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ABSTRACT

Previous nursing research has not examined the extent of
collaboration between nurses and Indian Elders, and contact
with traditional healers in Manitoba. An exploratory-
descriptive two phase research design was implemented to
identify factors affecting collaborative efforts between
nursing staff and Indian Elders, and to explore nurse-healer
interaction. Phase I consisted of semi-structured, face to
face interviews with field nurses {(N=10) and Elders (N=13)
on three Indian reserves in northern Manitoba. Phase Il
consisted of a close-ended, structured, census survey mail
questionnaire administered to nurses (N=64) worKing
autonomously with Indian clients. Findings based on Phase I
interviews and an 81.2% return rate of Phase 11
guestionnaires indicated that nurses who were appreciative
of the traditional health care system were collaborating
with Elders and healers on reserves and health centres in
Manitoba. The need for ongoing and indepth communication
between nurses and Elders/healers was established. A more
detailed cultural orientation was indicated as needed by the
majority of nurses. Factors influencing the collaborative
process were identified as: past transcultural experiences,
knowledge of who/what Elders are, influence of the nurse’s
own culture and the attitude of the Elders and community
towards the nurse. Client conditions identified as
appropriate for Elder referral included: lack of self
worth, family discipline problems, social interaction
problems, child neglect, and parent-child conflict.




ACKNOWLEDGEMENTS

Although this thesis 1is the result of diligent work and
solitary effort, it was facilitated through the interaction
with several Key individuals. It is with great pleasure
that I wish to acknow1edge the support received from Dr.
Lesley Degner. How fortunate to work with a chairperson who
offered excellent research advice, and who displayed those
professional qualities worthy of emulation. A sincere

thank-you is extended to Dr. Degner.

Dr. John 0'Neil from the Faculty of Social and Preventive
Medicine fulfilled his duties and obligations as an external
thesis committee member far beyond what was expected of him.
Dr. 0'Neil’s guidance and direction have contributed

significantly to this study.

Professor Carol Opochinsky’'s scholarly criticisms and
encouragement were invaluable during the early and latter
stages of this investigation. I am indebted to my thesis

committee for their assistance.

The senior management of Medical Services Branch of the
Department of Health and Welfare were most generous in
providing access to their organization. In particular, I

would like to extend my thanks and appreciation to Mr. Paul

—V—



Cochrane. Of much assistance and support was Mr. . Bill
Rutherford and Rita Dozois. North Zone Office was also
supportive of this study and greatly facilitated the
research process. Linda Marshall and Lynn Bamberger were
particularly helpful. The support received from the Zone
Nursing GOfficers 1in both North and South Zone is also

acknowledged.

A thank-you is directed towards Mr. Joseph Young for the
sharing of vital information in the formative stages of this
research. Acknowledgements are offered to the Chiefs and
Councils of the three northern communities who granted me
permission to interview their Elders. The bitter cold of
January was buffered with the warmth extended to me by the
Elders and the nurses whom I interviewed. A special thanks

is extended to these people.

Finally, I would like to offer my sincere appreciation to
my colleagues and cohorts who provided encouragement and

shared in the trials and tribulations of this thesis effort.

..V-i-



To the memory of my mother

To my father who has always offered me love
and endless support in all that I do

- vii -



ABSTRACT

CONTENTS

ACKNOWLEDGEMENTS

Chapter

I.
II.

ITI.

Iv.

STATEMENT OF THE PROBLEM .
CONCEPTUAL FRAMEWORK .

External Factors

Community/Social Factors
Internal Factors -
Summary .

REVIEW OF THE LITERATURE

Introduction . e e e e e

The Health Care System Medical Services
Organization . .

International And Cross Cu]tural Hea]th
Care .

Physicians and A111ed Hea]th Profess1onals

Indian People . e e e e e e

Nursing Profession

Anthropological Perspect1ves

Summary and Conclusion

METHODOLOGY

Introduction

Field Interv1eﬁs W1th Nurses/E]ders . ﬁhésé -

I .

SubJects . e e e
Survey Mail Quest1onna1re Phase 1II

Subjects .

Data Collection Techn1que .o
Field Interviews With Nurses/E]ders
Phase I .

Survey Mail Quest1onna1re Phase II
Ethical Considerations . e e e
Limitations of the Study

Language Barrier . .

Elder Selection and Numbers

- viii -



Exclusion of Phase I Nurses From Survey

Questionnaire . . . . . . . . . . . . bb
V. EXAMPLES OF INTERACTION BETWEEN TRADITIONAL
HEALERS AND PHASE I NURSES . . . . .« . . 56
Examples of Traditional Cures . . . . . . . . . B3
Dreams and Cures . . . . . . . . . . . . . . 64
Seneca Root . . . . . . . .. .. .. . . .85
Conclusion . . . . . . . . . . ... ... . .66
VI. FIELD INTERVIEWS WITH INDIAN ELDERS . . . . . . . B7
Introduction . . . . . B7
Social Role and Funct1on of the E]ders . . . . b8
Counselling . . . . . . . . . . . .. . . . b8
Indian Medicine . . . . . . . . . . . . . . 68
School Children . . . . . . . . . . . . . . B9
Domestic Advice . . . . . . . . . . . . . . B9
Counselling/Advice . . . . . . . . . . . . . 170
Historical Information . . . . . .70
Respect For Elders By The Ind1an Youth Y %4
Identification of Elders . . .. 12
Informing The Nurses About Medicine People . . 713
Combining Indian and White-man Medicine . . . . 75
How A Nurse Should Ask Elders For Help N ¥
Why Some Nurses Ask For Help . . . .. . . 18
Nurses Requests For Assistance . . . . . . . . 79
Summary and Conclusion . . . . . . . . . . . . 80
VII. FIELD INTERVIEWS WITH MEDICAL SERVICES NURSES: )
CONTENT ANALYSIS . . . . . . . 85
Introduction . . . . . 85
Understanding of ‘Transcultural Concepts ... . 87
Adequacy of Information: Indian Culture . . . 88
Adequacy of Information:

Elders/Traditional Healers . . . . . . . 90
Identification of Elders . . C e e .. 91
Nurse Perceptions of Elder Ro]e and

Function . . . . . 93
Referral of Pat1ents/C]1ents to E]ders . . . . 96
Perceived Difficulties in Client Referrals

to Elders . . S V4
Perceived Factors H1nder1ng Elder

Collaboration . . . . . . . . . . . . . . 98

Attitudes . . . . . . . . . . . . . . . . . 98
Communication . . . . . . . . . . . . . . . 99
Confidentiality . . N ke
Nursing Staff Support . .o ... . 100
Perceived Factors Enhancing Elder
Collaboration . . e o101
Nurse Proposals For Improvement e o .. 101
Communication With Elders . . .. . . 102
Identification of Traditional Healers . . . . 103

..-ix_



Conclusion .. . . . . . . . « .+« « « + « . . . 1086

VIII. PHASE II FINDINGS: SURVEY MAIL QUESTIONNAIRE
ADMINISTERED TO MEDICAL SERVICES NURSES . 111

Characteristics of the Population .
Transcultural Nursing Background . . .
Traditional And Non-Traditional Health Care

—_—
—_—
QW —

System Interaction . . . . . 115
Referral Of Pat1ents/C]1ents to
Elders/Traditional Healers . . . 116
Identification Of E]ders/Trad1t1ona1
Healers . . . .. 124
Nurse Perceptions of E]ders .o . 126
Conditions Perceived As Conduc1ve to E]der
Collaboration . . . . . 130
Factors Influencing Elder Col]aborat1on .o 131
Factors Influencing Elder Collaboration: '
Medians . . T KK
Cultural Or1entat1on .o . . 134
Nurse Perceptions Of Traditional Healers . . 135
Summary . . . . . . .+ « v 4 4w v e e . o« . . 136
IX. DISCUSSION, CONCLUSIONS AND INTERPRETATIDN OF
RESULTS . . 140
Summary . . e e e . ..o« . 140
Statement Of The Prob]em R X X
Conceptual Framework . . . . . . . . . . . 141
Literature Review . . . . . . . . . . . . 142
Methodology . . . . . . . . . . . . . . . 144
Discussion . « + « « . . 145
Transcultural Nurs1ng Concepts . - . . . . 145
Cultural Orientation For Nurses . . . . . 146
Elder/Healer Identification And Health
Systems Interaction . . . . 147
Nurse Perceptions Of Elders And Potent1a]
Elder Services . ... 152
Factors Influencing Elder Collaboration . . . 154
Cross Cultural Experiences . . . . . . . . 155
Knowledge Of The Elders . . . . . . . . . 155
Influence of Culture . . . . . 156
Attitude Of E]ders/Commun1ty Towards
Nurses . . . . . 1586
Least Influential Factors e LY
Conclusion . s+ o« 4+ o+ o« o+ . . . 158
Limitations Df The Study .o . . o« . . 168
Phase I: Field Interviews W1th
Nurses/Elders . . . 169

Phase II: Survey Mail Quest1onna1re to

Medical Services Nurses 170
Implications 0Of The Study . . 171
Implications For Nursing Practice 171
Implications For Nursing Education . . . . 173
Implications For Theoretical Orientation . 174



Overview of the Conceptual Framework .
Analysis of the Resurgeance of
Traditional Medicine
Identification of Systems .
Nurses and Perception .
External Factors
Internal Factors .
Relationship of F1nd1ngs to the
Conceptual Framework . .
Traditional Medicine
External Factors . .
Implications And Recommendat1ons For
Nursing Research . ..

REFERENCE LIST

Appendi x

A INTERVIEW FOR NURSES: PHASE 1

B INTERVIEW FOR ELDERS: PHASE I

C. CONSENT FORM FOR NURSES PHASE 1

D CONSENT FORM FOR ELDERS: PHASE I .

E CONSENT FORM FOR ELDERS: PHASE I (CREE
TRANSLATION) . . . . . . . . . . .

F. LETTER TO REGIONAL NURSING OFFICER, MEDICAL
SERVICES BRANCH, MANITOBA REGION .

G. LETTERS REQUESTING PERMISSION FOR PROPQOSED
STUDY TO CHIEFS AND COUNCILS . .

H. COVER LETTER TO BE SENT TO NURSING PERSONNEL:
PHASE I . . .

I. COVER LETTER FOR NURSING PERSONNEL: PHASE II

J. CONSENT FORM FOR NURSES: PHASE I1I

K. SURVEY QUESTIONNAIRE FOR MEDICAL SERVICES
NURSES . .o

L. LETTER REQUESTING RETURN OF QUESTIONNAIRE

M. NURSES AGE AND LENGTH OF STAY IN COMMUNITY IN

RELATION TO CLIENT REFERRALS TO
ELDERS/TRADITIONAL HEALERS .

174
175
176
177
179
180
180
180
181

184

188

199
203
205
207

208
211
213

215
216
218

220
241

242



N. IDENTIFICATION OF ELDERS AND ADVICE SOUGHT BY
NURSES IN RELATION TO LENGTH OF TIME IN

COMMUNITY . . . . . . 244
0. CROSSTABLULATION OF VARIABLES USING FISHER'S
EXACT TEST . . . . . . . . 245

LIST OF TABLES
TITLE PAGE

Phase I Nurses: Demographic Data .....cccececcssascsssssscs 86
Elder Informants For Phase I NUXrSeS .ceeeececacen cessesess 91
Synopsis of Nurse-Elder/Healer Interaction .ee.seeeeeesess 118

Nurses' Educational Background And Referral Activities ... 119

Referral Patterns to Elders/Healers By NUrseS ...eceeeecss. 122

Referral Patterns and Educational Background of the Nurses 123

Identification of Elders/Traditional Healers:
Informants For Phase II NUYSES .eecececcncccsess cessesessss 125

Nurse Perceptions of Elders ........ ceceeas e

Conditions Identified By Nurses As Appropriate For Client
Referrals To E1derS ..cceceecsccccssccs ceesns ceececccssesesss 131

Factors Influencing Elder Collaboration: Tail End Ranks . 132

- Xii -



Chapter 1
STATEMENT OF THE PROBLEM

A cultural and Tlinguistic revival 1is taking place on
Indian reserves in Canada (Adams, 1984). One area of Indian
cultural renaissance 1is health care, specifically the
utilization of traditional practices (Government of Canada,
1983). In areas where traditional Indian health practices
have been attenuated, attempts are being made to restore
traditional ways. For example, in the Kenora region of
northwestern Ontario, traditional healing practices were not
formally available and the local Indian people idenfified a
need for these services. Medicine men were brought to this
area in order to resurrect traditional practices and provide
ongoing educational assistance (University of Manitoba
Medical Journal, 1982). This resurgeance and revitalization
of traditional Indian health care practices presents the
nursing profession (and other health care professionals)
with a significant challenge in providing quality client-

centred health care.

Holistic nursing care incorporates and supports the
client’s cultural beliefs and values. Transcultural
nursing, a subfield of the profession, espouses the

provision of culture-specific nursing care. Leininger, who
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was. instrumental in the development of this subfield, has
defined transcultural nursing as "a formal area of study and
-practice focused on a comparative analysis of different
cultures and subcultures...with respect to cultural care,
health and illness beliefs, values and practices" (1978, p.
8). Leininger acknowledged the challenge to help nurses,
physicians and other professional personnel to realize that
clients possess their own healing and care modes, which may
be as effective as some current professional or scientific
acts. She also predicted that "demands for cultural rights
in health services will increase markedly in the future, and
will place greater demand on nurses and physicians to go

beyond mind/body treatment" (Leininger, 1984, p. 73).

This prediction has been recently actualized in Manitoba.
The nor thern Manitoban Chiefs have requested that
traditional Indian medicine be included in the Health and
Welfare Canada services offered on their reserves. A
resolution passed by the Chiefs and representatives of 25
bands of the Manitoba Keewatinowi Okimakanak Incorporated
(MKO) stated that since "the department’s [Medical Services]
normal services do not cure all the ills of the Indian
people, traditional medicines should be made available"

("Traditional Medicine", 1984).

Thus, nurses who are providing primary health care to
Indian clients in Manitoba (Spencer, 1984) and elsewhere in

Canada, need to be aware of and understand traditional



3
Indian beliefs and practices if a holistic nursing approach
is to be sustained. This Knowledge would enable nurses to
work effectively with Indian clients and offer services
which may be lacking or ineffective in the dominant health
care system. As primary health workers, nurses provide
comprehensive care and assist individuals and families to
make appropriate use of the services of physicians and other
professionals (Henderson, 1983). It is within this role
that nurses possess the opportunity to acknow ledge

traditional healing systems.

Health care providers within the Indian health system
range from the Elders to socially sanctioned healers. Scant
research has been conducted in this area and a paucity of
information exists regarding traditional Indian healing
practices on reserves and health centres in Manitoba. No
cufrent abstracts examining the extent of contact and
interaction between nurses and traditional healers were
identified in the literature review. Key Indian informants
were contacted and the investigator was advised that
ethnomedicinal practices are being carried out to varying

degrees on reserves and health centres within the province.

The health care profession has traditionally maintained a
suspicious and often skeptical stance regarding indigenous
healers and their health care systems. Recent literature
indicated a profound but cautious change in attitude. Given

the minimal documentation of traditional Indian health care
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practices within the province of Manitoba, and the hesitancy
on the part of the Federal Government to actively promote
and enhance collaborative/interactive relationships between
health care workers and traditional healers, this study
focused on factors affecting collaborative efforts (actual
and potential) between nursing staff and Indian Elders. The
utilization of Elders as health resource persons was
explored, as well as the extent of contact between nurses
and traditional healers. It should be noted that many
Indian Elders are also traditional healers, thereby limiting

attempts to formally dichotomize subject groups as strictly

Elders or traditional healers.

A booklet produced by Health and Welfare Canada (Medical

Services Branch, Pacific Region) entitled, The Jeaching of

the Elders, (1982), offered insight into the social and

cultural 1importance of Indian Elders. As noted in the
booklet’'s introduction, Elders "are the teachers of our
[Indian] culture" (p.1). The booklet demonstrated that

Elders were a legitimate source of Knowledge and cultural

information. Couture (1979) stated that "Elders are superb
embodiments of highly developed human potential”, and
praised their gualities; "intuition, intellect, memory,

imagination...their profound and refined moral sense...a
high level of spiritual/psychic attainmment..." (p. 7). This
author wurged that Elders be given careful attention and

possible emulation. It is the Elders’ self-actualization
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that offers potential for native health programs and for the

full range of native educational development (Couture,

1879).

The employment of an Elder 1in a native alcohol treatment
centre (Poundmaker’s Lodge in Edmonton) was noted by Grescoe
(1977). The Elder was described as "wise in Indian culture"
and "conduct[s] traditional pipe ceremonies and advisels]
troubled youngsters" (p. 121). The counselling role of
Elders has also been documented and advocated by Rodgers:

elders are important people...suffice to say that some
native traditional leaders and elders have an excellent
grasp of psycho-social dynamics and are respected as
counsellors in the communities, even by the "modern
generation" to some extent (Rodgers, No date, p. 10).
The Shamattawa Indian Band in northern Manitoba, which has
exper ienced severe solvent abuse (sniffing) has, as part of
their community development, engaged Elders in. the treatment
of their young people (Menary, 1879). Although limited, the
literature identified Elders as a valuable resource in terms

of counselling and guidance, preservation of culture, and

the survival of Indian People.

The term Elder does not automatically ascribe advanced
age status to the identified individual. One "becomes" an
Elder through actions/advice which demonstrate wisdom and
good judgment sense. Elders assist the Indian People in
survival and actively contribute to the community 1in some

capacity. It would appear that the majority of Elders are
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senior citizens though, and this has significant

ramifications for nursing personnel.

Most of the social science research conducted on non-
Indian elderly persons focuses on this group as passive
beneficiaries who act as a drain on the energy and resources
of those closest to them (Stueve, 1983). In an elegant
investigation, Stueve examined the role of the elderly as
active members in informal and formal social networks. She
concluded that "many elderly still have much to offer age
peers and other generations in their role as family members,
friends, neighbors, natural helpers, and volunteers" (p.
83). This fresh perspective on the elderly is difficult to

formulate since ...characterization of the elderly as
active network contributors and community participants is
out of step with many of our cultural images and beliefs

about old age" (Stueve, 1983, p.60).

Northern nurses therefore face several challenges in the
collaborative process with Elders as health resource
personnel . First, they may have to overcome stereotypes of
the aged; and second, they are treating clients who in
certain instances may benefit from counselling sessions with
individuals who are members of the non-formal health care
system. This second challenge is based on the premise that
the client will be receptive to counselling provided by the
Elder(s), and the practitioner’s recognition and

appreciation for the alternate health care system.
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Recognition and appreciation of the alternate health care
system is also fundamental in determining the intensity of

interactions between nurses and traditional healers.

It is not suggested that all Indian people would be
comfortable with counselling sessions provided by the
Elders. Nurses would have to be sensitive to clients and
assess whether a referral to an Indian Elder would be an
acceptable practice. As well, not all E]ders may be
comfortable in counselling community members and nurses
would have to establish which Elders are supportive of a

client counselling role.
The questions which guided this research were:

1. What factors are perceived by nursing personnel as
affecting collaboration (actual or potential) with
Indian Elders in terms of counselling clients?

2. What 1is the extent of knowledge nurses possess
regarding the role of Elders in community health?

3. Are nurses currently involved 1in the referral of
Indian clients to Elders?

4., Have the referrals to Elders been successful in terms
of client functioning?

5. To what extent and how are Indian communities sharing
Knowledge of traditional healers and Elders with

their nurses?
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6. What is the extent of contact between nurses and
traditional healers?

7. What are the existing client referral patterns to

traditional healers?

Nurses working as primary health care workers could
contribute significantly towards quality of care by
referring clients to traditional healers or Elders when
warranted. This practice would enhance the holistic
approach which the nursing profession advocates and would
assist Indian clients in preserving and developing their own
health wvalues. This study was directed towards gaining
knowledge regarding transcultural* nursing practices on
Indian reserves and health centres in Mani toba.
Specifically, factors influencing the collaborative efforts
between nurses and Eiders in terms of client counselling
were examined. As well, the extent of nurse-traditional
healer contact was explored. Traditional Indian medical
practices were not explored, nor actively sought from

research subjects.
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CONCEPTUAL FRAMEWORK

Three theoretical perspectives were integrated to form the

conceptual framework for this research. These included:

1. Adaptation In Cultural Evolution (Alland, 1970);

2. The Sociology of Perception (Douglas, 1982);

3. Interaction Goals As Bases Of Inference 1In

Interpersonal Perception (Jones, E., and Thibaut, J.,

(1958) .

Alland (1970) developed a system’s perspective of
cultural development while at the same time embracing
concepts of biological evolution. Cultural development or
evolution has been identified as an opportunistic process
and 1is capable of rapid change in both quality and
direction. It involves the development of stable systems
which are maintained through negative feedback. Negative
feedback has been identified as one of the major forces in
the cultural evolutionary process. Stability in systems
reflects the conservative force of adaptation in which
systems maintain themselves through time. Alland’s concepts
were applied with regards to the relationship between the
traditional Indian health care system and the dominant

Western health care system.
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The dominant western health system aided by environmental
(smallpox, tuberculosis, etc.), political (establishment of
the reserve system, B.N.A. Act, etc.), and religious events
(conversion of the Indian tribes to Christianity), served to
abate and erode the existing traditional healing systems
over time (Cardenas & Lucarz, 1985) . Alland posited that
"populations carrying more efficient systems replace or
absorb populations carrying less efficient systems if such
groups are competing for the same environment" (1970, p.
180). As O'Neil (1981) noted with the Inuit, cosmopolitan
medicine demonstrated an ability to reduce morbidity and
mortality significantly and because of this, the Inuit
accepted its benefits. This observation can be logically
applied to the Indian people as well. The traditional
healers could not .compete with the powerful énd apparently
effective western health care system. As a result of this
occurance, a massive wave of diffusion was initiated, with
the major "flow" originating from the western health system

and severely diluting the traditional healing system.

At present, the Indian people are experiencing a cultural
renaissance. It is within this growth process that Indian
people are voicing their concerns regarding the western
health system. They are claiming this system 1is not
adequate 1in coping effectively with many of the ills of
their (Indian) society. Jilek (1982) identified that it is

not due to the lack of modern treatment services that a
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revival of indigenous healing ceremonials has occurred. "It
has to do with a 1lack of culture-congenial and holistic
approaches in modern medicine" (p. 161). In general terms,

the dominant health care system is currently being perceived

as a less effective system. Health statistics available
from Indian Affairs and Northern Development (1980) in
Indian Conditions: A Survey, document the foundations for

these perceptions.

According to Sahlins and Service (1960), "[a] cultural
system which more effectively exploits the energy resources
of a given environment will tend to spread 1in that
environment at the expense of less effective systems" (p.
75) . Thus, it is proposed that a second major wave of
diffusion is taking place, a century or more following
initial cultural diffusion. This "wave", with its emphasis
on traditional Indian values, can be viewed as an attempt to
ensure Indian survival. Currently, the "flow" is
originating at the grass roots level and is pervading the

dominant health care system: Medical Services.

The Indian people, as recipients and consumers of health

care have identified a deficit in the existing health care

system. Due to a vast array of complex factors (economic,
political, ecological, social and cultural), the Indian
people find themselves in a state of disequilibrium. This

state of disequilibrium is requiring additional energy costs

in terms of system functioning and as a result, Indian
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people are now requesting options 1in conjunction with the
western health system in order to compensate for some of
these costs. Traditional medicine is being created anew in
order to cope with the problems and stresses that plague
Canada’s indigenous people. The traditional medicine that
is resurfacing however, has undergone evolutionary changes
and development and is not simply a direct copy or
duplication from earlier times. Recent interests in
traditional Indian culture and healing are being invested in
order to maximize survival and minimize destructive forces.
Elders are being approached by an increasing flow of Natives
seeking advice and counsel, healing and inspiration,
interpretation of the past and present which are the

prerequisites for future survival (Couture, 1979).

It is naive and unrealistic to propose that a complete
ﬁep]acement of the existing health system by a traditional
healing system would take place. A blending or melding of
the two systems is more likely to transpire. This scenario
was acknowledged by the Department of National Health and
Welfare which stated that:

a combination of traditional practices and western
medicine could be a powerful force for healing
particularly those illnesses caused by the intolerable
social environment 1in many Indian communities as
evidenced by high rates of violence...It could also be
a positive step in the enhancement of Indian culture
and traditions and in the re-awakening of pride in
Indian achievement (Canada, 1980, p. 72).
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Alland suggested that cultures undergo evolutionary
changes as a result of system interface. In other words,
cultural evolution transpires as a result of various system
interactions. Suffice to note that this process is indeed

complex and a detailed examination 1is beyond the scope of

this thesis. Four key systems involved in the nurse-client
referral process to Elders have been identified. They
included:

—_
-

the nursing profession
Indian communities

the dominant health care system (Medical Services)

M~ w0 N

the indigenous health system (traditional healers and

Elders)

The goal of transcultural nursing interventions is to assist
clients in attaining health equilibrium based on the
provision of culturally oriented nursing care. The practice
of transcultural nursing with respect to Indian clients is
accomplished through an intimate understanding of the
identified Key systems. That is, a working knowledge of the
structure, function and relationships of the Key systems is
essential in the delivery of transcultural nursing care.
Scrutiny of this system interface provided the opportunity
to integrate the various theoretical perspectives (Alland,
Douglas, Jones and Thibaut) in order to examine nurses’
perceptions of factors influencing collaboration with Indian

Elders.
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Douglas (1982), in The Sociology Of Perception suggested

that anything which is perceived must pass through

perceptual controls. Data is admitted; some may or may not
be rejected,; and some is supplemented to make the event
cognizable. The process is largely cultural. Cultural

input therefore, plays a major role in the perception
process, and consequently a nurse’s cultural orientation
will shape perceptions of factors which influence his/her
decision maKing. Douglas attempted tovsystematize cultural
constraints. She developed a two dimensional group-grid
model which reduces social variation to only a few grand
types. The author stated that there are two dimensions of

control over the individual:

1. group commitment: strength of allegiance to a group
(For example, a 1earhed profession) and,
2. every remaining form of regulation. This is the grid

component. (For example, laws, policies etc.)



Combined, four extreme visions of social
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1ife are produced.

HIGH GRID

Atomized Subordination

(B)

Ascribed Hierarchy

(C)

(A)

Individualism

LOW GRID
LOW GROUP

(D)

Factionalism

HIGH GROUP

Thus, there are four possible social environments in which

an individual may be found.

1. (A) Low grid/low group: Allows options for

negotiating contracts or choosing allies and in

consequence, it also allows for individual mobility

up and down whatever the current scale of prestige

and influence. (Individualism)

2. (B) High grid/low group: Ascribes closely the way an

individual may behave. They do as they are told

without the protection and privileges of group

memberships. (Atomized subordination)
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3. (C) High grid/high group: Environment of large

institutions where loyalty is rewarded and hierarchy

is respected. An individual Knows his/her place in a

world that is securely bounded and stratified.
(Ascribed Hierarchy)

4., (D) . Low grid/high group: Defined by a form of

society in which only the external group boundary is

clear. (Factionalism)

The ascribed hierarchy cell (C) is of particular interest.
Medical Services nurses function within a bureaucratic
institution where 1loyalty is rewarded and hierarchy is
respected. In terms of Douglas’ framework, this group
possesses a mutual commitment and 1is highly regulated.
Thus, the characteristics of the individuals identified in
the ascribed hierarchy cell appear to be appropriate and

relevant to the providers of Indian health care (nurses).

Jones and Thibaut (1958) proposed that an individual

interacts with three Kinds of goals:

1. Facilitation of personal goals: Promotes the arousal

of value-maintenance.

2. Deterministic analysis of personality: Social,
physical and biological determinants cause an
individual to behave as he now does. (Causal-genetic

set)
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3. Application of social sanctions: Generalized norms
which the individual considers to be applicable to

the present behaviour setting. (Situation-matching

set)

The similarities between Douglas (1982} and dJones and
Thibaut (1958) become apparent. Analyzing the system
interface which was developed based on Alland’'s (1970)
concepts, and applying the theoretical thrusts behind
Douglas, dJones and Thibaut, the identification of possible
factors influencing the perceptions of nursing staff was
facilitated. The theoretical similarities were identified

as follows:

1. influence of culture
influence of personality
professional and personal gratification

maximizing beneficent social response

g W N

generalized (personal, social, environmental)
norms/rules

6. professional and personal goal attainment

Based on the input from Douglas, Jones/Thibaut and Alland,
two factor clusters which may influence perception were
developed. They 1included: external and internal factor
groups. Environmental factors were considered as a sub-group
of the external factors. These groups incorporate the
identified factors and may influence the perception of

nursing personnel in terms of Elder collaboration.
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2.1 EXTERNAL FACTORS

External factors are those which come to bear upon the
nursing professional. Nurses occupy a niche within the
Medical Services hierarchy and according to Douglas, are a
high grid/high group social typology. It is postulated that
nurses in this social group would tend to respect authority
and therefore, perception of institutional policies

regarding utilization of alternative healing systems (in

this instance, Elders for counselling purposes or
traditional healers for client treatment) may have a
significant impact on decision-making. It is acknowledged

that other social typologies may exist within the Medical
Services milieu. For example, individualism may occur
inspite of the fact that the majority of nurses would have
to display attributes conducive to survival within the

institutional organization.

Formal and informal input from Zone Nursing Officers may
affect perceptions. Allegiance to the group (ie. what other
nurses think of transcultural nursing practices,
particularly the Nurse-In-Charge) may also affect nursing
personnel perceptions. This last external factor directly
embraces dJones and Thibaut’'s cbncept of application of

social sanctions, in terms of peer group support.
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2.1.1 Community/Social Factors

Community/social factors are presented as a subsystem of
the external factor group. The distinguishing feature of
these factors 1is related to the effects on the process bf
Elder collaboration, rather than on the concept of
perception itself. For example, the degree to which Elders
are respected and valued within a particular Indian
community may not influence the nurse’'s perception or
concepts regarding Elder collaboration, but may have
substantial implications in terms of process implementation.
Another example includes the identification of Elders.
Identification of Elders may not affect perception of Elder
collaboration per se, but it may have significant

consequences in the initiation of the referral process.

Some factors involve participation and involvement on the
part of the nursing professional. For example, the trust
that exists between the nurse and the community/Elders may
affect the client referral process to Elders. A trust is
formed based on the quality of the relationship between
health care provider and the community. (The length of time
a nurse 1is in a community may affect this factor.) The
level of trust established may not greatly affect the
nurse’s perceptions of Elder collaboration but may influence

the willingness of Elder participation.
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2.2 INTERNAL FACTORS

These factors are related to the influence of culture,
personality, personal gratification and goal attainment on
the part of the nursing professional. The deterministic
analysis of personality comes into play, whereby the nurse’s
socialization is offered as a factor in collaborative work
- with Elders. As well, exposure to transcultural nursing
concepts and the identification of the role and functioh of
Elders/traditional healers are factors which may influence

the decision-maKing process.

2.3 SUMMARY

The research process attempted to identify perceived
factors which influenced nurses’ decision making processes
regarding Elder collaboration. The factors discussed here
are not exhaustive in number and scope but are provided as
examples to demonstrate the concepts identified by the

integration of the various theoretical perspectives.

Nurses, as primary health care workers, occupy a niche in
the system interface setting and as such can impede or
enhance recent Indian cultural deve lopments through
manipulation of institutional power. The conceptual
framework has identified two factor clusters and the aim of
the research proposal was to identify and substantiate which
factors were perceived by nurses as instrumental in

enhancing or detracting from Elder collaboration.



Chapter III
REVIEW OF THE LITERATURE

3.1 INTRODUCTION

An examination and analysis of the various disciplines
and individuals interacting at the system interface position

identified in the conceptual framework will be presented.

3.2 THE HEALTH CARE SYSTEM: MEDICAL SERVICES ORGANIZATION

The primary goal of the Federal Indian Health Policy
announced in 1978 was to increase the Jlevel of health in
Indian communities. This commitment is being actualized on
Indian reserves and in remote northern areas through a
variety of mechanisms including active Indian consultation,
joint planning processes, client defined programs,
affirmative action plans, and by the maintenance of nursing
stations and regional hospitals run by the Medical Services
Branch (MSB) of the Department of Health and Welfare Canada
(Department of National Health and Welfare, 1981, p. 13).

MSB possesses a comprehensive organizational structure
with a central headquarters in Ottawa. For the purposes of
administration, Canada is divided into regions and each

region is subdivided into zones. Manitoba Region is divided

_21_
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into two zones: the North Zone Office is in Thompson; the
South Zone Office is located in Winnipeg and the regional
headquarters for both zones 1is also located in Winnipeg.
The zones are the operational level; that is, they deal
directly with the Indian people. The Zone Office also
provides a major resource service to the staff of the field

units.

The backbone of the health delivery system is the nursing
and community health representive (CHR) staff. Nursing
station staff provide a primary level of health care.
Although the stations are designed for out-patient care,
beds are available for medical emergencies awaiting

evacuation, or such conditions as spontaneous uncomplicated

childbirth. Physicians, physician-specialists and dentists
among others, provide services to the various Indian
communities on a regular basis. They also conduct in-

service sessions for the nursing and support staff.

As part of the cultural orientation provided by MSB,
nurses are presented with information related to traditional
health care approaches. Nursing staff are informed "that a
number of traditional native practices are equal to or,
given the isclated environment of some communities, even
superior to those of modern medicine" (MSB, 1984, p. 10).
MSB also advocates that health care workers who display a
respectful interest 1in Indian medicine are more likely to

gain the confidence of their clients. One of the weaknesses
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of modern medicine is noted: "modern medicine ignores the

need for necessary social support" (p. 11).

In a speech presented at a symposium on local Indian
health control, the Regional Nursing Officer for Manitoba
Region (Medical Services Branch) acknowledged the presence
and influence of traditional healers on reserves:

Most of the people that come to you [nurses] have
been to someone else before you and that is
usually the 1local medicine-man and that 1is quite
all right. We accept that quite well, and I want
you to understand that this is a fact of life...
(Dozois, 1977)

Indian people who request the services of a medicine
man/woman are assisted by Medical Services. Transportation
costs incurred with travel to another reserve have been
subsidized by the Zone Office. Manitoba region of MSB has
provided transportation funding for those clients who wish
to obtain treatment from a medicine man/woman if unavailable
in their own communities. Medical Services does not
financially compensate the healers for their services as the
payment of money for the services of a healer is considered

inappropriate and possibly contributing to the undermining

of traditional medicine (Jackson, 1980).

National Health and Welfare officials submitted their

views regarding traditional medicine in the Indian Self

Government Report, (Government of Canada, 1983).

We have come to appreciate very much the relevance
and the utility of traditional approaches,
particularly to mental health problems-approaches
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which address the suicide rate, approaches which
address addiction problems...the application of
traditional medicine and native culture perhaps
can be more successful than anything we could
offer in terms of contemporary psychiatric
approaches to those kind of problems. (p. 34)

In 1979, MSB suggested that practitioners of traditional
Indian medicine should participate in health services. It
was suggested at the time, that the paucity of programs
which utilized Indian healers was due to the ignorance of
traditional Indian religion and culture on the part of non-
Indian health care givers. An approach of acceptance
towards Indian medicine was advocated.

In the areas of the country where traditional
Indian medicine is still important, we should
encourage a closer workKing relationship between
traditional healers and physicians, perhaps
through a program designed by an anthropologist or
other individual kKnowledgeable about both western
and traditional medicines. (Canada, 1980, p. 72)
The Department of National Health and Welfare also

acknowledged the provision of counselling and spiritual

guidance by Indian healers [Elders].

The literature supported a significant improvement in the
quality, continuity and availability of acute care medicine
provided by Medical Services, but long-term improvement in
the health status of the communities is seriously 1imi ted by
the use of an urban medical model in remote facilities and
the involvement of outside agencies 1in health service
delivery (Morison, 1974). Several authors also documented

the need for change in the organization of care and a more



25
gﬁbstantial cultural orientation for health care personnel
(Morison, 1974; O0'Neil, 1981; Stymeist, 1872). It would
appear the Department of National Health and Welfare
supports the utilization of traditional healers where
appropriate. This support however, seems limited more to
ideological rhetoric rather than the actualization of this

philosophy in terms of daily field-unit activities.

The northern Manitoban Chiefs have requested that
traditional medicine be included in the Health and Welfare
Canada services offered on their reserves (Traditional
Medicine, 1984). The Indian people are not satisfied with
the current health care services and are requesting
recognition of their own health care system. Health and
Welfare Canada has been advocating a closer working
relationship between traditional healers and health care
workers since 1980 and yet, no formal collaborative or
integrative health programs between Medical Services

personnel and Indian healers were identified.

3.3 INTERNATIONAL AND CROSS CULTURAL HEALTH CARE

The World Health Organization-UNICEF declarations on primary
health care, at Alma-ata, USSR, 1in 1978 offered direction
vis-a-vis utilization of local human resources in
communities. Among the ten declarations related to primary
health care, number VII has implications for MSB. Primary

health care:
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relies at local and referral levels, on health
workers, including physicians, nurses, midwives,
auxiliaries and community workers as applicable,
as well as traditional practitioners as needed,
suitably trained socially and technically to work
as a health team and to respond to the expresssed
health needs of the community. (Government of
Canada, 1980, Appendix 3)

Although Canada is a signatory to the Declaration, MSB
acknowledged that it too often continues to operate health
programs for Canada’s Indian people that are frequently
paternalistic, overly bureaucratic and tend to isolate
health from the social, economic and spiritual aspects of
life (Canada, 1980). Skeet (1981) reinforced the WHO policy
on traditional medical practices. She advocated that member
states of the WHO identify good practices in traditional

medicine and integrate traditional healers into each

country’s health care system. Although supportive of the
WHO policy, the identification of good practices becomes
problematic. It is suggested that traditional healers may

be resistant in exposing their works for evaluation and

scrutiny.

At the national level, the Government of Canada’s Indian
Health Policy advances "community development, both socio-
economic development and cultural and spiritual development"”
(Government of Canada, 1980, Appendix 2). This position, as
articulated by the Federal Government acts as input towards
the health care system, and as a branch of the federal

government, Medical Services must deal with this national
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input. That is, MSB possesses the responsibility to
actualize the commitments made by the Federal Government
within the international political sefting. These
commitments appear limited to the confines of international
agreements, rather than implementation on a national or
regional basis. Maintaining a positive standing within the
international political arena would appear to take priority
over enhancing the health care system for Canada’s Indian

people.

3.4 PHYSICIANS AND ALLIED HEALTH PROFESSIONALS

The majority of the current medical literature presented
by physicians and allied health professionals supported the
utilization of traditional healers, especially in the area
of counselling and psychotherapy. Beliefs that the medicine
man’ s usefulness had expired (Fiddes, 1965) were 1in the
minority. Medical opinion has been building up in favor of
employing the medicine man institution and folk healers for
the purposes of modern psychiatric care (dJilek, 1971;

Ostendorf & Hammerschlag, 1977; Todd, 1975).

E1ling (1981) has indicated two distinct views regarding
traditional medicine. There are serious grounds for
doubting the efficaéy of much traditional medical practices
and yet there are many proven examples of efficacious
specific medicines and treatments. According to Kleinman

and Sung (1979) indigenous healers (in Taiwan) are often
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viewed by western physicians as dangerous because they
cannot define a disease in scientific terms and often fail
to treat it, which could have potentially disastrous effects
for patients. Although certain isolated deleterious
traditional practices were identified, the positive aspects
of traditional medical systems were praised by the majority

of the physicians.

Lessons for modern healers based on the actions and
philosophies of traditional healers have been offered by
Martin (1981). This physician identified the task of the
healer as helping the patient mobilize psychological and
spiritual, as well as bodily resources. Martin suggested
that posttraditional healers should account for "physician
philosophy, patient faith, healing ceremony, patient illness
beliefs and family participation” (Martin, 1981, p. 143).
It is suggested that certain Elders/traditional healers
would be more than capable of accompiishing these tasks.
Traditional healers address these areas and Martin forwarded
that posttraditional healers should examine their own

healing practices in relation to these variables as well.

The costs of modern health care are rising very rapidly
and serious challenges have arisen to its iatrogenicity and
overall effectiveness (I1lich, 1975). This situation may
encourage governments to identify more inexpensive but
effective methods of providing adequate health care. In

relation to Indian clients, Elders/traditional healers may
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play a key role in Keeping the health care costs to a
minimum as well as providing effective health care. This
perspective was supported by Mardiros (1986) who suggested
that "with health care costs rising, alternatives that rely
on self-help and preventive health care must be sought.

Traditional medicine is one such alternative" (p. 15).

According to Rodgers (1979) "various native healers
either in this city (Winnipeg) or in rural areas of the
prairies have been utilized in the collaborative manner with
varying degrees of success" (p. 11). In Manitoba, there
appears to be a number of levels of healing or curing
persons in the Indian communities. Rodgers has identified

the following types of healers:

1. Medicine Man: Traditional spiritual leader.
Possesses a kKnowledge of folk medicine and its
application. He is the guardian and purveyor of his
people’s customs. Therapeutic system involves shrewd
analysis, medicines, direct advice, family
counselling and community support.

2. Medicine Men/Women: Not spiritual Tleaders but are
respected Elders of the community. SKilled
herbalists.

3. Elders: Primary therapists in the psychiatric sense
and in the psychosomatic illness sense. They are the

chosen Elders. (p. 12-14)
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Rodgers advocated that health-care providers work with
these identified individuals 1in a spirit of true mutual
collaboration. Clients with emotional problems of everyday
living would probably receive reliable and adequate care
from the spiritual leaders. "In the more serious
depressions and psychotic disorders, a collaboration between
modern medicine and the native man’'s view in dealing with
the spiritual aspects and the community aspects would seem
to be ideal" (Rodgers, 1979, p. 16) . This suggested
collaborative effort was also offered at the WHO-UNICEF
International Conference on Primary Health Care in Alma-Ata.
One of the recommendations at this conference identified
that traditional practitioners can become important allies
in improving the health of the community (WHO-UNICEF, 1978,
in S]ikkerQeer, 1983) . Ragan (1980) also noted the social
acceptability of the traditional healer. Healers provide
care based on an existing social, cultural and religious
background as well as on the Knowledge, attitudes and
beliefs that are preVa]ent in the community with regards to
physical, mental and social well-being. The traditional
healer is accessible in that the client does not have to

overcome cultural barriers.

Traditional healing appears effective 1in conditions in
which psychoneurotic and psychophysiologic mechanisms are
prominent (Jilek & Jilek-Aall, 1972). In these authors’

experience, such Indian cases have benefited more from
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indigenous therapeutic procedures than from meaical
attention. The authors féund that a cooperative
relationship with Indian therapists detached the
psychiatrist from the Indian-White conflict, reduced the
cultural barrier between the psychiatrist and clients, and
made individual psychotherapy more effective. Employment of
Indian medicine 1in the treatment of psychoneurotic and

psychosomatic illness has also been noted by Orchard (1974).

Jilek and Todd (1974) found a remarkable improvement in
the mental health of Salish Indians who were initiated into
the Native Winter Spirit Dancing Society. The rituals

seemed to help those individuals with behavioural problems

often associated with alcohol abuse, and those with
depression and other symptoms. Jilek (1982) posited that
the "Indian alcohol problem" may be taken as an

epidimiologic 1indicator of the prevalence of anomic
depression in_the native population of North America. He

noted that orthodox Western medical and psychiatric

treatment attempts have been rather ineffective, and are
lTimited to palliative crisis intervention. Jilek’'s work
amongst Canada’ s Salish Indians identifies spirit

ceremonials as providing most of the active participants
with sobriety and a reduction of alcohol abuse. This
phenomenon has occurred to such an extent that Jilek
suggested the ceremonials "should be ranked with the major

therapies of alcoholism" (p. 99). This finding applies to
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those Indians who are familiar with and have faith in spirit

dancing.

Thus, the importance of traditional healers is supported
and advocated, particularly from a mental health
perspective. The field of mental health would appear to be
an acceptable area where the use of indigenous healers and
Elders can be effectively embraced. According to Miller
(1882), "in all of the literature (social work, medical,
nursing, psychology) concerned with transcultural service
delivery, there is agreement that mental health
professionals do not currently have adequate knowledge for
consistently sensitive and effective transcultural

interactions with clients" (p. 176).

Several physicians have documented that governmental
policies reinforce the trend of Keeping indigenous medicine
essentially marginalized (Jeffery, 1982; Newmann & Lauro,
1982; Pillsbury, 1982) while at the same time acknowledging
the respect for indigenous systems through international
developmental agencies such as the World Health Organization
and UNICEF. "Although the benefits of incorporating
tréditiona] healers has been established it appears that
little progress has been made in actually utilizing
indigenous health practitioners, especially healers in
national systems" (Pillsbury, 1982, p. 1827). It is
suggested the Federal Government has acknowledged respect

for indigenous healing systems at the international level,
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while simulitaneously maintaining the marginality of Indian

healers at the national and regional levels.

A native healer program has been recently established in
Kenora, Ontario. Dr. A. Torrie (Personal Communication,
November 25, 1984) identified that few physicians refer
Indian clients directly to Indian healers. Rather, health
care workers restore a person’s health to a reasonable state
and then refer that individual to the native healer
programme for follow-up. Torrie reported that "the results
we have seen to date are encoﬁraging". A11 but one of the
six reserves in the Kenora trading area now have some form
of traditional healing ceremonies such as the Sweat Lodge
(ritual sauna bath). It should be noted that not all Indian
people embrace cultural healing practices as they feel there
is a conflict between their Christian beliefs and native

healing activities.

Meketon (1983) noted that cross referrals and
consultations have been occurring between mental health
workers with the Indian Health Service and traditional
healers in the United States. Problems associated with this
practice have been identified. They included:
certification of traditional healers for recognition and
payment, the issue of whether or not to offer financial
compensation for services rendered, and identification of
traditional healers. Added to this 1ist of concerns could

be issues stemming from a legal and professional
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perspective. Who is responsible in terms of liability and
accountability? These problems have developed due to the
fact that management policies have not been formulated in
relation to traditional healers. It 1is predicted that
policy development will be an inevitable process that
governmental bodies will have to undertake in the not too

distant future.

3.5 INDIAN PEOPLE

It is a recent phenomenon whereby health care consumers
are consulted regarding their perceived health needs. This
is particularly evident with the Indian People. Local
boards of health at the reserve level have been formed to
focus upon the health needs of individual communities and to
priorize health interventions (Nuttall, 1982).
Sophistication and maturation of Indian political expression
has significantly contributed to this development. What are
Indian People suggesting as input to the health care system
in relation to traditional healers and Eilders? The major
goals identified 1in the area of traditional medicine are:
the need for a closer working relationship between medicine
men and physicians; training programs for traditional Indian
healers; and orientation of health personnel in the ways of

traditional health practices (Jackson, 1980).

The present health system must utilize traditional

medicine mechanisms as well as encourage self-reliance and
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dignity in the delivery of an essential community service
(Starblanket, 1979). For example, traditional healers are
often consulted “in preference to, or as an adjunct to,

modern medical doctors" (Johnston, 1982, p. 4).

Requests and demands by the Indian people related to
health care will have substantial effects upon the health
care system. Indian political bodies at the regional,
national and international levels are exerting pressures for
change on the various systems associated with Indian health

care.

3.6 NURSING PROFESSION

Nurses as employees of MSB work within the existing
health care system and are subject to the system’'s
philosophies and policies. Nurses also possess the ability
to practice independent transcultural nursing concepts. The
nursing literature is replete with information related to
transcultural nursing. This subfield incorporates the
synthesis of Kknowledge from the area of anthropology and
nursing (Leininger, 1984). Numerous nurses have advocated a
transcultural approach to nursing clients (Dobson, 1983;
Leininger, 1878; Skeet, 1981; Tripp-Reimer, 1983; Tripp-
Reimer, Brink & Saunders, 1984), and support the position
that cultural factors are an integral part of providing
total health care services to clients. Nursing is

increasingly encouraging holistic health care and healing,
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and is beginning to focus on transcultural and holistic
approaches to better patient care (Fulton, 1985; Mardiros,
1986). A new culture of nursing is emerging where effective
interactions are based on a Knowledge and acceptance of the
client’s cultural values, beliefs and practices (Cardenas &

Lucarz, 1985).

A native American nurse (Primeaux, 1977) proposed that
the nurse’'s attitude of acceptance can influence the
utilization of medicine-men. Nurses who have a receptive
attitude will gain valuable insights about indigenous health
systems (Leininger, 1967). The importance of incorporating
the medicine man (traditional healer) into the client’'s
treatment regime where appropriate, was also supported by
Richardson (1982) and Fagermoen (1982). The American Nurses
Association identified that the ignorance of Indian culture
among health professionals and the lack of mental health
programs which embody traditional culture, act as obstacles

to improving Indian mental health (Ruffin, 1979).

After an exhaustive review of the literature Flaskerud
(1982) urged that folk healers be hired as paraprofessionals
and serve as consultants to mental health workers.
Collaboration between mental health workers and traditional
healers was another major recommendation. Collaboration
would enable health professionals and traditional healers to
make cross referrals on an informed basis. This suggestion

was documented by numerous authors (Abad, et al., 1974;
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Campbell and Chang, 1973; Kinzie, et al., 1972; Padilla, et
al., 1875; Primeaux, 1977b; Ruiz and Langrod, 1976; Snow,
1974; Weclew, 1975; Warner, 1977; in Flaskerud (1982)). A
more recent collaborative approach between non-professional
healers and the professional health care sector was
advocated by Anderson (1985). This nurse identified that
healers within the folk sector "may be considered to be more
efficacious in treating illness than the Western health care

system" (p. 238).

In the Canadian north, the philosophies of transcultural
nursing are applied mostly on an individual initiative.
Nurses acqguire knowledge largely through trial and error
(Hodgson, 1980). This trial and error approach has been
identified as neither sufficient nor adequate in providing
transcultural health care to others (Leininger, 1976) .
Mardiros (1986) identified that a Tlack of trained
professionals exists, who understand native Indian cultures
and languages or the health needs of a rural population.
She also advocated that "traditional health care practices
must be preserved and strengthened if we [nurses] are to

meet the challenges of contemporary health needs" (p. 15).

Scott (1978) documented the use of traditional midwives.
She considered it important for nurses to encourage Indian
people in their desire to carry on with their traditional
methods. In working with diabetic 0Ojibway clients in

Toronto, Hagey and Buller (1983) found that spiritual
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leaders may be involved in the treatment regime. They

identified the use of the sweat Tlodge but noted that

physicians were reluctant to employ its use for fear of

insulin shock due to excessive heat. Little research has
been conducted in relation to traditional healing approaches

(Leininger, 1981).

In 1975, the Registered Nurses Association of Canadian
Indian Ancestry was formed. Among this groups’ objectives,
was the desire "to conduct studies and maintain reporting,
compiling information and publishing material on Indian
health, medicine and culture" {(Canadian Nurse, 1978, p. 43).
The development of research related to cross-cultural

nursing and cross-cultural medicine was also proposed.

Additional Kknowledge and understanding 1is needed of
traditional health. systems, if northern (and urban) nurses
are to effectively carry out the principles of transcultural
nursing when caring for Indian clients. As well, the
integration of transcultural principles into all levels of
basic nursing education has been identified as the key to

adaptive health care (Cardenas & Lucarz, 1985).
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3.7  ANTHROPOLOGICAL PERSPECTIVES

Information arising from the discipline of anthropology
and medical anthropoiogy presents as input to the systems
and subsystems identified. Unfortunately, the concepts
related to anthropology have been virtually ignored by the
western health system. Western medical systems are finally
becoming aware of the importance and significance of the
anthropological findings related to traditional healers.
Traditional medicine is not a new concept or phenomenon but
rather an important and integral part of all human cultures.

(Ragan, 1980)

Rappaport and Rappaport (1981) identified that American
Indians (amongst other groups) have troublie with the
prevailing psychological treatment mode in the United
States, due to differences in values, expectancy and the
inability of physicians to share the worild view of their
clients. "These integration problems are raised with the
hope of increasing the use of the traditional healer in any
context" (p. 779). Worsley (1982) | concurred with the
findings regarding the world view of scientific healers. He
elaborated on this position from the traditional healer’s
perspective. "The traditional curer possesses an intimate
Knowledge of the patient’'s roles and role-sets within the
community and a shared understanding of cultural values and
social norms" (p. 317). Thus, traditional healers and
Elders assume a social perspective towards the client’s

illness.
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Kleinman and Sung (1979) identified that modern medicine
addresses the control or treatment of a disease but does not
address the meaning for the individual’'s experience of it.
The authors proposed that the lack of concern for the latter
has contributed to "patient non-compliance and
dissatisfaction, inadequate and poor care, and medical-legal
suits" (p. 8). As well, the authors proposed that modern
professional health care tends to treat disease (primary
malfunctioning 1in biological and psychological processes)
but not illness (the secondary psychosocial and cultural
responses to disease). In general, indigenous systems of
healing "tend to treat illness, not disease" (p. 8).
Horton, in Kleinman and Sung (1979), stated that "scientific
medicine is structured to provide technical information, but
not personally and socially meaningful explanations [of
illness]" (p. 22). Thus, it would appear that personal and
social meaning for the experience of being i1l is being
ignored by the western health care system. The fact that
indigenous practitioners are wusually exceptional in
incorporating psychosocial and cultural factors in their

treatment, enhances their credibility as healers.

It has been argued that modern medicine can more
effectively serve populations in developing areas by
utilizing certain of the resources of indigenous medical
systems (Kiev, 1966). The latest health statistics would

identify Canada’s Indian people as a developing nation
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(Indian Affairs and Northern Development, 1980). A specific
example was demonstrated by Jilek (1971) where collaboration
between western healer and traditional healer provided for
the psychological comfort of a patient and the patient’'s
family. This collaboration contributed to a better
therapeutic outcome. Kleinman and Sung (1979) stated that
traditional healers primarily treat three types of

disorders:

1. acute, self-limited (naturally remitting) diseases;

2. non-life threatening, chronic diseases and;

3. secondary somatic manifestation (somatization) of
minor psychological disorders and interpersonal

problems (p. 24).

Thus, the psychosocial supportive dimension of the
traditional healing system has once again been identified.
There 1is a general consensus among anthropologists that
traditional therapeutic regimes are remarkedly effective in
this area (Foster, 1978). It is interesting to note that
Rodgers (1979) also identified Elders as primary therapists
in the psychiatric sense and in the psychosomatic illness

sense.

A Canadian study by Stymeist (1972) suggested that in
order to improve the existing health delivery system, the
recognition of the indigenous health system was a priority.

He also recommended that "effort should be made to approach
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and understand indigenous medical systems with reference to
their form and structure as well as their content...this
understanding, once achieved, should be part of the training

for all doctors and nurses" (p. 275).

The unicultural stance maintained by the Western health
care system was also noted by Weidman (1979), who
articulated that the orthodox [Western] health care system
has assumed a unicultural perspective in relation to the
populations for which it 1is responsible. In order to
achieve an optimum level of health for its populations, the
orthodox health care organization needs to incorporate "a
transcultural perspective on health issues and
health/i11ness related problems” (Weidman, 1979, p. 86).
This proposition also received support from Ragan (1980) who
advised that "practitioners of modern medicine and students
in training also should receive instruction 1in indigenous
systems as appropriate, 1in order to improve their attitude

to them" (p. 44).

When faced with the dominant and powerful Western medical
system, traditional healers often go underground. The
traditional systems disappear and then experience a
revitalization, acceptance and adoption by the population
(Landy, 1977) . Many of the traditional Indian healing
practices have been lost and in some instances Indian
healers have been imported into areas in order to resurrect

traditional practices. The current revitalization and
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renaissance of traditional Indian healing practices lends

support to Landy’'s observations.

3.8  SUMMARY AND CONCLUSION

Social and health services should be provided to people
in ways which are culturally acceptable to them and which
enhance their sense of ethnic group participation and power
(Green, 1982). It is the general consensus that the health
demands of Canada’'s Indian pdpulation are not being met by
Western medicine  (Kennedy, 1984) . This  finding is
extensively documented in the literature and despite the
scientific findings regarding the efficacy and effectiveness
of traditional Indian healing practices, few programs are in
existance which formally embrace or integrate the available
medical resources. That is, the professional sector
consisting of highly trained medical experts and the
existing traditional Indian health beliefs and practices
have not been melded into a culturally congenial system for

Canada’s Indian people.

It is known that Indians augment the health services
offered by the Western health care system with resources
available to them in the folk sector (Kennedy, 1984) .
Nurses as primary health care workers are in a position to
offer a culturally relevant client treatment milieu through
the judicious utilization of and collaboration with

traditional healers and Elders. Given the alarming Indian
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health statistics and the limited mental health services in
the northern setting, collaboration with-Indian Elders could
offer satisfactory results to both the client and the health
care provider. The literature overwhelmingly supported this
proposition and thus, it becomes imperative to establish
those factors which nurses perceive as influencing their
decisions in collaborative efforts with Elders/traditional
healers. Collaboration with the non-formal health system
needs the approval and support of Medical Services, not just
in principle, but in practice. The proposition may appear
formidable but is not impossible to implement. The Indian
people are utilizing both health systems in their quest for
symptom relief. It will be difficult (and indeed may be
dangerous) for the health systems to operafe in isolation

when clients are increasingly participating in both systems.



Chapter 1V
METHODOLOGY

4.1 INTRODUCTION

In view of the limited research conducted regarding
collaboration between Elders/traditional healers and nursing
personnel, this study was at the explorative-descriptive
level of inquiry. The purpose of the study was to isolate
and identify those perceived factors which influence nursing
personnel in the collaborative process with Eiders. The
conceptual framework provided the infrastructure for the
research design. External and internal factors previously
identified and defined in the conceptual framework were
explored 1in detail through the research process. The

research design consisted of two phases.

4.2 FIELD INTERVIEWS WITH NURSES/ELDERS: PHASE I

This phase of the research process was employed to
provide a preliminary, exploratory data base upon which
subsequent research could be developed. Information gained
during this phase guided the selection of questions for a
structured questionnaire which was administered to subjects

in Phase II. As recommended by Glaser and Strauss (1966),

-45_
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this research phase was scrutinized for its usefulness as an
end product. An absence of research was noted in 'this
particular area of nursing and consequently, the research

approach implemented was an adequate and efficient method.

Three Indian reservations 1in northern Manitoba were
identified by key Indian informants as being active in
traditional Indian medicine. In order to protect the
nursing staff and Elders who were asked to participate in
this research phase, the reservations have been identified
as A, B, and C. An open ended interview (See Appendix A)
was administered to the nursing personnel at each reserve.
There were 10 nurses directly involved in this phase. The
purpose of these interviews was to permit nurses to share
their transcultural nursing experiences and contact with the
traditional health care system. Perceived factors affecting
collaboration with Elders for the purpose of client

counselling were also obtained from this data source.

An open ended interview (See Appendix B) was presented to
the Elders of reserves A, B, and C. The Elders were
selected by the Chief and Council on each reserve
respectively. The purpose of the interviews was to permit
the Elders to offer information related to their requested
participation in the counselling  of patients. The
interviews also permitted the Elders/traditional healers to
share their experiences and contacts with the non-

traditional health care system. Thirteen Elder interviews
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were conducted and approximately 3 days were spent in each

location (reserves A,B,C).

Nurses and Elders have been identified as target
comparison groups. The use of comparison groups during this
research phase maximized Phase I credibility. Glaser and
Strauss stated that the strategy of analyzing comparison
groups helps to "generate the speedy development of analysis
by drawing the observer’s attention to many similarities and
differences among groups" (Glaser & Strauss, 1966, p.58).
In terms of ethnomedicinal practices, nurses and Elders were
at opposite ends of the continuum and therefore,
similarities and differences in the factors affecting
collaborative efforts between the comparison groups became

readily evident.

4.2.1 Subjects

The target nursing population identified consisted of
Medical Services nurses possessing autonomy (that 1is, the
ability to initiate independent client treatment regimes, or
client treatment regimes based on inter-professional
collaboration) 1in the active treatment of Indian clients in
the province of Manitoba. The target Elder population
consisted of those Elders identified by the Chief and
Council on the various (A, B, C) reserves. The selection of
Elders by the Chief and Council is suggested as a reasonable

and prudent method of obtaining participants. The
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1dentification of the Elders was a task which the
investigator was not able to complete without spending
considerable time in the various Indian communities. Given
the financial and time constraints associated with this
research effort, the Chiefs were asked to assume

responsibility for the selection of Elders.

4.3 SURVEY MAIL QUESTIONNAIRE: PHASE II

Data collected and compiled from Phase I was instrumental
in developing a survey mail questionnaire which was
implemented 1in Phase Il of the research process. This
questionnaire was distributed to nursing personnel active in
the care of Indian clients on reserves and health centres in
Manitoba. The purpose of the questionnaire was to identify
nurses’ perceived factors influencing collaboration with
Elders. The questionnaire also explored the extent of

nurse-traditional healer contact.

4,3.1 Subjects

The target population consisted of Medical Services’
nurses who possessed autonomy in the active treatment of
Indian clients within the province of Manitoba. A complete
census survey of the entire target population (Medical
Services nurses) was implemented. A description of the

study subjects follows:
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NORTH ZONE
1. Ten (10) Nursing Stations: 32 nurses
2. One (1) Health Centre: 3 nurses
3. One (1) Band Health Centre: 1 nurse
SOUTH ZONE
1. Eight (8) Nursing Stations: 23 nurses
2. Eight (8) Health Centres: 12 nurses
3. Four (4) Band Health Centres: 7 nurses

Nurses working in Medical Services Hospitals (N=18) were
excluded due to the differences of autonomy in the
treatment/cére of clients. Zone Nursing Officers (N=6)
were excluded due to their limited active patient care. As
well, those nurses involved in Phase I research were
excluded due to possible sensitization (N=10). The above
figures represent the total possible number of nurse
positions in north and south zones. The actual number of

Phase Il study subjects was N=64.

4.4  DATA COLLECTION TECHNIQUE

4.4 1 Field Interviews With Nurses/Elders: Phase 1

Prior to data collection, approval was received from the

following agencies and individuals:
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1. The Ethical Review Committee of the University of
Manitoba.
2. The Regional Director, Medical Services Branch,
Manitoba Region.
3. The Indian Chiefs and Councils of Reserves A, B, and

C.

Data from the field interviews were collected through the
employment of open ended, semi-st;uctured, face to face
interviews. The consent form and interview schedule were
forwarded to the subjects one week prior to the
investigator’s arrival. The interviews were tape recorded
to permit accurate recall of 1information and were completed
in approximately 30 to 60 minutes. This direct recording
applied to the nurses. It was anticipated that a translator
would be necessary for interviewing some of the Indian
Elders and consequently, the translators and not the Elders
were recorded directly. Exceptions were made for those
Elders who were able to converse in English. The tapes were
destroyed immediately following transcription of the data.
Four of the Elders did not consent to have their
conversations tape-recorded and hand written field notes
were made during these interviews. Remuneration was offered
to the translators for professional services rendered and
the translators were asked to consider the interviews

confidential.
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The quatlity of‘several Elder interviews was to a great
extent dependent upon the expertise of the translators. One
of the translators recently returned from the First
Minister's Conference in Ottawa where he assisted with
translation services. The second translator was a teacher
by profession while the third translator was a community
health representative (CHR). The translators were of a high
calibre and the investigator was fortunate to be able to

employ their services.

Additional demographic and personal data was obtained at
the time of the interview. (Consult Appendices A, B, for
data collected.) This information was included to account
for other related factors which may have implications for
this study. For example, there are nurses employed in the
north who are not Canadian citizens and have been subjected
to different cultural and educational experiences. These
experiences may or may not have included transcultural
nursing concepts and principles and consequently may
influence decisions to collaborate with Indian Elders. The
interview schedules developed were presented to nursing and
anthropology experts in order to establish their validity in

terms. of the focus of this study.
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4.4,2 Survey Mail Questionnaire: Phase 11

Collection of data in this research phase was
accomplished through the employment of a closed, structured
mail questionnaire administered to the identified census
population. Demographic information also constituted part
of this questionnaire. The questionnaire was submitted to
fellow nurse colleagues (N=5) for review prior to
implementation and was also submitted to the Ethical Review

Committee for scrutiny.

4.5 ETHICAL CONSIDERATIONS

The protection of individual rights was addressed through
the provision of consent forms, the provision of measures
addressing confidentiality, Band Council permission to
approach Elders as possible research subjects, and approval
from Medical Services to approach their nurses as study
sub jects. A1l research subjects (except Phase II nurses)

signed a consent form outlining:

1. the purpose of the study;
the voluntary nature of the study;
assurance of confidentiality;

the ability to withdraw from the study at any time;

O bW N

the availability of the results to participants upon

request.
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Consent forms were developed to ensure the protection of
subject rights. The consent form for the nurses was
published in English and the Elder’'s consent form was
published in Cree syllabics and English. The consent form
for Elders was required to be translated orally into Cree on
three occasions because the Elders were unable to read and
understand Cree syllabics or English. The gist of the
consent form was explained by the translator and was signed

by the Eider.

Three separate consent forms were developed due to the
nature of the research methods to be employed and the
subjects involved. Cover letters and consent forms that
were forwarded to the members of the various research groups
were identical in format and content. The consent forms

were as follows:

1. Phase I: Nurses-Appendix C
2. Phase I: Elders-Appendix D
3. Phase I: Elders-Appendix E (Cree Syllabics)

A1l collected data was held 1in strict confidence and was
prudently secured. Tapes were destroyed after transcription
and information that could have identified subjects was
coded, with access to this coded information limited to the

principal investigator.

Individuals, specific groups and locations will not be

identifiable 1in published materials. Written permission
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will be obtained from research subjects prior to release of
any information or publication of any material that would
identify specific individuals, groups or locations. Medical
Services will receive published results only and collected

raw data will not be available to this organization.

4.6 LIMITATIONS OF THE STUDY

There were limitations inherent to the nature of this
proposed research design and methodology. The limitations

identified were as follows:

4.6.1 Language Barrier

There is always a potential for misunderstandings when
communication 1is not direct between investigator and the
research subject. It is hoped that the research questions
and subsequent responses were transferred without undue
alterations in subject content. As previously mentioned,
the calibre of the transliators was more than satisfactory.
This Timitation is directed specifically towards the
investigator whé was not able to speak the local Indian
Tanguage. Because of the investigator’s language deficit,

it became necessary to employ translators.
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4.6.2 Elder Selection and Numbers

The selection of the Elders (N=13) was the responsibility
of the Chiefs and Councils. The lTimited number of Elders
solicited from each reserve may have influenced the manner
in which the Elders were identified. . The Chiefs and
Councils were requested to simply identify 3-4 Elders from
their communifies, and the actual mode for Elder selection
was not formally made known to the investigator. This
judgment sample will have to be viewed with caution as the

small sample size of Elders limits generalizations.

4.6.3 Exclusion of Phase 1 Nurses From Survey
Questionnaire

The exclusion of the nurses who participated in the field
interviews (N=10) may have eliminated valuable data or
biased the results 1in a conservative direction. These
nurses were identified as working in communities active in
traditional Indian medicine and it is suggested that the
statistics reflecting interaction between the nurses and
Elders may have been augmented had these particular nurses

been included in the population sample.



Chapter V

EXAMPLES OF INTERACTION BETWEEN TRADITIONAL
HEALERS AND PHASE I NURSES

This chapter documents several interactive and in certain

cases, collaborative efforts between nurses and
Elders/healers. The information was obtained from field
interviews with nursing personnel (N=10), working in three

northern Indian communities active 1in traditional Indian
medicine. Information in this section on traditional cures
was also obtained from field interviews conducted with

Elders/healers (N=13).

The following cases iliustrated the fact that Indian
people were utilizing both health systems in order to
procure relief from their health problems. The cases also
demonstrated that the Indian people were sharing their
experiences of the traditional system with the nurses.
Nurses in the three locations chosen for this study were
informed of this shopping behaviour by the patients
themselves. The Indian people were comfortable in utilizing
either system in their quest for successful treatment. It
was demonstrated that symptom relief obtained in one system
negated the need to procure services 1in the other health

care system.

_56-
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Cross referrals between the traditional healers and
nurses were also documented in this section ahd several
cases identified the respect and faith held by the nurses
with regards to the alternate healing system. A few nurses
acknowledged the effectiveness and efficaciousness of Indian

medicine.

I find that I would have no hesitation in dealing
with it [traditional healing practices] because I
come from a background where I know of traditional
healing. It's quite important to many people and
it generally workKs.

We had one lady here who used to have fainting
spells, and her family would bring her to the
nursing station and she would wake up about five
minutes after she got here and say, "I'm here
again. I told them not to bring me. I told them
it was a curse. There’'s nothing you can do. The
medicine lady told me that I had a curse on me for
two years. I would faint every month or more
often, and I could see every doctor in Thompson
and Winnipeg and they would never find anything
wrong with me. At the end of two years I will be
better." And she was right. How much of that is
her own psychological beliefs and how much of it
she has actually been hexed, I don’t Know. Their
medicine is very powerful.
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CASE 1

There was a Kid who was not responding to our
standard treatment for infected impetigo. And you

Know, we had done <clox I[cloxacillin, an
antibiotic] and the whole bit and it seemed to get
worse. And 1 was aware of [traditional healer]

and I said to the mother, maybe [traditional
healer] could help you with this. Maybe he’s got
something that we don’t have. And, do you Know,
he did. I went there two days later. This healer
had taken the child’'s hair off and covered his
head in what I thought was axle grease and just
left the Kid. And whatever it was, after about a
week the impetigo had gone. It had cleared up.
His skin was absolutely clear and his hair was
growing again. But, I never had the presence of
mind then, because I didn't Kknow him well enough
to ask him what he used.

The nurse is this case was also invited to the traditional
healer’s residence to view his collection of herbs, roots,
and medicines. A sincere interest and appreciation of the
alternate health system was displayed by this particular
nurse. This nurse expressed that she had no difficulty in
collaborating with the 1local healers and in fact had

collaborated with them on several occasions.

CASE 2

There was a man suffering from very severe
headaches for quite a long time and had everything
done in Thompson and Winnipeg, including a CAT
scan and nothing was found at all. We never saw
him in complete distress the other people saw him
in. We would get a telephone call that he was
rolling on the floor in pain. So we would say,
bring him in. When he got up here, he just sat
and looked at us. After the CAT scan when he was
sent back here, we tried to explain to him that
nothing has been found and he put in a request to
see a traditional healer. We told him to go ahead
and make the arrangements through the routine way.
And then he came up to see me a couple of days
later requesting repeat of the pilis the Dr. in
Thompson had given him, While 1 was doing that,
his niece mentioned that his neck was very painful
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as well,. And when I examined him, the muscles
from his neck up into the back of his head were
rigid. 1 started him on Robaxin [muscle relaxant]
and the headache disappeared, and he cancelled his
request for a medicine man and was very happy.

CASE 3

We had a Tlady who told me once that the medicine
man gave her something for her menopause symptoms.
She received relief from her symptoms for about
two months. I said that she should go to him
then, instead of taking these drugs that who Kknows
what they are doing to you.

Case 2 demonstrated that symptom relief obtained in one
health system negated the need for further treatment in the
alternate system. In Cases 3 and 4, the patients shared
with the nurses, the fact that they were utilizing both
health care systems. The nurses accepted this behaviour and
encouraged the patients to utilize whichever system provided
the greatest relief for their health problems. Both of
these nurses were active in direct patient referrals to

traditional healers.

CASE 4

Like people will come to me and say, "The medicine
man helped me with this!" So I say, well go to
him again...because I don’t know. I believe like
a lot of them, for months on end, they are fine
with what he has given them. And then they come
here and want to try ours again. The odd one will
do that and I'11 say, well if it worked and you
believe it works, then go. I don’t always believe
in our medicine either.
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CASE 5

We had a man who was dying here this July and his
son was really not prepared for this at all. He
had terminal cancer and it went very fast. So
right away they went to a traditional healer. The
son came here one day and he said, "You are not
helping my dad at all." And I said, you Knew
right from the start that he refused treatment for
a long time and on and on like this and he said,
"Well 1I've gone to the medicine man and he’s
telling me what to do." Something about a crow
eating a crow and it drives out the spirits or
something. I said to him, go try it but don't
have your hopes up. He did it and he said his dad
felt better, but within a week his dad had died.

The next case 1involved a young boy aged 15 who was brought
to the nursing station in an unresponsive state. The nurses
and family contacted the medicine woman and had her brought
to the nursing station to assist with the patient. The
nurses recognized that the treatment for this patient was
within the realm of the traditional healer.

CASE 6

The child, he’s 15, was brought in unconscious and
unresponsive, although he would react to extremely
painful stimuli. And he was unconscious for about
two hours and the family Kept phoning us and
saying, "Has he got a pink ribbon on his arm?",
and "Has he got a red ribbon around his neck?".
And all this stuff. It was about this time that I
began to twitch that there was something going on
that wasn’t supposed to be. It took about an hour
for the family to get in. And they wouldn’t
really talk about it, but one brother told me that
there was nothing we could do for him. He said it
was out of our hands. I said, "Is he in the hands
of the medicine lady or the medicine man?" And he

said, "Something evil has happened to him", and
that’'s all he would say. We eventually got the
medicine lady who came in to talk to him. The

family felt that someone had put a hex on him.
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One of the nurses identified this medicine woman as a
professional and advocated a collaborative approach in
assisting clients and patients with their health care needs.
The medicine woman’s skills and abilities were acknowledged
and praised by this particular nurse. The adjectives used
by the nurse to describe the medicine woman were
"sophisticated" and "professional”. This nurse also
identified a need to communicate with the traditional
healers.

She [medicine woman] came here to the nursing

station and saw the patient and decided that he

would need many more treatments. We have a good

medicine lady here. She’s sophisticated enough to

work with the nurses. You almost feel that you

are dealing with a professional. What I did also

too, the first day I saw her in the station, I got

one of CHRs and told her that I wanted her to know

that I recognized her profession also, and I know

we both are doing the same thing. And I hoped we

would be able to work together. They need to

understand we recognize that they have abilities

and skills too.
The next case illustrated a positive health outcome
resulting from a combination of the two health care systems.
The medicine man supported the findings of the nurses and
helped the patient and family to accept the dominant health
care system’'s diagnosis and treatment. The traditional
healer in this instance was an asset to the dominant health
care system and the two systems worked harmoniously and
compiemented each other. The dominant health care system
was unable to provide relief for the patient and therefore
consultation with the traditional healer was initiated by

the patient’s family.
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CASE 7

We had a young girl 12 vyears old who was coming
into the station continuously with chest pain and
many other things. We examined her completely and
couldn’t find anything. We sent her into Dr.
[ Thompson physician] who examined her from head to
toe, including total body x-rays because she had

aches everywhere. He couldn’t find anything at
all. We decided in collaboration that she was
probably just trying to avoid school. As a

prenote, the problem started when she started to
menstruate for the first time out on the trapline.
For a lot of girls its a big shock, but starting
fo menstruate out on the trapline was probably
-quite a shock to her. Her family decided that if
we weren’t going to do anything for her, they were
going to take her to a medicine man in [location].
The medicine man told her that it was all in her
head, and that she should pull herself together
and start helping other people and forgetting
herself, and that was a direct quote from her
uncle who had been told by her father or mother.
We hadn’t referred her because it had never
occurred to me to do so in this particular case,
but it did work out. Everything the medicine man
said supported what we had already said.

Case 8 demonstrated a negative result of an interaction
with a traditional healer. This was the only negative

intervention discussed by the nurses interviewed.

CASE 8
We had a very famous medicine man from Alberta,
and he was here for a week 1in July. And to a
certain extent, he did a 1ot of damage in that

anyone who goes to the medicine man is not allowed
to use the white man’s medicine, while they are
seeing him. But we had a few people here who are
quite hypertensive and on apresoline and things
Tike that, that should not be stopped dead. And
we had one patient who went to see the Indian
medicine man who told him to stop all his
medication...like now. If he does not feel better
in one weeK, he's to come back to the nursing
station. So in that way he did refer him back to
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us if his medicine didn’'t work. But by the time
he did come back, his blood pressure was in the
clouds. In fact, we had to send him out to
Thompson.

The traditional healer requested the patient to consult with
the nurses should he not feel better within a week. This
situation could have escalated into a most serious scenario,
with the patient’s health and possibly 1life placed in
jeopardy. Informing the traditional healer about the
potency of this particular drug could have possibly enabled
a different treatment regime to be initiated. The patient
could have been monitored by the nursing staff and
appropriate interventions initiated prior fo a crisis
situation. The importance of dialogue between the
traditional healers and the nurses becomes clear. The
Indian people are utilizing both health systems and one
health system cannot ignore nor deny the presence of the
other system. The Indian health system 1is not going to
disappear. A complimentary approach between the two systems
would benefit the Indian people, who are the utilizers of

the systems, and for whose presence the two systems exist.

5.1 EXAMPLES OF TRADITIONAL CURES

Several of the traditional healers shared particular cures
for specific health disorders. Not all of the cures will be
presented out of respect for the healers and the trust they

displayed to the investigator.
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Dreams and Cures
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One traditional healer was identified as a dream interpreter

based on the analysis of the following transcript.

This

through the dominant health care system.

Sometimes in a dream you know, maybe your mother
or maybe your father, or one of your relatives did
something that falls on you. And you get sick on
that. And you go to the nursing station and you
go to the doctor and nothing, nothing helps you.
But if you go to the medicine man, he will know
how this happened to you. I'"T1 tell you about
myself. Poor dJoe's wife, she was 1iving here.
She had a 1ot of children you know. And, she was
choking every time. She got sick on that for many
years. She went to the hospital, she went to the
doctor. She went to everybody she could think of.
So one day, I guess she was pretty sick and maybe
someone told her something about me...so she asked

me to come over. She says that she couldn’t
breathe. So I said, OK. The first what I'11 do
is I'11 give you some snow. And I went out and

took a cup and put the snow in there. [ put it on
a white cloth. It's got to be sacred. So I put
it there, let it melt until it's melted. And you
won't find too much water in there...but you drink
that. She says OK. She drank that and the next

morning I went and seen her. And I told her in a
dream that in the past her .father, they were
Keeping an old guy, an old, old man. And I guess

they were tired of that old man...that old guy.
Took a string and choked that old man and put him
in a pit. That's where they put the old man you
see, but he wasn’t dead yet. He was still wearing
that string. That's in the past before the laws
came around. So I told the old lady...that’s what
I see. I can see a man wrapped up in a tarp. So
one of their people that was living at the time,
they heard about it, and once somebody tells you
about it, you know, that person cures right at the
same time. I told her the next time if you’'re
like that. you' 11 be gone for good. You can only
do that once to a person. That's it. That's what
I done.

client initially sought relief from her symptoms

proved to be ineffective, she contacted this healer

When this strategy

who
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. offered her relief. The client was comfortable in utilizing
both health care systems in her search for symptom relief.
This pattern repeatedly surfaced in the data. The fact that
Indian people are utilizing both health systems lends
credibility to the recommendation of collaborative and/or

complimentary efforts between the two systems.

5.1.2 Seneca Root

This next Elder was Keen on educating the nurses about
Indian medicine itself. He felt that by identifying the
medicines, the nurses would utilize them. His rationale was
that the Indian medicine would offer relief to the patients
-more quickly then the White medicine, and therefore the
nurses would logically make use of the Indian medicine.

Maybe if they Know about these medicines...what
the people are using...that the Elders are helping

this man to get well faster than what the nurses
are giving. I think they should have the right to

Know what it looks like, what it is...Like using
seneca root. You take this seneca root here in
the north in the water. You see, you pull it out,
and then you wash it. It's got lots of little

legs, but you scrape these out and just keep the
root. And then dry it up. That thing will never
spoil. You can use it and Keep it all winter.
You can use it, it doesn’t matter how hard it is.
You can pound it into a powder and use
that...drink it. And there’'s other kinds of herbs
that they use that you can put in your tea.
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5.2 CONCLUSION

It was evident from the data collected that serveral
nurses were in direct contact with various members of the
traditional health care system. It should be noted that
this contact resulted from a personal interest and
appreciation of the traditional healing system on the part
of the nurse, and not as a result of official Medical

Services policy.

Nurses who demonstrated an interest and appreciation for
the traditional healing system were entrusted with
information related to the non-formal health care system.
The case studies identified the use of both health care
systems by the Indian people. This behaviour has
significant ramifications for health care providers active
in the care and treatment of Indian clients. Denying the
potency of the traditional health care system undermines any
attempts by the Native People to develop and preserve their
own health care modes. The utilization of both health care
systems by the Indian people supports the need for
recognition of the non-formal health care system and indeed,
supports the need for integrafive approaches to the

provision of native health care.



Chapter VI
FIELD INTERVIEWS WITH INDIAN ELDERS

6.1 INTRODUCTION

Data for Phase 1 (Field interviews with nurses and
Elders) were collected through semi-structured, face to face
interviews conducted in three northern  Manitoban
communities. The actual location of the Indian reservations
remain unidentified to protect the anonymity of the research
subjects and communities. The reservations were chosen as a
result of information provided by reliable Indian informants
who identified the communities as being active in

traditional Indian medicine.

The Chiefs and Councils were requested by the
investigator to identify three to four Elders 1in their
communities. This judgment sampling of Eiders served as a
consultant group and it is not known whether the small
number of Elders from each of the reserves constituted a

significant sample of the Elder population.

Of the thirteen Elders identified by the Chiefs and
Councils, one was a medicine woman, four Elders were
medicine men, and one Elder was identified as a dream

interpreter after the interview. The remaining seven
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research subjects did not identify themselves as healers,
nor did they offer information which would allow this status
to be ascribed. Translator services were required for eight
of the Elder interviews and each community provided their
own translator. Four of the Elders did not consent to have
their conversations tape-recorded and bhand written field

notes were made at these interviews.

6.2 SOCIAL ROLE AND FUNCTION OF THE ELDERS

Nine Elders replied that their people consulted them for
help. The word "help" was not defined for the Elders. It
was offered undefined in the interview question to enable
the Elders to identify how they interpreted this word. The
following examples illustrate the type of assistance or help

the Elders were offering to their people.

6.2.1 Counselling

Everyday people come to her for help. She gives
counselling to people in regards to alcohol and
abuse of solvents.

Yeah...and I'm trying to counsel them and tell
them what they should do.

6.2.2 Indian Medicine

They come mostly for medicine.
A ot come for help and Indian medicine.
A lot of people come to him for help. Sometimes

people come to him with Bell’s Palsy; he can treat
the people for that.



6.2.3

6.2.4

It

Sometimes a few people come to him for help and
for Indian medicine.

School Chi ldren

He says a lot of times he goes to Thompson in the
fall and he goes to the schools and they have a
program called Native Awareness WeeK. He attends
these workshops with the students. And he talks
about the past, and stories about the past, also
medicine and he shows the medicine, what they are
used for and what the purpose of the medicines
are.

Domestic Advice

He says the most people he helps is the people
that come to him. He helps them by ways of
talking to them so they can understand 1ife better
in the long run.

Yes, when they have family problems, they used to

come to me. And I used to try and help them some
way.
Like my children or somebody else. I talk to my

children when they have family trouble.

They come for advice about welfare and home-
makers. '

was interesting to note that the majority of
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the

Elders described a precise and well defined role in terms of

what

help they could offer to their people. Two major

themes emerged:

1. Counselling/Advice.

2. Historical Information/Perspective.
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6.2.5 Counselling/Advice

The young people of the community were identified as the

likely candidates for advice and counselling services. In
fact, the Elders seemed to address their interventions
specifically to the youth. Counselling in the schools was

mentioned by several Elders (N=3).

Oh yes...these young people, they need to have
some Kind of organization. Just lately they were
trying to have this young people’s group. They
should ask one of the Elders, or maybe three or
four Elders to counsel. To tell them how they
should be acting.

She can really give them advice if they come and
ask her for help.

They can give advice to children in the community
or in the schools. They used to do that. They
used to come and get the Eilders to go to the
school and help the children...but not anymore.
Now they never bother to ask for his advice.

He says he always talks to his children about
alcohol and alcoholism. The counsellors come here
and ask him to talk to the people about that.

There are some...who went into the school this
last year maybe half a dozen times...telling
stories about animals and our livelihood 1in the
past. I went. I helped them.

6.2.6 Historical Information

The Elders stated that they could let the people
(especially the children) know what things were like in the
past. Legends and folklore were also identified as
important subjects to be shared with the people.

She could tell them what the peoplie used to do
long ago...like how they used to live long ago.
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The only thing that the Elders can do is what they

have known in the past...what happened and how

they got along. There is little they can explain

except for domestic living. They can do that.

The Elders can give advice and they could also

tell them how they used to 1live and how they were

raised. There is a lot of difference now the way

the people are 1living compared to how the people

used to live. ‘

I myself as an Elder would be pleased to help the

people in the community with whatever I could do.

To go around and talk to the people and tell them

how they used to live a long time ago.
One Elder suggested that Elders could not assist the young
people. This Elder indicated that fundamental social
changes had taken place in his community, which
significantly limited his role and function.

Elders can’t do anything for young people. They

don’t take advice from the Elders. It's not like

long ago. Today he [the Elder] is still following

the advice he received from his parents and his

Elders.
The nurses in Phase I identified Elders as role models. The
Elders have also identified this function through their
interests in the youth of the community. Elders served as a
link to the past and were important sources of historical
information. The role of counsellor also received support
from the Elders. The nurse and Elder interviews offered
consistent and similar 1images of the role/function of
Elders. There appeared to be consensus of what roles
Elders could perform (nurse’s perspective), and what Elders

actually perform (Elder’s perspective).
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6.3 RESPECT FOR ELDERS BY THE INDIAN YOUTH

Seven Elders emphatically stated "yes", the young people
respected them. Two Elders said "some", while one Elder
identified that the youth did not have respect for the
Elders.

Well, some of the young people, they're playful
you Know. They don’t want to disrespect the
Elders, but they are playful. You might find an
odd one here and there that might not respect

anybody . On the whole they respect the older
people. :
Yes...quite a bit. [ can say this. There’'s very

few in fact that the...very few young people will
not show their respect to the Elders.

Yes...the young people have a lot of respect for
me.

No...I don’t think so she said. [Why?] They think
they Know everything.

6.4  IDENTIFICATION OF ELDERS

A11 of the Elders stated that it was important for the
nurses to Know who the Elders were in the community. The
reasons for disseminating this information were not as
distinct. Several Elders indicated that they could provide
the nurses with relevant community information.

Yes. She said it is very important for the Elders
to be Known, especially in [location], based on
their kKnow-how from back, from beyond, what they

have experienced in life.

Maybe they could give them advice or ask what
happened long ago.
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I guess...if the nurses knew the Elders, they
could tell them what they wused to do 1long
ago...she says this is the reason why they should
know the Elders.
Two other reasons offered included:

1. To decide who needs home-maker services.

2. Home visits by the nurses to make sure the
Elders are in good health.

6.5 INFORMING THE NURSES ABOUT MEDICINE PEOPLE

Nine Elders were asked whether it was a good thing to let

the nurses Know who the medicine men and women were in the

community. Of this number, eight stated that "yes", it was
good to inform the nurses. One Elder suggested that it was
not a good idea. The reasons for informing the nurses were

as follows:

1. Cross Referrals: If the patient was not getting
better then the nurse could refer him/her to the
traditional healer for treatment.

Well of course! The thing is you know,
sometimes you send a person to the nursing
station and they try their best to try and
cure that person. But there is something
wrong in there...in the human person. If
they can’t do nothin, they’ 11 send that
person back to the medicine man and that
medicine man may help somehow.

It would be nice if the nurses kKnow who the
medicine men and women are because if one
type of medicine didn’t work, then the
person could be referred to the other
healer. I refer people to the nurses. I
give roots and if it doesn’t work, go to
the nurses.
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It is important to know about these
medicine men and women in the community
because if there is something that the
nurse can’t cure, maybe Indian medicine can
help with the patient.
The concept of cross referrals was readily embraced by the
traditional healers/Elders. Combining the two health care
systems to the benefit of the patient was a sophisticated

proposal advocated by the Elders.

2. The Indian people have faith 1in, and are actively
utilizing the traditional healing system.

If a person if really sick, he can try the
nurse...the white man medicine with the
nurse first and if the nurse can’t cure
him, he can go to the Indian medicine.

Some people believe more 1in the Indian
medicine rather than the white man
medicine, especially the elderly.

It's good to let the nurses know who the
medicine men are to the nurses and even the

visiting doctor. [Why?] Because some of
the Native people prefer the Indian
medicine.

One traditional healer mentioned that the healers in his
community were frightened to share their identities because
of past retributions against the medicine man and the fear
of persecution was still present with this particular Elder.
Despite this fear, he encouraged the traditional healers to
inform the nurses as to their identities.

Well these people are scared to tell something

like that cause...long ago they used to get after

them. Put them in jail...That's why they are
scared to say they are medicine people. They
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should tell though, maybe it could help some other
people.

One Elder stated that the nurses should confine themselves
to their matters, and the healers would do the same. This
was the only Elder who identified that no communication or
sharing should take place between the two health care
systems.
He doesn’'t think it's a good thing to let the
nurses kKnow who the medicine man is. [Why?] It's

his business, if he want to treat the patients.
It's his business and the nurse can do his own.

6.6 COMBINING INDIAN AND WHITE-MAN MEDICINE

The question, "Would a combination of Indian and White
medicine be a good or bad thing", was posed to eleven of the
Elders. Of that number, nine stated that the medicines

could definitely not be combined.

Ne, it's not good. I guess the Indian medicine
man asks if you are using the white man’s medicine
and if the patient says yes, he won’'t wuse the

Indian medicine. You have to wait for three days.

No, it’'s not good to combine both Indian and White
medicine at the same time. Because Indian
medicine can help. If the person combines the two
types of medicine, they will get sickK. They will
get worse.

The possible consequences of combining the medicines ranged
from inactivating the Indian medicine to death of the
patient.

Well, that's one thing that you can’t make it go

together. It's got to be parallel lines like.
When you are taking pills and somebody asks you to
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give me Indian medicine...that won’'t work for a
while unless you stop taking them pills or the
White man’s medicine. But if you just take the
Indian medicine for a few days or a couple of
times, you start to feel a little different. But
you can’t use them at the same time, you Know.
They can go wrong. They can damage the person,
they can Kill a person even. It's got to be a
little separate, a little bit.

No...you can’t combine the two together. Because
if you take the White man’s medicine and the
Indian medicine, the Indian medicine won’t work.
You can’t combine the two together.

It’s no good to combine the Indian and white man’s

medicine. If you use the White man medicine with
the Indian medicine, the Indian medicine won’'t
work.

Two traditional healers stated that a mixture of the two
medicines was allowed, as long as the White medicine was not
potent. They maintained however, that caution was needed
and they were not entirely sure of the consequences.
Basically she says she sort of wonders about that
because she takes aspirin and other things, but
she doesn’t know about a higher quantity of White
medicine. She doesn’t really encounter that
status yet...but in a way...it's basically either.
You take one or not.

Ginger root...that doesn’t harm anybody. If you

are sweating you Know. And if you haven’'t got
nothin else. If you take that...in hot water,
tea, or anything hot, then you will be fine. No
matter if you have used...ah...some Kind of
medicine or pills...that won’t hurt you. Some of
these very odd things can match a 1little bit
together.

Some of the White-man medicine was acknowledged as being

effective by the Elders.

Not all White man medicine is bad. Some work good
and some work bad...the White medicine way.
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If you know how to use the Indian medicine, it
will work better than the White man medicine, but
some White man medicine works better than Indian
medicine.

Two of the Elders stated that Indian medicine was better for

n u

certain disorders. For example, ear and "throat"

infections were identified as being more treatable with
Indian medicine. It was the investigator’s work experience
that chronic ear infections and throat infections were very
common among Indian clients in the north. Repeated visits
to the nursing station to receive a pot-pourri of
medications may contribute to the view that White medicine
is somewhat ineffective for certain disorders.

There are some diseases that Indian medicine is

better for the people to use. Elders Know that

it's better for them to use this Indian medicine

than asking the nurse for medicine.

She says, from her point of view, a lot of nurses

have come to her. A lot of people.want this

Indian medicine because some of the younger

generation such as Kids, you know, the nurses come

with them on the basis of they cannot

cure...sometimes the teeth, the ears, and the

throat and this 1is where a 1ot of referrals come
to her.

6.7 HOW A NURSE SHOULD ASK ELDERS FOR HELP

The Elders defined a specific process in requesting help
from them.
I guess the nurse calls the Elders to the nursing
station and asks them for advice or something.
Well they have to...ask the Elder to come to the

nursing station and explain over there. The nurse
won't go and ask the Eider at his home. If the
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Elders are asked to go to the station, they would

probably go.
Opening up the lines of communication between nurses and
Elders was identified as an important strategy and a
prerequisite in order for collaborative efforts to
transpire.

Well, they should start talkin together like this,

you Know. Like...to work more closely together

and to know what your ideas are. It's the only

way they can work together is to communicate.

A nurse should talk to an Elder so he or she could

give advice to whoever the nurse wants the Elder

to see.

The necessity of ongoing and active communication with the

nurses was established through the Elder interviews.

6.8 WHY SOME NURSES ASK FOR HELP

The question, "Why do some nurses ask Elders for help and
some do not?" was employed to elicit from the Elders their
perspectives on why some nurses approach them for
assistance. One Elder interpreted this question in relation
to her line of work, healing.

She feels that some of the patients are referred
to her because some of the illnesses that go
around, they [the nurses] don’t know about. They
don’t know how to treat the patient and that’s why
they are referred to her.
This medicine lady indicated that nurses asked her for
assistance because of their inability to treat certain

disorders. Patients were referred to her because she was

able to treat them.



79

Several Phase I nurses (N=3) identified that the Elder’s
attitude towards them affected the collaborative process. A
parallel situation existed with the Elders, where a negative
attitude held by the nurses was viewed as 1inhibiting the

collaborative or interactive process.

Some of these nurses are not really interested,

you Know. They are too proud to be with you. A
little too high...because you are an Indian and
you don’'t know nothin. They know too much.
That's why they don't want you to tell them
anything.

Some of these nurses think that they Know
everything and they don’t need Elders. But some
don’ t. Some depend on people and these nurses

that depend on people and ask them for help, the
people turns around and likes the nurse.

This latter Elder identified that nurses who seek assistance
from the local people are embraced and more readily accepted
by the community members. By asking for help, the nurses
were viewed positively and as possessing an interest and

concern for the information that the Elders had to offer.

It should be noted that seven of the Elders were unable
to provide an answer, either through misunderstanding of the

question or because they did not care to comment.

6.9 NURSES REQUESTS FOR ASSISTANCE

Of the eleven Elders who were asked whether the nurses
ever requested help with some of their patients, ten stated

no". The Elders commented that some of the nurses had at

one time asked them questions about Indian medicine.
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The nurses have only asked her to show them the.
Indian medicine.

They asked her once when she was in the
hospital... the nurses asked her how the Indian
medicine worked.
Two Elders stated that they were asked for help long ago by
the nurses. The nurses asked one Elder for assistance with
maternity patients. This Elder was probably one of the
community midwives.
Well...in my younger days I used to help them

deliver babies ah...for I don’t know for how many
years. I volunteered for that.

She said a long time ago the nurses used to come
around and ask her for help. But now...they don’t
even bother.
Nurses who do not rely on the local people for assistance
(of any Kind) were viewed by the Elders as being "too

proud", or "too high", to request their advice or

assistance.

6.10 SUMMARY AND CONCLUSION

The field interviews with the Indian Elders yielded rich
and valuable data. Included in this data was the
identification of the social role and function of Elders.

The research subjects suggested the following Elder roles:

1. Counsellors/Advisors: The Elders were frequently
contacted to provide counselling and advice 1o

various members of the community. Those members who
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were benefiting from this Elder role included:
school children, families (domestic advice) and the
youth of the community. Elders were active in their
communities in terms of providing counselling/advice
to community members.

2. Guardians of Historical Information/Perspectives:
The Elders identified themselves as sources of
historical information. They were providing their
people (especially the children within the school
setting) with important cultural information.
Legends and folklore were identified as areas where
the Elders could provide specific cultural
information. Elders served as a primary 1ink to the
past and offered their people valuable knowledge
related to the preservation of culture and survival
of the Indian people.

3. Providers of Indian Medicine: Several (46%) of the
Elders identified themselves as healers and were
active in the provision of direct patient/client
health care. Members of the Indian communities were

seeking health care from many of their Elders.

It was suggested that nurses need to Know who the Elders
are 1in their communities. Moreover, the Elders highly
supported informing the nurses as to the identities of those
Elders who were healers. The sophisticated concept of

cross-referrals was identified by the Elders as one reason
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for informing the nurses about the community healers. The
Elders readily embraced and supported this concept and
proposed that clients/patients who did not receive relief
from their symptoms in the dominant health care system would
benefit from consultation with traditional healers. The
nurses could refer clients to the community healers when

warranted.

Identifying community healers to the nurses received
support becausé Indian people have faith in and are actively
utilizing the traditional healing system. The Elders
identified that many of their people made use of both health
care systems. The effectiveness of Indian medicine,
specifically 1in relation to ear and throat infections

received support from the Elders/healers.

The combination of Indian and White man medicine was not
supported by the majority of the Elders. The possible
consequences of combining the medicines ranged from
inactivating the Indian medicine to death of the patient.
Two healers stated that a mixture of the two medicines was
allowed, as long the White medicine was not overly potent.
They maintained however, that caution was needed as well as

thorough consultation with the healers.

The Elders identified a specific process in terms of
nurses requesting help from them. Nurses were advised to

contact the Elder 1in his/her home and then ask this
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individual to come to the nursing station/health centre and
possibly assist with the patient/client. The initiation of
communication as well as active and ongoing communicatfon
between nurses and Elders was suggested as an important
strategy and a prerequisite in order for collaborative
efforts to transpire. The Elders recommended that nurses

should work more closely with them.

It was noted that none of the Elders had been asked for
help or assistance by the nurses. Two of the Elders were
asked for help by the nurses a 1long time ago. It was

identified that nurses who sought assistance from the local

people were more readily accepted by the Elders and members

of the community. Nurses who did not request advice or

information from the Elders were viewed as not being really
interested in the community and as being "too proud”, or

"too high".

It is suggested that nurses who request assistance or
information from the Elders will be perceived as possessing
a positive attitude and interest towards the community. The
potential benefits of this action should not be
underestimated. A sincere interest and concern for Elder
input may serve to enhance positive attitudes with the
Elders. It may prove to be most valuable for nurses to meet
with the community Elders and seek information/advice where
appropriate. This is an important recommendation if nurses

are relying solely upon the information received from the
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CHR. It is recommended that nurses do not limit themselves

to the CHR

in terms of obtaining community information.

(@]



Chapter VII

FIELD INTERVIEWS WITH MEDICAL SERVICES NURSES:
CONTENT ANALYSIS

7.1 INTRODUCTION

Medical Services nurses (N=10) stationed in the three
Indian communities gave their consent to participate in the
study. Although the sample size was small, the 10 nurses
interviewed represented approximately 15% of the total
target population within the province of Manitoba. Three
nurses held a "Nurse-In-Charge" position, and the remaining
seven nurses were field nurses. Table 7.1 gives a summary

of demographic data on these health professionals.
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Phase I Nurses:

Table 7.1

Demographic Datax*
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Grew Up In Canada| Education

Time In Community

Yes B Hospital 6 0-1 month 1
No 3 BN/BScN 3 2-6 months 5
13-18 months 1
> 2 years 2
Transcultural Aware of Speak Age
Exposure Traditional Cree
Medicine
Yes 4 Yes 7 No Words 3 18-25 5
No 5 No 2 Few Phrases 6 26-35 2
46-55 1
55+ 1

*0One nurse did not complete the data sheet.

The majority of

all were Canadian

citizens.

the nurses (66%)

grew up

Hospital

educated

in Canada and

nurses

constituted the majority (66%), while baccalaureate educated

nurses were in the minority (33%).

rate became evident

when the length of time

been in the community was examined:

been in their communities
interviews. Only two nurses were

longer than 18 months.

2-6 months

The high nurse-turnover

the nurses had

55% of the nurses had

at the time of

the

stationed in a community

Almost all of the nurses (77%) were
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aware of 1traditional Indian healing practices within their
communitfies. The majority of the nurses were between the
ages of 18-25 and approximately 77% of the nurses were under

the age of 35.

7.2 UNDERSTANDING OF TRANSCULTURAL CONCEPTS

Six of the ten nurses had been exposed to transcultural
nursing concepts as part of their basic nursing education.
The remaining four nurses who were not exposed to this
subject, had received their basic education within a
hospital diploma program. The nurses possessed a fairly
refined and sophisticated outlook on the subject of

transcultural nursing.

When you are nursing, you have to think these
people are from a different culture and they have
a different way of life. You don’t automatically

give them orders to g¢go home and have a bath.
These people don’'t have running water and they
don’t have a bathtub. You have to think about
things 1like that. Their outlook on health is
important. You have to think of their culture
when you are treating them.

Trying to understand, absorb and use their own
methods and understanding of healing to put across
our modern day methods rather than trying to force
them on them...because this is how we do it.

Everybody’'s culture and their expectations of
medicine and anything to do with health is
different everywhere you go. You always have to
possess an open mind.
The difficulties involved in the application of
transcultural nursing principles was identified by one

nurse.
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" That’'s not an easy thing for nurses to perform.
Especially when they don'’t have a very good
understanding of the culture or especially if they
[the nurses] have biases and are not able to deal
with them. There is a lot of misunderstanding in
nursing.
It is worth noting that all foreign educated nurses
possessed some  understanding of transcultural nursing
concepts. These nurses attributed their knowledge to
workKing in communities and hospitals with a diversity of
ethnic peoples.

I trained in England. In the area I trained in,
there was a large black population.

I was trained in England and we had quite a
cosmopolitan population so therefore we had to
understand the Italian people, the Indian people,
we had to understand the English, we had to
understand the West-Indian...

Transcultural concepts and principles offered to nurses
within the educational setting exposes them to basic ideas
about nursing clients who may possess modes of health care
different from the dominant health care system. Exposure to
these concepts and principles is fundamental 1in fostering

cultural sensitivity in terms of health care delivery

practices.

7.3  ADEQUACY OF INFORMATION: INDIAN CULTURE

A1l of the nurses (N=10) stated that information about
Indian culture offered prior to working with the Indian
people was inadequate. A booklet on Indian culture,

produced by Medical Services Branch (in consultation with
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anthropologists) was identified by the majority of nurses as
somewhat helpful.

They [Medical Services] touched on it [Native

Culture]. They have booklets on it, that try and

give you some sort of insight into how the native

people think. I personally don’t think that it

was adequate for me.

They [Medical Services] emphasized good things

about the job but they didn’t tell us a lot about

the people. They gave us a booklet on Native

people.

We were given, through orientation, a booklet

about the Indians and that was quite good.
Several of the nurses also identified that they learned more
about the Indian people once they arrived and settled into
the community. This practice in the Canadian north was
documented by Hodgson, (1980) and has been identified as an
-unacceptable method of learning about a culture (Leininger,
1976) .

Even here...I had to find out myself about the

people. I'm finding out about the culture myself,

day by day I'm finding out things.

You learn a lot when you get out and are working
with the people.

Medical Services did try but I find that you learn

it all when you get here. When we had main

orientation though, they had two separate

speakers, one in Winnipeg, and one in Thompson and

they were good but, 1 didn’t learn as much from

them as I did after I got here.
It is reasonable to postulate that many nurses will find
themselves transgressing cultural norms and experiencing
difficulties in their communities without an adequate

understanding of the Indian culture. This could possibly
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lead to strained relations between the nu;se and his/her
community. It is ajso interesting to note the consensus
regarding the inadequacy of the cultural orientation for the
nurses. A1l of the nurses remarked that they would have
benefited from a more indepth and detailed orientation to
Indian culture. Cultural information provided to the nurses
prior to their arrival and throughout their stay in the
Indian communities would be of benefit to the nurses and

ultimately to their Indian clients/patients.

7.4  ADEQUACY OF INFORMATION: ELDERS/TRADITIONAL HEALERS

Six of the nurses indicated that the information received
about Elders/traditional healers was not adequate, while one
nurse stated that the information was adequate.

That was one thing they did talk about at the
Medical Services orientation. A bit about the
Elders and a respect that people have for them and
about the traditional healers. They did talk
about them some. They did give me a bit of an
understanding about them.
It was nhever mentioned by anyone. . .Medical
Services or the Band. Neither party gave
information.
This Tlatter comment was rather poignant. The nurse
identified that the responsibiiity for sharing information
about Indian culture (ie. Elders/ Traditional Healers) did
not rest solely upon the shoulders of Medical Services. She
identified that the Indian Bands should assume part of the

responsibility for orienting nurses to their communities.
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Not all nurses would be receptive to this information, but
it would be invaluable to those nurses who are interested in
and appreciative of the alternate health care system.
Ultimately, it is the patients who would benefit from nurses

possessing this type of Knowledge.

7.5 IDENTIFICATION OF ELDERS

The majority of the nurses (77%) acknowledged that the
Elders had not been formally identified to them and most of
them discovered who the Elders were through their clinical
practice. That 1is, the Elders would identify themselves
while recéiving treatment from the nurses. Table 7.2 lists
the Key informants involved 1in the identification of the

Elders to the nurses.

Table 7.2

Elder Informants For Phase I Nurses

1. Nurses discovered the Elders through 60%
their work.

2. Home visits 20%

3. Station support staff 20%
(Clerk, CHR)

4, Religious/Community gatherings 10%

5. Band Counsellor 10%

6. Other nurses 10%

(N=10)
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A1l of the nurses indicated that no formal mechanism for
Elder identification existed within their communities and
discovery of who the Elders were occurred primarily by
chance. This had serious implications in terms
collaborative efforts between the nurses and the Elders.
Several nurses identified that their ability to initiate
referrals for patient counselling was impeded by not Knowing
who the Elders were, and not Kknowing the Elders beyond a
nurse-patient relationship. The fact that the Elders were
not formally identified also had serious implications in
terms of the nurses knowing who some of the unofficial power
brokers were in their community. While not all Elders are
powerful, the literature does suggest that Elders are
usually highly respected, and can be influential persons
within Indian communities. The deve lopment of a
professional and personal relationship with the Elders would
be to the advantage of the nurses and support from the
Elders could prove to be most valuable to the nurses. For
example, certain public health programs may be more
effective with the backing of the Elders. The need for
closer communication and the formal recognition of
traditional healing systems by the dominant health care

system was reinforced by the data collected during Phase 1I.
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7.6  NURSE PERCEPTIONS OF ELDER ROLE AND FUNCTION

Several nurses identified Elders as resource persons who
possessed an awareness and sensitivity of the client's
social situation. One nurse was particularly insightful.

They [Elders] should be considered an asset
because very often we don’t have counsellors as
such, or we don’t have psychologists, or we don't
have different people to give the patients
counselling. We give the nursing treatment and
they could provide the psychological support
because they have the Know-how. They have the
understanding of the people better than we do. We
are an outsider coming in, whereas they are from
the inside and they know exactly how the people
think and how they work.

Two other nurses echoed the same belief.

You treat the patients medically, and you don’t
think of referring them to an Elder. I find that
some people you come across just need an older
person to talk to. This Elder would Kknow their
living situation. Many of the people have anxiety
and an Elder would be the better person to talk
to. No one has ever suggested this to me.

Instead of coming to a nurse, a total stranger,
they could speak to an Elder who has lived in the
community, and Knows how the community works and

could speak to them about it. I know of a couple
of patients that are having really high anxiety
levels. An Elder would probably be a better

person for them to talk to than, say, referring
them out to the city to a physician.

The nurses identified the Elder as an individual who is
aware of the social situation of the community. One Nurse-
In-Charge informed the investigator that she had made
arrangements for three female Elders to assist at a pre-
natal workshop. The counselling and guidance role of the
Elders was seen as valuable in the nurses attempts to

encourage breastfeeding within the community.
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Well, for example, the ladies [Elders] that we had
in for the pre-natal workshop. They told us what
it was 1like when they were young and when they
were pre-natals. They really encouraged the young
pre-natals, especially the young girls to eat
nutritiously because now the food was available
whereas it wasn‘'t available when they were
younger . They really pushed breastfeeding as
opposed to bottle feeding and acknowledged the
good things about modern 1life as well as the good
things about traditional life...a balance.
This was an excellent example of a successful collaborative
effort between the nursing personnel and the Elders. The
Elders were viewed as health resource persons and were
invited to participate 1in the pre-natal workshops. The
nurses were able to advocate a specific health practice
(breastfeeding) through the involvement and participation of
the Elders. The exact outcome of these efforts was not
assessed at the time of the interview, but the NIC stated
that the workshop was a success, stressing that the Eiders

offered valuable support.

One nurse identified diet counselling as a possible

service which Qould be offered by the Elders.

Oh maybe diet counselling. A1l the problems
Indians are encountering now are because of
adaptation to the western diet. With their own

natural diet, they have no diabetes and very few
heart problems. I think that I might send someone

for counselling with a diabetic diet. I would
1ike to make sure that the Elder understood what
we were doing and why. Since I don’t know any of

them, it is a little difficult to see whether or
not they would understand what I was aiming at.

Again, the situation where the Elders had not been
identified to the nurse was a factor Timiting the

collaborative or interactive process. The absence of
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communication and/or the existing inadequate communication
between the nurses and the Elders made it difficult for
either party to collaborate to any meaningful degree. The
element of trust arises. Whether or not the Elder is
perceived as trustworthy by the nurse-professional will
certainly affect the quality of information exchanged. A
lack of communication may prevent this element of trust from

developing.
The nurses also perceived the following Elder functions:

1. Role Models: Several nurses identified that Elders
were role models and that the Indian people could
learn from their ways.

This Elder is a role model and he is very
proud of his people. He teaches them lots
of things and the people respect him a lot.
This Elder 1is an encouraging type person
for his people.

2. Link With The Past: Nurses identified that the
Elders possessed historical information and
Know ledge. The Elders were seen as valuable sources

of historical and cultural information.

The Eiders that we had in for the prenatal
workshop told us what it was like when they
were young and when they were prenatals.
What the situation was like then as opposed
to what it is like now.

It would help a lot if the Elders were
willing to impart some of their knowledge
with us. I think that would help a lot.

3. Community Problem Solving: Elders were also seen as

problem solvers at the community level. The nurses
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advocated that Elders should be consulted by their
communities in attempts to address some of the social
probliems. It was the investigator’s experience that
Elders were actively involved in the development of
solutions to many community problems. They were
consulted by the Chiefs and Councils for information,
guidance and direction.

The Elders could help with problems in the
community. There’'s a lot of counselling

that needs to be done. The Elders would be
of benefit to a 1ot of the people.

7.7 REFERRAL OF PATIENTS/CLIENTS 10 ELDERS

Nine of the ten nurses stated that they had not referred
patients/clients directly to an Indian Elder for counselling
purposes. This statistic needs to be scrutinized in light
of the fact that six out of the ten nurses identified that
they would not encounter any difficulties initiating a
client referral to an Indian Elder for counselling purposes.
A discrepancy existed then, between perceiving no
difficulties in initiating the client referrals and actually
following through and implementing the referral. The
absence of Elders/traditional healers within the official
health care system; the communication difficulties; the
~absence of Medical Services policy encouraging active
collaboration between field staff and the traditional health
care system; the authority and influence of the NIC upon

junior nursing staff; and the lack of identification of the
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Elders are suggested as possible reasons for this existing
situation. Most of the nurses indicated a willingness to
refer patients to an Elder should a situation necessitate
such a referral. The dominant health care system does not
appear to formally support nor encourage nurses with

collaborative and interactive efforts.

7.8 PERCEIVED DIFFICULTIES IN CLIENT REFERRALS TO ELDERS

Four of the ten nurses identified problems if they wanted
to initiate a referral to an Indian Elder for client
counselling. The nurses suggested the following factors

contributed to collaborative difficulties:

1. The Elders were not formally identified to the
nurses.

2. 1f the patient was a minor, then family consent would
be needed.

3. Communication difficulties such as a lack of
understanding of Cree on the part of the nurses, and
a lack of understanding of English on the part of the
Elders was identified.

4. The actual referral procedure was identified as
uncliear.

5. Acceptance of the Elder by the patient was identified

as a possible difficulty.
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None of the nurses identified any problems with Medical
Services policy. In fact, Medical Services does not possess
a policy which actively encourages or enhances a
collaborative or interactive approach between nurses and
Elders/traditional healers. It is suggested that this area
of Indian health is not considered a priority by the
government. The nurses indicated that the decision for such
a referral would be through the Nurse-In-Charge (NIC). The
NIC would possess the authority, and the decision to refer a
patient would be a local concern. As one nurse stated,
I don't think there is any policy. We would just
go ahead and do it. We would go through our
Nurse-In-Charge.
The control for an Elder consult then, was with the Nurse-
In-Charge. The views held by the NIC had significant
repercussions for the junior nursing staff in terms of

collaboration and/or referrals.

7.9 PERCEIVED FACTORS HINDERING ELDER COLLABORATION
7.9.1 Attitudes

Three nurses identified that the Elder’'s attitude would
significantly affect collaboration. The nurses stated that
a positive attitude towards them was a prerequisite in order
for collaboration to transpire. A sense of Elder mistrust
on the part of fhe nurses was conveyed to the investigator.
The nurses were overtly concerned with how the Elders in

their communities perceived them, and the detection of a
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negative attitude towards the nurses was offered as

sufficient to cancel any collaborative or interactive

efforts. Elders possessing a negative attitude towards the
nurses were viewed as non-viable candidates for
collaboration. One nurse identified that a positive

attitude towards the Elders was also a prerequisite for
coliaborative efforts.

You Know, I think their attitude. Like if they
have a negative attitude about us.

I guess that would depend on the attitude of the
Elders; if they are willing to work alongside the
nurses and have respect for the nurses. We at the
same time, must have respect for them.

I think it would be their attitude and their
willingness to communicate with me.

7.9.2 Communication

The second ma jor theme identified dealt with
communication. Two nurses felt that a lack of communication
was a significant problem. The inability of some of the
Elders to converse in English was offered as a hindrance to
collaboration. The CHR was again used as an intermediary,

enabling the nurses and Elders to communicate.

7.9.3 Confidentiality

One nurse suggested the 1issue of confidentiality as a
factor. The nature of the patient’s referral would have an

impact on whether a referral was initiated. In essence, the
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issue of confidentiality is directly related to the working
relationship between the nurses and the Elders. The quality
of the relationship 1is affected by the intensity of the
communication taking place. It would be difficult and
perhaps unethical for nurses to entrust the care of a
patient to an Elder who is unknown to them. The necessity

of intimate communication cannot be underestimated.

7.9.4 Nursing Staff Support

Of particular interest was the perspective that attitudes
and practices of nurse cohorts influenced perceptions and
utilization of Elders and traditional healers. The views
and practices of the senior nurses were described as
influencing the practices and views of the junior nurses.

I think the peopie around you, the ones who you

are working with. I think that the views of the

other nurses might restrict vyou. If they didn’t

feel something was good, you would be hesitant to

do that particular thing. I've only been here a

month and they have been here longer and if they

think something is not a good idea, then I'm not

going to do that.
This perspective offered significant implications for the
collaborative process between nurses and Elders/traditional
healers. As previously identified, a referral to an Elder
was a local decision, with the NIC usually being consulted
and possessing the decision making authority. Should the
NIC not acknowledge the possible counselling services

offered by the Elders, then it 1is likely that the more
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junior nursing staff would respect that view and not
initiate a referral. The attitude and values of the NIC
towards the traditional healing system may have significant

influence upon the more junior nursing staff.

7.10 PERCEIVED FACTORS ENHANCING ELDER COLLABORATION

Two major strategies were identified by the nurses, which
would enhance their decision to collaborate with the Indian

Elders. The factors were:
1. Identification of the Elders.

2. Communication with the Elders.

7.10.1 Nurse Proposals For Improvement

Several of the nurses stated that a formal introduction
to the Elders, as part of their community orientation would
be of assistance.

If the Elders are identified, if there’'s a time

set up...there’'s a specific time that you could

refer the people to, probably there is an office,

a place, a home, a church or something.
If a formal or structured system was intact (ie. time,
place, awareness of participating Elders) which incorporated
the Elders as part of that system, then the Elder
consultations would assume a more legitimate or acceptable

role from the point of view of the nurses. The community
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orientation should include an introduction to the Elders and
the traditional healers.

Knowing the Elders would also help. Especially
when new nurses come here. We should have some

Kind of meeting to meet all the people, including
Elders in the community.

7.10.2 Communication With Elders

Ongoing and more intimate communication between the
nurses and the Elders was also described as a major strategy
which would enhance Elder collaboration. Knowing the Elder
beyond a superficial Jlevel or beyond the nurse-patient
relationship would contribute to the development of trust
and collaboration between the two subject groups.

If -we have some communication with them, some
prior communication, we Know them, we identify
them and we are able to feel that this particular
Elder would be able to serve a particular patient.
Probably getting to know them a bit better. How
they feel about different ideas and things that
are going on in the community.

Some of the Elders would possess a more refined and
developed sense of counselling than others. Consequently,
it would be imperative for the nurse(s) to become familiar
with the Elders 1in order to initiate appropriate client
referrals. Identification of, and communication with the

Elders are not unrealistic goals and could be attained with

relative ease.
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7.11 IDENTIFICATION OF TRADITIONAL HEALERS

Six nurses identified that traditional healers had not
been formally identified to them, and seven nurses were
aware of traditional healing practices within their
communities. Of the four nurses who stated that the local

healers had been identified to them, the informants were as

follows:
Self-disclosure by healer 2
Local people 2
CHR 1
Request by patient 1

to consult a traditional
healer in the community.

Several nurses mentioned that they felt traditionail
Indian medicine was a secret thing and that Knowledge of who
the healers were in the community was privileged
information.

Apparently the traditional healers are discreet in
their treatment and protective of their work.

When I first got here, I heard that there were two
medicine people here and I asked our CHR who are
they, and what they do, and she just shut right
up. She really didn't tell me. And one of the

. other nurses said... Shh... don’t even ask because
it’'s really a secretive thing and then, after
that, people would talk about them and I just sort
of found out who they were.

I was here a good two years before I found this
out [who the traditional healers were]. You know,
it took time. As if they were waiting to trust
you.
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Although the nurses . perceived or believed that even
knowledge of the traditional healers was privileged
information, the investigator was informed outright by six
of the Elders that they were traditional healers (medicine
men and women). In fact, several of the traditional healers
shared their cures with the author and one traditional
healer identified a medicinal brew she was preparing on her

wood stove.

There appears to be a stereotyped view held by the
nurses, and indeed by many individuals, that Indian healers
wish to remain unknown or anonymous to the dominant health
care system. This study suggests just the opposite. Nurses
who were appreciative and acknowledged the traditional
health care system became informed as to who the primary
healers were within the alternate system. It would also
appear that much information regarding the traditional
healing system was entrusted to these particular nurses.
The end result of this information exchange can be a
successful blending or melding of the two systems, with
cross referrals being initiated between the nurses and the
traditional healers. This secretiveness about who the
healers are in the community may serve to keep the health
care practitioner at a safe distance from the alternative
health care system. This action may be employed by the CHR
or the station staff as a control mechanism for evaluating
the sincerity of the nurse. It is suggested that many of

the nurses have reinforced this secretiveness.
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One nurse, who shared a sincere interest and respect for

the traditional health system, was invited to a healer'’'s
residence and was allowed to view the healer’s medicines.

One healer used to come to the clinic and he just

said to me, "Oh, its a change", he said, me
coming to you". I thought, that’'s an odd remark.
I said, "What do you mean?" He said, "Well you
come round to my place one day!", and I did. With

his collection of drugs and potions and roots and
everything, I kKnew that he was the medicine man.

Another example 1is illustrated below. The traditional

healers taught the nurses how to mix up a salve for diaper

rash.
There is some type of wood that they let dry out
and then grind it into a powder. They use to put
that on babies who had diaper rash. That was

brought to the nursing station by the three little
old ladies [Elders] who came 1in for the pre-natal
workshop. They told the nurses how to mix it up
and everything.

The understanding that traditional healers currently wish
to remain underground appears to be challenged 1in light of
the interview data collected in this study, and the active
sharing and exchanges of information between certain the
nurses and traditional healers. The two groups of subjects
for this study (nurses and Elders/traditional healers) have
offered congruent and consistent data supporting the
willingness of the healers within the alternate system to
reveal and share their identities with the healers 1in the
dominant system. The traditional healers appear willing to

collaborate with the dominant health care system. It would

be of great value to interview those traditional healers in
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communities which are less active in traditional medicine
and substantiate whether those healers share the same
sentiments as their cohorts in the communities active in

traditional medicine.

7.12  CONCLUSION

The nurse subjects in this phase of the study were
youthful (77% under the age of 35) and most had been
residing in their communities for 2-6 months. Those nurses
not exposed to transcultural nursing concepts as part of
their basic nursing education were of the hospital/diploma

program. The cultural orientation provided to the nurses

was identified as inadequate and many of the nurses learned

more about Indian people after they had arrived into their

comnunities. Cultural information received about

Elders/traditional healers was also noted as being less than
satisfactory. This situation is most unacceptable in that
it probably contributes to cultural transgressions on the
part of the nursing staff. A thorough, comprehensive and
ongoing cultural orientation 1is needed in order for nurses
to provide client-centred health care and to feel
comfortable and self-assured 1in working with people from

another culture.

The lack of communication between nurses and
Elders/traditional healers was identified by both of the

research groups and this theme surfaced repeatedly in the
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data. Both groups (nurses and Elders) were concerned about
the attitudes held by each other. The attitude of the
Elders towards the nurses was identified as enhancing or
detracting from client referrals. Nurses were unwilling to
collaborate with those Elders who were perceived as
possessing negative attitude towards them. The Elders also
voiced that some nurses possessed attitudes which were not
conducive towards interaction with members of the community.

Nurses who did not request assistance from the community

Elders (ie. social/cultural information, involvement in

health care activities, advice regarding community problems,

teaching, etc.) were not viewed positively. The Elders

stated that none of the nurses had requested their
assistance or advice with any problems. This 1is a
significant finding given that the Elders suggested they
could provide the nurses with relevant community
information. The involvement of Elders within the health
care system was identified as essential to the provision of
quality client/patient care. This finding also has
implications for the CHR position. The CHR position was
established in order to enhance communication and
understanding between non-Indian health care providers and
the Indian community. In Tight of the Elders’ requests for

consultation from the nurses, sole reliance upon the CHR as

an intermediary in terms of health care programs may limit

the effectiveness of these programs. Support and input from

the Elders is suggested as an important strategy for

successful health program impiementation.
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The social role and function of the Elders was recognized

by some of the nurses. The potential Elder services and/or
interventions identified, suggested that the Elders were
perceived by community members as important resource
persons. The Elders also identified similar and congruent

roles which included:

1. counsellors;

2. providers of Indian medicine, domestic advice,
historical/cultural information;

3. role models for the Indian youth and,

4, community problem solvers.

Although the Elders were positively perceived, none of
the nurses had initiated client referrals to them for
counselling purposes, even though the majority of nurses
indicated a willingness to initiate referrals. A
discrepancy existed between a willingness to initiate client
referrals and the actual impliementation of the referral
process. It was suggested that the absence of Medical
Services policy, inadequate communication between the nurses
and Elders, and a lack of understanding of the social and
cultural role of Indian Elders have contributed to this

situation.

None of the nurses identified Medical Services’ policies
which actively encouraged and enhanced a collaborative or

interactive approach with Elders/traditional healers. As
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previously noted, it appears that the fostering of an
interactive or collaborative relationship between health

care providers within MSB is not considered a priority.

The need for a more detailed and informative cultural
orientation was identified by the nurses. They felt their
cultural knowledge base was limited. Several of the nurses
also identified that they learned more about the Indian
people once they arriQéd and had settled in their
communities. This is a practice which creates much hardship
for the nurses in terms of community interaction and may

contribute towards cultural transgressions.

The major factors hindering Elder collaboration from the

nurses’ perspective were:

1. Attitudes of the Elders towards the nurses,
communication barriers,

confidentiality of patient/client disorders and,

B WM

lack of support from senior nursing colleagues and

management personnel.

The nurses suggested that the identification of the Elders
and increased communication would enhance possible Elder

collaborative efforts.

Several nurses felt that traditional Indian medicine and
any information associated with it was secretive knowledge.

It was noted that nurses who were appreciative of the
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traditiaﬁal healing systems and acknow ledged its
effectiveness became informed as to the identities of the
primary healers within the alternate system. It also
 appeared that additional significant information about the
non-formal system was entrusted to these particular nurses.
The secretiveness about who the healers are in the community
may serve to Keep the health care practitioner at a safe
distance from the alternate health care system. This action
may be employed by the Indian communities as a control

mechanism for evaluating the sincerity of the nurse.

That traditional healers currently wish to remain
underground appeared to be challenged in Phase I of this
study. The Elders/traditional healers and nurses offered
congruent and consistent data supporting the willingness of
the healers to collaborate with members of the dominant
health care system. It is mos t unfortunaté that
collaborative/interactive efforts with the traditional
health care system is limited to individual initiative on
the part of the nurses. This type of interaction would be

greatly enhanced if officially endorsed by MSB.



Chapter VIII
PHASE I1 FINDINGS: SURVEY MAIL QUESTIONNAIRE
ADMINISTERED TO MEDICAL SERVICES NURSES

The entire population of Medical Services nurses and Band
employed nurses who possessed autonomy in the active
treatment of Indian clients within the province of Manitoba
(N=64) was surveyed. A close-ended, precoded survey mail
questionnaire was distributed February 14, 1986 to this
population. Within 18 days, 66% (N=43) of the subjects had
returned their questionnaires. A letter which thanked the
nurse subjects for participating in the study, and which
also requested the return of any outstanding surveys was
mailed out March 4, 1986 (See Appendix L}. Data collection
for this phése of the research process was terminated on
March 14, 1986 with an 81.2% (N=52) return rate. This

return rate strengthened the credibility of the findings.

8.1 CHARACTERISTICS OF THE POPULATION

The majority of the nurses who responded (88.4%, N=46) were
employed by Medical Services Branch, while 11.5% (N=6) were
employees of the local Indian Bands. The average age of the
respondénts was 34.7 years of age with a median value of 32.
Twenty-nine nurses (59.2%) were 35 years of age or younger,

while 20 nurses (40.8%) were over the age of 35. Ages

- 111 -
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ranged from 22 to 65 years. These demographic statistics
identified this group as a youthful population and were

congruent with the findings of Phase I.

Females comprised 92.3% of the population (N=48), while
the remaining nurses were male (7.7%, N=4). The number of
nurses who were male was higher in this population than in
the general nursing population. For example Muff (1982)
identified that mén comprised only 2-4% of the total nursing

population.

Most of the respondents (78.8%, N=41) grew up in Canada
and 94.2% (N=49) were Canadian citizens. This finding does
not support the suggestion that the majority of nurses
'working with Indian clients in Manitoba are not Canadian.
Canadians are meeting the demand for nursing personnel on
Indian reserves and health centres in Manitoba. A Canadian
nursing education was identified by 84.6% (N=44) of the
population, while 15.4% (N=8) of the nurses did not receive
their basic nursing‘education in Canada. The nature of this
nursing education was as follows: Hospital/diploma 53.8%

(N=28), BN/BScN 44.2% (N=23), and Master’'s 1.9% (N=1).

The nurse turnover rate became evident when the length of
time the nurse had resided in his/her community was
examined. On average, the nurses in this study had resided
in their communities for 20.1 months. More significantly,

and indicative of the elevated nurse turnover rate, was the
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median value of 9.0 months. The majority (58.8%) of the
nurses had resided in their communities for 1-12 months.

The range for this statistic was from 1 to 108 months.

In terms of conversing in the local Indian language,
17.6% (N=9) of the nurses reported that they did not speak a
word, 70.6% (N=36) spoke a few words and phrases, 2.0% (N=1)
were capable of moderate conversation, and 9.8% (N=5) were
fluent in the 1local Tlanguage. Although not officially
identified in the study, it is probable that the nurses who

were fluent in the Indian language were of Indian descent.

8.2 TRANSCULTURAL NURSING BACKGROUND

The transcultural nursing background of the research
subjects was briefly explored. Asked whether they had been
exposed to transcultural/crosscultural principles and
concepts as part of their nursing education, 73.1% (N=38)
stated "yes", while more than 1/4 of the nurses (26.9%,
N=14) indicated that they had not been exposed to concepts
of transcultural nursing as part of their basic nursing
education. The educational background of those nurses
without exposure to transcultural concepts was examined and
almost all (78.5% N=11) were of the diploma stream. This
may be a significant finding given that more than half of
the nursing populatioh in this study 53.8% (N=28) were
hospital/diploma educated. The situation in which 26.9% of

the health care providers were practicing in a culture
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substantially different from their own without the basic
concepts of transcultural nursing is unacceptablie. It 1is
unrealistic and unfair to expect nurses (or any other health
care professional) to be culturally sensitive without a

basic transcultural or crosscultural foundation.

The employment of transcultural nursing concepts during
client/patient interaction was noted. Thirty-five percent
(N=20) of the nurses stated that they used transcultural
concepts "sometimes", while 57.7% (N=30) stated that these
concepts were used "often”. Transcultural concepts were
""almost never" employed by a small percentage of the nurses
(3.8% or N=2). It is imperative for health workers to
provide culturally relevant and specific care to clients at

all times. More than 1/3 of the nurses applied

transcultural concepts occasionally and it is suggested that
the application of these concepts and principles on an

occasional basis is not an acceptable practice.

Asked whether past transcultural nursing experiences
(that is, the provision of client centered nursing care to
people of a different culture), influenced collaborative
- decisions with Indian Elders/traditional healers, 64.7%
(N=33) agreed, while 15.4% (N=8) disagreed. The nurses
perceived transcultural nursing experiences as playing a
role in current or potential collaborative efforts with

Indian Elders/traditional healers.
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For most of the nurses this current employment experience
was not their first contact with Indian communities. Almost
two thirds of the nurses (63.5%, N=33) had worked in other
Indian/Inuit communities. The nurse turnover rate takes on
a new perspective given this information. An elevated job
turnover rate existed, but nurses with previous northern
experience were changing locations within the system. More
than 1/3 (34.6%, N=18) of the nurses were inexperienced with

Indian/Inuit communities.

Several nurses  (23.0%, N=11) identified previous
transcultural nursing experiences. They had worked with
other cultures prior to being employed by Medical Services
or the Indian Bands. Two nurses identified transcultural

experiences in workKing with white society.

8.3 TRADITIONAL AND NON-TRADITIONAL HEALTH CARE SYSTEM
INTERACTION

The data collected and presented in this section of the
study directly and indirectly examined the degree of contact
between the health care providers 1in the formal (non-
traditional) and informal (traditional) health care systems.
Data were gathered from the nursing personnel and reflected
their perceptions and interactions with the 1indigenous

health care system.
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8.3.0.1 Referral Of Patients/Clients to Elders/Traditional
Healers ‘

Perhaps somewhat surprisingly, nurses appeared to be
active in the referral of clients to Elders for counselling
purposes. Of the nurses surveyed, 51.9% (N=27) reported
that they had initiated client referrals to Indian Elders.
Of the clients referred, 58.3% (N=16) were identified as
experiencing positive outcomes: the client/patient received
relief from his/her problem as a result of the referral.
Negative results in which the client did not receive relief
for his problem(s) were identified with 11.1% (N=3) of the
referrals. Nurses were unaware of the results in 29.6%

(N=8) of the client referrals initiated.

The majority of nurses (67.3%, N=35) were aware of
traditional healing practices in their communities. Twenty-
five percent N=13, reported that traditional healing
practices did not occur in their communities. The
percentage of nurses who actively referred patients/clients
to traditional healers was substantially 1lower than the
Elder referrals, but occurred none the less. For example,
38.5% (N=20) of the nurses had initiated referrals, while
61.5% (N=32) had not initiated any client referrals to

traditional healers. Patients asked 40.4% (N=21) of the

nurses for a referral to a traditional healer 1in another

community.
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The inclusion of Elders in community health programs was
identified by 42.3% (N=22) of the nurses, while traditional
healers were included in 19.2% (N=10) of these programs.
Elders and traditional healers were incorporated into public
health programs and 42.3% of the nurses stated they had
actively sought advice from the Elders. Consult Table 8.1
(page 118) for a synopsis of interaction between nurses and

Elders/traditional healers.



