
Indigenous clients (Turpel-Lafond,
2020a; Vukic et al., 2012).

In summary, Indigenous

Peoples, coming from a place of
intergenerational trauma related

to institutional “care,” are driven
further from health services
because of racism and stereotyping
(Allan & Smylie, 2015; HCC,
2012; Reading & Wien, 2009;
Turpel-Lafond, 2020a; United
Nations [UN] Human Rights
Council, 2016). Systemic racism,
as well as attitudinal and systemic
stereotyping in the client—provider
relationship, has deep cumulative
impacts on the health and well-
being of Indigenous populations.
A recent comprehensive report

on Indigenous-specific racism

in British Columbia’s (BC)

health care system described the
connection between racism and
significant disparities between First
Nations and Métis Peoples and
other residents in BC in such areas
as life expectancy, infant mortality,
and chronic disease (Turpel-
Lafond, 2020a). This report also
found that “events happened
which illustrated the enduring
reality of racism in health care in
other parts of the country” (p. 7).
It specifically noted that “the racist
taunting and subsequent death

of Joyce Echaquan took place in
Quebec, demonstrating that the
problem is likely not unique to
B.C.” (p. 7). The interpersonal and
structural bias which pervades

all social, political, and economic
contexts makes racism one of the
most profound determinants of

ill health for Indigenous Peoples
(Reading & Wien, 2009).

A conceptual framework for Indigenous cultural safety measurement 11



CORE CONCEPTS IN CULTURAL SAFETY

A range of interrelated concepts,
including cultural awareness,
cultural sensitivity, cultural
competency, cultural safety, and
cultural humility, have developed
and evolved to address racism,
eliminate the disparities in health
outcomes between Indigenous
and non-Indigenous Peoples,

and support Indigenous health
and wellness (Allan & Smylie,
2015; Baker & Giles, 2012;
Brascoupé & Waters, 2009).
Cultural awareness refers to a
health care provider’s recognition
and acknowledgement of cultural
difference (e.g., beliefs, languages,
teachings) as a factor influencing
and shaping the client’s
experience (Baba, 2013; HCC,
2012; Society of Obstetricians
and Gynaecologists of Canada
[SOGC], 2013). Cultural
sensitivity is a recognition on the
part of health care providers of
the need to respect that cultural
difference (Baba, 2013). Learning
about cultural differences, with
the goal of enabling the health
care provider to adapt their

care to suit the client’s cultural
context, is the focus of cultural
competency (Baba, 2013; HCC,
2012; SOGC, 2013). Common to
these interrelated concepts is the
notion that cultural difference is
the primary issue to be addressed

in the context of health care
delivery, and that the health care
provider can mitigate this issue
by enhancing their knowledge of
another’s culture(s) (Baba, 2013;
Curtis et al., 2019).

While the abovementioned
concepts focus on provider
knowledge about other

culture(s), cultural humility
shifts the emphasis to acquiring
knowledge about colonialism and
building provider skills in self-
reflection (Indigenous Physicians
Association of Canada [IPAC] &
Royal College of Physicians &
Surgeons of Canada [RCPSC],
2009; Walker et al., 2010; Yeung,
2016). Unlike “competency,”
which, from the perspective of
Western education, connotes
“demonstrable mastery of a finite
body of knowledge” (Tervalon

& Murray-Garcia, 1998, p. 118),
cultural humility focuses on
lifelong learning (Hook et al.,
2013). It is an ongoing process

of self-reflection the provider

or decision maker embraces to
examine how their own culture,
bias, and society shape and
influence their practice and
decision making (Baba, 2013;
Brascoupé & Waters, 2009;
HCC, 2012; IPAC & RCPSC,
2009; National Aboriginal Health

Organization [NAHO], 2008;
Yeung, 2016). Cultural humility
analyzes power imbalances,
discrimination, and colonial
relationships as they apply to
health care (NAHO, 2008;
Papps & Ramsden, 1996). By
these means, practitioners strive
to find a way to self-regulate the
sense of superiority that may be
rooted in the dominant (white
Western) worldview to which they
have been exposed and which
also has a natural tendency to
accompany higher education
(Hook et al., 2013). Cultural
humility is not only limited to
health care providers but also

to administrators and decision
makers who are responsible for
institutions, policies, legislation,
and other systemic factors that
shape professional practice and
the health care environment
(Brascoupé & Waters, 2009;
Yeung, 2016).

Cultural humility is a behavioural
practice that contributes to the
main concept in this paper:
cultural safety. Cultural safety
was championed by Irihapeti
Ramsden, a Maori nurse in
Aotearoa in response to observing
a lack of safety in the system for
Maori patients (McEldowney &
Connor, 2011). This lack of safety



arises from colonial and historical
factors shaping modern-day
systemic bias and perpetuating
power imbalances between health
care providers and Indigenous
clients (Hole et al., 2015).

By contrast, a culturally safe
environment is physically, socially,
emotionally, and spiritually safe.
It does not challenge, ignore, or
deny an individual’s identity and
it is free from racism (Turpel-
Lafond, 2020a). Importantly,
cultural safety is an outcome
defined by the client receiving
care (HCC, 2012; IPAC &
RCPSC, 2009; SOGC, 2013;
Yeung, 2016). This approach
reflects the fact that racism is
best defined by the client as it
often occurs without intention on
the part of the provider, whose
values and norms both shape and
are shaped by the mainstream
(Goodman et al., 2017; SOGC,
2013). By placing the definition
of success in the client’s hands,
cultural safety challenges existing
dynamics by shifting power from
provider to client, acknowledges
the validity of cultural values
(including the importance of
relationships and trust), and
restores the self-determination
that processes of colonialism
undermined (Brascoupé &
Waters, 2009; Yeung, 2016).

By placing the definition of success in the

client’s hands, cultural safety challenges existing
dynamics by shifting power from provider to
client, acknowledges the validity of cultural
values (including the importance of relationships
and trust), and restores the self-determination

that processes of colonialism undermined

(Brascoupé & Waters, 2009; Yeung, 2016).




CULTURAL SAFETY
INTTTATIVES IN HEALTH
CARE: A BRIEF OVERVIEW

Many efforts are underway to
embed cultural safety in health
care delivery across Canada,
Australia, Aotearoa, and the
United States. In some cases,
the focus has been on exploring
how culturally safe practices can
be embedded in specific health
disciplines, such as arthritis,
cancer, diabetes, oral health,
palliative care, or substance

use (Crowshoe et al., 2018;
Forsyth et al., 2017; Goodman
et al., 2017; Shahid et al., 2018;
Taylor et al., 2018; Thurston

et al., 2014). Although less
frequent, there have also been
efforts to implement cultural
safety at organizational, regional,
or national levels, taking into
account practices across the
health care system (Anderson

& Hansson, 2016; Australian
Health Ministers’ Advisory
Council, n.d.; Greenwood,
2019; Muise, 2019). The most
common approach appears to be

the design and implementation
of a specific type of cultural
safety intervention, particularly
education and training for health
care professionals (Coombe

et al., 2019; Hojjati et al.,

2018; Kerrigan et al., 2020;
Vogel, 2018).

Efforts are also frequently focused
on the recruitment and retention
of Indigenous health care workers
and liaisons (Gwynne & Lincoln,
2017; Huria et al., 2014; Lai et al.,
2018; McKenna et al., 2015).
Other initiatives include building
relationships with Indigenous
Peoples and facilitating
Indigenous involvement in the
design and delivery of health
services, as well as developing
communications and resources
that are culturally appropriate

for Indigenous clients (Anderson
& Hansson, 2016; Banna &
Bersamin, 2018; Mitchell et al.,
2019; Williams et al., 2018).
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CULTURAL SAFETY INITTATIVES:
FROM EVALUATION TO SYSTEM-WIDE
MEASUREMENT

There has been a recognized need
to evaluate the abovementioned
and other cultural safety
initiatives, which has led to a
variety of approaches, indicators,
and methods across a range

of health disciplines. This has
included efforts conducted
within maternity care, palliative
care, and mental health (Auger
et al., 2019; Fleming et al., 2019;
Nadin et al., 2018; Thackrah

et al., 2020). Other evaluations
have focused on specific health
professions (e.g., nursing)

or health care settings (e.g.,
hospitals) (Elvidge et al., 2020;
Hunter & Cook, 2020). Some
efforts have focused on specific
interventions, such as integrating
cultural practices in health care,
increasing and supporting the
Indigenous health care workforce,
or creating culturally appropriate
tools and resources (Li et al.,
2017; Lowell et al., 2015; Percival
et al., 2018). A frequent focus of
evaluations has been on various
education and training initiatives
intended to increase the cultural
awareness and humility of health

care providers (Alexander-Ruff &
Kinion, 2018; Jongen et al., 2018;
Kurtz et al., 2018; McDonald
et al., 2018; Rand et al., 2019).

Information gathering about the
strength of these initiatives often
reflects the value Indigenous
Peoples place on qualitative
evidence. Measures of the
quality of relationships and

the experiences of individuals,
families, and communities are
common in cases of Indigenous
evaluations and considered
equally valid to quantitative and
“scientific” indicators (National
Collaborating Centre for
Aboriginal Health [NCCAH],
2013a). A central feature of
evaluation within Indigenous
communities is the importance
placed on relationships between
the community and evaluator

throughout the process. The

quality and utility of any outcome

of the process will directly
correlate with the quality of the
relationship and engagement
with the people and community
(NCCAH, 2013a; PHAC, 2015).

A conceptual framework for Indigenous cultural safety measurement

Indigenous communities place
great value on integrating

their worldviews, philosophies,
values, and knowledge into their
information gathering, such as
the “everything is connected”
philosophy. Indigenous Peoples’
approaches to information
gathering also include a

greater focus on historical and
environmental factors and their
impacts on people, communities,
and interventions—including
the past and present impacts of
colonialism (Assembly of First
Nations [AFN], 2006; NCCAH,
2013a; PHAC, 2015).

These approaches to evaluation
can at times be challenging

for Western preferences for
“well-tested” measures (AFN,
2006; NCCAH, 2013a). Many
qualitative studies have been
conducted nevertheless but
have primarily focused on

the effectiveness of training
curriculum on provider cultural
knowledge (Aboriginal Health
Research Networks Secretariat
[AHRNS], 2012; Brascoupé &
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Waters, 2009; Walker et al.,
2010) rather than on outcomes
(i.e., programs, policies, services,
and practices that the patient
deems culturally safe). Some
studies have counterbalanced
this by aiming attention at
Indigenous Peoples’ experiences
of cultural safety in the health
care system and/or attempting a
broader view that encompasses
health status, outcomes,
determinants of health, and
health system performance
(Auger et al., 2019; Australian
Institute of Health and Welfare,
2020; Elvidge et al., 2020; Smith
et al., 2017; Turpel-Lafond,
2020a). A small number of
studies have also demonstrated
some promising findings on

the impact of culturally safe
approaches on health behaviours,
such as attachment to primary
care and adherence to treatment
(Johanson & Hill, 2011; Taylor
et al., 2009).

The efforts to evaluate cultural
safety initiatives have highlighted
several challenges, including:

the newness of the field; the lack
of integration of cultural safety
into legislated standards; and

the complexities of translating

an inherently individual-based
practice, underpinned by personal
reflection and learning, into the
quantitative or statistical measures
valued by the West (AHRNS,
2012; Brascoupé & Waters, 2009;
Walker et al., 2010; Yeung, 2016).
The notion of replicability or

“one size fits all” can also be a
key challenge, with an inherent

tension between the concept of
system-wide measurement and the
need for indicators to have local
relevance and be rooted in local
Indigenous contexts (AFN, 2006;
PHAC, 2015).

Another significant and
fundamental point relates to
data collection and governance.
A key enabler of cultural
safety—and a requirement of
cultural safety measurement—is
identifying Indigenous clients
and staff. However, given the
term “Indigenous” refers to
diverse cultural groups, each of
which is associated with different
processes for identification and
registration, and some of which
continue to be challenged in the
courts because of their colonial
legacy (NCCAH, 2013b), a single
Indigenous identifier does not
exist and no existing Indigenous
identifiers are embedded

in identification processes
associated with accessing health
care. Consequently, there is

a significant reliance on self-
identification processes for all data
collection related to Indigenous
Peoples. Self-identification is a
necessary process if data about
health system performance for
Indigenous Peoples, and resulting
inequities, are to be made visible
(Smylie & Firestone, 2015).

An interrelated point arises
here. Many Indigenous people
are reluctant to self-identify
because data about Indigenous
Peoples have often been

used against them, without

benefit to them, and with no
recognition of their rights to
self-determination. Historically,
data and research about
Indigenous Peoples have been
interpreted and released from
non-Indigenous paradigms and
without Indigenous involvement.
These have been used against
Indigenous rights and interests,
and have stigmatized and
depicted Indigenous Peoples as
inferior (Canadian Institutes of
Health Research [CIHR] et al.,
2014). In response, Indigenous
Peoples and their governing
bodies have asserted their
rights to data sovereignty. They
have articulated standards and
protocols for ownership, decision
making, and participation by
Indigenous Peoples in the data
and research relating to their
populations (CIHR et al., 2014;
First Nations Information
Governance Centre [FNIGC],
2014, 2020). At a systemic level,
Indigenous data governance
principles such as Ownership,
Control, Access, and Possession
(OCAP"®) have been developed
and adopted to articulate
Indigenous data sovereignty
(FNIGC, 2014). These rights
are further reinforced by the
UNDRIP’s Indigenous human
rights standards affirming
self-determination and
intellectual property.

The imperative to address all
the abovementioned issues
and requirements and move
beyond evaluation to system-
wide measurement is growing,.
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Uprooting the colonial
underpinnings of the health

care system and eliminating

the negative influence of long-
standing racial stereotypes

about Indigenous Peoples on the
quality of health care delivery
require system-wide change.
Actions and interventions must
happen at multiple levels, and
across dozens of organizations
and hundreds of health care
sites and facilities. There is an
increasing, nationwide focus

on the need for deep change

to address Indigenous-specific
racism, and for this change to be
systemic, aligned, and mandated

(Indigenous Services Canada,
2021; Turpel-Lafond, 2020a).

A key feature of such complex
and/or system-wide change

is coordinated measurement
(Best et al., 2012; Canadian
Health Services Research
Foundation [CHSREF], 2011;
Kania & Kramer, 2011, 2013;
Ken Blanchard Companies,
2018). Many have noted the
lack of systemic measurement
related to cultural safety, and
calls have been increasing for
the development of standardized
indicators and measures in
collaboration with Indigenous

Peoples (AHRNS, 2012; Allan
& Smylie, 2015; Australian
Government, 2017, 2019; Baba,
2013; Indigenous Primary
Health Care Council, 2021;
Inuit Tapiriit Kanatami, 2021;
Jongen et al., 2018; Kumas-Tan
et al., 2007; Paradies et al., 2014;
Turpel-Lafond, 2020a; Walker
et al., 2010; Yeung, 2016). Most
recently, the need for improved
measurement was emphasized
in the report, In Plain Sight:
Addressing Indigenous-specific
Racism and Discrimination

in B.C. Health Care, which
calls for “systematic action”

(Turpel-Lafond, 2020a, p. 2)
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Timely and accurate
feedback on the impact

of change can show what
is working, what is not,
and what barriers to
progress may exist, thereby
feeding continuous quality
improvement and the

sharing and dissemination

of knowledge

(CHSREF, 2011; Ivers et al., 2012;
Kania & Kramer, 2011; Ken Blanchard
Companies, 2018).

that encompasses governance,
leadership, legislation, policy,
education, and practice, and which
provides a set of recommendations
intended to establish a “renewed
foundation for Indigenous Peoples’
access to, interaction with, and
treatment by, the health care
system” (p. 181).

To support such a renewal,

the present report describes

core concepts for the further
development and validation of

a system-wide cultural safety
measurement framework that
would include the development
of indicators, regular reporting,
and protocols for data collection
and management at multiple
levels of the system. A set of
indicators organized into themes
and/or domains within an overall
measurement framework can help

© Credit: iStockPhoto.com, ID 1309150846

support a strategic view of, and
consistency and comparability
in, data collection and reporting
(BC Association of Aboriginal
Friendship Centres, 2010). In
addition to a set of indicators,
comparability can also be
achieved through developing
and utilizing shared approaches
to data collection. This may also
support greater cost-effectiveness
through enhanced economies

of scale and prevention of
duplication of effort. Cost-
effectiveness would also be
improved through systematically
including cultural safety
measurement in existing processes
of assessment and performance
measurement. This would have
the added benefit of normalizing
concepts about racism and
cultural safety within health
system performance in Canada.
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Timely and accurate feedback on
the impact of change can show
what is working, what is not, and
what barriers to progress may
exist, thereby feeding continuous
quality improvement and the
sharing and dissemination of
knowledge (CHSREF, 2011; Ivers
et al., 2012; Kania & Kramer,
2011; Ken Blanchard Companies,
2018). Successful change efforts
utilize measurement for the
purposes of accountability inside
and outside the organization,
making it clear what success
looks like and supporting
compliance and alignment with
that vision of success (Best

et al., 2012; Hogg, 2018; Kania
& Kramer, 2011, 2013; Ken
Blanchard Companies, 2018).



CULTURAL SAFETY INITTATIVES:
A CONCEPTUAL FRAMEWORK

Figure 1 provides a high-level
visual depiction of a conceptual
Cultural Safety Measurement
framework drawn from the
prevailing logic in the literature.
This framework posits that an
array of interrelated actions and
interventions can be implemented
to enhance cultural safety of all
health services and associated
administration. These will improve
both health system performance

for Indigenous Peoples and
Indigenous patients” experiences of
health care.

Improving experiences of care will
encourage Indigenous Peoples’
utilization of health services and
thus contribute to improved
health system performance.

The Framework also reflects the
evidence demonstrating that

the experience of health care
contributes to health outcomes
(Australian Government, 2019;
Betancourt et al., 2002; First
Nations Health Authority
[FNHA] et al., 2019; National

Improving experiences of care will encourage

Indigenous Peoples’ utilization of health services and

thus contribute to improved health system performance.

Aboriginal and Torres Strait
Islander Health Workers
Association, n.d.; Paradies et al.,
2015; Paradies & Cunningham,
2012; State of Victoria, 2009;
Turpel-Lafond, 2020b; Vancouver
Coastal Health & FNHA, 2014;
Walker et al., 2010). High-quality
health system performance

is, in turn, one contributor

to improved health outcomes
(Alberta Health, 2014; Canadian
Institute for Health Information

[CIHI], 2013a).

It is widely known that health
system performance alone does
not drive health and wellness
outcomes. Supporting improved
health and wellness outcomes
for Indigenous Peoples and
communities will require

efforts in the health sector to

be supplemented by efforts in

areas such as income, education,
and housing (Chief Public
Health Officer of Canada, 2019;
National Collaborating Centre for
Determinants of Health, 2018;
Paradies et al., 2015; Reading

& Halseth, 2013; Reading &
Wien, 2009). With these points
in mind, the framework in
Figure 1 visually depicts how
determinants of ill-health and
health surround components
that are specific to the health
system (interventions, experience,
performance, outcomes).
Associated indicators (enhanced
cultural safety, participation,
relational care, equitable access,
equitable health and wellness,
upholding of Indigenous human
rights, etc.) can be nested within
each of the broadly-categorized
components depicted in the
multi-coloured ovals.
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FIGURE 1: CULTURAL SAFETY MEASUREMENT CONCEPTUAL FRAMEWORK

Oval 2
EXPERIENCE OF
HEALTH SYSTEM

/ N

Patient-driven definition and experience
of a positive healthcare encounter
(e.g., feeling respected; involvment in
decision-making; relational care.

Oval 1 Oval 3
(7
HEALTH SYSTEM HEALTH SYSTEM
ACTIONS AND PERFORMANCE
INTERVENTIONS

Activities to enhance cultural
safety of health services, settings,
and administration for Indigenous
patients and healthcare providers.

High quality health system performance
for Indigenous people (dimensions
include equitable access; safety;
appropriateness; efficiency; effectiveness).

DETERMINANTS OF HEALTH/ILL HEALTH

Oval 4

— » HEALTH & WELLNESS

OUTCOMES

Equitable health and wellness
outcomes for Indigenous peoples,
and upholding of Indigenous
human rights.

Structural factors (resulting from racism & colonialism) that shape structural, social, outcome inequities

Health system actions
and interventions

A review of Indigenous cultural
safety frameworks reveals 10
common health system domains
in which organizations or
health systems can undertake
actions and interventions (Fig. 1,
Oval 1) to support enhanced
cultural safety (see Appendix A
for thematic analysis). Process
measures that reflect common
and established actions and

interventions to increase

cultural safety can be designed
to monitor their effectiveness
within each of the domains listed
below. The following description
of the domains includes
implementation considerations,
some of which are, of course, also
applicable to other domains.’

1. Data and evidence: entails
cultural safety audits or
assessments, identification
and reporting of performance
measures, evaluation of

cultural safety initiatives,
and culturally-safe methods
for clients to self-identify

as Indigenous. As indicated
above, implementation of
cultural safety measurement
must proactively involve
strategies (e.g., engagement
with Indigenous Peoples,
staff training, transparent
information about how the
data will be used) to ensure
that the collection of self-
identification information is
culturally safe. It will require

3 A number of these implications shape the content of the framework proposed in this paper, particularly as related to healch

system actions and interventions. Navigating these implications effectively will require strong partnerships and co-development
of solutions between Indigenous Peoples and leaders in health systems.
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surveying that explores, as
examples, the following:
personal experiences of
cultural safety based on

the domains described in

this framework; personal
experiences of cultural
unsafety and racism,

such as misdiagnosis and
stereotyping, and experiences
of discrimination; how likely
Indigenous Peoples would

be to make a complaint

(and why); opinions on how
Indigenous Peoples are treated
in health care; and opinions
on what makes good health
care for Indigenous Peoples
(e.g., the importance of
cultural spaces and/or client
navigators).* Throughout

the entire cycle—from data
collection, to analysis and
interpretation, to release and
publication—implementation
of cultural safety measurement
must be guided by Indigenous
data governance processes.

3.

Policy and protocol:
involves establishing
organizational policy on
cultural safety, applying
cultural safety or equity as a
“lens” to all organizational
policy, and following
Indigenous policy/protocols.
Cultural safety and equity
must be “hardwired” into all
policies in health systems,
and First Nations, Métis,
and Inuit protocols (e.g.,
cultural protocols regarding
interactions between
individuals or groups) must
be followed. Implementing
these policies will require
education and training for
staff, as well as mechanisms
to assure compliance.

Incidents, complaints, and
whistleblowing: refers to
processes for both employees
and clients to provide
feedback and report incidents

of cultural unsafety or racism.

Incidents, complaints, and
whistleblower processes
must be developed and
implemented in ways that

ensure individuals’ safety from
judgement or penalty, and
without concern that their
issues will be discredited.’
With respect to Indigenous
Peoples, the processes should
involve culturally appropriate
practices, for example,
“options for mediation
through traditional ways
such as circles and inclusion
of Elders” (FNHA, 2016,

p. 16). They should also

be linguistically sensitive,
“providing notice in other
languages about the right of
each patient/consumer to file
a complaint or grievance”
(Weech-Maldonaldo et al.,
2012, p. 59).

Indigenous perspectives
and practices: refers to

an acknowledgement of

a different definition of
“health” on the part of
Indigenous Peoples, and/or
the integration or design of
Indigenous-specific services
within the mainstream
health system. As noted
above, Indigenous Peoples

4 Several instruments exist, particularly with respect to racism and discrimination, that could serve as a starting point for the
design of these questions (Williams, 2016). For example, at least two survey instruments were deployed as part of the In Plain
Sight inquiry, which were based on instruments designed by the Provincial Health Services Authority (PHSA) of BC and
the Fraser Health Authority (Turpel-Lafond, 2020a, 2020b). The PHSA developed Checkbox, a survey tool that sits on its
Information Management, Information Technology Services-controlled server and is made available to PHSA researchers and
several organizations and institutions in BC (PHSA, n.d.). Additionally, Patient Reported Experience Measures and Patient
Reported Outcome Measures provide reflections on patient experiences with health care processes and the impact of a condition
on their quality of life, respectively (CIHI, 2014, 2015; Cuthbertson, 2014), with some of these continuing to evolve to capture
cultural safety data and an Indigenous identifier.

> Lautensach and Lautensach (2011) refer to a history of discrediting Indigenous whistleblowers. With respect to the atrocities of
residential schools, the authors note that there were “coordinated efforts to cover up the events and to discredit whistleblowers”
(p. 186, 2n.)
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The most valuable
human resources for
ensuring culturally safe
health care programs,
planning, and initiatives

22

are Indigenous Peoples.

have a wholistic definition

of health. They emphasize
the interconnectedness of
physical, emotional, spiritual,
and mental dimensions of
well-being. Incorporating
Indigenous perspectives and
practices means critically
examining and dismantling
aspects of a colonized

system founded on European
supremacy that present barriers
to culturally safe care. It means
identifying conventional
services or practices that are

in conflict with “traditional
practices specific to the
culture(s) in question”
(Cromarty & Walker, n.d.,

p- 2). It also means that in
order to extend health care
practices to include Indigenous
perspectives on health and
wellness and incorporate
traditional practices into
health care professions,
barriers to recruiting and
retaining Indigenous health
care professionals need to

be identified and overcome

(Turpel-Lafond, 2020a; Vukic
etal., 2012). Additionally,
“specific social and cultural
factors that form the basis

for individual health beliefs,
behaviors, values, and
preferences and how they
potentially mitigate a patient’s
ability to obtain quality

care” (Betancourt et al.,

2003, p. 295) must also be
identified and addressed. For
example, offering services in
traditional languages would
help to deconstruct one major
barrier to culturally safe care
(Betancourt et al., 2003).

Leadership, governance,
and administration: means
involving Indigenous Peoples
(including specifically the
Nations on whose territories
operations are delivered) in
decision making, utilizing 6.
cultural safety as a “lens” for
governance decisions, and
ensuring visible leadership
support for cultural safety.

Without considering ways

in which Indigenous self-
determination and governance
principles are disrespected or
ignored in health care policies,
practices, and programming,
and without ensuring

that traditional healing
practices and medicines are
acknowledged and advanced
(Indigenous Primary Health
Care Centre, 2021), a cultural
safety framework will be
impossible to establish. First
Nations, Inuit, and Métis
Peoples must be involved

in governance, leadership,
prioritization, and decision
making, including reciprocal
accountability, budgeting, and
research (Simmonds et al.,
2020; Brascoupé & Waters,
2009; Browne et al., 2016;
FNHA et al., 2019).

Planning: refers to the
involvement of Indigenous
Peoples in strategic and
operational planning, as well
as in cultural safety strategic



priorities and workplans.
Strategic plans drive
prioritization, investment,
and accountability within
health sector organizations,
including shaping what

gets measured and how it

is measured. Indigenous
involvement and visibility

of cultural safety and
Indigenous human rights
across organizational strategic
and operational plans are core
indicators of the depth of an
organization’s commitment.

Human resources: refers to
cultural safety training and
the recruitment and retention
of Indigenous employees,

as well as the integration of
cultural safety expectations

in job profiles, recruitment
processes, and all performance
appraisals. The most valuable
human resources for ensuring
culturally safe health care
programs, planning, and
initiatives are Indigenous
Peoples. The recruitment

and retention of Indigenous
employees within health care
is dependent on initiatives
that seize the opportunity to
“educate First Nations, Inuit,
and Métis students at the
baccalaureate, master’s and
doctoral levels [... and ensure
their] safe passage through
these programs” (Hart-

Wasekeesikaw, 2009, abstract).

To achieve this means
identifying and redressing

where Indigenous worldviews
have been disrespected,
eradicated, or ignored in the
academic community and
creating curricula that “foster
competence among Aboriginal
and non-Aboriginal graduates
in the provision of care to
Aboriginal peoples” (Hart-
Wasekeesikaw, 2009, abstract).
Here, too, “the First Nations,
Inuit and Métis youth
population is a significant

and potential human
resource” (Hart-Wasekeesikaw,
2009, abstract).

Partnership and
engagement: means
formalized partnerships

with Indigenous Peoples

and engagement and
communications strategies
that raise staff and public
awareness about Indigenous
Peoples, priorities, racism,
and/or cultural safety.
Developing partnerships with
individuals, communities, and
organizations with the specific
objective of collaborating

to implement measures in
health care that will ensure
cultural safety is crucial in
the development of cultural
safety frameworks (Australian
Indigenous Doctors’
Association, n.d.). While
culturally relevant print and
communications materials
are key, frameworks must go
beyond recognizing a need
for greater communication

10

to include meaningful
relationships and measures
that “activate and breathe
life” into these frameworks
(Federation of Saskatchewan
Indian Nations, n.d., p. 27).
Health Services: includes
Indigenous cultural care
providers, liaisons, and
navigators integrated with
community services, as well as
tools, standards, and guidelines
to reinforce cultural safety

in all health service delivery.
Indicators assess the provision
of Indigenous cultural, social,
and spiritual care services

for Indigenous clients—
affirming their identity and
wholistic definitions of health
and well-being and making
these Indigenous cultural
health and wellness services a
seamless part of care teams and
models. Indicators also align
with guidelines and service
models that enable health care
professionals to uphold cultural
safety in their practice.

Physical spaces: involves
Indigenous artwork and
language/signage throughout
facilities, and built
environments (e.g., cultural
and healing rooms) that
accommodate Indigenous
practices. Implementing
frameworks to ensure
culturally safe physical spaces
requires an understanding
that a physically safe space

is also an emotionally safe
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one. An indicator of a high-
performing health system
that Indigenous health care
providers and patients may
deem culturally safe is if that
environment has spaces that
support diverse Indigenous
cultures (Brooks-Cleator

et al., 2018); for example,
there may be spaces in
which Indigenous health
care providers and staff have
access to resources that are
not only culturally relevant,
but are also available in
Indigenous languages.

These physical spaces may
include a welcoming and
culturally safe birthing room,
where women have access

to traditional practices and
birthing methods (Western
Health, 2019). Culturally
safe built environments can
extend beyond interior areas
to outdoor spaces that include
Indigenous flags, feature
plants that are important to
Indigenous Peoples, showcase
Indigenous sculptures and
other artwork, and make
room for ceremony (Western

Health, 2019).

Experience of
health system

As explained above, cultural
safety is achieved when clients say
that it is (Baba, 2013; Brascoupé
& Waters, 2009; HCC, 2012;
IPAC & RCPSC, 2009; SOGC,
2013; Walker et al., 2010; Yeung,
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2016). Therefore, a significant
component of the Cultural Safety
Measurement Framework (see

Fig. 1, Oval 2) entails drawing

on client perceptions and
experiences, which are intended to
be improved through the actions
and interventions described above.
Although Indigenous clients enter
health care with different histories,
cultural backgrounds, and health
care needs and priorities, six

key themes arise from a review

of studies focusing on desired
Indigenous experiences of cultural
safety in health care (see Appendix
B for thematic analysis):

1. Respect: involves the feeling
of being valued and one’s
dignity being upheld by a
health care provider and
health care environment.

2. Identity: refers to positive
acknowledgement or
affirmation as an Indigenous
person or part of an
Indigenous culture.

3.

Empowerment and equity:
encompasses an equal
partnership that supports
the self-determination of the
client and enables the client
to feel heard, and in which
the provider and patient

are in a cooperative and
reciprocal relationship.

Safety: refers to a sense of
protection from harm or
risk, and an experience free
of racism.

Relationality: includes a
sense of dignity, an experience
of connection with a

health care provider, and
observations of health care
providers demonstrating care,
compassion, and empathy.

Reciprocity: involves two-
way or shared learning,
curiosity, interest, and effective
communication, facilitated

by an understanding of the
impacts of colonialism on
Indigenous Peoples.



Within these six common themes
delineating a culturally safe health
system, experience-based cultural
safety measures can be designed
and tracked over time. Survey
instruments and other modalities
such as focus groups and journey
mapping, amongst others, could
be designed to collect data on these
indicators. These outcomes can and
must supplement existing surveys
and validated indicators related

to the experience of racism and
common forms of anti-Indigenous
stereotyping and discrimination

(see Turpel-Lafond, 2020b).

Health system
performance

This portion of the Framework
(see Fig. 1, Oval 3) points to

an awareness that undertaking
cultural safety actions and
interventions across all health
systems and organizational
domains will improve the health
care experience of Indigenous
Peoples. These actions and
interventions will also enhance the
overall performance of the health
care system for this population.
Health system performance is a
well-established field, particularly
in Canada, with many frameworks
describing core domains and key
indicators of high-performing
health systems (Braithwaite

et al., 2017; Fekri et al., 2017;

Miiller et al., 2021; Young et al.,
2019). Common domains

cover matters such as: the health
system’s ability to deliver services
that patients and populations
need; the ease of access of health
services; the safety of services; the
degree to which health services
are appropriate and effective,
based on available evidence; and
the efficiency of those services,
meaning maximizing the output
of those services within available
resources (Alberta Health, 2014;
BC Patient Safety & Quality
Council, 2020; CIHI, 2013a;
Health Quality Ontario, 2018).
Within these domains, many
validated indicators exist (e.g., wait
times, readmission rates) that are
routinely measured and reported at
national, regional, and local levels.

Given that health system
performance in Canada is
comprehensively examined through
an established set of validated
indicators, some of which are noted
in the previous paragraph, efforts
in cultural safety measurement in
this area may, at least initially, be
less about designing new indicators
than it is about supporting the
visibility of Indigenous Peoples in
these data. Doing so illuminates
the inequitable and poor way in
which the health system performs
for this population. For example,
the recent data report of the /
Plain Sight review of Indigenous-

specific racism in BC’s health care
system identified major problems
in this province’s ability to deliver
primary and preventative care and
maternal and child health services
for Indigenous Peoples living

in this province in comparison

to its non-Indigenous residents.
As a result of these failures, a
disproportionate number of
Indigenous people use emergency
services when compared with
non-Indigenous populations
(Turpel-Lafond, 2020b). This
report, among others,® importantly
attributes this poor system
performance to Indigenous-specific
racism in health care and the lack
of cultural safety in health care
services and settings—a critical
understanding also embedded in
the framework proposed herein
(Allan & Smylie, 2015; Australian
Government, 2019; Boyer, 2017;
College of Family Physicians

of Canada Indigenous Health
Working Group, 2016; Turpel-
Lafond, 2020b).

Health and
wellness outcomes

The Canadian Institute for Health
Information (CIHI, 2013a) states
that health and wellness outcomes
“are a fundamental goal of health
systems and include the health
and well-being of both individuals
and population” (p. 11).

¢ Examples of other reports include the final report of the National Inquiry into Missing and Murdered Indigenous Women and
Girls (2019) and Ignored to Death: System Racism in the Canadian Healthcare System, a submission to the UN Human Rights
Council (Expert Mechanism on the Rights of Indigenous Peoples [EMRIP]) (Gunn, n.d.).
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Improved health system
performance will contribute to
the achievement of enhanced
population health and wellness
outcomes (Fig. 1, Oval 4),
particularly when performance
advancement within health
systems is developed and
achieved in concert with
additional initiatives designed
to address inequities in sectors
outside of health.

As with health system
performance, there are many
validated population health
indicators, such as life expectancy,
infant mortality, injuries, and
chronic disease burden. Culturally
safe health outcome themes for
Indigenous populations have

been framed by the Canadian
Institute for Health Information
in accordance with four themes:

1. life expectancy and well-being
(e.g., life expectancy at birth
and at 65 years);

2. death (e.g., infant and child
mortality, suicide);

3. health conditions
(e.g., pervasiveness of disease
[e.g., STIs], injury, and
trauma [e.g., residential
school attendance] at various
life stages); and

4. human function and
behaviour (e.g., limitation
due to injury; alcohol/illicit
drug consumption) (CIHI,
2013a, 2013b).

These and other Indigenous health

outcome measures are routinely
reported at national, provincial,
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In addition to established population health and

well-being indicators, what are increasingly and

importantly emerging are Indigenous-driven and
strengths-based indicators of health and well-being that
describe what Indigenous Peoples conceptualize as good
health outcomes and that balance Western perspectives

with measures that Indigenous Peoples value.

(Allen et al., 2020; FNHA & PHO, 2020; Heggie, 2018; Smylie & Firestone,

2015; Thiessen et al., 2020).

and territorial levels, including

for Indigenous populations
(Government of Canada, 2018;
Provincial Health Officer [PHO]
& FNHA, 2018). As with

health system performance, the
framework presented in this paper
proposes continuing to make
Indigenous Peoples and their
health outcomes visible in a way
that attributes resulting disparities
to systemic racism and the legacy
of colonialism. This is critical

for ensuring that racist beliefs of
Indigenous Peoples as responsible
for their own poor health status are
not reinforced.

In addition to established
population health and well-being
indicators, what are increasingly
and importantly emerging are
Indigenous-driven and strengths-
based indicators of health and
well-being that describe what
Indigenous Peoples conceptualize
as good health outcomes and that
balance Western perspectives
with measures that Indigenous

Peoples value (Allen et al., 2020;
FNHA & PHO, 2020; Heggie,

2018; Smylie & Firestone, 2015;
Thiessen et al., 2020). This is
especially important given both
Indigenous Peoples’ wholistic
approach to health and wellness
(Akbar et al., 2020) and the
diversity within and between
Indigenous Peoples and Nations.
Indigenous-led indicators tend to
emphasize traditional practices,
healing methods, and culturally
relevant programming (Akbar
et al., 2020; Auger et al., 2016;
CIHI, 2013a). For example,
multiple studies measuring
health and well-being among
diverse Indigenous populations
highlight the importance

of land to wholistic healing
(Ahmed et al., 2021; FHNA &
PHO, 2021; Redvers, 2020).
Continuing to support the
development and monitoring of
measures that reflect Indigenous
philosophies of health and
well-being is an important
mechanism for advancing
cultural safety and Indigenous

human rights standards
described in the UNDRIP.



CONCLUSION

This paper has sought to propose
an Indigenous Cultural Safety
Measurement Framework as a
critical tool for revealing the
impacts of colonialism and
racism, past and present, on
health system performance and
Indigenous Peoples’ health and
wellness. The Framework can
also be used to monitor progress
on achieving cultural safety in
health care. Given that data and
measurement have historically
been used against Indigenous
Peoples to justify continued
oppression and colonialism, this
paper urges some caution for
those interested in using such a
framework for measuring cultural
safety. At the same time, if health
systems and Indigenous Peoples
do not collaborate to advance
systemic measurement of cultural
safety, the historic and ongoing
invisibility of Indigenous Peoples
and health inequities, and the
masking of the very real problem
of anti-Indigenous racism in
health care, will persist.

The implementation of cultural
safety measurement is inherently
an effort that must be done
together, between Indigenous
and non-Indigenous Peoples

and health systems. While the

@© Credit: iStockPhoto.com, ID 1454376382




problem of Indigenous-specific
racism and the required changes
to enhance cultural safety lies
with non-Indigenous individuals,
communities, organizations

and governments, those who
experience racism in the health
care system — Indigenous Peoples
and, in particular, Indigenous
women (Fridkin et al., 2019)

— must be intimately involved

in developing solutions and
making decisions about health
policy (Fridkin et al., 2019) as,
ultimately, success in achieving
cultural safety can only be
determined by Indigenous
Peoples themselves.

This will require working
together, and not unilaterally,
to agree upon a measurement

© Credit: iStockPhoto.com, ID 96775862
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framework. It will demand
identifying and validating a

set of priority or mandatory
indicators. It will also necessitate
supporting local settings to
develop indicators that reflect
their cultures, priorities, and
practices, while maintaining

the ability to aggregate across
settings, regions, and geographies
for system-wide monitoring and
knowledge development.

We are at a unique and
important time in the history
of Indigenous—settler relations
in Canada. This involves truth-
telling about the past and
recognizing how the colonial
lineage of that past is deeply
embedded in our society, laws,
systems, and institutions.

It involves systematically
eliminating the racist beliefs
that allowed colonialism to
occur and decolonizing today’s
policies and practices in order to
enable expression of Indigenous
human rights. This framework
is an invitation to Indigenous
Peoples and health system
partners in various jurisdictions
and geographies to engage in
discussion and dialogue in

order to identify measures and
domains of relevance to them, to
design data governance processes
that contribute to repair,
restoration, and reconciliation,
and most importantly, to

issue concrete, recurring,

and normalized reporting of
Indigenous cultural safety in
Canada’s health care system.
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APPENDIX A: CONCEPTS ACROSS CULTURAL
SAFETY FRAMEWORKS

The following table summarizes health system domains arising from the literature or frameworks that
examine organizational development in cultural safety (N.B.: frameworks utilizing the terminology “cultural
competency” and “cultural humility” are also included, where those frameworks utilize these two concepts).

Data and
evidence

Policy and
protocol

Incidents,
complaints, and
whistleblowing

Measures are identified, data collected, and monitored;
used to inform planning

Culturally safe ways to assess Indigenous access
and experience of services (including identification

processes)

Cultural safety as a “lens” to evaluation; regular
evaluation of cultural safety

Public reporting, accountability, and celebration

Cultural safety audits and assessments (at
organizational and provider level)

Cultural safety and/or equity “hardwired” into all policy

System or organization policy or definition of
cultural safety

First Nations protocols are followed

Policies to address racism

Policy incentives for cultural safety (e.g.,

health professionals billing; compensation for
Indigenous healers)

Employee incident reporting on cultural safety
Complaints, feedback, and quality improvement

processes (including processes that reflect Indigenous
practices/approaches)

1,3,7,8,9,13,14,15,18, 20,
21,22,23

2,8,10, 14,18, 21,22, 23

2,3,4,7,8,12,14,16, 21, 23

2,3,8,9,12,14,15,18, 22,23

3,7,9,12,14,15,16, 21, 23

1,2,6,7,13,14,16, 17,20, 23

2,3,4,14,16, 21, 22

2,4.,6,10,14, 21

2,4,14,17, 21

3,4,13,16

2,3,14,15

2,3,7,8,912,14,15,16, 18,
22,23
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Indigenous
perspectives and
practices

Leadership,
governance, and
administration

Planning

Human resources

Partnership and
engagement

Recognition of unique definition of health and wellness

Traditional practices integrated in health care
services, treatment plans, and/or Indigenous-specific
programming

First Nations involvement in governance, leadership,
prioritization, and decision making (including reciprocal
accountability, budgeting, research)

Indigenous equity and cultural safety as a “lens” to all
strategic decisions

Visible leadership commitment and responsibility
(including in mission statement)

First Nations involvement in strategic and service
planning

First Nations and cultural safety reflected as a priority
in strategic and service planning

Cultural safety strategies/workplans

Training and ongoing skills development (at all levels,
including Board)

Cultural safety competencies built into job
descriptions, recruitment, and ongoing HR
management/performance

Recruitment and retention of Indigenous employees
Formalized partnerships and processes with
Indigenous communities and organizations

Dialogue with Indigenous communities, organizations,
and people

Communications strategy to raise awareness about
Indigenous peoples, racism, and/or cultural safety,
including organizational expectations and tools

Partnerships and coalitions to increase spread across
sector/system
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1,3,5 8,9 12,16, 19 21
1,2,4,5,6,78,11,13, 14,15,
16, 17,18, 21,22, 23

1,3,4,5,7,8,9,10,12,13, 14,
15,16, 17,18, 20, 21, 22

2,8,13,14

2,3,7,8,10,12,13, 14,16, 18,

21,22,23

1,2,3,4,7,9 13,14, 15, 16,
18, 21

1,6,7,8,9 11,14,15, 21

2,3,7,10,12,13, 14, 15, 16, 21

1,2,3,4,6,7,8,910,12,13,
14,15, 16, 18, 20, 21, 22, 23

2,7,8,12,13,14, 15, 16,
18, 20
2,3,4,7,8,910,12,13,14, 15,

16, 17,18, 19, 20, 21, 22, 23

1,2,3,4,5,78,910,12,13,
14,17,21,22

1,2,3,7,8,10,12,13, 14, 15,
16, 21,22, 23

2,3,8,12,14,16,18, 21, 23

3,7,8,13,18



Partnership and
engagement
(cont.)

communications materials

Tailored outreach and community education initiatives

Health services
culturally safe services

Accreditation

Navigators/navigation

Registration and intake processes

Continuity of care/wholistic care/integration with

community services

Language interpretation

Proactive/personalized care
Physical spaces

language; healing rooms

Cultural competency/safety in print and

Tools and guidelines are developed to support

Welcoming for Indigenous peoples; include visual
representations and signage of Indigenous culture,

Sources (see References for full bibliographic information):

—_

® N W

9.

10. Australian Indigenous Doctors” Association, n.d.

First Nations Health Authority et al., 2019
Provincial Health Services Authority, 2016
Tripartite Committee on First Nations Health
Executive Working Group on Cultural Safety
and Humility, 2016

National Aboriginal and Torres Strait Islander

Health Workers Association (NATSIHWA), n.d.

Yeung, 2016

Brascoupé & Waters, 2009

Betancourt et al., 2003

Vancouver Coastal Health & First Nations
Health Authority, 2014
Weech-Maldonado et al., 2012

11. Walker et al., 2010

12.
13.
14.
15.
16.

17.

18.

19.
20.
21.
22.
23.

710,12, 14, 23

7,8,10,17,18, 21,23

2,7,8,911,12,14,15,16, 18

2,3,4
1,2,8,11,14,17,18
2,3,8 14

1,2,3,56,8, 13,14, 19, 21

7,9,11,12,14,15,16,18, 21, 22
19, 23, 21, 23

1,2,3,4,6,7,8,910,12,13,
14, 15,16, 18,19, 21, 23

State of Victoria, Department of Health, 2009
Browne et al., 2016

Lawrence, 2017

Chin, 2000

Canadian Foundation for Healthcare
Improvement et al., n.d.

Federation of Saskatchewan Indian Nations, n.d.
Northwest Territories Health and Social
Services, 2019

Gomersall et al., 2017

Simmonds et al., 2020

Indigenous Primary Health Care Council, 2021
Australian Government, 2019

Western Health, 2019
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APPENDIX B: THEMES OF CULTURALLY
SAFE EXPERIENCE

The following table identifies themes arising from literature that examines the experience of culturally
safety, culturally safe care, and/or interaction with a culturally humble health care professional. Note that
articles specifically examining cultural unsafety were also included, where the authors explicitly describe the
opposite/inverse experience as reflective of cultural safety. This can and should supplement existing surveys
and indicators related to the experience of racism and common forms of anti-Indigenous stereotyping and
discrimination (see Turpel-Lafond, 2020Db).

Key words, concepts & themes

Respect

|dentity

Empowerment
and equity

Mutual respect

Feel respected

Provider supports client dignity
Feel valued

Provider showing respect

Cultural identity and teachings acknowledged, valued,
respected/identity not undermined/affirmation
of identity

Partnership/negotiation/reciprocity/balance of power/
equality/mutual/cooperation/equitable

Client self-determination
Client empowerment
Client able to voice perspective/feeling heard

Provider does not show attitude of superiority

Client as equal partner in decision making/
involvement in decision making
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1,5,6,7,14,16,17

7,11,12, 14,19, 20, 22, 23, 24

7,16, 20

518

8, 11,13, 20,22, 24

1,3,56,7,10,11,12,13, 14,15, 16, 17,
18,19, 20, 22, 23, 24

1,4,5,6,7,10,11,12,13, 15,16, 17,18,
19, 20, 22, 23

56,11,13,17,18

1,3,5,10,11,15,17,18,19, 22, 23, 24

7,10, 11,12, 14, 21,22, 23, 24

1,2,3,4,5,7,8,11,13,14,18, 19, 20, 22

6,7,11,14,15,16, 20, 22, 23, 24



Key words, concepts & themes

Safety Free of racism 2,11,13,14,17,18, 20, 22, 24
Feel safe 3,6,7,10,14,16, 17,18, 20, 21, 22
Trust technical expertise of provider 16

Relational Relational/connected 5,9,10,17,18,21,22
Open-minded/flexibility 1,3,4,22
Kindness/lateral kindness 11,12,13,22,23
Caring/compassion 1,11,19,22
Provider shows empathy 7,16,17,22
Family included 24
:;%vgjee;;?ec;)gnizes diversity of Indigenous cultures 9,13 17,18 23

Reciprocity Two-way health literacy, shared learning 5,6,11,13, 14,16, 17,22

Provider shows open-mindedness, curiosity,

interest, listening

Provider shows understanding of colonialism and

its impacts

Effective commmunication

1,4,8,11,13,15, 17,22

1,3,7,9 13, 14,18, 19, 20, 23

1,6,10, 13,15, 16, 21, 22, 23, 24

Sources (see References for full bibliographic information):

PN AR D =

[ e e e )
W = O

Baba, 2013

Allan & Smylie, 2015

Nursing Council of New Zealand, 2011
Baker & Giles, 2012

Yeung, 2016

Brascoupé & Waters, 2009

Health Council of Canada, 2012

Hook et al., 2013

McEldowney & Connor, 2011

. Australian Human Rights Commission, 2011
. Browne & Fiske, 2001

. Hole et al., 2015

. First Nations Health Authority, 2016

14. Tripartite Committee on First Nations Health
Executive Working Group on Cultural Safety

and Humility, 2016

15. National Aboriginal Health Organization, 2008

16. Mander & Miller, 2016

17. Williams, 1999

18. FASD Evaluation, 2012

19. Shah & Reeves, 2015

20. Goodman et al., 2017

21. Green et al., 2018

22. Gomersall et al., 2017

23. Simmonds et al., 2020

24. Australian Government, 2019
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