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Dedication
To the First Nation peoples of Canada, it is our non-Indigenous responsibility to achieve truth
and reconciliation with you, our brothers and sisters, as we row in the river beside you in the two
row wampum. Along with your lands, languages, and cultures, we offer this collaborative work
to your community bundles, as a form of knowledge that can be passed on to future generations.
This dissertation is dedicated to the First Nation member communities of Nokiiwin Tribal
Council, and to any First Nation community that can find shared meaning and value from what

we have learned about ourselves.
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Abstract

In northwestern Ontario, interprofessional collaboration is needed to improve access to
healthcare services for Indigenous people. The Truth and Reconciliation Commission of Canada
identified 94 Calls to Action, four of which guided the design of this community action research
project (No.18: acknowledge previous health policy is responsible for Indigenous health, No.19:
identify appropriate health services, No.22: recognize the value of traditional health practices;
No.23: provide competency training for health professionals). The purpose of this study was to
examine whether the teaching of six interprofessional competencies to healthcare teams
servicing northern First Nation communities enhances: 1) interprofessional collaboration and 2)
Indigenous healthcare access. A two-eyed seeing approach supported an interprofessional
collaboration (IPC) training intervention involving 30 participants. A convergent parallel mixed
methods design, including a post-post test design survey and second-order narratives, supported
the generation of community action-oriented goals. A statistically significant difference in each
of the six interprofessional competency domains was found following the training. Qualitative
analysis demonstrated that access to healthcare services does improve following collaboration
training. The mixed analysis demonstrated that sustainable community resources focused on
healthcare access were developed as a result of the action-oriented goals. Northern First Nation
communities can benefit directly and indirectly from interprofessional competency training for
the purpose of improving access to healthcare services. By incorporating Indigenous ways of

knowing within a community action research framework, Calls to Action can be enacted.
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Prologue

There was a time, a long time ago, when Nanabush and all the other animals spoke freely
to one another. Nanabush was always walking around looking for an easy meal. One time,
Nanabush saw some ducks. He greeted them as his brothers and invited them to a dance that
night. And so, the ducks went to the dance. Nanabush had prepared a beautiful dancing ground
and invited them in. “Close your eyes, we are going to do the Shut-eye Dance” he said. “If you
do not shut your eyes while I sing this song, your eyes will turn red”. And so, those ducks did
shut their eyes and danced around. Nanabush drummed with one arm as he sang. With his other
arm he began to reach out and wring each duck’s neck as they passed by. The sound of their
wringing necks went along with the music, and so the ducks continued with their shut-eye dance.
There was one duck however who secretly observed what was going on. Shingibiz was his name.
When he saw what was happening, he called out to his fellow ducks, “My brothers, wake up.
Nanabush is killing us!” The ducks that were still alive opened their eyes and quickly exited,
escaping their confinement. Nanabush kicked Shingibiz in the rear and told him, “Now your eyes
will turn red!” And that is why today Shingibiz has red eyes. (Chacaby, 2011). Reprinted with

permission.

Figure 1: The Loon - Shingibiz. (CBC Kids, 2018).

10
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The loon in Anishinaabek cultures often represents the leader, the one who is willing to
challenge themselves and the status quo for the betterment of the community. It takes courage to
be something greater than ourselves; to engage in community-based action research requires a lot
of courage from the community, the leaders, the researchers, and anyone who opposes the
concept of research. May we all have the courage to be Shingibiz and not engage in the shut-eye
dance in our day-to-day lives. It is only then that we will be ready to take the longest journey
from our heads to our hearts, and stay true to ourselves, our values, our cultures, and our lives
(Ojibwe Elder teaching).

In this study, we acknowledge that First Nation knowledges are unique and widespread
across the Americas and around the world (Smith, 1999). As part of the Truth and Reconciliation
Process (TRC, 2015) process, university partnerships were formed with community partners to
ensure a shared understanding of acceptable knowledge creation, rather than reinforcing past
colonial research behaviours. Specifically, we looked to re-search or re-find knowledge that has
been there all along (Wilson, 2008), in a community action research framework. This provided
an opportunity for six First Nation communities to learn with, from, and about one another
(CAIPE, 2002), for the purpose of collaboratively examining access to healthcare services.
Overall, this experience has helped to strengthen existing relationships and help to build new
relationships, while uncovering important wisdom and knowledge that can be shared with other
Anishinaabek and non-Anishinaabek peoples. This re-search demonstrates one example of how
‘we’ can honour the two-row wampum; an example of how we can fulfil our individual roles to
help one another when needed. When we talk about self-determination and strengthening First
Nation communities, collaborative training by people on both boats, teaches us not to steer the

boat of our neighbour, but to share our knowledge in exchange for knowledge shared.

11
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Chapter 1: Introduction — The Two Row Wampum

Figure 2: Two Row Wampum Belt. (Chitty, 2013).

"The Two Row Wampum Treaty Belt or Kaswentha symbolizes the relationship of the native
people of North America, the Haudenosaunee, with the White man or Europeans. This
treaty represents peace, friendship, and mutual respect by all of us. The white beads
represent the purity of the agreement or the ‘river of life’. One purple row represents the
path of the natives’ canoe which contains their customs and laws, while the other purple
row represents the path of the White mans’ vessel, the sailing ship, which contains his
customs and laws. The meaning of the parallel paths is that neither boat should outpace
the other, and the paths should remain separate and parallel forever. This is an Elder
teaching of the Mohawk Council of Akewesasne speaking to the Tawagonshi Agreement of
1613. (Parmenter, 2013)

! The two row wampum belt, though not from the lands of the Anishinaabe Peoples where this research took place,
is an important universal symbol of how the relationship between Indigenous and non-Indigenous peoples was
formed over four centuries ago. For this reason, it has been included in the Introduction chapter of this dissertation.

12
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Justine Jecker — Novice Community Action Researcher

It is customary in Anishinaabe culture when meeting people for the first time, to
introduce yourself, your heritage, your homeland, your family, and your language prior to
engaging in any business. I am a 35-year-old White, middle-class, university-educated French-
Canadian woman of European descent. My ancestors arrived on Turtle Island between 1700-
1725 from eastern France or western Germany. I have been told by my mother that I have Métis
heritage with minor evidence dating back to the southern Manitoba area; however, there is no
confirmation of this claim. Saul (2014) states that anyone whose ancestry dates back to pre-1760,
could consider themselves to be Indigenous, although in this research journey of understanding
Indigenous ways of knowing, I would not make this claim. I was born in rural Ontario but spent
a great deal of time in Quebec as a child surrounded by the French language on my father’s side,
and the English language on my mother’s side. In the 1980’s, there remained a strong divide in
Quebec between being French and English, so after my father passed away prior to starting
school, my mother was forced to move back to English-speaking southern Ontario where we lost
all connection with my paternal family.

It was in Hamilton, Ontario where I began my schooling, and was able to thrive in the
Euro-centric schooling system, despite my family being considered low-income. I was very good
at memorizing facts and figures, which would be a skill that would keep me in the top 5% at
school until completing my master’s program in occupational therapy at the age of twenty-five.
Two placements in northwestern Ontario prior to graduating from the program, would be my
first introduction to the damaging history of colonialism. Similar to Cusack (Hall & Cusack,

2018), I would begin to identify as a non-Indigenous woman who experienced a ‘White-washed’

13
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version of Canadian history, and needed transformative learning where I could ‘learn to unlearn’
(Srigley & Varley, 2018) non-critical ways of thinking and challenging the status quo.

Thus, it was ten years ago when I first began to learn about First Nation or Indigenous
cultural practices, histories, languages, and differing worldviews. It was a tremendous uphill
battle to develop a basic understanding of true ‘Canadian’ culture and history; a history that
should have been a part of me the moment I was born. In essence, I needed to change
fundamental parts of my thinking: 1) that colonialism was a part of ancient history, and 2) that
‘Indians’ had received their fair share of the land and governmental benefits a long time ago. It
actually hurts me to write this now, but I feel these revelations in my thinking could be
equivalent to a German citizen being raised without knowledge of the Holocaust [deep breath].
Duran et al. (1998), Simpson (2012) and Daschuk (2013) have referred to colonization of Turtle
Island, as the ‘Holocaust of the Americas’; despite coming to realize this experience deeply
within my being, there continues to be ‘great reluctance’ on behalf of Canadians to publicly
acknowledge that genocide took place in our country (Benvenuto, Woolford, & Hinton, 2014).

In my journey towards completing a PhD, my world view has evolved exponentially.
Like many non-Indigenous researchers working with Indigenous communities, I hold an anti-
racist position in a society that often denies the existence of racism (People’s Knowledge
Editorial Collective [PKEC], 2016). This has been an ongoing personal and professional
challenge, which as a realist and optimist, has humbled me greatly. One of the most powerful
articles that guide my current thinking, was written by Tuck and Yang (2012), Decolonization is
Not a Metaphor. This work challenges me daily to consider my moves to innocence: Am I a
settler? Do I have the Pocahontas Indian-grandmother complex? Do I justify colonialism,

because we have all been colonized? Have I ever found myself as a footnote at the bottom of a

14
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research paper? If I am being honest, my pragmatic self continually questions whether
‘decolonization’ can truly be achieved; however, I fervently recognize my role as an advocate for
social justice and my position in building relationships with Indigenous communities.

Another contextual piece of information about me is that I have been a community
occupational therapist for ten years, and have teaching appointments at two universities, one of
which is situated in a medical school. My main teaching passion is in the area of
interprofessional education, where I have the opportunity to facilitate learning with healthcare
professional students from different backgrounds to learn with, from, and about one another
(CAIPE, 2002) for the purpose of advancing individual and community-centred care. The
following dissertation will recount the makings and doings of this research journey, experienced
by me and others, through an interprofessional collaboration lens. Additionally, the two-eyed
seeing lens influenced by the work of Elder / knowledge holder Albert Marshall (CIHR, 2014)
reflects my journey towards recognizing and understanding Indigenous ways of knowing, and
was used to guide the writing and incorporation of two ways of knowing in this dissertation.

After four years in this incredible program, I can say without a doubt that it has all been
worth it — that is, the many evenings studying or reading in lieu of engaging in motherly duties
(with my two beautiful children — Valentine and Alexandre), the persistent feeling of being
pushed mentally and emotionally to my limits (a huge acknowledgment to my husband for his
unwavering support), and perhaps most importantly, the acquired understanding of what it means
to be a non-Indigenous person living in colonized country with new knowledge of how to move

forward in the Truth and Reconciliation process with Indigenous peoples.>

21 will continue the discussion on my positionality in relation to the research on page 125.

15



IMPROVING INDIGENOUS HEALTHCARE ACCESS THROUGH IPC 16

Nokiwiin Tribal Council and the Origins of this Research

Nokiiwin Tribal Council (i.e. Nokiiwin), represents communities identified in the
Robinson-Superior Treaty of 1850. These communities are dispersed on the north shore of Lake
Superior. Nokiiwin comprises almost 6000 individuals belonging to six communities:
Animbiigoo Zaagi’igan Anishinaabek (Lake Nipigon Ojibway First Nation); Biinjitiwaabik
Zaaging Anishinaabek (Rocky Bay First Nation); Bingwi Neyaashi Anishinaabek (Sandpoint
First Nation); Kiashke Zaaging Anishnaabek (Gull Bay First Nation); Pic Mobert First Nation;
and Fort William First Nation (see Figure 3). Approximately half of this population lives within
the city of Thunder Bay, as community and health services are minimal in most communities

(Nokiiwin Tribal Council, 2016).

SIXFIRST NATION

Communities Served
F-

Figure 3: Map of Nokiiwin Tribal Council Communities. (Nokiiwin Tribal Council, 2018).
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I met with staff of Nokiiwin Tribal Council in January 2016 as a result of a mutual
interest to examine healthcare knowledge in First Nation communities. At the time, I had just
completed a literature review on Healthcare Knowledge Management and was consumed with
ideas of knowledge mobilization, creation, production, utilization, and ownership. We were both
affiliated with a local knowledge management firm; however, we had interests beyond the idea
of managing knowledge. Within two months of meeting, Nokiiwin requested my engagement in
a research project focused on the issue of Indigenous healthcare access, and how collaboration
and knowledge could be used to address this universal issue.

Over the following six months relationships were developed with staff members, the
Board of Directors, the Executive Director, and most meaningfully, the Disabilities Coordinator
and Mental Health Navigator. It was during this relationship-building phase that the idea of
engaging specifically in community action research evolved, with a particular focus on
improving access to healthcare for member communities belonging to this Tribal Council. To
ensure the success of the project, I applied for a three-year funding grant from Indigenous and
Northern Affairs Canada which was approved on an annual basis, with funds totalling more than
$300,000 to be used towards the project.

An important agreement made between Nokiiwin and me prior to beginning the project,
was that all knowledge generated from the research would be with, by, and for community
members. It was important that we would formally acknowledge individual contributions with
consent, and remove identifiers of specific communities or groups of people that would like to
remain anonymous. Nokiiwin has been given the knowledge generated from this project, and

looks forward to next steps in sharing this knowledge.
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Brief Historical Overview

In 2017, Canada celebrated its 150" anniversary as a country. This celebration allowed
for nationwide reflection on how we define being Canadian and obliged non-Indigenous persons
to reflect on our ongoing colonial practices over Indigenous peoples. Until the beginning of this
century, popular historical narratives supporting Canadians as peaceful colonizers have persisted,
differing greatly from historical narratives seen south of the border (Benvenuto et al., 2014).
These narratives stem from a foundation of Canadian Law, the Royal Proclamation of 1763,
which acknowledged the prior settlement of Indigenous Peoples thereby partially recognizing
their rights (Benvenuto et al., 2014; Borrows, 2010). Over the course of two and a half centuries,
these narratives would continue to be revived through countless federal policies aimed at
controlling the lives of Indigenous Peoples.

Prior to Confederation in 1857, the Gradual Civilizations Act was created to raise
‘Indians’ up to British Status; in other words, to marry White, become Christian, and give up
Indian land or status (Leslie, Maguire, & Moore, 1983). The measure used to determine success
or to recognize the remaining problem to be dealt with, was the Indian status number. In 1860,
reserves not unlike concentration camps were created with the purpose of exterminating Indians
(Annett, 2001; Chacaby, 2011; Joseph 2018). It is for this reason in present-day literature, that
we see colonization of Indigenous Peoples being equivocated to the Holocaust (Annett, 2001;
Benvenuto et al., 2014; Simpson, 2012). However, for most Canadians, the idea that the impact
of our governmental policies could be analogous to that of Nazi death camps, does not align with
the persistent narrative of Canadian benevolence (Benvenuto et al., 2014).

Moving forward in 1867, the Indian Act was created as the previous Acts were not acting

fast enough to eradicate Indigenous Peoples (M. Chacaby, personal communication, November
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11,2017). The Indian Act has been described as a form of apartheid, which directly influenced
apartheid practices in South Africa (Galloway, 2013) and continues to control Indigenous
people’s lives today (Talaga, 2018). Duncan Campbell Scott was the chief architect of Canada’s
notorious Indian Residential School system, and was responsible for amending the Indian Act to
include mandatory enrolment for Indigenous children between the ages of seven and fifteen:

I want to get rid of the Indian problem...Our object is to continue until there is not a

single Indian in Canada that has not been absorbed into the body politic and there is no

Indian question and no Indian department. (National Archive of Canada, Duncan

Campbell Scott, 1920)

Over 85 years later, the Indian Residential Schools Settlement Agreement (IRSSA) would be
signed to attempt to redress the very actions of Duncan Campbell Scott. This document would be
signed by the government, churches, legal representatives, the Assembly of First Nation, and
other Indigenous organizations to provide lump-sum payments to eligible former students
(Benvenuto et al., 2014). In essence, the policy would fail to be implemented despite its horrific
intentions and devasting impacts on countless Indigenous families across Canada.

Both the relocation of Indigenous peoples to reserves and the residential school system,
led to the severing of people from the land, their cultural practice, and their languages (Talaga,
2018). The irony of the Indian Act was that its intention was to assimilate Indians; however, it
enforced segregation practices that put children in all-Indian schools and parents on foreign lands
out of the view of White men (Elder Tony DePerry, in communication, September 30, 2018). As
it turned out, it was not sufficient to simply relocate Indigenous persons. In order to have control
on reserves, the Canadian government placed Indian agents in control of the communities which
would later evolve into Chief and Council, a non-First Nation governing practice (Joseph, 2018).

By 1885, the Pass System was implemented to control movement of First Nations peoples which

resulted in people being cut off from their winter camps, hunting practices, fishing lakes, and
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migration rituals (Barron, 1988). If not oppressive enough, traditional practices subsequently
became illegal, where groups of three or more could not convene unless in a church setting
(Barron, 1988). It was evident that be enacting the Indian Act, Prime Minister John A.
MacDonald was determined to put ‘Indians’ in their place at whatever means necessary:

We have been pampering and coaxing the Indians; that we must take a new course, we

must vindicate the position of the white man, we must teach the Indians what law is, we

must not pauperize them, as they say we’ve been doing. (cited in Joseph, 2018)

Before the turn of the twentieth century, the Indian Act legislation would also: prevent
Indigenous women from voting (until 1985); encourage voluntary and enforced enfranchisement
(until 1985), expropriate portions of reserves for public works (until 1985), continue to construct
reserves (until present day); and rename individuals with European names until an undetermined
time (Joseph, 2018). Specifically, on the Canadian west coast, biblical names were used by
Indian Agents to rename Indigenous Peoples, who had names that dated back to creation (Joseph,
2018). Bob Joseph, also known as k’ack-sum nakwala, is often asked if he is related to the
Josephs from Squamish First Nation, to which he replies, “No, but I’'m sure we had the same
Indian agent” (Joseph, 2018, p. 36).

Specifically, between 1920 - 1980, if Indigenous Peoples were not either forcibly placed
on reserve or in residential schools, they were taken away from their families and put into foster
care, or quarantined in racist and discriminatory Indian hospitals for both physical and mental
health reasons (Talaga, 2018). The segregation was enforced because many hospitals refused to
treat Indigenous patients, viewing them as unwanted burdens in society (Lux, 2016). They would
go on to receive unfair treatment, being relegated to basements and poorly-ventilated areas, with
subpar medical treatments (Lux, 2016). By 1953, the Indian Act was amended so that Indigenous

persons could be charged with a crime if they attempted to leave the hospital without
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authorization. By the 1960’s, there were 22 fully functioning Indian hospitals across Canada
(Lux, 2016), and in some Northwestern Ontario communities such as Sioux Lookout, these
Indian hospitals were only replaced in the 1990°s (Talaga, 2018). This is one reason that
Indigenous peoples have a distrust of the Western health system and believe that their health and
well-being is not equal to non-Indigenous Canadians (Talaga, 2018).

Fifty years ago, the Hawthorne Report (1966-67) was released, which exposed the
Canadian public to the marginalization and mistreatment of Indigenous people, as a result of the
Indian Act (Frideres, 2016). Imaginably even more damaging, the White Paper of 1969
attempted to abolish the Indian Act focusing on the need for Indigenous persons to ‘integrate’ by
giving up all Indigenous practices — language, culture, way of life, and land (Dudziak, 2000).
Then Minister of Indian Affairs, Jean Chretien, ignored consultation with Indigenous groups and
instead “proposed a policy of assimilation through the elimination of the Department of Indian
Affairs and the Indian Act, which, despite its many problems, offered protections for Aboriginal
and treaty rights that remain essential to the preservation of Indigenous cultures” (Benvenuto et
al., 2014, p. 5). The government acknowledged at this time that the Indian Act was
discriminatory and an embarrassment to the country; however, Indigenous Peoples refused to be
erased as ‘Indians’ in place of becoming equal to all other Canadian citizens (Joseph, 2018).
When the government refused to negotiate a new agreement, the White Paper was withdrawn in
1970. In response to the ‘Indians’, Pierre Trudeau is quoted as saying: “we’ll keep them in the
ghetto as long as they want” (Joseph, 2018, p. 92).

In considering the chronological implementation of these government policies, it has
been mere decades that Canadians have had the wherewithal to reflect on the impacts

colonization, or even the impact of Canadian policies on First Nations peoples. In 1991, the
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Royal Commission on Aboriginal Peoples was established to examine the troubled relationships
between Indigenous peoples, the Canadian government, and Canadian society as a whole (Brant
Castellano, 2000). Several years later, a culminating report identified that Indigenous people
should have equitable opportunity for participation in Canadian life, and that their cultural,
historical, and legal rights should be formally recognized (Royal Commission on Aboriginal
Peoples, 1997). Simultaneously, the Aboriginal Health and Wellness Strategy was developed
between 1990-1994 with a focus on Indigenous health policy aimed at providing culturally
appropriate health services (Dudziak, 2000). These policies, reports, and strategies demonstrate
that it has only been in the past quarter-century that efforts have been made to examine and
address health and cultural maleficence towards Indigenous peoples of Canada.

Beyond the generation of policy, grassroots movements including I/dle No More
(November, 2012), is an example of large protestations by various Indigenous groups who are
opposing government bills that: violate treaty rights, encourage privatization of First Nation
lands, and eliminate the responsibly of government to consult Indigenous peoples (Benvenuto et
al., 2014). Further to our understanding in the 21% century of previous colonization and
inhumane practices on Indigenous people, are recent reports uncovering government-sponsored
biomedical experiments on Indigenous children of residential schools (Mosby, 2013). Canadians
are finally starting to wake up, and realize that engaging in practices where anemia can be
induced on malnourished Indigenous children being used as test subjects in a free country known
as Canada, is fundamentally wrong and needs to be addressed at the national and global levels
(Benvenuto et al., 2014).

In this decade, there is a new historic document—the Truth and Reconciliation

Commission of Canada [TRC] (2015). This document calls all Canadians to act by finding truth
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in and reconciling ongoing government-supported colonial policies by non-Indigenous persons
and institutions. Particularly, Canadians are challenged to learn about the true history of
colonialism dating back over four hundred years, in order to best understand in which ways
reconciliation may be achieved. Reconciliation is not an Indigenous but a Canadian problem,
where every Canadian needs to engage in the reconciliation process (Joseph, 2018). As a
milestone for all of us, Joseph (2018) purports that a future without the Indian Act is a true
example of reconciliation, as it “was designed for a specific purpose that no longer exists in a

country committed to reconciliation” (p. 103).

Calls to Action. The word Anishinaabe is an Ojibway word referring ‘the people’, while
Anishinaabek refers to ‘Aboriginal or Indigenous Peoples’ (Absolon, 2011). More specifically,
Anishinaabe refers to the original peoples of Turtle Island including First Nation, Métis, and
Inuit peoples who all have unique cultures, languages, knowledge systems and ways of being
(Peterson, Horton, & Restoule, 2016) [NB: in the following subsection, additional terms will be
reviewed]. In the Robinson-Superior Treaty Territory where this research study took place, the
term ‘Nish’, short for Anishnaabe, is used to refer those living in First Nation communities
locally (Audrey Gilbeau, personal communication, January 16, 2017). In November 2017, at a
local Nokiiwin Tribal Council gathering called Journey to Wellness, *non-Anishinaabek peoples
were specifically challenged by a respected advocate from Fort William First Nation, Maya
Chacaby, to: 1) find ways to answer the Truth and Reconciliation Calls to Action, and 2) return

truths/knowledge to First Nation communities for the purpose of building community bundles.

3 The term Anishinaabek is also spelt Anishnabek or Anishinabek in Ojibwe/Ojibway depending on local literature,
and the different spellings of these terms may be found in other parts of this dissertation depending on the spelling

preferred by authors being referenced. The same holds true for the term Anishinaabe and Anishnaabe. For Nokiiwin
Tribal Council, all forms of spelling are embraced which will be later observed in the Seven Grandfather Teachings.
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Maya stated that there is a shared belief among local First Nations that non-Anishinaabek
are responsible for Truth and Reconciliation through truth and honesty, while Anishinaabek are
responsible for reclaiming and restoring their culture and ways of life. Absolon (2011), a well-
known Anishinaabe/English scholar, supports this notion of restoring local knowledge, stating
that Anishinaabe peoples have been “given the task to re-write and re-right our own realities and
truths” (p. 27). For non-Anishinaabek individuals, Anishinaabe researcher Lorrilee McGregor
(2018), offers 16 recommendations for ‘returning truths or knowledge gifts’ through research.
Foremost, an awareness of local histories and cultural diversities is needed, to engage in effective
relationship-building and allying with First Nation community champions. Moreover, permission
from community leadership is needed to effectively collaborate by identifying knowledge
gathering and analysis methods. Additionally, engaging in local gift-giving protocols such as
providing food and incentives, is key for non-Anishinaabek peoples to assist local communities
in contributing to their bundles (McGregor, 2018).

As a non-Indigenous or non-Anishinaabe researcher, the Truth and Reconciliation
Commission of Canada (2015) has challenged me to examine my White privilege (Nelson, 2009)
by embedding health-related Calls to Action directly in the foundation of this research. For this
study, four Calls to Action were collaboratively selected. In simple terms, these Calls include the
need to: acknowledge that previous health policy is responsible for the current state of
Indigenous health and to implement Indigenous healthcare rights under the law (Call No. 18);
publish reports identifying the availability of appropriate health services (Call No. 19); recognize
and support the value of Indigenous medical practices with healers and Elders (Call No. 22); and
provide culturally-appropriate competency training for healthcare professionals (Call No. 23)

(TRC, 2015). The first chosen call to action (Call No. 18) is being realized in this opening
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chapter, and will continue to be examined in Chapter 2, as we more closely examine the current
state of Indigenous health and well-being. The remaining three Calls to Action will be addressed
throughout Chapters 3, 4, and 5 as these actions have been imbedded into the design and delivery
of the re-search intervention. Finally, Chapter 6 will demonstrate how these Calls were enacted
to differing extents, and how this research can contribute to finding Truth and Reconciling with

Indigenous peoples.

Defining Indigenousness. In the brief historical background section, the terms: Indian,
Aboriginal, First Nation(s) and Indigenous are used, which are not representative of how Peoples
were referred to in North America prior to colonization. These terms have historical, political,
geographical, and derogatory connotations that have been used mainly by non-Indigenous
persons to exert control over a variety of populations (Allan & Smylie, 2015). Additionally,
these terms carry different meanings reflecting different periods in federal policies.

The historical term /ndian as defined by the Indian Act (1867) referred to “any male
person of Indian blood reputed to belong to a particular band; any child of such a person; and any
woman lawfully married to such a person” (Furi & Wherrett, 2003). This term is outdated and
offensive to many, but still holds significance in Canada as it incorporates the terms: ‘status
Indian’, ‘non-status Indian’, and ‘treaty Indian’ (Canadian Geographic Indigenous Peoples Atlas
of Canada, 2018). In 1985, the Indian Act was amended with the introduction of Bill C-31 which
reinstated thousands of women and children who had lost their status under previous law;
however, women are still currently responsible for proving paternity in order to secure status for
their children (Furi & Wherrett, 2003) — a practice not experienced by any other culture group.

The term Aboriginal was, and still is, a government-imposed term referring to all

Indigenous peoples of Canada, having directly come from the term Indian (Allan & Smylie,
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2015). However, according to the Aboriginal Law Handbook, Aboriginal persons in the 1990°s
were described as being either ‘Indian’, ‘Inuit’, and sometimes ‘Metis’ (Imai, Logan, & Stein,
1993). On June 21*, 2017, Prime Minister Justin Trudeau renamed National Aboriginal Day to
National Indigenous Peoples Day in response to the offensive nature of this term, referenced in
the Truth and Reconciliation Commission’s Calls to Action (The Canadian Press, 2017). Over
the past five years, dozens of federal government documents, peer-reviewed journal articles,
Indigenous and non-Indigenous strategic documents, and institutional policies have adopted the
term Indigenous, in lieu of using Aboriginal due to its government-imposed meaning
(Indigenous and Northern Affairs Canada, personal communication, November 17, 2017). At
present, academic institutions remain committed to multiple terms, and it is not uncommon to see
a student enrolled in Indigenous Studies under the Department of Aboriginal Education (Scully,
2014).

The term First Nation also came into common use in the 1970’s to replace Indian,
although it has a more specified meaning relating to land. (Allan & Smylie, 2015). This term for
example, is not interchangeable with /nuit or Métis, as Indian or Aboriginal may have been. First
Nation individuals are people belonging to one of 634 recognized First Nation communities in
Canada (Assembly of First Nations, 2017). Those identified as First Nation individuals by the
government, represent approximately 900,000 people across Canada in both rural and urban
areas (Canadian Geographic Indigenous Peoples Atlas of Canada, 2018). The term /Inuit
conversely, means ‘the real people’, referring to the land, water and ice contained in the arctic
region (The Canadian Encyclopedia, 2018). Because Inuit do not live in First Nation
communities, the terms on-reserve and off-reserve do not apply. Lastly, Métis refers to

descendants of First Nations people and French Europeans, who have consciously chosen to
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identify as being Meétis and have a shared identity, kinship, language, and culture (Canadian
Geographic Indigenous Atlas of Canada, 2018).*

Currently, the neo-colonial term that appears to be most encompassing and least
offensive in referring to pre-colonial inhabitants of Turtle Island, is /ndigenous (Allan & Smylie,
2015; Bartlett et al., 2007). The United Nations (1987) defines Indigenous people as those with a
historical connections to pre-colonial societies, while Wilson (2008) uses this term to refer to
“people coming from the land and being of the land” (p. 371). Wilson’s (2008) expression of this
term aligns most closely with meaning of the term Anishinaabe - the people (Absolon, 2011).
Dei (2000) supports using terms that: 1) recognize the collective origins and collaborative
dimensions of knowledge and being, and 2) support the concept of Indigenousness, meaning that
consciousness arises “locally and in association with the long-term occupancy of a place” (p. 73).
Therefore, after careful consideration of the terms reviewed in this section, words referring to
‘the people’ or ‘the land’ were intentionally selected to reference those who participated in the
research study; that is, Anishinaabe, Indigenous, and First Nation.

To be clear, language matters and the three chosen terms are used intentionally and not
interchangeably throughout this dissertation. This research took place on Anishinaabe lands with
Anishinaabek, many of whom are cited or referenced throughout this work (Absolon, 2011; Bell,
2018; Cormier & Ray, 2018; Manitowabi & Maar, 2018; McGregor, 2018; Srigley & Varley,
2018). The background for this dissertation did not limit its search to Anishinaabe culture;
however, there is a strong representation of Elders, scholars, and writers who come from

Anishinaabe roots, and specifically Ojibwe-speaking Anishinaabe people. Bell (2018) for

4 The terms Inuit and Métis and have not been incorporated into this PhD dissertation due to their geographical and
historical contexts; however, the knowledge generated from this work may be applicable to individuals of these
groups.
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example, states that she focuses on ‘Anishinaabe research’ rather than ‘Indigenous research’
because she looks at life through the worldview of an Anishinaabe person. She acknowledges
strong overlap between both forms of research but is careful not to assume that one type equates
another. In this dissertation, Anishinaabe peoples, lands, cultural protocols, and works, will be

specifically acknowledged when referring to local knowledge and ways of knowing.’

Phase 1: Defining ‘Research’ and ‘Problem’

Many researchers, even those with the best intentions, frame their research in ways that

assume that the locus of a particular research problem lies with the indigenous individual

or community rather than with other social or structural issues.... It becomes somewhat
complicated for indigenous researchers to discuss ‘research’, ‘problem’ and ‘indigenous’
without individuals or communities ‘switching off” because of the history of defining

indigenous peoples as the problem. (Smith, 2012, pp. 95-96)

The term research “is probably one of the dirtiest words in the Indigenous world’s
vocabulary” (Smith, 2012, p. 1). With this frame of reference, the simple act of defining a
research problem is a colonial practice that will have implications for the communities involved.
For this dissertation, we® adopted Wilson’s (2008) concept of re-search which refers to the
process of rediscovering existing knowledge, in a manner that does not separate researchers from
the participant. Specifically, Wilson’s (2008) concept and meaning of the word ‘re-search’ will
be used in this dissertation when referring to the discovery of existing knowledge, while the

conventional term ‘research’ will be used when discussing the acquisition of new knowledge or

when referring to the overall notion of research.

5 Bell (2018) acknowledges that: “[ Anishinaabe] research without a spiritual connection is a ‘dead’ piece of work —
one which cannot provide life to the people it should be serving” (p. 183). Thus, reference to Anishinaabe peoples,
lands, and cultures will presumably include a strong representation of the spirit.

% For this research, ‘we’ refers to me and the collaborators of Nokiiwin Tribal Council and its member communities
who participated on the research committee. Throughout the dissertation, relationships will be discussed in more
detail to support how ‘we’ made collaborative decisions.
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The ‘research problem’ in the Western sense, was experienced by me for several years.
After reading Wilson’s (2008) work, it became a challenge to identify how re-search could be
used not only to identify but to address a problem. The term ‘problem’ has a strong meaning for
Indigenous peoples as they were referred to as the “Indian Problem” (TRC, 2015) for decades.
Therefore, after reviewing Indigenous literature and policies with First Nation organizations for
many years, it made the most sense to collaboratively identify the re-search problem using the
Truth and Reconciliation Commission of Canada (2015) as a guiding entity. Our first step was to
acknowledge that certain existing federal policies continue to support colonial practices; our
second step was to identify literature and policies that support decolonization practices,

specifically, in relation to Indigenous access to healthcare services.

Re-search problem — access to healthcare services.

The following section is going to identify the ‘re-search problem’ by examining
Indigenous access to culturally-appropriate healthcare services in Canada and the region’. Article
24 of the United Nations Declaration on the Rights of Indigenous Peoples states that Indigenous
people have the right to access the same standard of healthcare as non-Indigenous people (United
Nations General Assembly, 2008). Specifically, Section 1 states that “Indigenous individuals
also have the right to access, without any discrimination, to all social and health services” (p. 9);
and Section 2 states that “Indigenous individuals have an equal right to the enjoyment of the
highest attainable standard of physical and mental health” (p. 9). The challenge for Canada in
meeting these expectations, is that Indigenous peoples receive healthcare service provision under

the conditions of the Indian Act and Constitution Act of 1867, where the federal government is

7 Articles supporting the research problem with a participatory action research framework, will specifically be
discussed in Chapter 3 with the methodological orientation of the study, community action research.
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mandated to provide health services to registered Indians living on reserve (Talaga, 2018). The
disconnect from provincial healthcare service provision, creates jurisdictional ambiguity which
continues to undermine healthcare delivery and access (Lavoie, 2013).

Despite the purpose of the Canada Health Act (1985), to protect and promote the well-
being of Indigenous persons by facilitating reasonable access to health services without financial
or other barriers, “generations of Indigenous children have grown up largely in communities
without access to the basic determinants of health” (Talaga, 2018, p. 16). Dr. Kirlew challenges
this contradiction, stating: “the system isn’t broken; it is designed to do what it is doing” (cited in
Talaga, 2018, p. 165). However, Canadians are now starting to take notice of the inequitable and
unacceptable access issues plaguing Indigenous persons (Allan & Smylie, 2015), and are
beginning to challenge the existence of colonial policies, acts, and structures supporting the
Indian Act (Falconer, Churchill, & Byrd, 2018). Things are slowly changing. On November 17,
2017, a health transformation work plan was signed by Nishnawbe Aski Nation, demonstrating
for the first time an example of where First Nation communities can be in full control of their
healthcare (Nishnawbe Aski Nation, 2017).

This success is only the beginning, and is supported by Indigenous political frameworks
objectives. The Blueprint on Aboriginal Health (2005) was generated as the first plan in
Canadian history to provide a longitudinal strategy for Indigenous healthcare access and service
delivery (Health Canada, 2005). Its objectives focused on the provision of health services, shared
knowledge in healthcare, teaching people about health and wellness, and collaborating with all
levels of health service delivery. The full objectives of this blueprint have still not been realized

today, and subsequent reports (Health Canada, 2007; 2015) have acknowledged that there is a
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serious crisis in both the health status of Indigenous Canadians and their access to effective
healthcare services.

One of the biggest challenges in understanding how Indigenous persons are being
impacted by lack of healthcare services, lies in the definition of the word access. A report by the
Office of the Auditor General of Canada (2015) reviewed access to health services for remote
First Nation communities. In the report, access is defined as: 1) having available medical
transportation benefits, 2) having comparable healthcare service provision to other residents in
similar geographic locations, and 3) having access to service provision by registered clinicians.
Based on this definition, the Auditor General reported that Health Canada had not made any
attempt to improve access to healthcare services for Indigenous populations in the past decade.

Specifically, and with regards to service provision, Health Canada did not ensure that
clinicians had completed mandatory training courses; did not put in place supporting
mechanisms for nurses who performed activities beyond their scope of practice; could not
demonstrate whether deficiencies related to the health and safety requirements of building codes
were addressed; and had not assessed the capacity of health stations to provide essential health
services. Perhaps most damaging was that Health Canada did not consider First Nation
community health needs when allocating support and comparable access with non-First Nation
communities, and that First Nation individuals who were not registered could not receive
medical transportation benefits. In response to the 2015 Auditor General report, Health Canada
agreed to move toward the creation of interprofessional teams where possible, to support
culturally appropriate, safe, and effective delivery of essential services (Office of the Auditor

General of Canada, 2015).
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Bourassa and Peach (2009) explain that government agreements (e.g. as is the case with
Health Canada and First Nations peoples), do not support existing Canadian law. These
agreements thereby contribute to limiting Indigenous access to health services by excluding
Indigenous people who are not registered Indians, with no concern for how individuals define
themselves (Bourassa & Peach, 2009). To be clear, for those registered or are considered status
Indian under the Indian Act, access to healthcare services continues to be a problem (Allan &
Smylie, 2015; Office of the Auditor General of Canada, 2015). Particularly, Kulig and Williams
(2012) highlight the challenges (e.g. geographical limitations, quality and availability of
services) of status First Nation peoples who try to access similar healthcare services available to
other Canadians living in rural areas. A solution to enhance Indigenous services has been
identified through Non-insured Health Benefits (NIHB); however, this government policy is
slow to update policy changes and distribute equitable funding (Allan & Smylie, 2015).

For those with status living on reserve, services which are considered accessible are
typically delivered to, and not in partnership with, Indigenous persons as a result of colonial
policies and geographical challenges (Kulig & Williams, 2012). It is difficult to measure the true
national healthcare access issues for many First Nation communities, as they are typically not
involved in census data used for research, even data representing 98% of rural and remote
locations (Sibley & Weiner, 2011). The reason for non-inclusion is often attributed to the
vastness of northern regions, where many people need to travel long distances to receive care,
often limited by poor weather and road conditions (Kelly et al., 2012). In these rural and remote
environments, access has been defined as: having had an influenza vaccine in the past two years;
having seen a physician or specialist in the past year, having unmet needs in the past year; or

having a regular medical doctor (Sibley & Weiner, 2011).
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Despite improved access to healthcare being frequently identified as a goal for policy-
makers, McIntyre, Thiede, and Birch (2009) write that the meaning of access to healthcare
remains unclear. In order to address the quagmire of definitions regarding access, they
established a conceptual framework built on the original work of Penchansky (1977). This
framework includes three distinct definitions often used to describe access (Figure 4):
availability (physical access), affordability (financial access), and acceptability (culturally
access) have been identified as multi-dimensional concepts contributing to one’s ability to access
care. The framework acknowledges that “access is not a passive concept but relates to the
communicative interaction between individuals and the health care system” (McIntyre et al.,
2009, p. 188). Interactions between the dimensions of access determine level of access to care.
For example, the availability of male-only health providers for the provision of women’s health
services may pose acceptability problems for those whom the services are intended. Where the
availability of specific drugs is left to private pharmacies, affordability may be a problem
(McIntyre et al., 2009).

When considering the meaning of access in northern Indigenous communities, this
framework evaluates access holistically by including the term ‘acceptability’. If we examine the
base of the model in Figure 4, the terms training, power relations, and professionalism are
identified as the root causes that can inhibit culturally-acceptable access to healthcare services.
They are therefore the focus of the re-search problem, and require direct attention in the
implementation of the intervention. For the purposes of this dissertation, we will accept the
notion that available and affordable access to healthcare services are supported for those living in
First Nations belonging to Nokiiwin Tribal Council, and that the key issue related to access, 1s

acceptable healthcare services. By focusing on this specific concept of access, this research is
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more equipped to handle scope creep (i.e. other concepts of access that could be considered in

the re-search problem).

Access
A

Dimensions

Availability | Affordability | Acceptabilit

T

Range of

Factors services Expectations and
relative attitudes of providersto
to need patients (and vice

versa) T

(Multiple I

layers of) T\gf}e Professionalisation

Underlying staff

issues T T

Scope ——» Training__» Power
Root OP relations
causes practice

Figure 4: Access Evaluation Framework. (McIntyre, Thiede, & Birch, 2009)

Re-search problem — access to healthcare services in the region.

Acceptable access to healthcare services is an issue for Indigenous people living in
Canada, and more specifically in northwestern Ontario. In a letter from Nishnawbe Aski Nation
Grand Chief, Alvin Fiddler, on January 18, 2017 to Prime Minister Justin Trudeau, the issue of
acceptable access to healthcare services is identified following the deaths of children from
preventable illnesses, ranging from strep throat to suicide:

First Nations are not sitting on their hands and expecting the federal government to solve

the tragedies of their communities. But, we have been legislated into a position where our

power is to make proposals and seek program dollars from your bureaucracy. When we

are then ignored, our hands are tied and our children continue to needlessly die. (cited in
Talaga, 2018, p. 11)
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The current research study focused particularly on Indigenous access to healthcare
services for those living on the Robinson-Superior Treaty Territory in Northwestern Ontario. The
impetus for choosing this geographical location and associated populations was born out of
recommendations made from local scholars in the 1990’s and early 2000’s representing the
Centre for Rural and Northern Health Research (CRaNHR) at Lakehead University. Specifically,
multiple publications have acknowledged Indigenous access to healthcare services as an issue,
and have recommended that interprofessional collaborative care is one solution in a northern
context (e.g. Boone & Katt, 1997; Boone, Minore, Katt, Kinch, 1994; Minore & Boone, 2002;
Minore & Katt, 2007). Moreover, researchers identified that there is a need to reform healthcare
access, prepare healthcare workers for northern practice, and enhance interprofessional
teamwork for the provision of health services to northern First Nation communities (Boone &
Katt, 1997; Nokiiwin Tribal Council, 2016; Minore & Katt, 2007). Interprofessional
collaborative teamwork will be explored in Chapter 2’s Literature Review section.

One of the most important challenges identified locally, is that geographical access
impairs both availability and acceptability of services due to people being dispersed over a large
land mass with under-supplied physical and human resources (Minore & Boone, 2002).
Additionally, communication practices in rural Indigenous healthcare practice reinforce silos and
barriers, which exclude interprofessional teams from effectively providing care (Minore &
Boone, 2002). It has been proposed that creative, low-cost, sustainable solutions are required in
order to successfully serve these hard to reach places where healthcare needs are high (Boone &
Katt, 1997; Minore & Boone, 2002). This change is supported in the Northern Policy Institute’s
report, Northern Ontario Health Care Priorities: Access to Culturally Appropriate Care for

Physical and Mental Health (Al-Hamad & O’Gorman, 2015).
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A real-life example of the re-search problem is reflected in the story of Brian Sinclair,
whose story represents dozens of Indigenous people each day in northern Ontario (Dr. Richard
Matthews, personal communication, November 8, 2017). Mr. Sinclair waited 34 hours in the
hallway of an emergency room to be treated for a urinary tract infection; however, he did not
receive the needed care for this routine illness as it was assumed he was drunk despite negative
alcohol testing results. 150 people were triaged in advance of Mr. Sinclair before his body was
found in a state of rigor mortis. The family believed that he was ignored not because of the false
assumption of being drunk, but because he was disabled, marginalized, and Aboriginal’.
Following his death alongside dozens of people, it was determined that systemic, interpersonal,
epistemic and internalized racism permeating the healthcare system, made appropriate and
acceptable access impossible despite his presence in a hospital (Allan & Smylie, 2015). As a
result of incidents like this, Al-Hamad & O’Gorman (2015) emphasize that culturally appropriate
access to healthcare is needed and can be achieved by implementing technologies and/or
practices whereby interprofessional teams can be united, patient services can be improved, and
professional relationships can be strengthened.

The re-search problem was investigated at the local level through a needs assessment
completed with Nokiiwin Tribal Council (Nokiiwin Tribal Council, 2016) prior to the REB re-
search period. Semi-structured interviews, accompanied by an online survey targeting healthcare
access issues and interprofessional collaboration, were completed by 31 care providers
representing each of the six communities. The Needs Assessment (Nokiiwin Tribal Council,
2016) recommended that even though the First Nations and Inuit Health Branch supports the
availability of, and access to, health services, northern communities require additional

approaches that focus on interprofessional collaborative care to ensure that culturally appropriate
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healthcare access is universally provided and available within and between local First Nation
communities.

The needs assessment findings support Coffey and Anyinam’s (2015) recommendations
at the time of the 2011 and 2015 federal elections. They suggest that Canadian healthcare “must
undergo change based on more effective and efficient ways to deliver care” (p. 1), and propose
that interprofessional collaboration is needed to facilitate this change. Specific recommendations
made to address access include: 1) ensuring information is shared effectively between healthcare
providers, 2) reducing replication of services through enhanced communication, and 3)
enhancing resource utilization. Through the national and local identification of barriers for
Indigenous persons to access appropriate and acceptable healthcare services, interprofessional

collaborative care was identified as a mechanism that may impact access (Coffey, 2015).

Research purpose. As previously stated, Wilson’s (2008) concept and meaning of the
word ‘re-search’ will be used in this dissertation when referring to the discovery of existing and
new knowledge, while the conventional term ‘research’ will be used when discussing the
acquisition of new knowledge or when referring to the overall notion of research. This section
will identify the research purpose based on the previously discussed re-search problem. Thus, the
purpose of this study was to examine whether the introduction of interprofessional collaboration
competencies (CIHC, 2010) to healthcare teams servicing northern Ontario First Nation
communities, enhances: 1) interprofessional collaboration and 2) whether this training leads to
improved Indigenous healthcare access.

Provincial and municipal policy documents highlighting how interprofessional teams
collaborate effectively to provide services were reviewed in preparation for this research (CIHC,

2010; Health Canada, 2005; HealthForceOntario, 2009, 2007; Interprofessional Care Steering
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Committee, 2007; Northern Ontario School of Medicine [NOSM], 2017). Moreover, peer-
reviewed articles that have recommended the implementation of culturally-competent service
delivery for interprofessional teams servicing Indigenous populations were incorporated into the
research process (Boone, Minore, Katt & Kinch, 1994; Oelke et al., 2013; Purden, 2005;
Salvatori et al., 2007). A more detailed literature review on the interprofessional
collaboration/education model and intervention will be covered in Chapter 2 and Chapter 4.

The purpose of this re-search is predicated on the belief that not all research should be
conducted because a void in literature needs to be filled (Creswell, 2014). To identify the
research purpose and subsequent research questions, Creswell’s (2014) inverted triangle concept
was used (See Figure 5). The inverted triangle brings together two different concepts in order to
address a research problem. This strategy can be used by researchers who are more than just
interested in addressing a gap in the literature; rather, it supports a creative, outside-of-the-box
way to address a research problem. For this study, Indigenous and Non-Indigenous ways of
knowing in healthcare were brought together with interprofessional education collaborative
training or simply interprofessional collaboration training (IPC Training) [NB: content to be
covered in Ch.2], for the purpose of improving collaboration in a community action research
framework [NB: content to be covered in Ch. 3]. At the apex of the triangle is the focus of the re-
search, to increase Indigenous access to culturally-appropriate healthcare services (i.e. research
problem). Thus far, I have only discussed literature supporting the research problem and purpose,
as it was important to identify the starting point of the research. Chapter 2 will focus on literature
reviews covering both points at the base of the triangle, while Chapter 3 will provide the

methodological orientation as to how this re-search problem was undertaken.
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Indigenous and Non- Interprofessional
Indigenous ways of knowing Community Collaboration Training
in wellness/healthcare Action

Research

Improved Access to Indigenous Healthcare Service

Figure 5: Re-search Inverted Triangle.

Research questions. Schram’s (2003) concepts of considering both breadth (i.e. open-
ended questions) and precision (close-ended questions), attending to what matters to address the
research problem and purpose, and assessing goodness of fit with Nokiiwin Tribal Council’s
communities’ worldviews, were all considered in the generation of three research questions. It
took about six months to generate the following research questions working in coordination with
Nokiiwin Tribal Council’s Disabilities” Coordinator, who consulted with each of the six
communities from the conception of the re-search project. Following the research questions below,
is a timeline referencing relationship-building that took place in 2016 (Table 1), representing
individuals and organizations who contributed to the conceptualization of the study. In Table 2
that follows, is a research project overview chart, which highlights the major activities that took

place over a four-year period.
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The three research questions include:

1) Does interprofessional collaboration improve, following the introduction of
interprofessional collaboration training, for providers servicing Nokiiwin Tribal Council
communities? (Quantitative Question)

2) What are the experiences of service providers after introducing interprofessional
collaboration training for the purpose of improving healthcare access? (Qualitative
Question)

3) Can improved access to healthcare services be achieved for Nokiiwin Tribal Council

as a result of the interprofessional collaboration training? (Mixed Methods Question)
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Table 1:

Relationship-Building Phases

Date People Introduced to Re- Engagements
search
December — | Lisa French, Disabilities I was invited to engage in community-based research
January Coordinator; Audrey Gilbeau, | in partnership with Nokiiwin’s communities based on
2015/2016 Executive Director (Nokiiwin | my experience teaching Interprofessional
Tribal Council) competencies, and clinical work as an occupational
therapist, with First Nation communities. My name
Justine Jecker, Lakehead was given to Nokiiwin based on work completed
University with a local Knowledge Management company.
February Nokiiwin Board of Directors The Board of Directors approved the relationships
2016 between Nokiiwin and me to move forward in
Dr. Brian Dunn, Lakehead contacting communities interested in participating in
University (research assistant) | community-based research. A needs assessment was
conducted with all six communities to help validate
Disabilities Steering the initial research problem identified by Nokiiwin —
Committee (one healthcare i.e. that there is a need for increased access to
representative from each of the | culturally-appropriate services
six communities who
supported the research project)
March - May | Introductions to community Communities invited me to introduce myself and
2016 members and Chiefs of all six | discuss my work in interprofessional education and
Nokiiwin-affiliated collaboration. Thoughts were exchanged on the idea
communities of re-search and how communities could see
themselves being involved. Dr. Matthews agrees to
Dr. Richard Matthews be a consulting ethicist on the project based on his
(Bioethicist, Lakehead experience working with Indigenous communities.
University)
June 2016 Indigenous and Northern A three-year funding application is approved for
Affairs Canada community-based research, but is subject to renewal
each year and dependent on progress made. The
Elder Tony DePerry proposal includes three distinct phases: planting the
seed (2016-2017), pathway to inclusion and
community engagement (2017-2018), capturing the
picture and sustainability (2018-2019)
August - Meetings with community We begin to map community services being offered
December organizations servicing in each of the six communities by all local,
2016 communities (e.g. Northwest provincial, and federal organizations. Through
LHIN’s, CMHA, Dilico, working with these organizations and Nokiiwin
Partners in Rehab) communities, we are able to begin drafting re-search
questions collaboratively
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Table 2:

Research Project Overview: 4-Year Plan

2015 - 2016
Phase 1: Identifying the
Re-search Project

2017 -2018

Phase 2: Re-search Design
Phase 3: Planning & Action

2018 - 2019
Phase 4: Evaluation
Phase 5: Moving Forward

Literature Reviews
completed examining
interprofessional
collaboration models and
assessments, healthcare
knowledge management,
Indigenous knowledge
practices

Needs Assessment
completed with Nokiiwin
health professional
members to establish a
foundation and relationship
within the six communities

Indigenous and Northern
Affairs Canada Grant is
received ($100,000/year)
based on three-year research
project plan

Community partnerships
formed and knowledge
transfer with Nokiiwin staff
members; Visit
Communities to establish
and maintain ongoing
relationships and
completion of first draft of
service provider web-maps

Connections made with
providers servicing

communities; establishment of
available interprofessional teams

using web-maps; consultation

with clinical master’s students
servicing communities and gain

feedback on the web-maps

Review Ethics Board approval
received and recruitment within

the communities begins with
Opening Action Research
Conference.

Action Research is initiated:

1) community workshops are
held focusing the delivery

interprofessional collaborative

competency training

i1) quantitative surveys are
administered

111) qualitative data is collected
by way of interviews to create
narratives over the course of the

year

Data collection and analysis
is finalized

Preliminary results are
shared early on in the year,
followed by the full
presentation of results late in
the year

Communities continue to
engage IPC trainings offered
by the Mental Health
Navigator to ensure equity

Develop a research
framework with Nokiiwin
Tribal Council based on
community action research

Publish findings in
Indigenous and Non-
Indigenous peer reviewed
journals, and make
accessible in the grey
literature findings and
benefits of the research (e.g.
website, newsletters, books)

Note: A similar version of this table was submitted to Indigenous and Northern Affairs Canada
(INAC) to support the three-year funding grant.
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Research Expectations

The intention of this study was to demonstrate that by improving interprofessional
collaboration for healthcare providers servicing Nokiiwin Tribal Council communities, issues
regarding access to healthcare would be mitigated as suggested in the research literature (e.g.,
CIHC, 2010; Frenk et al., 2010; HealthForceOntario, 2007, WHO, 2010). It is known that
interprofessional collaborative care improves health outcomes (CIHC, 2010; Frenk et al., 2010;
WHO, 2010), and literature has supported interprofessional collaboration training as an
intervention to address healthcare access issues for Indigenous persons (Boone, Minore, Katt,
Kinch, 1994; Duckett, 2009; Dunn, 2016; Health Canada, 2005, 2007, 2015).

As will demonstrated in Chapter 3, this research project incorporates a mixed
methodology guided by a two-eyed seeing lens (Bartlett, Marshall, & Marshall, 2012; Marshall,
2017; Martin, 2012) to speak to the impact and experiences of an interprofessional collaboration
training intervention involving healthcare providers servicing Nokiiwin Tribal Council’s six
communities. Field notes and observations support the convergence of qualitative and
quantitative findings during the analysis phase. By implementing the cyclical concept of action
and reflection (Marshall, 2017), a picture was painted of what currently exists in terms of
accessible services, and what is needed to improve accessible services for Nokiiwin Tribal
Council communities. Lavoie and Gervais (2012) acknowledge the importance of “innovations
that build on the idea that the community is the constant” (p. 390). Therefore, it is necessary to
embrace existing healthcare system limitations of Nokiiwin Tribal Council’s affiliated First
Nation communities (i.e. the constant), in order to overcome barriers such as funding limitations

and inadequate service provision, through innovative approaches.
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Overview

This chapter was entitled Introduction - The Two Row Wampum to both introduce and
remind the reader that the work in which this dissertation is based, is grounded in centuries of
history between Indigenous and non-Indigenous Canadians. As was stated in the traditional
Magna Carta of 1613, we have agreed to acknowledge two distinct ways of life where settler and
Indigenous traditions can both be embraced and respected. According to Latulippe (2015),
“methodologically, separate rows signify epistemic difference, while the shared space — the
bridging rows of peace, friendship, and respect — mirrors the conceptual space shared by
Indigenous and Western [research] methodologies” (p. 9). This dissertation is another example of
an agreement made between Indigenous and non-Indigenous peoples, however as required by the
academy, only I am responsible for its presentation and delivery. I have sought to do my best to
demonstrate how the non-Indigenous pathway of the Two Row Wampum, may effectively
communicate with the Indigenous pathway, to work towards a shared goal.

As an ancestor of the Two Row Wampum agreement, I accept the notion that we can
learn from one another to better our own ways of life. There is a particular onus for non-
Indigenous peoples such as myself, to restore the balance in our relationship by acknowledging
the truths of the past and the current impact of ongoing colonial practices in our present and
future. The national call to recognize inequity, inequality, and injustice of Indigenous peoples,
forms the basis of the Truth and Reconciliation Commission of Canada report ([TRC], 2015).
Through its Calls to Action, this declaration provides a roadmap for non-Indigenous people to
engage in actions that can help restore the balance of our centuries old agreement. It has
reminded us of the colonial actions that have led to our present-day reality, and is powerfully

obliging all non-Indigenous people to take responsibility of our own actions and the actions of
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our ancestors. In this study, four Calls to Action have been identified as foundational stepping
stones that need to be realized, to support the integrity of the research.

A research problem was identified in this Chapter using an Indigenous understanding of
the term re-search (Wilson, 2008). In order to make explicit the national and local challenges
involved for Indigenous persons accessing healthcare services, it was necessary to review the
ongoing colonial policies that support racist and unequal practices in northern Ontario. A local
needs assessment that examined healthcare access issues for Nokiiwin Tribal Council, was
responsible for the context in which the research took place. More information can be found on
this needs assessment in section of Chapter 4. Ultimately, its findings support the need for
culturally-appropriate access to services for those living in Nokiiwin Tribal Council communities
representing the Robinson-Superior Treaty Territory.

As a key solution to the issue of improving Indigenous healthcare access, education
involving interprofessional collaboration training for healthcare teams servicing communities,
was identified through local literature written by Indigenous and non-Indigenous researchers.
This information, which was demonstrated in the pre-research needs assessment, was shared with
all six Nokiiwin communities to assist in formulating the research purpose and three research
questions. Thus, this chapter has identified the environmental context of the research problem
and purpose, and through the inverted triangle approach (i.e. merging of Indigenous/Western
ways of knowing with Interprofessional Collaboration/Education), has acknowledged the

mechanism in answering the research questions.
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Chapter 2: Literature Review — Two-Eyed Seeing

Figure 6: Sweetgrass and Tobacco. (Rosey’s Trading Post, 2014)

Sweet grass is a gift from Mother Earth. It is said to be part of her hair and the use of
sweet grass promotes strength and kindness. When braiding sweet grass each strand of
the braid represents mind, body and spirit. It is also important to remember the teaching
of the sweet grass braid and walk that way when wearing a braid in our own hair.

(Anishnaabeg Bimaadiziwin: An Ojibwe Peoples Resource, n.d.)

Tobacco is the medicine that is offered to spirits to ensure safe passage, or to make requests
or ask questions of the spirit world. Tobacco is offered to others when seeking knowledge.
In some communities, such an offering may be expected when representing spiritual
knowledge, ceremony or advice.

(Canadian Geographic Indigenous Atlas of Canada, 2018)
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In this Chapter entitled Literature Reviews — Two-Eyed Seeing, ontological and
epistemological theories will be discussed. The base of Creswell’s (2014) inverted triangle
approach, which includes Indigenous/Non-Indigenous ways of knowing in healthcare and
Interprofessional Collaboration Training will be unpacked to give context on how the research
purpose was achieved. By the end of Chapter 2, you will begin to ask how the base of the
triangle (Figure 5) is able to answer/address the research questions/purpose identified at its apex.
The ‘how to’ will be fully explored in Chapter 3’s action research methodological orientation
review. Thus, you will notice that the literature review for this dissertation has been intentionally
split over three chapters, to address the complexity of scaffolding knowledge needed to engage
in community-based and action-oriented research. To remain focused on what has been covered,
Chapter 1 answers: What is the research problem?, Chapter 2 answers: What do we need to know
to address the research problem?, while Chapter 3 answers: How will we tackle the research
problem?.

At the core of this chapter is the idea that in order to translate or share knowledge
effectively within and between Indigenous and non-Indigenous peoples, there needs to be an
understanding of how to support both ways of thinking. This is effectively referred to as the two-
eyed seeing lens (Bartlett, Marshall, & Marshall, 2012; CIHR, 2014; Hall et al., 2015; Hatcher,
Bartlett, Marshall, & Marshall, 2009; Marshall, 2017; Martin, 2012). For instance, in Indigenous
teaching, stories about animals may represent behaviours of humans; whereas in Western
teachings, stories about animals represent stories about animals (Battiste, 2002). The former
Indigenous understanding does not make the knowledge production less valuable because it has

not been validated with a Western lens.
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After reviewing differential ways of knowing in healthcare, the National
Interprofessional Health Collaborative Framework (CIHC, 2010), which supports the
intervention for this study, will be reviewed. This model was chosen for this re-search because it
honours a two-eyed seeing approach. Latulippe (2012) challenges non-Indigenous researchers
who engage in research with Indigenous communities, to respectively pursue Western research
with an appreciation of Indigenous epistemologies and research methodologies. Kovach (2009)
supports that this engagement works to unsettle White privilege and minimizing alternative ways
of knowing in the academy. For me, this challenge fits well into my worldview, being both non-
Indigenous and at the novice-level of learning Indigenous ways of knowing. Given that this
dissertation will be read and experienced by both Indigenous and non-Indigenous knowledge
holders, I have tried to ensure the content, intention, and readability of this work does not
explicitly adhere to a Western worldview on how research should be conducted and presented
(e.g. creating a fluid movement of the literature review over three chapters, defining Indigenous

terms, acknowledging the importance of the two-eyed seeing lens).

Indigenous Knowledges

For the purposes of this dissertation, the term Indigenous knowledges refers to the shared
commonalities between Indigenous groups’ ways of knowing (Kovach, 2009), as well as “the
understandings and skills developed by communities and passed from generation to generation
over long periods of time” (Keane, Khupe, & Muza, 2016, p. 164). It is important to recognize
that the term “traditional knowledge” is often used synonymously with “Indigenous knowledge”
(Bartlett et al., 2012; Latulippe, 2012). This epistemology differs from the generalized Western
epistemology which supports a qualitative-quantitative dichotomy in thinking (Kovach, 2009).

Thus far in this dissertation, the terms ‘Western” and ‘non-Indigenous’ have been used
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interchangeably, and therefore represent the same meaning. Four subsections are used to
organize this section: 1) an overview of Indigenous knowledges, 2) an understanding of
colonizing Indigenous knowledge, 3) Indigenous knowledge translation, and 4) Indigenous
knowledge recovery. It should be noted, that an honest attempt was made to incorporate the
voices of local Indigenous scholars, and to provide an inclusive overview of Indigenous
knowledges while acknowledging that entire dissertations and books have been written on
Indigenous ways of knowing (e.g. Absolon, 2011; Archibald, 1997; Ermine, 1995; McGregor,
Restoule, & Johnston, 2018; Simpson, 1999). The authors’ works that are referenced in this
section were encouraged by Nokiiwin Tribal Council and my PhD Committee, and most
importantly exhibit an understanding of how knowledge is intertwined with health and well-
being.

To start, and in the context of Indigenous knowledge, a literature review can be viewed as
an oxymoron “because Indigenous knowledge is typically embedded in the cumulative
experiences and teachings of Indigenous people rather than in a library” (Battiste, 2002, p. 2).
Therefore, it is important to note that typical literature searches or reviews may not accurately
reflect the Indigenous knowledge locally or globally. Rather than assuming that certain
knowledge does not exist, it is important that we know where to look for it. Battiste (2002)
explains that Indigenous knowledge is often seen as local or traditional knowledge, otherwise
known as wisdom. Traditional knowledge shares genealogies and ancestral rights by those who
have memorialized battles, boundaries, and treaties (Brant Castellano, 2000). In this context,
traditional knowledge does not refer to ‘old data’ passed down generationally and unchanged;

instead, it reflects knowledge tied to the land. Knowledge is evoked “where ceremonies are
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properly held, stories properly recited, medicines properly gathered, and transfers of knowledge
properly authenticated” (Battiste, 2002, p. 13).

Knowledge can also be observed or revealed. According to Brant Castellano (2000),
“revealed knowledge is acquired through dreams, visions, and intuitions that are understood to
be spiritual in origin” (p. 24). There is a recognition that knowledge in this sense is a form of
power, and explains why many Indigenous persons refuse to be videotaped or recorded for
research as they do not want their words to be misused. As such, there is an ethical responsibility
that ensures Indigenous knowledges are not exploited (Battiste, 2007). Additionally, knowledge
can be seen as a gift in a moment of need and conveyed in a narrative or metaphor:

If Joseph X reports that he saw signs of a moose in a given direction, the information will

be weighed in light of what is known of Joseph X, how often in the past his observations

have proven accurate, what is known about this part of the territory, and the habits of
moose. His observations would not necessarily be accepted uncritically, nor would they

be contradicted or dismissed. (Brant Castellano, 2000, p. 26)

This example in Simpson’s (2004) work may be referred to Traditional Ecological
Knowledge; knowledge that is biodiverse and can be used to sustain land and our connection to
living and non-being things. For many Western researchers, this knowledge is highly sought
because it is “a resource for baseline data in areas where Western scientific data is lacking” (p.
374). Colonization has made availability to this form of traditional knowledge scarce, and is one
of the reasons both Indigenous and non-Indigenous researchers are promoting recognition and
protection of traditional knowledges (Simpson, 2004). Another way of considering this form of
traditional ecological knowledge, is by acknowledging that knowledge is relational (Wilson,
2008). This means that knowledge must be shared holistically, and cannot be ‘amputated’ or

examined in individual components as is typical in Western practices. Engagement with the land,

ancestors, cosmos, and people are seen as a relational way of being which is at the heart of being
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Indigenous (Wilson, 2008). In the context of Indigenous re-search knowledge, relational
accountability is needed; this means that all living and non-living beings and environments are
directly connected to the research environment (e.g. the non-participants, the trees, the air,
computers, phones), and it is the researcher’s job to ensure that their place is fairly represented in
the generation of knowledge. In this way, re-search or research can be done in ‘a good way’
that is respectful of how we are connected to all living and non-living things (Wilson, 2008).
Kovach (2009) supports that despite the commonalities in qualitative research with Indigenous
ways of knowing, there is a stronger focus on relationships, research processes and self-
reflection.

When speaking locally about Indigenous knowledge or Kaandossiwin — How we come to
know, Absolon’s (2011) work is on every Indigenous and non-Indigenous researcher’s shelf.
Kaandossiwin refers to the process of acquiring knowledge, it is a living word that speaks to the
journey of learning, being, and doing (Absolon, 2011). This author uses the analogy of collecting
blueberries (ripe knowledge) to make a blueberry pie (knowledge translation) that can be shared
for all those in the communities. Like Wilson (2008), Absolon hyphenates the term re-search to
signify looking for knowledge from her community’s location in search of Anishnaabek ways of
knowing in re-search. After reviewing 11 graduate theses, Absolon (2011) created The Petal
Flower framework which conveys Indigenous methodologies in search for knowledge. The
leaves on the flower represent how knowledge transforms through the research journey, because
re-searchers are also on a journey of discovery. The leaves are nourished through the sun and its
roots symbolizing that the knowledge is inter-related to the environment. To understand the

context of the knowledge, one needs to travel to the flower’s roots which symbolize Indigenous
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paradigms, worldviews, and principles. In this way, the knowledge can be appropriately
understood and shared with others.

In the context of Indigenous healthcare research, I did not come across the previously
discussed notions of Indigenous Knowledges, and it is important to understand why. Indigenous
scholarship and research related to healthcare service provision, is usually found in hardcover or
open-sourced books, as opposed to peer-reviewed journal articles (Radassao et al., 2017). A
recent global literature review conducted by four masters’ students in occupational and
physiotherapy (Radassao et al., 2017) elicited only nine Indigenous-related peer-reviewed
articles pertaining to healthcare access and the role of rehabilitation professionals with First
Nations populations. These students identified early in their research studies, that in order to
access existing traditional knowledge by Indigenous scholars, a scoping review incorporating
grey literature was needed. In order to gather data, the students reviewed: websites, newsletters,
pamphlets, textbooks, and had discussions with both Indigenous and non-Indigenous scholars
focusing on healthcare access for First Nation communities.

Similarly, for this literature review on Indigenous Knowledges and its subsections,
dozens of books were reviewed (often as a result of speaking to local Indigenous scholars),
whereas only a dozen articles met the search criteria in peer reviewed journal articles. Table 3
includes Indigenous works that had a profound impact on me and the assembly of this
dissertation, considering Indigenous ways of knowing and knowledge-sharing. Authors that are
not mentioned in this chapter, will be incorporated at other significant points in this document.
Their influence cannot be understated. Notably, Kenny and Fraser’s (2012) collection of female
First Nation authors, researchers, mothers, and grandmothers includes case studies and stories

supporting the power of Indigenous women to build strong communities through traditional ways

52



IMPROVING INDIGENOUS HEALTHCARE ACCESS THROUGH IPC 53

of knowing and being. The principle of seven generations is at this work’s foundation, meaning

we must reflect on our current knowledge and actions, to be aware of consequences seven

generations hence. This means that Indigenous knowledges transcend the past, present and

future. These authors recognize that even though this book is a great way to exchange traditional

knowledge, its uptake is most likely to be achieved in the Indigenous community through the

Moccasin Telegraph; a mechanism where word travels through networks of family, friends, and

the community (a.k.a Indian country).

Table 3

Indigenous Scholars

Absolon (2011) Kaandossiwin: How We Come to Know

Archibald (2008) Indigenous Story Work: Educating the Heart, Mind, Body, and
Spirit

Coulthard (2014) Red Skin White Masks: Rejecting the Colonial Politics of
Recognition

Davis (2010) Alliances: Re/Envisioning Indigenous-non-Indigenous

Relationships

Dei, Hall, & Rosenberg
(2000)

Indigenous Knowledges in Global Contexts: Multiple Readings
of Our World

Frideres (2016)

First Nations People in Canada

Jorgensen (2007) Rebuilding Native Nations: Strategies for Governance and
Development

Joseph (2018) 21 Things You May Not Know About the Indian Act: Helping
Canadians Make Reconciliation with Indigenous Peoples a
Reality

Kenny & Fraser (2012) Living Indigenous Leadership: Native Narratives on Building

Strong Communities
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Kimmerer (2013) Braiding Sweetgrass: Indigenous Wisdom, Scientific
Knowledge, and the Teachings of Plants

King (2012) The Inconvenient Indian: A Curious Account of Native People in
North America

Kovach (2009) Indigenous Methodologies: Characteristics, Conversations, and

Contexts

Mihesuah & Wilson (2004)

Indigenizing the Academy: Transforming Scholarship and
Empowering Communities

Lawrence-Lightfoot & Davis
(1997)

The Art and Science of Portraiture

People’s Knowledge Editorial
Collective (2016)

People’s Knowledge and Participatory Action Research:
Escaping the White-Walled Labyrinth

Saul (2008)

A Fair Country: Telling Truths about Canada

Simpson (2008, 2017)

Lighting the Eighth Fire: The Liberation, Resurgence, and
Protection of Indigenous Nations

As We Have Always Done: Indigenous Freedom Through
Radical Resistance

Smith (1999, 2012)

Decolonizing Methodologies: Research and Indigenous Peoples
1%t and 2" Edition

Talaga (2017, 2018)

Seven Fallen Feathers: Racism, Death, and Hard Truths in a
Northern City
CBC Massey Lectures: All Our Relations

Wilson (2008)

Research is Ceremony: Indigenous Research Methods

From colonization to de-colonization of Indigenous knowledge. As a result of

colonialization, Indigenous knowledges, referring to stories and ways of being (Wilson, 2008),

have been discovered, extracted, appropriated and distributed through positional superiority

(Smith, 2012). Smith (2012) explains that the colonizing of Indigenous knowledges was a result

of the Enlightenment period where Western culture’s idea of gaining knowledge, was to interpret

it in a way that made sense to the White man. For Indigenous cultures, the written representation
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of their knowledges by colonialists was seen to be the first encounter with being a part of
‘research’ (Smith, 2012). This attack on traditional ways of knowing was often carried out in the
name of progress. Simpson (2004) contends that Indigenous Knowledge “came under attack at
precisely the same time Indigenous nations lost control over their land” (p. 377). Moreover, in
this process of taking land, almost every aspect of Indigenous knowledge systems (e.g.
environmental, emotional and spiritual knowledge) were targeted with the intent of destruction,
conversion, or assimilation of knowledge into mainstream culture (Simpson, 2004). Given that
settler political and legal systems replaced Indigenous sovereignty, “Indigenous Peoples lost the
ability to protect Indigenous Knowledge from desecration because they lost the ability to protect
their lands from environmental destruction” (Simpson, 2004, p. 378).

In our present-day reality, Western knowledge in academia has been used as a platform
for dismissing the existence of Indigenous knowledge (Smith, 2012). Using a metaphor from the
story entitled Coyote Goes to School, Heather Harris (2002) vividly captures how the expert
White man has taken over the responsibility of educating ‘Indians’ on ‘native knowledge’; a
practice which continues to be carried out in Native Studies departments across Canada. In
reflecting on the past two decades, Wilson (2008) speaks to a recent shift in how knowledge is
acquired through the use of an Indigenous research paradigm; a way of thinking which
acknowledges fundamental time periods in Indigenous history (i.e. Empty Land,
Traditionalization, Assimilation, Early Aboriginal Research, Recent Aboriginal Research, and
Indigenous Research). Wilson (2008) purports, “we are beginning to articulate our own research
paradigms and to demand that research conducted in our communities follows our codes of
conduct and honours our systems of knowledge and worldviews” (p. 8). Any Indigenous

Research Methodology book written in the past decade would support Wilson’s claim that
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Indigenous paradigms and ways of knowing are strongly alive and growing (e.g. Archibald,
2008; Absolon, 2011; Kovach, 2009; McGregor, Restoule, & Johnston, 2018; Smith, 2012).

The two-eyed seeing approach referenced at the beginning of this chapter, is one example
of how we, Indigenous and non-Indigenous researchers, can begin to decolonize Indigenous
Knowledge (Kovach, 2009; Smith, 1999; Wilson, 2008). It is important to note that Mi’kmaq
Elder and knowledge holder, Albert Marshall, introduced this model, for the purpose of building
capacity “within Indigenous communities and the need for community resources that reflect true
partnership in health research, knowledge translation and exchange” (CIHR, 2014, p. 37). Elder
Albert suggests that two-eyed seeing is the gift of multiple perspectives recognized by
Indigenous peoples; a gift that can be used to decolonize knowledge (i.e. overturn the belief that
Western ways of knowing are the truth) through the process of ‘co-learning’ (Bartlett et al.,
2012). This approach encourages inter-cultural collaboration, as Indigenous Knowledges are
represented as one eye, and Western knowledges are represented as another eye (Marshall,
2017). These eyes are expected to work together, as they do in binocular vision, rather than
tweaking one’s view to accommodate components of the other (Marshall, 2017).

A strong example of the two-eyed seeing approach in action was captured in a three-year
study looking at the effectiveness of cultural interventions in First Nation alcohol and drug
treatment in Canada (Hall et al., 2015). This team carried out an Indigenous-focused research
project with the two-eyed seeing as a guiding principle. Western methods included performing
an environmental scan representing social, economic, technological, and political contexts, while
Indigenous methods incorporated storytelling as a way to connect knowledge to traditional
cultural practices and ceremonies (Hall et al., 2015). As a result, these authors state, “our team’s

facilitation of storytelling in our environmental scans...offered us solid insight into how [two-
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eyed seeing] research can contribute to First Nations governance and cultural renewal” (p. 7). In
this example, Indigenous ways of knowing combined with Western science, contributed towards
Indigenous governance.

Two-eyed seeing is as much about Indigenous and non-Indigenous ways of knowing, as it
is about understanding the differing perspectives within Indigenous Knowledge creation
(Marshall, 2017). Smylie, Kaplan-Myrth and McShane’s (2009) work was selected to identify
how different Indigenous communities can come together in research, to learn with, from, and
about one another (CAIPE, 2002). This research study used an Indigenous-focused participatory
action research (PAR) design with one urban Inuit community, one urban Metis community, and
one semi-rural First Nation community in Ontario. In order to effectively design, implement, and
evaluate their PAR study, involvement from Indigenous leaders, healthcare providers, traditional
healers, knowledge holders, and elders was needed (Smylie et al., 2009). [NB: The inclusion of
Elders in research is both an honour and a privilege, as Elders are considered to be very
important members of their communities given that they are knowledgeable in many areas.
Elders typically have a high degree of understanding in history, traditional teachings,
ceremonies, and healing practices (Canadian Geographic Indigenous Peoples Atlas of Canada,
2018)].

Data were gathered looking at health information sources, information dissemination
strategies, community decision-making processes, and concepts of Indigenous health (Smylie et
al., 2009). Following data analysis, the study found that each community had unique and specific
values influencing the ways health knowledge was translated via existing social structures and
practices. This suggests that it is essential in Indigenous-based research to have a strong

understanding of how knowledge is translated and mobilized in community settings. Overall
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however, focus groups from each of the three communities elicited common themes regarding
knowledge which include: 1) the need to value experiential knowledge (e.g. testimonials of an
effective service); 2) the influence of the community structure on health information
dissemination (e.g. word of mouth) 3) the recognition of how health messages are generated
within the community; 4) the dissemination of information through family and community
networks; and 5) the impact and local effects of colonization. In summary, findings demonstrated
that “understanding local Indigenous processes of knowledge creation, dissemination, and
utilization is a necessary prerequisite to effective knowledge translation in Indigenous contexts”
(p. 436) even if Indigenous communities share universal values.

As part of the decolonization process, Smylie et al.’s (2009) work employed a theoretical
framework that focused on the historical context of health-based Indigenous knowledge systems
(p. 437-438). The principles of this framework include: 1) prior to colonization, Indigenous
peoples had their own systems of health knowledge; 2) these systems were rooted in local
ecosystems and therefore are themselves diverse; 3) these systems were distinct from modern
biomedical scientific traditions, which decontextualize knowledge from local contexts to
discover generalizable principles; 4) Indigenous systems of health were suppressed and outlawed
as part of colonization; and 5) The health of Indigenous peoples continues to be negatively
affected by colonization. Even though the present research did not formally adopt the same
framework chosen by Smylie and colleagues, all principles of this framework are recognized in
this work. The historical elements support the notion early in this chapter that knowledge
transcends time, and therefore an understanding and acceptance of the past is the only way that

we may be successful in decolonizing research for the future.
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Indigenous knowledge recovery. “A critical analysis of why Indigenous Knowledge is
threatened or is becoming ‘lost’ rarely move beyond the rather simplistic assertion that the
‘Elders are dying’....Elders have always passed into the next realm and [Indigenous Knowledge]
systems have always been” (Simpson, 2004, p. 374). Decolonizing knowledge is as important as
the recovery of Indigenous knowledge; both are considered to be an anticolonial endeavour
(Wilson, 2004). In our twenty-first century, “the recovery of Indigenous knowledge is a
conscious and systematic effort to revalue that which has been denigrated and revive that which
has been destroyed” (Wilson, 2004, p. 359). Wilson (2004) suggests that in one sense the
colonizers were correct; “Indigenous traditions are of little value in a world based on the
oppression of whole nations of people and the destructive exploitation of [resources]” (p. 360).

Wilson’s publication was printed as a special issue in the American Indian Quarterly for
the purpose of validating and recovering Indigenous knowledge as a decolonization strategy, and
for the purpose of addressing modern day issues impacting Indigenous communities. Wilson
(2004) argues that in order to regain control of knowledge, control of the land is vital. As will be
seen in Chapter 4 of this dissertation, participatory or community-based action research is a
decolonizing mechanism that can encourage people to become involved in community
transformation on their own land. The revaluing of traditional knowledge must begin in
Indigenous communities because these communities are the holders of knowledge. In this way,
Indigenous peoples can take part in the decolonization process by preventing knowledge from
being further appropriated by the colonial system (Wilson, 2004).

Wilson (2004) writes that all Indigenous scholars are inherently working towards
knowledge recovery, and that “academics are in a prime position to assist communities in the

recovery of knowledge, so that Indigenous nationhood is strengthened” (pp. 370-371), and so
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that Indigenous leaders remain of service to the people whom they represent. Consequently, the
complexity of Indigenous knowledge recovery is the responsibility of both Indigenous and non-
Indigenous peoples. This recovery process should take place in Indigenous communities, where
community members and scholars can collect and preserve knowledge for future generations.
Wilson’s concepts of Indigenous Knowledge recovery, support Simpson’s (2004) notion that, “to
recover Indigenous Knowledge, Indigenous Peoples must regain control over their national
territories” (Simpson, 2004, p. 379).

In summary, the historical understanding of Indigenous Knowledges, the colonization of
Indigenous Knowledges, and our current concepts of decolonizing and recovering knowledge,
reflect a national responsibility to those enacting Calls to Action identified in the Truth and
Reconciliation Commission (2015) report. This literature review provides an important
understanding for how I and other researchers need to consider the creation of knowledge
involving Indigenous peoples moving forward. In the TRC (2015) report, it is identified that non-
Indigenous researchers should participate in archiving Indigenous ways of knowing and being,
adopt appropriate research methods involving Indigenous peoples, and write reports that reflect
truth and two-eyed seeing approaches. This section has provided a glimpse into the world of
Indigenous Knowledges, while highlighting important considerations that ensure this dissertation
contributes to decolonization and knowledge recovery for those Indigenous communities

involved.

Non-Indigenous Healthcare Knowledge Management
After reviewing Indigenous ways of knowing in research, it is not the most natural
transition to discuss non-Indigenous healthcare knowledges. In particular, readers will notice a

significant shift in: how information is presented, the choice of words used by non-Indigenous
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academics and clinicians, and a change in focus on how knowledge is created and experienced.
In 2015, when I started the PhD program, this literature review reflected my worldview as a non-
Indigenous health education researcher, and was, in fact, completed in advance of the previous
review of literature on Indigenous Knowledges. This review did not include an Indigenous focus
for two reasons: first, I initiated this literature review prior to engaging in a formal commitment
with Nokiiwin Tribal Council when I was not sure if I would be re-searching with predominantly
Indigenous-led healthcare teams; and secondly, the focus on healthcare knowledge management
had a direct link to the research problem identified in Chapter 1 and the proposed intervention,
interprofessional collaboration training. In coming to understand Indigenous Knowledges
through the two-eyed seeing approach, I realized this literature review was the Western version
of how I understood knowledge. The following section will provide an overview of how
healthcare knowledge is understood, managed, and utilized in traditional Western healthcare
practices. By the end of this section, the reader will recognize differing ways of knowing, both
essential to understand how we collaborated in this re-search study.

There are many terms that describe knowledge in non-Indigenous literature, some of
which include: knowledge translation, knowledge acquisition, knowledge creation,
experiential/practical knowledge, transformational knowledge, tacit/explicit knowledge, and
knowledge management (Hislop, 2013). In this review, the terms knowledge translation and
knowledge management will be reviewed in the context of healthcare. Knowledge translation
(KT) “is the study of how biomedical knowledge is taken up and shaped by health care
providers, policy makers, and populations” (Smylie et al., 2009, p. 437). To compare, Healthcare

Knowledge Management (HKM) is more inclusive, as it “advocates a healthcare delivery system
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that values healthcare knowledge as a vital resource and strives to translate it into clinical
practice in order to improve health outcomes” (Abidi, 2008, p. 3).

Abidi (2008) highlights the importance of healthcare professionals having the ability to
provide the most appropriate care at the right time to the right people, stating: “healthcare is
knowledge-rich; yet healthcare knowledge is largely under-utilized at the point-of-care and
point-of-need” (p. 1). El Morr & Subercaze (2010) support this idea by referring to the rapidly
growing knowledge base in healthcare as not being congruent with our ability to effectively
disseminate, translate and apply healthcare knowledge in clinical practice. More than a strategy,
Abidi (2008) considers HKM to be a change agent that helps “healthcare professionals make
high quality, well-informed and cost-effective patient care decisions” (p. 2).

Traditionally, emergency medical records (EMRs) have been used as means of
interprofessional communication, but they are usually limited to one organization and do not
often benefit community-centred care (Bordoloi & Islam, 2012; Razzaque & Karolak, 2011).
Healthcare knowledge management can be broken into technology-centred (e.g. web-based
technology & EMRSs) and people-centred systems (e.g. HKM skill development, and HKM
culture and leadership), where explicit, tacit and clinical knowledge can be translated into
improved outcomes for patients (Bordoloi & Islam, 2012). Brannen et al. (2012) suggest that e-
health as a community-based and interprofessional approach can improve access to healthcare
services, enhance collaborative team interactions, and empower Indigenous communities to take
control over the access and dissemination of healthcare knowledge. However, for the purposes of
this dissertation, knowledge management focusing on people-centred systems is reviewed as a
necessary component of interprofessional collaboration. Specifically, studies from professional

development, continuing education, and communities of practice literature are included.
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Professional development and continuing education. In 2001, a medical doctor
acknowledged that, “evidence-based clinicians of the future may not need to be experts in
clinical epidemiology but instead could manage with several high-quality knowledge products”
(Evans, 2001, p. 1). This author contributed to the development of future clinicians, through the
delivery of professional development courses that incorporated fundamental principles of
knowledge management. Evans (2001) stated that at one point in medical education history, it
was possible to attend a journal club or read specific articles related to one’s field; however, with
the era of information overload and time constraints that prevent evidence-based practice,
knowing how to find knowledge is more valuable than knowing knowledge content itself. This
publication was released at the turn of the millennium, prior to the introduction of the term
healthcare knowledge management. It demonstrates that clinicians were already thinking about
ways to try and filter, store and utilize knowledge in a meaningful manner, acknowledging that
the human brain is limited with its ability to store information.

Until relatively recently, Continuing Education (CE) has not been viewed as a reliable
HKM mechanism as many CE providers “do not question the sources of evidence presented at
continuing education events” (Davis, 2006, p. 7). In order to close the ‘clinical care gap’, Davis
(2006) proposed that CE should be used more systematically as an effective knowledge
translation medium given that clinical evidence is being generated at increasingly rapid rates
making it not readily available to clinicians. If done incorrectly, CE does not address the
significant gap between high-quality evidence and practice, and may be seen as simply a medium
to enhance clinicians’ awareness of the available evidence (Davis, 2006). In conjunction with
Davis’ (2006) views on clinical application, Ho et al. (2004) state:

Although formal continuing health education activities, such as conferences, workshops
and rounds, provide opportunities for acquisition of explicit knowledge, this type of
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learning alone falls far short in helping health professionals in the translation of this
knowledge into clinical practice (p. 92).

In contrast, McWilliam (2007) found that clinicians who participate in continuing
education are more connected to research findings relevant to everyday practice, as well as
ownership and application of that knowledge. Knowledge translation is described in this setting
as being “an ongoing interactive human process of critically considering relevant, quality
research results and findings... and constructing an understanding and knowledge application to
advance the quality of health care” (McWilliam, 2007, p. 73). Through a demonstration of case-
based facilitated learning, McWilliam (2007) used transformative learning theory to help bridge
the gap between information uptake (i.e. explicit knowledge) and clinical application (i.e. clinical
or tacit knowledge).

In further support of this people-centred approach to managing knowledge, continuing
education can also be seen as a medium to prevent loss of knowledge, whether intentional or
accidental, as a consensus is needed by the consumer that the knowledge is no longer valuable
(Hislop, 2013). This means that knowledge needs to be universally determined as ineffective or
no longer useful by a group, and cannot simply be deleted from a system as is the case with
technology-focused knowledge management systems (Hislop, 2013). Regardless of its evidence-
based impact, continuing education and professional development courses will continue to be
used as mechanisms to support knowledge translation and management, especially for those

working in healthcare or education.

Communities of practice. Communities of practice (CoP) have become a well-known
mechanism to support healthcare knowledge management (Bordoloi & Islam, 2012; Bullock,

2014; Guptill, 2005; Hislop, 2013; Lave & Wenger, 1991). Lave and Wenger (1991), are
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typically acknowledged as developing the CoP concept in its modern-day form. Communities of
practice can be defined as “informal groups of people who have some work-related activity in
common” (Hislop, 2013, p. 155). Given that individuals come together for the purpose of sharing
information and expertise in a specialized area, the skills of interprofessionalism and
collaboration are acknowledged as essential for effective communities of practice (Guptill,
2005). Typically, health professionals engage in CoPs because of the “distribution of tacit
wisdom” (Ho et al., 2004, p. 92), which is easier to extract from conversation, than explicit
knowledge from a computer system (Evans, 2001). To support this, Al-Hamad and O’Gorman
(2015) identified that virtual or online healthcare services which are publicly available, can serve
as an efficient mechanism to generate, retain, and utilize health knowledge in a meaningful way
that is useful to health providers.

In a 2014 study, Evans et al. explored an online physiotherapy community of practice.
For this group, knowledge creation and sharing via discussion board was central to the way in
which knowledge was valued. Nineteen physiotherapists engaged in a ten-week online
continuing education course in manual therapy. The community of practice accompanied the
course, and was fairly structured with weekly modules and assignments that were completed
individually and as a part of smaller groups. In contrast with other CoP styles, this group “relied
solely on interactive, online, asynchronous discussions, which are often difficult to sustain” (p.
221). The results of the study demonstrated that there is benefit to semi-structured communities
of practice where knowledge translation can occur for the purpose of improving performance. As
synthesized in Hislop (2013), CoPs facilitate interpersonal knowledge sharing, and are
advantageous to both individuals and organizations as they project a collective identity. Hislop

(2013) acknowledges that there is an extensive field of literature to support CoPs, which is
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beginning to appear in the knowledge management and knowledge translation literature base. In
summary, communities of practice are acknowledged as another component of HKM as they
provide professionals a socio-cultural platform which motivates professionals to move individual

and collective knowledge-sharing initiatives forward in a trusted environment (Hislop, 2013).

Knowledge governance. “Knowledge management, implemented well, will transform
the health care delivery system over the next few decades into a more cost-effective, error-
averse, and accountable public resource” (Guptill, 2005, p. 10). Guptill (2005) was one of the
first authors to synthesize existing information on HKM and suggest that system transformation
is possible given our systems currently have the capacity to track healthcare outcomes,
processes, and satisfaction measures. Referencing the need for committed leadership, Guptill
acknowledges that a long-term sustainable commitment is required to change healthcare culture
“to become more collaborative, more transparent, and more proactive” (p. 14).

To better understand the barriers to optimal healthcare, Cochrane et al. (2007)
consolidated 256 articles that were categorized into barriers: cognitive-behavioural, attitudinal-
emotional, professional (i.e. age, experience, and gender), guideline-oriented, patient-centred,
supports-/resources and system-processes. These authors suggest that it is important to
understand the gaps between knowing and doing to better achieve optimal health outcomes. In a
systematic review of the knowledge management and translation literature, it was identified that
there is only a 55% adherence to evidence-based care (Cochrane et al., 2007). These authors
uncovered a significant gap between the development of scientific research and knowledge
implementation into clinical practice guidelines: “at the clinical front, providers are caught in the

gap between global evidence and local realities” (Cochrane et al., 2007, p. 95).
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In Stauss et al. (2009), the School of Social Work found that culture in academia was an
important factor to consider when evaluating a program involving a knowledge management
system. These authors acknowledge that regardless of the knowledge management system, “an
environment conducive to success includes a culture based on shared values and beliefs around
innovation, collaboration and cohesion” (p. 327). This article was unique, in that, the
implementer of the KM system (i.e. the IT manager) also had an MSW degree and therefore,
truly understood the nature of the work being communicated. Throughout the process of
implementing this system in the School of Social Work, lessons were learned about academic
culture and leadership. These lessons include: 1) relationship-building is important to truly
identify the needs of consumers, 2) the organization must have a genuine spirit of collaboration,
and 3) a change in leadership will impact commitment to knowledge management system
implementation (e.g. “the new director needed to be convinced that KM [system] was an
appropriate change” {p. 336}).

As indicated throughout the healthcare knowledge management literature, leadership is a
necessary component of implementation (Abidi, 2008; Bordoloi & Islam, 2012; Frost, 2014;
Gowen et al., 2009; Hislop, 2013). Specifically, Gowen et al. (2009) proposed transformational
leadership as a mechanism to address patient safety in the healthcare field. These authors
performed an exploratory survey involving all 50 American states with 370 hospitals that looked
at transformational leadership and quality management in relation to the delivery of an HKM
system using the Multifactor Leadership Questionnaire. The take home message was that
transformational leadership improves healthcare knowledge management processes, and both

good leadership and a good knowledge management system are needed to enhance patient care

67



IMPROVING INDIGENOUS HEALTHCARE ACCESS THROUGH IPC 68

and safety. Supported in Hislop (2013), transformational leadership represents ‘new leadership’
and is becoming an integral part of healthcare knowledge management.

In this section on healthcare knowledge management (HKM), professional development
and continuing education, communities of practice, and knowledge management systems have
been discussed. These Western concepts of knowledge management demonstrate similarities and
differences in ways of knowing between Indigenous and non-Indigenous groups. Some
similarities in knowledge practices include: the need for collaborative discussions to take place
in a safe and known place; the need for knowledge to be flexible and evolve over a given period
of time; and the need for knowledge practices to support the knowledge developers and users in a
way that respects cultural values and beliefs. However, it is apparent that that the focus of
knowledge generation for non-Indigenous researchers is not relational (Wilson, 2008); meaning,
that where knowledge comes from is not necessarily tied to the land or the cosmos.

To summarize the intent of reviewing Indigenous and non-Indigenous ways of knowing,
the People’s Knowledge Editorial Collective [PKEC] (2016) challenges Western researchers to
think about how knowledge is generated, and how Western ways of knowing have the power to
elevate or diminish the value of Indigenous Knowledges. Western thinkers are cautioned about
accepting all Western knowledge as truth, as this can take away from the voices of Indigenous
thinkers, who are forced to work and think in a system that refuses to admit failure (PKEC,
2016). As a guiding principle moving forward, the two-eyed seeing approach maintains the
importance of not favouring one knowledge system over another, but rather simultaneously
accepting and incorporating the differences of both ways of knowing, into our own worldviews

(Martin, 2012).
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Interprofessional Collaboration Framework

The following section will introduce the theoretical and practical model at the core of the
literature review. This model examines interprofessional education and collaboration and
supports the concepts previously discussed involving Indigenous and non-Indigenous ways of
knowing. Prior to introducing the model, definitions and theories supporting interprofessionalism
will be discussed. Following the model, literature relating to the three re-search questions will be
reviewed in relation to the concept of interprofessional collaboration training.

Effective interprofessional collaboration is dependent upon the delivery of
interprofessional education (CIHC, 2010). One of the most recognized definitions of
interprofessional education (IPE) is when two or more professions learn with, from and about
one another to improve collaboration and the quality of care (CAIPE, 2002). Formal
engagement in learning about interprofessional education is needed for healthcare providers to
effectively engage in interprofessional collaboration (IPC). IPC is best described as:

A different way of thinking and approaching patient care. Instead of doing it all yourself,

you harness the expertise of a number of individuals to bring the best care to the patient.

Not only does the patient benefit, but we do too—we share the burden, which means less

stress, less burnout, and greater job satisfaction. (HealthForceOntario, 2010, p. 9)

Many of the theories and models that support the construct of IPE are used to support the
concept of IPC (D’ Amour & Oandasan, 2005; Frenk et al., 2010; Hall, Weaver, & Grassau,
2013; World Health Organization, 2010). Hall et al. (2013) published a ‘theoretical toolbox’
paper identifying concepts of IPE and IPC as well as their associated impact on patient health
outcomes. Some of these theories include: professional socialization, models for group process,
reflective learning, and scaffolding the social domain of learning. One of the first frameworks to

acknowledge the connection between IPE and IPC was introduced by D’ Amour and Oandasan

(2005). This framework linked the healthcare education system to the healthcare practice
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environment, demonstrating that a symbiotic relationship exists between education and
collaborative practice. A unique feature of the model acknowledged the need for ongoing
collaboration between the provincial Ministries of education and health in Ontario to
successfully engage in interprofessional collaboration.

In 2010, the World Health Organization [WHO] (2010) and The Lancet (Frenk et al.,
2010) released similar frameworks confirming that interprofessional education enables effective
interprofessional collaboration, which optimizes healthcare service delivery, strengthens health
systems, and improves health outcomes and access to appropriate care. These foundational
IPE/IPC models made way for the development of the National Interprofessional Health
Collaborative Framework (CIHC, 2010) (see Figure 7). This framework demonstrates that to
translate interprofessional education (i.e. knowledge acquisition) into interprofessional
collaboration (i.e. knowledge application and integration), specific competencies need to be
acquired and subsequently evaluated (AIPHE, 2012; Curran et al., 2011; D’ Amour & Oandasan,
2005; Frenk et al., 2010; IPEC, 2011; HealthForceOntario, 2009; Vernan et al., 2010; WHO,
2010). This framework was chosen to guide the research process because: 1) it has been widely
accepted and implemented by post-secondary health programs across Canada (AIPHE, 2012;
HealthForceOntario, 2009; NOSM, 2017), and 2) it has guided the development of well-
established and utilized IPE/IPC instruments (MacDonald, Archibald, Trumpower, Casimiro,

Cragg, & Jelly, 2010; Orchard, King, Khalili, & Bezzina, 2012).
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The following diagram represents the configuration of the six domains and highlights three background considerations that influence how the

competency framework may be applied in different situations.
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Figure 7: Interprofessional Competency Framework.
(Canadian Interprofessional Health Collaborative, 2010).

The six interprofessional education competencies needed to achieve interprofessional

collaboration within the framework include: role clarification, interprofessional communication,

patient/client/family/community-centred care, interprofessional conflict resolution, team
functioning, and collaborative leadership. Furthermore, the model accounts for contextual issues,
meaning that it is designed to be respectful of the environment in which it is applied (i.e. what
role clarification looks like in a hospital, may be different from how clinicians define roles in the
community setting). This was a necessary characteristic in choosing to use this model with an

Indigenous population. As a notation, when Nokiiwin Tribal Council approached me regarding

knowledge in interprofessional collaboration at the beginning of our journey, I showed them this

model that [ use regularly as an educator. After taking time to explain the model and its use with

non-Indigenous populations, Nokiiwin Tribal Council felt the competencies listed in the
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framework overlapped with their beliefs regarding how teams and communities can work
together. As a result of a shared understanding of this model, no other collaborative models were
consulted.

Each of the six interprofessional competencies can be explicitly measured based on
performance indicators at the: 1) exposure level, 2) immersion level, and 3) mastery level
(NOSM, 2017). These three levels refer to learning stages of either students or healthcare
providers who engage in organized interprofessional education and/or collaboration in the
academic or clinical practice setting (NOSM, 2017; Vernan et al., n.d.). Exposure-level IPE
typically involves: shadowing a clinician of another background, interprofessional case-based
learning, engagement in interprofessional rounds, and reflection on interprofessional
communication and collaboration (NOSM, 2017). Immersion-level IPE involves: applying
communication and collaboration techniques; regulating behaviour based on reflection of
interprofessional engagement; identifying conflict resolution styles; and developing leadership
skills (NOSM, 2017). Finally, mastery-level IPE typically occurs at the macro level where
leaders project IPE knowledge, attitudes and behaviours that are expected to be modelled by
those on the healthcare team (e.g. starting up a student-run interprofessional healthcare clinic,
facilitating engagement in interprofessional simulations, teaching IPE competencies) (NOSM,
2017).

To put the varying levels of IPE competence into context, a healthcare provider with
twenty years’ experience may still be considered to have exposure-level IPE competency if they
have not engaged in organized or intentional interprofessional education. That being the case,
many instruments have emerged that focus on evaluating interprofessional competency

collectively and at the varying levels of engagement for both students and clinicians. They are:
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Assessment of Interprofessional Team Collaboration Scale [AITCS] (Orchard et al., 2012);
Interprofessional Collaboration Scale (Kenaszchuk, Reeves, Nicholas, & Zwarenstein, 2010);
Interprofessional Collaborative Assessment Rubric [ICAR] (Curran et al., 2011);
Interprofessional Collaborative Competency Attainment Survey [[CCAS] (Archibald,
Trumpower, & MacDonald, 2014); Interprofessional COMPASS, Interprofessional Education
Collaborative Assessment [[PEC] Tool (Dow, DiazGranados, Mazmanian, & Retchin, 2014);
Interprofessional Socialization and Valuing Scale (King et al., 2010); and the Team Observed
Structured Clinical Encounter (Lie et al, 2015). Two interprofessional competency assessment
tools were chosen for this research based on their ability to help answer the proposed research
questions, and my familiarity with them from my clinical teaching experience. They are the

AITCS and ICCAS.

Focused literature review - interprofessional collaboration. In this section, literature is
reviewed on interprofessional collaboration (IPC), and what is known in relation to the three re-
search questions (i.e. does IPC improve following training? what are the experiences of
providers following IPC training? and what has IPC training led to for increased access
outcomes?). Specifically, literature was targeted that included the interprofessional assessment
tools chosen for this research [i.e. Assessment of Interprofessional Team Collaboration Scale
(AITCS) and the Interprofessional Collaborative Competency Attainment Survey (ICCAS)], as
this was a useful way to determine research expectations in relation to the IPC training. It should
be noted that specific literature relating to [IPC and Community Action Research will be
reviewed in Chapter 3, and specifics of the IPC Training intervention for this re-search study,

will be reviewed in Chapter 4. This section also includes a subsection that explores cultural
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competency considerations, when employing an interprofessional competency framework
(CIHC, 2010).

As part of the re-search, it was expected that the following outcomes would be achieved:
1) an alternative interprofessional approach to healthcare access that enhances existing
healthcare processes for Indigenous populations, 2) an extension of health and wellness beyond
the individual to include the community, and 3) the enhancement of cultural competence for
healthcare providers engaging in a new form of interprofessional collaboration (Nokiiwin Tribal
Council, 2016). These assumptions align with two decades of provincial recommendations,
policies and research for improved healthcare access for all Indigenous peoples (Health Canada,
2005, 2015; Lavoie & Gervais, 2012; Minore & Boone, 2002; Minore et al., 2004; Purden, 2005;
Rukholm, Carter & Newton-Mathur, 2009). It is expected that the research from this study will
strengthen the local healthcare system servicing Indigenous persons belonging to Nokiiwin
Tribal Council. Particularly, it is expected that interprofessional collaboration training and its
benefits will allow for the expansion of local capacity and integration of healthcare providers at
the community level.

Recent publications demonstrating the use of Assessment of Interprofessional Team
Collaboration Scale (AITCS) have incorporated a mixed method design to explain the
complexities involved in engaging in effective [PC. Adams et al. (2014) examined the
experience of clinicians engaging in interprofessional collaboration (IPC) at three points of time
(i.e. baseline, two months’ post, seven months’ post) using the AITCS and comparative case
study analysis. Results from their study were promising, suggesting that engaging in intentional
interprofessional collaboration helps to shape team formation and working relationships in

community settings. In another example, Iddins et al. (2015) used semi-structured interviews and
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the AITCS to assess the impact of team processes on team satisfaction and function in an urban
clinical setting. With regards to statistical testing, only non-parametric tests were used due to
small sample sizes and non-normal distribution of data. Recommendations were made in both
studies for researchers to: 1) examine IPC in more community settings using mixed methods, and
2) to use mixed methods given the holistic nature of the results which can be used to enhance
interprofessional collaboration interventions that may lead to better team functioning and patient-
centred care.

The AITCS has shown that despite the barriers and challenges accompanying
interprofessional practice, positive clinical outcomes in conjunction with the benefits
experienced by clients and practitioners make it well worth the effort (Adams et al., 2014).
Moreover, by developing interprofessional qualities inclusive of respect, shared-decision
making, clear communication, and accountability, providers can more easily use the synergy of
the team to deliver accessible quality healthcare (Treadwell et al., 2015). Additionally, the
AITCS can be used to assess more structured interprofessional collaborative practice
interventions. Scotten, Manos, Malicoat and Paolo (2015) examined a standardized
interprofessional training program by having faculty complete AITCS pre and post training at
one, six, and twelve months while gathering interview data. This experiment aligns with research
completed by Treadwell, Binder, Symes and Krepper (2015) who used the AITCS to evaluate the
same interprofessional program following a 12-week intervention. In essence, this assessment
tool can be used to examine interprofessional team processes that involve basic introduction to
the National Interprofessional Competency Framework (CIHC, 2010) competencies or following

the introduction of a structured IPC intervention.
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Findings from the Interprofessional Collaborative Competency Assessment Survey
(ICCAS) demonstrate that interprofessional training has a positive effect on improved
communication, collaboration, grasp on roles and responsibilities, patient-centred care, conflict
management, and team functioning (Baker & Fowler Durham, 2013). Additionally, participants
of interprofessional training tend to show improved knowledge, skills and attitudes in the area of
interprofessional collaboration (Bain et al., 2014), which “may influence their professional
practice at the point of care and enhance patient safety” (Baker & Fowler Durham, 2013, p. 713).
Furthermore, providers from different settings who engage in interprofessional activities
perceive themselves as being more competent and better able to help those for whom they care
(Brajtman et al., 2012). In these studies, the ICCAS was chosen over other assessment
instruments due to the ease of administration, as well as the instrument’s ability to capture large
amounts of information on collaboration. Overall, quantitative findings from these assessment

tools demonstrate the potential of interprofessional collaboration to benefit service providers.

Interprofessional and cultural competency considerations. Cultural competency has
been described as behaviours, attitudes, and thinking that are needed by healthcare professionals
to work effectively in cross-cultural situations (Cross, Bazron, Dennis, & Issacs, 1989). Cultural
competency has also been described as involving interventions aimed at improving accessibility
and effectiveness of healthcare services for minority groups (Truong et al., 2014). In essence,
cultural competency is seen in one’s ability to navigate a culture different from one’s own, and to
do so in a respectful manner (Fassinger & Morrow, 2013). This dissertation focuses on the
concept of cultural competency in relation to Indigenous access to healthcare services, meaning
that the intervention used in this study respected culturally-appropriate ways of knowing and

engaging in collaboration. It should be noted that there are dozens of models that have been
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generated since the 1980°s which focus specifically on culturally competent knowledge, skills,
and attitudes which will not be reviewed, as it is outside the scope of this literature review. This
is because after several discussions on the meaning of cultural competency between me,
Nokiiwin Tribal Council, and community representatives supporting the research project, there
was consensus that this term was a Western term that did not currently have a strong meaning for
the communities. In other words, my cultural competency certificate obtained at the Northern
Ontario School of Medicine in 2014, did not make me any more or less qualified to work with
Nokiiwin’s communities.

It was through our two-year process of relationship-building that my ‘competency’ as a
non-Indigenous researcher was tested and ultimately accepted. I was educated by Elders,
community health workers, and Nokiiwin Tribal Council staff on the ways of knowing and being
that are acceptable in the communities. This notion is supported by Maar et al. (2009) who state
that culturally competent care can be achieved when clients or communities feel safe with those
who are providing care (i.e. meaning that they trust and understand the ‘outsider’ who is working
with them). Without being labelled ‘cultural competency training’, this is in fact what I received
over the two-year pre-research timeframe, which honours Call to Action #23 that requests
cultural competency training for all healthcare professionals. In essence, and for the parameters
of this re-search project, I became knowledgeable and accepting of Indigenous beliefs, spiritual
practices, backgrounds, and histories (Maar et al., 2009), as part of my journey towards cultural
competency.

To speak to the idea of cultural competency from a Western perspective, a few articles
have been included to support that this concept was strongly considered in conjunction with the

National Interprofessional Health Collaborative Framework (CIHC, 2010). To start, a systematic
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review which examined 19 literature reviews on cultural competency, found some evidence that
interventions to improve cultural competency could improve client outcomes (Truong et al.,
2014). Common interventions to improve cultural competency include training workshops and
cultural competency programs for healthcare providers (Truong et al., 2014). In their systematic
review, the majority of literature found moderate evidence of improvement in healthcare access
and utilization outcomes. This was achieved through the use of bilingual community health
workers, interpreters, and patient navigators. In another study, Fisher et al. (2015) also found that
interventions using culturally specific navigators and community health workers were among the
most successful. In other words, for these examples cultural competency meant having someone
available who shared the same culture so that they could communicate information effectively.
Overall, Truong et al. (2014) found that interventions which are designed to influence the
individual’s ability to access healthcare resources and services, can also help bridge the
organizational cultures of the communities involved.

In a local Canadian study, Purden (2005) examined cultural competency and
interprofessional collaboration in a participatory action research study. In this research, the
values of Ojibway persons played a crucial role in the healthcare delivery for patients, traditional
healers, and the community. One of the impacts of the study was the reconsideration of what
constitutes a ‘healthcare team’. Specifically, community counselors, mental health workers,
police officers, traditional healers and elders, were acknowledged as team members despite their
expertise not being rooted in the Western idea of a healthcare team. Cultural competency played
an important role in establishing ‘interprofessional teams’ within the current research context.
Purden (2005) also examined ‘essential ingredients’ of culturally competent practice, and

concluded that rural and remote healthcare delivery requires “advanced clinical skills, knowledge
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of the culture and health practices of rural society, and experience with interprofessional
approaches to health care delivery” (2005, p. 230).

An extension of cultural competency is the term cultural safety, which “emphasizes
explicit attention and action to address power relations between service user and service
provider” (Allan & Smylie, 2015, p. 35). This is particularly important when working with
Indigenous populations as it recognizes respect, reciprocity and responsibility (Wilson, 2008),
and should be the ultimate goal for healthcare researchers working with Indigenous populations.
If cultural competency is considered to be at the micro-level (i.e. working one-on-one with
research participants) then cultural safety reflects systems-level or macro-level thinking where
there is a commitment to delivering high-quality care to Indigenous communities while
responding to racism impacting care in these settings (Browne et al., 2016). Cultural safety
considers social and historical contexts that have contributed to ‘the current state of Indigenous
health’ (Call to Action #18), where practitioners are required to be self-reflective and self-aware
with regards to their position of power (Ward, Branch, & Fridkin, 2016). In Ontario, the rise in
training focused on cultural competency and cultural safety is correlated to the release of the
TRC (2015) report (Churchill et al., 2017; Sjoberg & McDermott, 2016).

Prior to initiating this study, I was aware of the definitions of cultural safety as related to
the TRC (2015) report and Mclntyre et al.’s (2009) access to services framework. After a four-
year relationship with Nokiiwin’s communities, I can say that this is not a term that is yet used;
however, its concept is strongly understood and supported. The local language that ensures
‘cultural safety’ in research was found in the Tree of Research Ethics in Indigenous Education
(Ray, 2016), which became the ethical model that guided the research project and now the post-

research phase. In Chapter 3, the reader will see how this model reflects culturally safe and
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ethical research that was able to guide me, a non-Indigenous researcher, working with
Indigenous communities.

To link this discussion back to the beginning of this section, a non-Indigenous
competency-based healthcare framework, the National Interprofessional Health Collaborative
Framework (CIHC, 2010) was introduced as the basis for the re-search intervention. Prior to the
introduction of this model, Indigenous and non-Indigenous ways of knowing related to research
and healthcare, were examined to understand how mixed healthcare teams have the potential to
come together for the purpose of collaboration. In the examined CIHC Framework (2010),
Indigenous knowledge practices can be incorporated within the teaching of collaborative
competencies. This framework is unique in that its competencies are designed to be taught in a
manner that is respectful of culture. For example, cultural factors such as community location,
cultural practices, and local histories, can be examined within the competency
client/family/community-centred care. This competency is an over-arching competency that is
expected to remain central when learning about the other five competencies (CIHC, 2010;
NOSM, 2017).

Typically, the first two competencies to be acquired for collaborative practice are role
clarification and interprofessional communication (HealthForceOntario, 2009). Instruction
involving these two competencies incorporating an Indigenous lens, is one way to ensure that a
culturally-appropriate intervention is successful (NOSM, 2017). The remaining competencies
(i.e. conflict resolution, team functioning, and collaborative leadership), build on these
foundational competencies, which reinforce the focus of a culturally-appropriate framework that
is focused on interprofessional competence (NOSM, 2017). Al-Hamad and O’Gorman (2015)

found that culturally-appropriate collaboration can lead to positive outcomes for healthcare
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access. Thus, the National Interprofessional Competency Framework (CIHC, 2010) is a
framework that naturally supports a two-eyed seeing lens (Martin, 2012).

It is understood that interprofessional teams who provide culturally competent services in
rural and remote locations, are more adequately able to address the issue of access to healthcare
through customized services, than those who do not provide culturally competent service (Al-
Hamad & O’Gorman, 2015; Hooper et al., 2007; Rukhom et al., 2009; Salvatori, Berry, & Eva,
2007). As an advantage, these healthcare providers are also better able to recognize their own
and other cultural beliefs once they have undergone cultural competency training (Rukhom et al.,
2009). To close this Chapter, I will review how the two-eyed seeing approach is able to support
the concepts of Indigenous and non-Indigenous ways of knowing in healthcare research, through
collaboration. This approach specifically contributes to the decolonization of Indigenous
knowledge practices (Tuck & Yang, 2012), and supports a pathway forward to address Calls to

Action in research that equally support Indigenous and non-Indigenous ways of knowing.

Decolonizing Healthcare Knowledge: A Two-Eyed Seeing Approach

To effectively decolonize non-Indigenous or Western healthcare knowledge, a two-eyed
seeing lens is needed (Hatcher et al., 2009; Martin, 2012). As a reminder, this approach
“embraces the contributions of both Indigenous and Western ‘ways of knowing’ (worldviews)”
(Martin, 2012, p. 21). Until recently, non-Western forms of health knowledge have been largely
ignored (Denzin & Lincoln, 2008) which has impacted the health and well-being of Indigenous
populations (Martin, 2012), as well as the presence of Indigenous perspectives in health research
(Smith, 2012). For instance, the randomized control trial method continues to be the gold
standard in Western research, while storytelling is still understood as being anecdotal (Denzin &

Lincoln, 2008; Martin, 2012). If knowledge is to evolve from this form of treatment and lack of
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respect, then decolonization of knowledge is necessary. For this re-search study, it was necessary
to explicitly challenge whether the knowledge obtained in the research process would contribute
to the oppression and colonization of Indigenous peoples (Smith, 1999).

Simonds and Christopher (2013), in Adapting Western Research Methods to Indigenous
Ways of Knowing, suggest: “the Indigenous community have long experienced exploitation by
researchers and increasingly require participatory and decolonizing research processes” (p.
2185). Firstly, this includes acknowledging that data collection does not equate with knowledge
acquisition. For knowledge to be generated, one must consider: Is it alive? Is it in current use?
Can it be transmitted orally? Secondly, generalizable knowledge is knowledge that can be useful
to another Indigenous population. These concepts of knowledge acquisition and generalizability
are often not respected in western research as they do not bring tangible benefits to non-
Indigenous researchers (Simonds & Christopher, 2013). If we are to decolonize healthcare
knowledge, it is important to accept that previously applied western research methods have
disempowered First Nation communities, reinforced internalized racism, and benefitted the
careers of researchers or science at large (Simonds & Christopher, 2013). These two concepts
will be re-examined in Chapter 5 to determine if new knowledge was rediscovered in this study,
and whether it is in fact generalizable (i.e. useful to other Indigenous populations).

If we are to participate in the process of decolonizing knowledge and ultimately research,
then Indigenous voices and epistemologies must be placed at the center of the research process
(Simonds & Christopher, 2013). For this, community-based and participatory approaches are
best suited. Within these approaches, it is assumed that narrative methods are a natural fit;
however, it is important to consider what narrative westernized methods look like. In 1996, a

research case study looked at a partnership between Crow Nation and Montana State University
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called Messengers for Health (Christopher et al., 2008). At this time, Indigenous theories were
not being applied in mainstream research and so the student researcher was forced to choose a
Western theory for data collection and analysis of community interviews. Western narrative
analysis was strongly supported by the student’s advisors as a way to organize and analyze data.
In choosing this method which involved the researcher’s interpretations of another’s story, rather
than the storyteller’s interpretation, western concepts of research knowledge were imposed on
the participants of Crow Nation. It was only during the analysis phase that it became evident
there was no way to analyze interview data without pulling it apart (Christopher et al., 2008).

From an Indigenous perspective, there were three fundamental issues with this form of
narrative analysis (Christopher et al., 2008). First, by breaking apart the interviews, the
researchers were losing the relationship to the story being told. Wilson (2008) emphasizes the
importance of context and relationship to Indigenous methods, and writes that the credibility of
the storyteller is solidified by knowing who is talking; therefore, if things are broken into small
components, relationships are destroyed in the process. Secondly, relating themes from different
transcripts can be disrespectful to the storytellers, as their stories are being combined as though
they are one experience. To remove a storyteller’s name, either literally or metaphorically, from
their work is seen as an ethical issue (Christopher et al., 2008). Thirdly, to create themes in a
prescribed model, disempowers and disconnects the storyteller from their own story. There may
be no how-to guide on how to decolonize research; however, lessons can and should be learned
from previous research, such as the case with storytelling.

An important lesson about decolonizing healthcare-focused research and implementing a
two-eyed seeing approach, is that narrative research can be represented by: 1) full narratives

respectful of Indigenous ways of knowing, and 2) westernized coding and categorization for
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theme generation. The difference between the two approaches requires an understanding of who
is sharing information and for what reasons. Additionally, the researcher must make explicit their
research paradigm and whether methods are being used based on Indigenous or non-Indigenous
ways of knowing. When we implement a culturally safe approach to re-searching knowledge, we
acknowledge colonial histories, understand how these histories impact research, and are present
with community members on their time and in their choice of space (Christopher et al., 2008). It
is then that we, non-Indigenous researchers, can be upfront about our expectations, intentions,
and ideas of research methods that can be explored and considered by the community
(Christopher et al., 2008). Not all Indigenous communities believe that narratives cannot be
coded based on Western ways of analyzing research, and we will see an example of this in
Chapter 4 of this dissertation; but we must also find ways in which both ways of knowing
(reading full narratives and coded themes) can be presented together and not be fearful that one

method is less acceptable than the other.

Overview

This chapter was entitled Literature Reviews — Two Eyed Seeing, which covered
Indigenous and non-Indigenous concepts of knowledge creation, sharing, and utility representing
different cultures and ways of knowing. To make sense of how knowledge was acquired and
used in this re-search study, an interprofessional model focusing on the goal of collaboration was
discussed. This literature review has demonstrated that this model has the potential to support
Indigenous ways of knowing and engagement in effective healthcare knowledge management
practices. This is because the model provides both a conceptual and practical approach to

generating competencies or skills needed to improve access to healthcare services, in a culturally
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competent manner that respects two ways of knowing. At the core of collaboration, is the
competency of communication or knowledge-sharing.

On the title page for this chapter, is an image focused on Indigenous medicines, including
sweet grass and tobacco. Just like when the sweet grass comes together to form a three-part
braid, this chapter brought together the concepts of Indigenous Knowledge practices, healthcare
knowledge management, and interprofessional collaboration to demonstrate how the research
problem and questions identified in Chapter 1, will be addressed and answered. Tobacco reminds
us that knowledge must be exchanged in ways that support decolonization; which means
understanding that knowledge is not only transmitted orally or by hand, but rather through
cultural practices and traditions that bring people together. Some examples of how this re-search
can decolonize knowledge and research were reviewed. This was necessary to guide me and the
research team, and to ensure that existing colonial practices would not be reinforced. The
following chapter will now focus on a decolonizing methodological orientation, community

action research, which was chosen as the research approach by Nokiiwin for this study.
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Chapter 3: Methodological Orientation — Community Action Research
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Figure 8: Community Logos
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The following chapter will examine the pre-research activities completed in support of
this study, as well as literature supporting and critiquing action research as a methodological
orientation. Two years of pre-research activities will be briefly reviewed, as these
accomplishments were a critical component of ensuring that action research, as defined by both
Indigenous and non-Indigenous scholars, could be achieved. Nokiiwin Tribal Council,
representatives from each of the six communities, and I, collectively chose community action

research as our orientation.

Pre-Research Activities

Engaging in pre-research activities prior to community action research is highly
encouraged (Coghlan & Brannick, 2014; Gray et al., 2010; Marshall, 2016). First, this phase
allows for an opportunity to build relationships within the community. By being in the
community, the researcher has the opportunity to examine her worldview and determine if it
aligns well with the worldviews within the community (Coghlan & Brannick, 2004). For
example, if I believed that colonization was an historical action achieved by settlers, an action
not currently taking place, then this belief would not align with the beliefs of Nokiiwin’s First
Nation communities.

Secondly, the pre-research timeframe allows the community to take part in the pre-
planning phase of the research (e.g. determining the methodological orientation, choosing
appropriate research methods, reviewing ethics protocols, discussing ethical principles). This
research consisted of a two-year pre-research phase where relationships were built with members
of six communities, the Board of Directors, staff and administrators representing Nokiiwin, and
many other academics with like-minded interests. In particular, three pre-research activities were

completed to support the research project: 1) a needs assessment, 2) web-maps of healthcare
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services, and 3) a student research project examining the role of healthcare providers in Nokiiwin

Tribal Council’s affiliated First Nation communities.

i. Needs assessment. A year and a half before data collection, a needs assessment
(Nokiiwin Tribal Council, 2016) was completed by an assistant hired by me, using funds from
Indigenous and Northern Affairs Canada. This community needs assessment involved semi-
structured interviews with 31 healthcare and other service providers from Nokiiwin Tribal
Council’s six communities. In the report, the most urgent healthcare needs were identified, as
well as available and desired healthcare services. The assessment was evaluated using a
grounded theory approach which identified the communities’ top ten health concerns and top ten
required healthcare services. Overall, the data gathered for this report highlighted that
communities typically support a western view of healthcare service provision, but also desire
traditional healthcare services.

Specifically, several communities identified the need for holistic interprofessional care,
inclusive of non-traditional healthcare roles. Some suggested roles included: elders, community
educators, healthcare system navigators, and healthcare providers considered to be unregulated,
such as wellness workers or spirit-builders. There was consensus that there is a place for both
Western and Traditional medical models; however, to achieve appropriate access to healthcare
services, both models need to be embraced (Nokiiwin Tribal Council, 2016). Mainly, participants
highlighted the urgent need for traditional healing and counseling services directly within
community, as well as greater access to physicians and rehabilitation professionals throughout
the year. Additionally, participants identified a cultural need for healthcare services to target the

mental, physical, emotional, and spiritual well-being of the community. In this assessment,
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strengths and limitations within the existing healthcare system were taken into consideration, in

conjunction with existing resources being offered in Nokiiwin’s communities.

ii. Web-mapping. Following the needs assessment, I needed to identify which healthcare
teams were servicing Nokiiwin’s communities, by considering who was providing services, what
services were being provided, and where the supporting resources were located. In collaboration
with the Disabilities Coordinator at Nokiiwin, Lisa French, and Dr. Brian Dunn, I began a
process called web-mapping which was used to identify healthcare services in the northwest
Local Health Integrated Network of Ontario. Figure 9 shows an example of three circular web-
maps representing acute, chronic, and mental health needs which are divided into four quadrants
(i.e. crisis, healing, recovery, and community integration). On the back of these one-page
documents (Figure 10) is the healthcare provider contact information, with all contact
information on one page. Web-map layouts were influenced by the Disabilities Coordinator’s
training with both Indigenous and Western healthcare models. There were three web-maps
generated per community, for a total of 18 web-maps to assist with identifying existing service
providers. These web-maps were paramount in identifying what culturally-appropriate services

were not currently known, or being provided.
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iii. Early research model. The last pre-research activity to be reviewed, involved a
master’s level student research project, encompassing two Student Physiotherapists and two
Student Occupational Therapists from McMaster University. An eight-month evidence-based
project (EBP) was used to further contextualize the needs assessment and web-maps in two
Nokiiwin-affiliated communities who agreed to participate in this re-search study. Prior to
engaging in the EBP, both groups of students provided clinical services to Nokiiwin Tribal
Council under my supervision, for a total of fourteen weeks. Throughout the course of
placement, a scoping review was completed that examined Indigenous access to rehabilitation
services in rural and remote regions (Radassao et al., 2017). Following clinical placement and
the completion of the scoping review, students had four months to work with Nokiiwin’s
Disabilities Coordinator (who is also an Indigenous educator) to generate a First Nations Access
to Healthcare Model (Radassao et al., 2017). The following conceptual model identifying current
healthcare access pathways (Figure 11), was generated based on the needs of Nokiiwin Tribal

Council and its communities.

Figure 11: Model Supporting First Nation Access to Healthcare. (Radassao et al., 2017).
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This model has not been officially adopted by Nokiiwin Tribal Council, but has served as
an example of how one can view Indigenous access to healthcare services utilizing a two-eyed
seeing approach (Martin, 2012). The tree symbolizes growth, the interconnection of parts, and
overall strength to withstand the forces of nature. The soil represents the values, beliefs, and
traditions of the communities. The six roots represent the six communities who provide stability
for the tree and allow it to grow. The rocks represent the historic and ongoing trauma that have
shaped the communities. The trunk represents navigation, a necessary role for everyone to bridge
the healthcare gap between communities, organizations, and providers. The organizations (the
branches) are all connected to the navigation process and represent increasing continuity of care
and service provision.

The leaves represent the individual healthcare providers, whose changing colour and
shedding represent the life cycle of the tree as it transitions from summer to winter (NB: quite
often there are no services available in the winter, as there are no leaves on deciduous trees in
winter). Finally, the wind represents Nokiiwin Tribal Council which has the ability to create
movement and contact between the branches and leaves, and can promote communication and
advocacy between individual healthcare providers. This model, in combination with the other
two pre-research activities, reveals my attempts to understand the people, their needs, and the
land on which the research would be taking place. Through these formative projects, I was able
to gain insight into how collaborative relationships between Indigenous and non-Indigenous
participants (myself included) could be formed by people with differing ontological and

epistemological beliefs.

92



IMPROVING INDIGENOUS HEALTHCARE ACCESS THROUGH IPC 93

Action Research

Many action researchers would have to admit that they came to theory largely as a way of

justifying what they knew was correct to begin with; to legitimize a politically informed

and effective form of knowledge generated through experience. (Brydon-Miller,

Greenwood, & Maguire, 2003, p. 15)

In this section, an overview of action research and community-based participatory
research will be discussed. Elements from these two methodological orientations were chosen by
Nokiiwin Tribal Council to create the methodological orientation used in this re-search called,
community action research.

According to Reason and Bradbury (2008), action research is defined as a participatory
process that “seeks to bring together action and reflection, theory and practice, in participation
with others™ (p. 4) in the pursuit of practical solutions for individual persons and their
communities. Outside of the English-speaking world, the term action research is rarely used
(PKEC, 2016). In areas where this term was once embraced, Germany for example (Altrichter &
Gstettner, 1993), it has become very unpopular as it has historical links to people’s movements
and Marxism (PKEC, 2016). Looking globally, Fals-Borda (1987) applied action research
approaches in the Global South. For example, in Latin America in the 1970’s, action research
contributed to changing societal processes in constructive non-violent ways in Nicaragua,
Mexico, and Columbia. Fals-Borda (1987) purports that this methodological orientation is
political by nature, as it does not require a monopoly of experts or academics. The move away
from a subject/object relationship to a subject/subject relationship, allows participants to be
directly involved in each phase of the research process (Fals-Borda, 1987). Specific techniques
which may include participants involve: collecting research from public assemblies; fact-finding

trips; recovering history using the collective memory of participants; and valuing or applying

folk culture that represents the values of the people (Fals-Borda, 1987).
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Fals-Borda (1987) has compared action research to that of a sleeping volcano becoming
active. It may be for this reason that other researchers have shied away from choosing action
research as a methodology. Altrichter & Gstettner (1993) examined the important contextual
pieces associated with the words ‘action research’ by consulting 61 researchers from Germany,
Austria and Switzerland in the 1980’s. Two decades prior, action research was being used as a
social reform mechanism by youth standing up to the government who were lobbying for
collective change. In essence, this form of research raised political consciousness and
encouraged social movements, so that citizens could have more influence over their own daily
practices of learning, work, leisure time, and family time (Altrichter & Gstettner, 1993). Despite
its disappearance in German research, action research “was influential in developing a new
mentality in social research which emphasised social commitment and participation” (p. 347).

In 2003, Brydon-Miller et al., published a seminal editorial article on action research
which launched the Action Research journal. Like many authors before them (Altrichter &
Gstettner, 1993; Hodgkinson, 1957; McTaggart, 1994), the works of John Dewey, Kurt Lewin,
Jacob Moreno, and Paulo Freire were referenced as foundational works in support of action
research as a methodology. Hodgkinson (1957) notes that although Dewey was never mentioned
as an initiator of action research, “it is likely that some of his works would reveal specific
evidence that Dewey knew of, and approved of, the concept of action research” (p. 138).
Brydon-Miller et al. (2003) had experienced great difficulty working within other methodologies
and thus began to explore how valid and vital knowledge could be generated that reflected the
well-being of individuals and communities, and could ultimately bring about needed change.

Researchers continue to grapple with the challenge of choosing action research as a

methodological orientation (van der Meulen, 2011). Those who choose this orientation can
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typically handle a certain degree of chaos, uncertainty and messiness, and do not do well with
boundaries (Brydon-Miller et al., 2003). These researchers tend to be practical and concerned
with achieving real outcomes with real people; they believe in the possibility of change “that
strikes us with amazement and wonder” (Brydon-Miller et al., 2003, p. 18). Action is viewed as
being experimental, knowing that one cannot draw a straight line or control interventions
(Marshall, 2016). If inventions are too controlled, this could jeopardize the action outcomes
which could lead to unintended consequences (Marshall, 2016).

Generally, action researchers are more willing to admit limitations, are inventive,
encourage new ideas, and allow for experimentation (Hodgkinson, 1957). While conventional
researchers worry about objectivity and control, action researchers worry about social change
and action by those involved (Brydon-Miller et al., 2003). Since action is seen to be central to the
research, investigators become both researchers and practitioners at once (Herr & Anderson,
2015). This means that action researchers require: 1) knowledge in and for practice; 2)
engagement in the phases of action and reflection, promoting participation and collaboration; 3)
recognition of others’ values and worldviews; 4) respect towards multiple forms of knowing; and
5) attention to issues of power, sensitivity to context, and timing (Marshall, 2016). This research
embraced the principles of this orientation, and I wholly acknowledge the messiness and chaos
that challenged the rigour of the scientific process. I committed to this orientation knowing that it
is both a reflection of my best abilities, and best represented the possibility for a decolonizing

way to engage in Indigenous-focused research.

Benefits of action research. Action research respects people’s knowledge and their
ability to address issues confronting their communities (Brydon-Miller et al., 2003). In practice,

action research begins with the idea that there is a desire to act; an idea that some kind of
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improvement or change is needed (McTaggart, 1994). The problems being studied are in the
actual situations in which they occur (Hodgkinson, 1957), often reflecting a society
“characterized by conflicting values and unequal distribution of resources and power” (Herr &
Anderson, 2015, p. 4). While action research challenges academic agendas, it does not discard
the need to accumulate and systematize knowledge (Fals-Borda, 1987). At its core, action
research “provides a social validation of objective knowledge which cannot be achieved through
individual methods based on surveys or field work™ (Fals-Borda, 1987, p. 338). Additionally,
action research has an individual aspect where the researchers change themselves, by working
with others to achieve change (McTaggart, 1994). Acknowledging these benefits, action research
has provided researchers an opportunity to work with Indigenous people in a holistic and
collaborative manner (Brydon-Miller et al., 2003).

For those completing a PhD using action research as a methodological orientation, the
dissertation forces one “to think not only about what knowledge they have generated that can be
fed back into the setting (local knowledge), but also what knowledge they have generated that is
transferrable to other settings (public knowledge)” (Herr & Anderson, 2015, p. 11). van der
Meulen (2011) engaged in action research as part of her doctoral dissertation and found the
methodology to be tremendously rewarding. For her, action research provided a “socially
beneficial way to offset academic isolation” (p. 1291). She recommended this approach for other
graduate students who enjoy working in collaborative environments, and who are interested in
social policy or organizational change through action-oriented research:

I believe that building bridges between graduate student researchers and local

communities can lead to benefits for both; graduate students can develop a greater sense

of purpose in their research projects and communities can participate in studies that seek

answers to questions they themselves deem as important. (van der Meulen, 2011, p.
1292)
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van der Meulen (2011) contends that her connection to the community was a strong motivator to
complete the study and ultimately her degree. She proposes that graduate programs could benefit
from encouraging doctoral students to engage in action research, which may act as one solution
to the 48-76% attrition rate in Canadian PhD programs.

There have been other action research dissertations that paved the way for graduate-level
researchers (e.g. Cormier, 2016; Cullen, 2008; Mock, 1999; Paradise, 2009). Baker Collins’
(2005) work stands out as a strong example of how action research can directly address existing
and future needs of a community. She used participatory action research, a type of action
research, in a study on community poverty. It allowed her to: “incorporate voices from marginal
populations, honour community knowledge, shift the role of researcher to listener, work towards
social justice, and fulfill basic human needs” (p. 1295). In her work, the pros and cons of
graduate-level action research are discussed, specifically speaking to the challenge of staying
within timeframes imposed by funding bodies. Important reflections from Baker Collins (2005)
include: 1) the importance of having a relationship with the study population before the research,
and 2) that collaborative data analysis may not be realistic if the community does not have the
time, resources or desire to participate.

When collaborative data analysis is possible in action research, Smylie et al., (2009)
support the use of collaborative coding and analysis techniques. They suggest that if academic
and community researcher interpretations differ, the community interpretation should be
adopted. This manner of triangulating and validating data is not typical outside of action
research, and can be an important consideration that may sway communities who are undecided
about different methodologies. The key piece supporting community inclusion in data analysis, is

that the researcher is seen as an equal to the community in interpreting data (Smylie et al., 2009).
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Additionally, Baker Collins (2005) wrote that a key benefit of action research is the potential for
the community to be involved in publication. In the event that publication cannot be done
collaboratively, for example, if others are not interested or available to do so, individual
publications remain possible (Baker Collins, 2005). In this instance, the researcher would need to
examine ways for community research partners and participants to be formally acknowledged, to

ensure that the research is equitably and fairly reflected.

Criticisms of action research.

Because action research is not mainstream research in universities, it is often necessary to

defend it as a legitimate form of research for a dissertation. (Herr & Anderson, 2015, p.

61)

In 1957, the quagmire of terms used to describe action research was just as complex as it
is today. Included in this definition were the terms: field experimentation, operational research,
research action, cooperative research, evaluation research, service research, in-service training,
and evaluative research (Hodgkinson, 1957). Altrichter and Gstettner (1993) also acknowledged
frustration with action research’s array of aliases: participatory social research, action-oriented
research, research toward the people concerned, and interventive practice-research. In 2018, it is
almost impossible to name all the terms that encompass action research, but some notable terms
include: community-based participatory research, participatory action research, first-person
action research, critical action research, mixed methods action research, and collaborative action
research® (Ivankova, 2015). Due to the challenge in identifying the origin of action research, the

overwhelming use of terms can cause major challenges for researchers and can contribute to the

criticism surrounding action research as a chosen methodology (Altrichter & Gstettner, 1993).

8 Upon completing this dissertation, I discovered a good example of collaborative action research (Peterson,
Horton, & Restoule, 2016) which aligns very closely to this study and the concept of community action research.
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In examining its historical roots, Hodgkinson (1957) believed that action research
strongly emerged in the conventional American White classroom of the 1950’s, as an untamed or
uncontrollable form of research. Hodgkinson (1957), further contended that “action research is a
symptom of the times in which we live” (p. 147), where we are living in a ‘doing’ age; a notion
strongly supported by Altrichter and Gstettner (1993). There was fear that because teachers did
not receive adequate training in research, it would be viewed as a ‘common-sense’ approach
(Hodgkinson, 1957). Action research was equivalent to “hobby games for little engineers’, was
statistically unsophisticated, ungeneralizable, and a method for amateurs:

What does this [action research] mean to a teacher? It means that she may do an

action research project in 1955 with an all-white class. In 1957 she may have four or

five Negroes and a few Mexicans. Instead of educating the children of office workers,

she may be teaching the progeny of the workers who labor on the assembly line of the

big new factory which has just come to town. (Hodgkinson, 1957, p. 144)
Hodgkinson (1957) inadvertently identified that even if a ‘socially responsible’ methodological
orientation such as action research is chosen, it may not be intended to transcend cultures. In this
example, Hodgkinson could not imagine how a Western-defined research intervention could be
applied to those from another ethnic or social culture. This thinking has come to be known as the
White-walled labyrinth (PKEC, 2016). This means that the research led by universities
dominated by White, upper-middle class culture, removes non-White communities interested in
research from even the most participatory of approaches (PKEC, 2016). Whiteness in this sense
equates to how educated one is, as in the example provided by Hodgkinson (1957) on Negro and
Mexican families working the assembly line.

Despite the criticisms of it roots, action researchers have faced bigger challenges—in

getting their research published. In the 1990°s, McTaggart (1994) identified that research

writing, was very academic and not suitable for knowledge translation in non-academic settings.
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In fact, action research publications sometimes sabotaged the knowledge generated within the
projects they published, as action researchers tended to over-promise its benefits of
empowerment, liberation, and emancipation:
It is unreasonable to think that ‘critical pedagogy’ or ‘action research’ will inevitably
cause people to feel better or to be more powerful. It is normal for people to feel
overwhelmed when they begin to understand what some of the large struggles are and
what their obligations might be for them....In any case, understanding how the world
works may give one a sense of power. (McTaggart, 1994, p. 326)
Additionally, because action research data are typically collected using naturalistic and narrative
techniques (i.e. observation, interview, field notes, logs), there remains a reliance on ‘critical
friends’ during the validation and triangulation process (Herr & Anderson, 2015).

According to Herr and Anderson (2015), the collection of narrative data does not
translate well into propositional knowledge, also known as factual or justified knowledge. If data
does not translate well into utilizable knowledge, then action research loses its purpose. Salimi et
al. (2012) support the idea of inadequate action research publications, in a systematic review of
community-based and action-oriented research articles. They reviewed 14,000 articles published
between 2000 and 2009, and assessed articles using levels of evidence for methodological
quality for three types of CBPR approaches (i.e. interventional, observational, and qualitative
research designs). From this large review, 70 articles identified the methodological design in
sufficient detail, and only eight of which included quantitative methods. Ultimately, seven of
these papers were able to demonstrate CBPR effectiveness through: study design, recruitment
and retention, measurement instruments and data collection, intervention development,
interpretation/dissemination of findings, and application of findings to the health issues

identified. Moreover, the results demonstrated that CBPR can be effective in different contexts;

however, little has been written about the organizational capacities required to make this
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methodological design successful. In other words, there is no clear understanding what makes a
CBPR ‘generalizable’, as previously defined in an Indigenous sense, or useful in other
environmental contexts.

Another criticism of action research targets: minimal use of practical methods, over-
reliance on ideology, and absence of practical frameworks compared to other methodologies
(van der Meulen, 2011). Given there is no how-to guide for engaging in, or evaluating, action
research, “the lack of specified methodological practices can leave the researcher with questions
about how to actually conduct the study” (van der Meulen, 2011, p. 1293). Without having a
predetermined formula rooted in the practical methods of previous studies, it can be challenging
to specify start and end dates on an ethics application, or even to truthfully outline detailed
processes requiring ethics approval (Stiegman & Castleden, 2015). The absence of a practical
framework can lead to issues with intellectual property and copyright legislation, as well as
questions of authority and ownership over knowledge generated from the research (van der
Meulen, 2011). By not having experienced researchers engage in action research, it is possible
that power imbalances can arise between the community and academic institution (Minkler,
2004), making it very challenging for doctoral students to commit to and execute an action
research project. Even if community researchers had experience and the university researcher did
not, a power imbalance could remain given the status of universities. This is especially true if the
university-based researcher controls the funds.

Lastly and until recently, the writing of PhD dissertations is not typically designed to
encourage collaborative work (Herr & Anderson, 2015). In the many iterations of this
dissertation, I have had a difficult time using the word “I”” given the enormity of who has

influenced my thinking over the past four years. It is only in the results section that the voices of
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‘participants’ can be heard; otherwise, those who contributed to the process (i.e. two years pre-
research and one year post-research) are talked about in the dissertation. In Indigenous ways of
knowing, I would have opened this dissertation with the introductions of all of those who
participated in the research, each stating how they have been involved and what they have done.
The challenge with this approach is the fact that this dissertation could be 500 pages, or the
dissertation would end up looking like a compilation of works rather then ‘my work’, the work
of Justine Jecker. That being the case, Herr and Anderson (2015) suggest that students choosing
to engage in this methodological orientation must be willing to take greater risks than more
conventional and academically accepted approaches. For me, choosing to disperse my literature
review over three chapters, was a necessary risk to help build the global knowledge needed to
move forward with re-search.

In the following section, community-based participatory research will be reviewed as
elements from this methodological orientation were incorporated into the re-search project.
Following this section, our chosen methodological orientation of community action research will
be discussed, as well as the elements that were combined from the two methodological

approaches.

Community-Based Participatory Research
Community-based research allows, no, requires us to remain open to choosing ways of
doing research that draw on ways of knowing/doing/being/perceiving that those
communities and those people who we are supporting and working with value and
respect. (Hall, 2015, pp. 162)
To start, the term participatory research was first acknowledged in the International

Journal of Adult Education in a special issue entitled, Convergence, by Dr. Budd Hall in 1975.

This term was coined based on his experiences working and researching with communities in
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Tanzania and Latin America. Between 1975 and 1989, this methodological approach evolved to
include the term community-based (Hall, 2015) as this was the fundamental identifier on where
the research needed to take place, and the term community-based participatory research (CBPR)
was born. Hall (2015) identifies that CBPR combines the teaching, learning, and activism that
Paulo Freire talked about in the 1970’s; and that it was not conceived in Western society, but
rather came from existing practices in Africa, Latin America and Asia. Hall (2015) states that
CBPR was practiced for 20 years before publications began to appear in journal articles in the
late 1980°s and early 1990’s. This is because CBPR is conceptually linked with the concept of
‘action’, which has shared the same challenges as action research in the face of publication
(Minkler, 2004).

Community-based participatory research (CBPR) has become an umbrella term which
represents one of many names used to describe an array of research methods in the health and
social sciences (Balazs & Morello, 2013). As part of what defines CBPR, this approach allows
for academic-community partnerships where power is shared among partners in all aspects of the
research process — the conceptualizing, the doing, interpreting, and acting (Balazs & Morello-
Frosch, 2013). Minkler (2004) states that a key feature of CBPR involves commitment to
ensuring the topic being investigated comes from the community. If this does not occur, then
how can ‘true CBPR’ take place when the research question comes from an outsider (Minkler,
2004)? Mitchell (2018) refers to this level of community involvement as community engagement,
where countless hours are spent getting to know people, recruiting participants, collecting data,
and disseminating findings in a coordinated effort with the general membership of a community.

As a selling point, O’Fallon and Dearry (2002) outline eight key beneficial outcomes of

CBPR: 1) increased relevance of research, 2) increased quantity and quality of data collection, 3)
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increased use and relevance of data, 4) increased dissemination, 5) research translated into
policy, 6) emergence of new research questions, 7) research and intervention extended beyond
the specific project, and 8) building infrastructure and sustainability. Moreover, Wallerstein and
Duran (2010) acknowledge CBPR as a valid method which “represents a transformative research
opportunity to unite the growing interest of health professionals, academics, and communities”
(p. S40). It has been in the healthcare setting specifically, that community-based research has
garnered the most support from a range of varying professional backgrounds (Wallerstein &
Duran, 2010).

To tackle the full concept of CBPR or community-based research, dozens of textbooks
have been written (Coughlin, Smith, Fernandez, 2017). This approach “often includes a ‘pre-
research’ period of community engagement where time is spent developing rapport before the
official research process begins” (Coughlin et al., 2017, p. 27). As was performed in advance of
this re-search project, this can include a health needs assessment, a focused literature search, and
a review of grey literature to identify priority health concerns. Fundamental elements of CBPR
were used to guide Coughlin et al.”s community research project, and include:

The need to ensure openness, trust, and power sharing among partners; the need for a

genuine partnership approach; capacity-building of community partners; and the

importance of shared decision-making, colearning, shared ownership of research
products, applying findings to benefit all partners, and including community

partners in all phases of the research from the identification of health priorities to

evidence translation and the dissemination of research. (pp. 3-4)

Perhaps most importantly, the principles of CBPR align holistically with the worldviews
of Indigenous peoples (Castleden, Morgan, & Lamb, 2012; Mitchell, 2018). For example, given
that a core principle of CBPR is to increase community capacity, it is common practice to have a

community advisory board or steering committee guide researchers working with Indigenous

populations (Coughlin et al., 2017). As an alternative strategy, Mitchell (2018) was able to
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secure the vice chairperson of a Tribal Council as the ‘guardian of research’, which helped to
mitigate issues with tribal council turnover (i.e. advisory board) that can impact the research
process. When working with Indigenous communities, Coughlin et al. (2017) and Mitchell
(2018) acknowledge that CBPR includes activities not normally thought of as research methods
which align naturally with Indigenous worldviews (i.e. approaching communities well in
advance of engaging in formal research activities; building and maintaining trust with multiple
community members; collaboratively identifying topics and questions for research; participating
in community activities by balancing research with action; and staying connected with
communities beyond the scope of research).

In relation to Indigenous and First Nation health-related research projects, Jerrigan et al.
(2015) provide examples of American Indian/Alaskan Native (AIAN) communities engaged in
community-clinic-academic partnerships for the purpose of advancing community-based
research. For their study, “the goal of building tribal capacity and infrastructure to conduct health
disparities research” was paramount (Jerrigan et al., 2015, p. S424). Relationships were
established years before the study when several pilot studies looked at community health
priorities. These smaller studies allowed for academic partners to visit the tribal communities to
learn about cultures and build relational accountability and trust. As part of the CBPR project,
community members were recruited under the title ‘Community Research Trainees’ and were
paid for their training (Jerrigan et al., 2015).

The reason for this high-level investment is that similar to action research, without proper
training on how to engage in CBPR and its sustainability, efforts can dissolve once research has
been completed (Jerrigan et al., 2015). The research itself involved focus groups which gathered

data on community capacity to engage in research, individual capacity to express needs,
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community-academic trust, and co-learning for the purpose of building partnerships. Following a
two-year intensive collaboration training, the findings: demonstrated important challenges and
opportunities in interprofessional partnerships; identified gaps in conducting health disparities
research at the community, clinical, and university levels; and led to important policy change in
all the partner settings (Jerrigan et al., 2015). Sustainable impacts of this study which speak to
the long-term impacts of CBPR supporting Indigenous practices, include: the development of a
community research review board, the establishment of formal research process, and the
implementation of data-sharing agreements between the communities and the university.

In another example of Indigenous-focused CBPR, Mitchell (2018) uses a critical
narrative to project a ‘counter story’ of the CBPR experience as a doctoral student, which adds to
the work of van der Meulen’s action research study (2011), and supports the concept of
relationships over time (Wilson, 2018). Mitchell (2018) identifies that most non-Indigenous
research supervisors discourage the use of CBPR based on their own linear concepts of time,
where tasks are “heavily structured and every minute counts” (p. 387). Specifically, Mitchell
(2018) identifies that “space and time move differently in community work than in academia” (p.
391), and it is because of the slow-nurturing and deep relationships formed during the beginning
of the research process, that the author was able to receive continued funding with the same
community as a new faculty member post-graduation. Therefore, it is important for universities
to acknowledge the limitations of traditional research methods in working with Indigenous
populations, and support doctoral students in respecting and honouring cultural nuances of time
(Mitchell, 2018).

In these CBPR examples, the development of strong relationships in research is key to

both the impact on communities and the scientific processes in which the research unfolds.
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Research is as much about empowering researchers and communities (Walters et al., 2009), as it
is inclusive of the concepts of: rigour, relevance, and reach (Balazs & Morello-Frosch, 2013).
For this study, these terms will be examined in relation to Indigenous-focused research. First,
rigour refers to the practice of good science in its design, data collection, and interpretation
phases, and will be collectively considered with Nokiiwin’s affiliated communities. Secondly,
relevance refers to whether the right questions are being asked and explored (i.e. who will
benefit from these questions). Finally, reach looks at how knowledge has been disseminated to
diverse audiences and translated into policy. In Figure 12, these concepts are applied to a typical
research process starting with the development of research goals; this figure will be revisited in

Chapter 5 to review mixed method findings.
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Figure 12: Research Goodness: Rigor, Relevance, and Reach. (Balazs & Morello-Frosch, 2013)

107



IMPROVING INDIGENOUS HEALTHCARE ACCESS THROUGH IPC 108

Orientation: Community Action Research and Interprofessional Collaboration

Based on the previous section, it is evident that the core elements of CBPR align well
with the previously introduced concepts of action research. For this re-search project, it was
necessary to reflect on both methodological orientations, to identify what would work best for
Nokiiwin Tribal Council and its member communities. In its purest form, action research
attempts to understand social systems’ problems, and identify actions that can change those
systems through implementing action. In concert, community-based research is with, by, for, and
in, the community. Both methodological orientations have a strong focus on benefitting the
community immediately and aim for sustainable long-term benefits (Hall, 2015). Therefore, in
response to the criticism that action research encompasses an unknown array of aliases, this re-
search project has consciously added one more term to the mix.

This re-search originated as an action research project involving core elements of
community-based participatory research; however, following many discussions with community
members, it became evident that the term ‘action research’ came across as a command. The term
participatory action research was considered; however, the term ‘participatory’ was seen as
offensive, as it implied that if you chose not to engage in the research, that you were ‘not
participating’. For others, the term ‘community-based’ implied a physically situated form of
research that did not follow community members into urban areas. Thus, after much thought and
consideration with Nokiiwin Tribal Council and community representatives involved in the re-
search, the term community action research was conceived. This orientation reflects overlapping
principles that were used to guide the re-search. Perhaps serendipitously, a supporting literature
review demonstrated that our expressed concept of community action research had been around

for some time (even if unlabelled) in Indigenous communities in northern Ontario (Agbo, 2003,
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2004, 2005, 2007, 2010; Cockburn & Trentham, 2000; Cormier, 2016; Dickson & Green, 2001;
Green et al., 1995; Maar et al., 2009; Minore et al., 2004; Singhal, 2001; Walker et al., 2010;
Wilson, 2008).

Minore et al. (2004)’s work is a powerful example of how community-based action-
oriented research can be used to advance the well-being of entire communities in northern
Ontario. This form of research employs local people, “creating an environment for reciprocal
learning that transfers skills to community members and enhances the accuracy of data
interpretation” (Minore et al., 2004, p. 366). In their study, three remote Indigenous communities
in the Shibogama First Nation (i.e. Kingfisher Lake, Wapakeka, & Wunnimun Lake), ranging
from 340-500 inhabitants, engaged in action research focused on the impact of lack of continuity
in the delivery of health services. Extensive collaboration and a reciprocal education process
defined the ‘participatory’ component of this study. Similar to the present research, Minore et al.
(2004) employed mixed methodology. A five-year retrospective review of patient charts drawn
at random from a sample representing the population was employed, using incidence rates of
disease to calculate the size of the target sample. Data were also obtained from referral agencies,
combined with in-depth interviews with healthcare providers servicing the communities.
Findings led to community formulated policy and program recommendations, with a specific
request that future research focus on the need for enhanced interprofessional communication.

In Maar et al.’s (2009) Innovations on a Shoestring, collaborative community action
research was used as a mechanism to strengthen access to mental healthcare for First Nation
individuals at Knaw Chi Ge Win. Interviews were used to collect data from care providers,
clients, and focus groups of community workers. Moreover, a steering committee consisting of

elders, community members, local decision makers, and researchers was formed to oversee the
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process. As part of the intervention, Maar et al.’s (2009) research allowed for formal
opportunities to share information and protocols with the research team—particularly, a model
that was recommended “to inform collaborative care in other rural and Indigenous mental health
systems” (p. 1). This ‘hub’ model included a centrally located office where interprofessional
teams made up of a program manager, psychologist, traditional coordinator, mental health
workers, and nurses, could provide services with specialist consults such as psychiatrists,
physicians, First Nation paraprofessionals, and traditional healers (i.e. ‘spokes’) once a month. It
was important as part of the model, that service integration and case coordination would occur in
conjunction with traditional healing services, without long waitlists.

Maar et al. (2009) and Maar & Shawande (2010) found that strategies to promote
interprofessional education and collaboration (e.g. weekly intake meetings, peer supervision,
informal case consultation, case management), and traditional healing protocols, generally
supported an increased understanding between First Nation and non-traditional care providers.
These publications demonstrate that interprofessional teams have the opportunity to address and
confront professional rivalry and negative stereotyping barriers, as well as form a better
understanding on how to incorporate traditional medicines into the clinical setting. The
sustainable element to this form of community action research is the extensive education and
capacity-building (e.g. exposure to traditional teachings, ongoing professional development
opportunities) which was targeted at the team, community-based workers, clients, and other
community members.

Finally, Maar et al. (2009) employed the OCAP (i.e. ownership, control, access, and
possession) principles, which ultimately allowed providers to see the practice environment as

collaborative, positive, and a desirable place to work, overall reducing professional isolation.
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Through research, this integration model made real change in a practice setting focusing on the
needs of Indigenous clients. It addressed both process and task components of the day-to-day
workings of an interprofessional team, while ensuring culture competency of those providing
care.

In another example community-oriented research, Walker et al. (2010) looked at
integrating traditional and contemporary knowledge practices into Meno-ya-Win Health Centre
in Sioux Lookout where 85% of patients are Anishinaabe. The name of this centre comes from
an Oji-Cree word that represents health, wellness, and well-being. Considered one of the
northernmost hubs, Sioux Lookout continues to experience access issues for many of its patients
who rely heavily on plane transportation. This comprehensive model guided a program that
targeted five aspects of service: governance and leadership; patient and client support; traditional
healing practices; traditional medicines; and traditional foods based on previously identified
needs. In order to create this program, knowledge was needed by the local community that
reflected traditional practices that could be implemented in a hospital setting. As the program
was implemented, four main areas of importance were identified, and the following
recommendations were made. Patients should have: 1) access to language (i.e. three Indigenous
language translators should be available 24/7); 2) access to comfort (i.e. traditional foods, the
serving of foods without spices, cultural activities in the hospital); 3) access to medical escorts
who should be a paid service with knowledge in CPR and First Aid; and 4) spiritual access (i.e.
availability of both traditional healing and Christian materials at the hospital). Although not a
traditional example of community action research (i.e. given that patients fly in to receive

hospital services from remote First Nations), this article demonstrates the importance of
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centering community needs in the research process for the purpose of achieving culturally-
appropriate outcomes.

In the first three sections of this chapter, action research, community-based research, and
community action research were discussed. Local examples incorporating the concept of
community action research were examined using the methodological orientation of this study
with the concept of interprofessional collaboration. At the core of these research studies, it has
been discussed that culturally-appropriate and ethical practice is an important component of
community action research in northern Ontario. Therefore, the following section will focus on

the current ethical guidelines that oversee research involving Indigenous persons.

Ethical Engagement with Indigenous Peoples

OCAP and TCPS2. A strong understanding of OCAP (ownership, control, access and
possession) is paramount when working and researching with First Nation communities. It is
almost impossible to consider positionality without considering the OCAP framework, which
first came into existence in 2002 when the First Nations Information Governance Committee
(FNIGC) published its first paper. Schnarch (2004) and Maar et al. (2009) speak to the
importance of understanding OCAP, a self-determination component of research in First Nation
communities. Simply put, the terms explained are as follows: ownership acknowledges that the
community owns information collectively, in the same way that an individual can own
information; control respects that communities control all aspects of the research from
conception to completion; access means that Indigenous peoples must have access to information
and data about themselves and communities regardless of where it is being held; and possession

refers to the literal possession of data (Schnarch, 2004).
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Today, OCAP represents the standard for conducting research with First Nation
communities and has grown beyond research to include the governance of all First Nation
information (FNIGC, 2014). OCAP was created in response to ongoing colonialist behaviours
associated with the role of knowledge production; that is, ‘being researched to death’, lack of
community involvement, misuse of data, poor consent processes, inaccurate conclusions,
distorted information, and sensationalizing Indigenous problems to name a few (FNIGC, 2014).
According to the 1997 report of the Royal Commission on Aboriginal Peoples:

The gathering of information and its subsequent use are inherently political. In the past,

Aboriginal people have not been consulted about what information should be collected,

who should gather that information, who should maintain it, and who should have access

to it. (p. 4)

In 2015, Stiegman & Castleden published an article entitled: Leashes and Lies:
Navigating the Colonial Tensions of Institutional Ethics of Research Involving Indigenous
Peoples in Canada. They debate the concept of ‘doing research in a good way’ because of, or
despite, the Tri-Council Policy Statement (TCPS2) document. In 2010, during the first revision
of the TCPS2, Chapter 9 was created to address research involving First Nations, Inuit, and
Metis peoples of Canada (CIHR, NSERC, & SSHRC, 2010). In Chapter 9, researchers are
encouraged to engage in community-based and participatory approaches when conducting
research with Indigenous groups. It should be noted that adhering the Chapter 9 of the TCPS2 is
the minimal expectation of researchers working with Indigenous peoples (CIHR, NSERC, &
SSHRC, 2010). Stiegman and Castleden (2015) acknowledge however, that the TCPS2
guidelines can be in conflict with Indigenous research methodologies. In these circumstances, if
researchers choose to follow Indigenous ethical guidelines in place of TCPS2 guidelines, they
could lose funding or it could be considered an ‘ethical breach’, thereby reinforcing colonialist

practices.
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A good example of this conflict is seen in the overly-exhaustive Research Ethics Board
(REB) process (Stiegman & Castleden, 2015). For researchers adhering to Chapter 9, there have
been instances where a six-page consent form complete with a breakdown of activities and
timelines was needed; “committing us to a project design so detailed it completely
disempowered the ability of our partners to guide the evolution of the research over time”
(Stiegman & Castleden, 2015, p. 3). The re-writing of REB application sections can delay
research up to three months or longer, and strain relationships between community and academic
partners. For research groups who have spent years establishing rapport and building trust with
Indigenous communities, this can create a high-stress environment. The researchers concluded
that Indigenous partners should be empowered, and that the REB’s focus should shift towards
demonstrating and operationalizing Kirkness and Barnhardt’s (2011) principles of respect,
relevance, reciprocity, and responsibility.

In our re-search project, the Disabilities Coordinator at Nokiiwin along with the six
community re-search representatives, were consulted for submission. Questions from the REB
application were cut and pasted onto a Word document, and answers were collectively filled in
based on our re-search proposal submitted in March of 2017. As part of the evidence for the
REB, community letters of support were submitted (Appendix A), the needs assessment
(Nokiiwin Tribal Council, 2016), and the web-maps 1dentified earlier in this chapter. Evidence of
a pre-established relationship was relatively easy to support as we had been formally working
together for two years prior to the REB process. Areas where we experienced challenges
included: our decision to include quantitative data analysis instead of solely qualitative methods;
identifying the support person who communities would contact in case of harm or unintended

consequences; and clearly identifying the anticipated outcomes of the study. After two months of
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revisions, we were able to use the literature to support: 1) why we were incorporating
quantitative analyses (NB: refer to Chapter 4 for details), 2) the identification of the Disabilities
Coordinator as the point of contact for research consequences, and 3) a list of expected outcomes
as defined in Chapter 1, based on the intervention tools that were used.

At that point in the process, I was surprised to learn that the two years leading up to the
re-search project and the one year following, did not have a strong impact on the written portion
of the REB application. The additional concern was that Nokiiwin Tribal Council did not have its
own Research Framework or Ethics Review Board to guide the periods of time outside of the
research period. Thus, our team reviewed additional Indigenous ethical considerations, in search

of a supportive framework to guide us beyond the re-search timelines.

Indigenous ethical considerations beyond OCAP and TCPS2. In combination with the
OCAP and TCPS2 regulations, there are other ethical considerations to fully appreciate the
selection of methodology and methods in this re-search project. According to Smith (2012), for
Indigenous persons, ethical codes of conduct are necessary to ensure that respect and humanity
can be achieved throughout the research process, especially for researchers working with
marginalized and vulnerable populations. There are many ethical codes to which we could
adhere; for example:

Indigenous peoples have attempted through the development of instruments such as

treaties, charters and declarations to send clear signals to the world’s scientific and

research communities that open-case mining approaches to research (see, take, and

destroy) are absolutely unacceptable. (Smith, 2012, pp. 123)

Wilson-Forsberg and Easley (2012) acknowledge that in remote settings, disseminating

research results can have major consequences for participants as well as the entire community.

As a result, these authors suggest that it is necessary for healthcare researchers to acknowledge
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the close bonds and rivalries that exist within the community prior to engaging in research. This
can be achieved by making a presence within the community prior to research, attending to local
cultural mores and attending community events, and by assessing the potential harm or benefit of
boundary crossings in advance of research. From December 2015 — March 2017, I engaged in
weekly meetings with several Nokiiwin representatives (i.e. Chiefs, Band Council, Board of
Directors, Health Directors, Disabilities Coordinator, other researchers) and attended several
networking workshops for the purpose of getting to know the community and establishing
relationships with each of the six represented First Nation communities of the Robinson-Superior
Treaty. Through these early networking opportunities, many ethical insights came to light
regarding: some beliefs and values of the communities (e.g. which communities were more open
to the concept of research and inviting a non-Indigenous researcher on their land); recognition of
various healthcare system challenges and their impacts (e.g. systemic racism experienced by
those receiving care in urban setting by non-Indigenous healthcare providers); as well as
communities who were eager for professional development (e.g. some communities immediately
saw the value of interprofessional collaboration training).

Another important consideration was the concept of individual and community
confidentially and anonymity. Wilson-Forsberg & Easley (2012) suggest that confidentiality and
anonymity can pose exceptional challenges in small communities, “where strangers are few and
personal information seems to belong to everyone” (p. 281). Even if location identifiers were
removed from data to avoid stigmatization, places in rural and remote communities can still be
identifiable which can limit opportunities for publication of work (Wilson-Forsberg & Easley,
2012). In contrast, some participants may not want to by anonymized and in fact would prefer if

research about the community would become public; this however cannot constitute ‘community
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consent’, and may still have unanticipated consequences for the communities (Wilson-Forsberg
& Easley, 2012).

For Nokiiwin’s communities, research representatives identified early on that when the
re-search is complete, giving credit to communities who participate was essential, as well as
acknowledging individuals who wanted to be acknowledged (e.g. those who participated in
creating a narrative). For the purposes of the written dissertation, communities decided that it
would be appropriate to keep communities and individuals anonymous, until the information is
assembled for publication. For the purposes of verbally referencing communities involved in the
research, all participants who completed narratives and the communities who engaged in the re-
search, requested to be identified if knowledge is being shared in front of an Indigenous
audience. These conditions are reflective of Wilson’s (2008) concept of relational accountability,
and also reflect the difference in how information is presented in Western and Indigenous ways
of knowing.

Another consideration, is the need to examine overlapping roles and relationships in
small communities where the role of healthcare professional and family member, can be easily
confused (Wilson-Forsberg & Easley, 2012). This role-blurring may also be experienced by the
researcher after prolonged periods of time in the community (Wilson-Forsberg & Easley, 2012).
As such, prior to and throughout the re-search project, I engaged in weekly role-clarification
whether I was at the Tribal Council or in the communities (e.g. “today I will be grant writing”,
“we are here to discuss the needs assessment development”, “our collective role is to find
consensus on the research proposal”, or “I am here to share the status on the REB application”). |
became very aware in the first year with Nokiiwin, that “it takes but a tiny stone to make big

waves in a small pond” (Wilson-Forsberg & Easley, 2012, p. 286). It was through ongoing
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discussions regarding my role as a researcher, occupational therapist, and advocate, that I was
able to share my critical thinking and clinical reasoning from which I was able to receive
feedback regularly.

In collaboration with Nokiiwin Tribal Council, we were able to identify Dr. Lana Ray’s
(2016) Tree of Research Ethics for Indigenous Education (TREIE): An Indigenous Research
Framework (see Figure 12), as the ethical framework that incorporated all elements discussed in
the literature. This framework supports Indigenous learning in differing communities at the
regional, national and international levels (Ray, 2016), and goes beyond the basics of the TCPS2
(Ray, 2019). From an Anishinaabek worldview, this framework incorporates the elements of:
truth; creating space; mutuality; Indigenous worldviews and values; relationships, protocols and
ceremony; Indigenous and participatory approaches; and the concept of ‘good medicine’ (Ray,
2016, 2019). This symbolic model was chosen as it literally surrounds the physical space in

which the research was performed; a constant reminder of the need for daily ethical practice.

RELATIONSHIPS,
PROTOCOLS
— & CEREMONY

INDIGENOUS ==
& PARTICIPATORY
APPROACHES G

INDIGENOUS
WORLDVIEWS & VALUES

Figure 13: Tree of Research Ethics in Indigenous Education. (Ray, 2016)
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As the grounding symbol of all these elements, the jack pine represents: resilience,
transparency, the ability to grow in diverse landscapes, and the ability to balance extremes in
weather (Ray, 2016). The roots of the tree are seen as the thread, symbolizing the need for
Indigenous worldviews in research — in this re-search study, Indigenous worldviews have
influenced decisions made from its conception to its completion. The inner trunk signifies the
food supply, representing the need for nourishment during research — during any community
visit, whether for planning, implementing, or evaluating research design, food was always
provided by local Anishinaabe chefs recommended through communities. The boughs of the tree
represent the need for housing and bedding — for us, this meant that the re-search would never
supersede the immediate needs of communities. Additionally, the cones are used to present
‘good medicine’ that is relevant, tangible and sustainable — our medicines included: tobacco
(Elder gifts), sweetgrass (kindness offerings), cedar (workshop tables), and sage (smudgin