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Abstract 

 

 Anti-Indigenous racism in Canada creates numerous barriers that restrict access to safe, 

effective, and timely health care for Indigenous people.  In the wake of the Truth and 

Reconciliation Commission of Canada (TRC) and growing reports of anti-Indigenous racism in 

the health care system, medical schools have been tasked with changing how they prepare 

students to work with Indigenous communities.  Using a critical approach to teaching that seeks 

to transform systems of colonial-based oppression is relatively new in Canadian medical 

education, and how medical educators navigate this terrain remains largely unexamined.  The 

central purpose of this qualitative study was to explore and uncover the relational aspects of 

teaching Indigenous health issues using an anti-racist and anti-colonial approach. 

 Using an emerging framework informed by Indigenous resurgence, the stories of the 

medical educators were considered in relation to the evolving social discourse concerning 

Indigenous-settler relations in Canada.  Knowledge was gathered using a combination of 

Kovach’s (2010) conversational method, which is grounded in an Indigenous worldview that 

aligns with my nêhiyawak identity, and a mobile research approach called guided walks (Dubé et 

al., 2014).  The gathered knowledge was translated into condensed stories which were further 

analyzed to identify a set of meta-stories that recovered key lessons and knowledge shared by the 

educators. 

 In sharing their stories, medical educators situated themselves and their work within the 

relational dynamics of settler colonial society.  While their work was at times met with 

resistance, the educators found ways to address the challenges that included self-reflective 

learning and peer mentoring.   The entrenched Western ideologies in medicine continue to act as 

a formidable barrier to transforming medical learners’ perspectives about the lived realities of 
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Indigenous peoples’ ongoing colonial oppression.  However, the stories in this study as viewed 

through the lens of Indigenous resurgence reveal that facilitating discussions that provoke critical 

dialogue on issues of colonialism can create movement forward in a way that is safe, respectful, 

and potentially transformative for all concerned.  The lessons identified could inform the work 

currently underway to meet the TRC’s call to implement a mandatory anti-racist Indigenous 

health course in all Canadian medical schools. 
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Chapter 1:  Personal Introduction and Research Motives 

ka-kí-kiskéyihtétan óma, namoya kinwés maka aciyowés pohko óma óta ka-hayayak 

wasétam askihk, ékwa ka-kakwéy miskétan kiskéyihtamowin, iyinísiwin, kistéyitowin, 

mina nánisitotatowin kakiya ayisiniwak, ékosi óma kakiya ka-wahkotowak.1  

Growing up in an Indigenous2 family, one of the values I internalized from an early age 

was the importance of relationships; relationships among family members, but also relationships 

to place and to what I do with my life.  In this spirit, I wish to open this thesis by sharing how my 

research is situated within a network of relationships in my life. 

I was born in Southern Ontario to an Algonquin-British father and Nêhiyawak (Plains 

Cree) mother while my family was stationed at a military base at Petawawa, my home for the 

first two years of life.  Since then, my home has been in Winnipeg, on Treaty 1 territory and the 

birthplace of the Métis nation.  I spent time over the years visiting my mother’s homeland in the 

File Hills region of Saskatchewan and my father’s homeland in the Matawachan region of 

Ontario.  Through my family ties in both places, I continue to feel connected to these lands.  My 

relationship to the land where the city of Winnipeg is located is more complex.  It is home to me, 

and since my mother’s siblings also relocated here, I have a network of extended family nearby.  

But as a First Nations person in this location, I experience the tension of being both an insider 

and an outsider.  I do not fit neatly into settler society despite being immersed in it for a lifetime.  

I’ve been fortunate to develop relationships within both the First Nations and Métis communities 

in Winnipeg through my education and career, and have more connections here than with 

Peepeekisis, my mother’s First Nation that I joined after Bill-C31 was passed by Parliament in 

1985.  However, being a member of a Treaty 4 community means I remain somewhat outside the 

First Nations and Métis communities near where I live.  My insider/outsider relationship to both 

the settler and Indigenous realms is an important part of the lens through which I see my 

research. 

In many ways, straddling the line between insider and outsider has been central to why 

and how I have undertaken my PhD research.  Until recently, my intellectual pursuits have been 

 
1 Plains Cree proverb that translates as “Realize that we as human beings have been put on this Earth for only a short 

time and that we must use this time to gain wisdom, knowledge, respect, and the understanding for all human beings 

since we are all relatives” Saskatchewan Indigenous Cultural Centre. (n.d.). Plains Cree elder quotes. Saskatchewan 

Indian Cultural Centre. Retrieved October 1, 2018 from http://www.sicc.sk.ca/plains-cree-elders-quotes.html. 
2 Indigenous’ is used in this thesis to refer collectively to Canada’s First Nations, Metis and Inuit peoples, 

recognizing that there is great diversity among and within each of these populations. 
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largely shaped by a worldview rooted in Western European knowledge. Just as I have been able 

to function effectively in the settler society that surrounds me, I am quite capable at performing 

well in this intellectual environment.  Yet it doesn’t quite ‘fit’.  In my non-academic life, I have 

come to realize that my perspective and values have been shaped by an Indigenous worldview, 

even though I did not have the opportunity to learn much of my language or formal teachings, 

nor how these parts of me could inform my academic work.  On a fundamental level, my PhD 

work has been a journey to find a way to reconcile these two significant parts of my life. 

My relationship to the subject matter of my research is similarly related.  I became 

interested in how Indigenous health was taught to physicians-in-training when I entered medical 

school in 2000.  At that time, the content was minimal and did not address issues of racism.  And 

since most people in the school did not realize I am Indigenous, I sometimes heard the ‘inside’ 

jokes and racist comments made about Indigenous people.  I did not complete my medical 

training, but some years later found myself on the other side of medical education as I was tasked 

with co-leading the development of a new Indigenous health course.  In this space, my 

Indigenous identity took centre stage, leaving me outside the power dynamics of the MDs 

engaged in curriculum renewal. 

I offer my experiences of ‘not quite fitting’ not to evoke sympathy or pity, but rather as 

context for the dissertation I am presenting in these pages.  The discomfort of being outside has 

been a great teacher. It offers lessons about power and prejudice that are critical when studying 

any subject connected to colonialism. It has pushed me to find a way to approach my life and my 

research in ways that are true to my identity.  And most importantly, it has taught me to embrace 

the complexities inherent in relationships when striving to make sense of my world. 

How I Approach Research 

Since I first became involved in research during my Master’s degree, I have felt that the 

research I engage with should not only have real-world implications but also contribute to 

effecting change.  As I have become involved in Indigenous health research and education 

through my professional and doctoral work, I have found myself drawn to research approaches 

that not only seek to explain the dynamics of power, colonialism, and oppression, but that also 

explicitly aim to disrupt the systems that create and perpetuate social inequities.  This led me to 

explore two theoretical frameworks that are often used in the study of race and colonization:  

critical race theory and postcolonialism.  While both of these frameworks strive to decentre the 
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Western worldview and give voice to marginalized knowledges3, they rely on European-based 

thought as the basis for challenging the subordination of non-Western knowledge (Murad, 2011). 

There is no doubt that the lens through which I view race issues has been informed by critical 

race theory and postcolonialism.  However, I also needed a framework that is grounded in an 

Indigenous worldview to proceed with my research in a way that fit with my identity and 

viewpoint.  Making this realization represented a critical turning point in my doctoral research as 

it led me to the emerging scholarship of Indigenous resurgence.  Similar to critical race theory 

and postcolonialism, Indigenous resurgence critiques and resists settler state structures of power; 

however, Indigenous resurgence views this process as being inextricably tied to the revitalization 

of community-based traditions among Indigenous people (Alfred, 2009).  For me, discovering 

Indigenous resurgence was like finding the missing puzzle piece that I needed for my theoretical 

framework in order to understand the relational dynamics in my research from a perspective that 

resonated with my positionality.   

Although I will discuss the details of the theoretical framework I used in this study in 

Chapter 3, I want to highlight here the main principles from Indigenous resurgence, critical race 

theory, and postcolonialism that inform my approach to research.  In Table 1, I have listed the 

main principles that define my approach to research at this time.  Within each of these principles, 

I have identified the concepts from critical race theory (CRT), postcolonialism (PC), and 

Indigenous resurgence (IR) that relate to each principle, along with the key references that 

helped shape my understanding. 

Table 1:  Key principles informing this study 

Principle How the principle is described Key Reference(s) 

Social justice aim/addressing 

inequities 

Seeks to examine and transform the social 

conditions that produce racial inequities 

(CRT) 

Delgado and Stefancic (2012) 

Seeks a more just and equitable society 

(PC) 

Beavis et al. (2015); Gandhi (1998); 

Young (2003) 

Forging a new, decolonized relationship 

between and among Indigenous peoples 

and settlers through a revolutionary 

transformation of society (IR) 

Alfred (2009); Coleman (2016) 

 

 
3 Throughout this thesis I use the term “knowledges” when referring to the knowledge and knowledge systems of 

multiple Indigenous groups.  I do this to acknowledge the diversity that exists among Indigenous peoples.  When I 

am referring to knowledge more generally, or with respect to an individual Indigenous worldview, I have used the 

singular form (i.e. “knowledge”). 
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Understanding and critiquing 

power structures  

Racism is a social construct embedded 

within the social structure, is resistant to 

critique and change, and readily shifts to 

maintain White supremacy (CRT) 

Delgado and Stefancic (2012); 

Ladson-Billings (2013) 

Exposes how colonial social stratification 

created and maintains an unequal power 

relationship between the European 

colonizer and Indigenous peoples (PC) 

Anderson et al. (2003); Beavis et al. 

(2015); Young (2003) 

Critique and resist settler-state structures 
of power; examined through the lens of the 

colonized (IR) 

Coulthard (2014); Wildcat et al. 

(2014) 

 

Disruption of inequitable 

power structures 

Via exposing the social constructs of race 

and contesting the narratives that support 

the interests and superiority of Whites 

(CRT) 

Espino (2012) 

Exposes the mechanisms of colonization 

and the ways that Indigenous peoples 

resist colonial domination by interrogating 

colonial discourses (PC) 

Sharp (2009) 

Realize the revitalization of community-

based Indigenous traditions as a 

foundation for societal change (IR) 

 Alfred and Corntassel (2005) 

 

Centring marginalized 

worldview 

Employs counter-narratives that decenter 

the Eurocentric worldview by depicting 

reality from the vantage point of the 

oppressed (CRT) 

Espino (2012) 

Seeks to challenge the displacement of 

colonized peoples’ knowledges and 

worldviews (PC) 

Spivak (1988)  

A shift in the consciousness of Indigenous 

peoples will create the necessary 

conditions for transforming the settler 

colonial state of Canada (IR) 

 Wildcat et al. (2014) 

Frameworks for Teaching about Race and Colonialism 

To ground my understanding in this study’s subject matter and provide context for the 

stories that would be shared by participants, I also reviewed theoretical frameworks pertaining to 

teaching about racial oppression and colonialism.  For this review, I examined the literature 

about pedagogical approaches in post-secondary education generally, as well as in the health 

education context more specifically.   The following is an overview of the three major categories 

of frameworks relevant to teaching in this area: (1) anti-racist frameworks; (2) Indigenous 

frameworks; and (3) Indigenous health education frameworks. 
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Anti-racist Frameworks   

Situated within the larger domain of social justice pedagogy, anti-racist education is 

considered to be an action-oriented approach to teaching that seeks systemic change and 

explicitly names issues of race and social difference as “issues of power and equity rather than 

matters of culture and ethnic variety” (Dei, 1996, p. 25).  Anti-racism education is sometimes 

discussed within the larger framework of anti-oppressive education which refers to education 

that works against multiple oppressions, such as race, class, gender, sexuality, and ability 

(Kumashiro, 2004).  Notably, this approach to teaching is described as frequently eliciting 

conflict, discomfort, and tension, all of which are considered to be normal, necessary aspects of 

the learning process (Carr & Lund, 2008).  The key features of anti-racist teaching as a 

framework are summarized in Table 2. 

The theoretical underpinnings of anti-racist pedagogy fall into two camps: theory inspired 

by Marxist approaches to race and racism, and theory inspired by critical race and postcolonial 

theory (Bakan & Dua, 2014).  While Marxism contributes an understanding of the conflictual 

nature of racial social relations with respect to capitalism, postcolonialism and critical race 

theory emphasize the dynamics of power inherent in Eurocentric ideologies (Bakan & Dua, 

2014; Berlak & Moyenda, 2001; Rizvi et al., 2006).  Although there are tensions between these 

two orientations, a number of Canadian scholars who engage with postcolonial and/or critical 

race theory also incorporate analyses of capitalism and globalization, thus bridging the divide 

between these perspectives (Berlak & Moyenda, 2001; Lawrence & Dua, 2005; Thobani, 2007). 

Anti-racist education has been criticized for not adequately addressing the experiences of 

Indigenous peoples.  The central tenet of this critique is that anti-racism largely fails to recognize 

the distinct characteristics of colonial-based anti-Indigenous racism in Canada because it is 

rooted in struggles of African American and Hispanic populations in the United States (i.e. 

critical race theory) and the colonial oppression of populations in Africa and India (i.e. post-

colonialism) (Gandhi, 1998; Hurwitz & Bourque, 2014; Lawrence & Dua, 2005; Smith, 2012, 

2021).  Authors such as Lawrence and Dua (2005) and Kubota (2014) therefore advocate for the 

decolonizing of anti-racism by exposing the complexity of histories and relationships among the 

multiple settler groups and Indigenous peoples in Canada, and by recognizing Indigenous 

peoples’ rights to their land and sovereignty.  This provides for a more nuanced analysis of 
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power and the complex relationships among White settlers, settlers of colour, and Indigenous 

peoples (Kubota, 2014). 

Table 2:  Summary of key principles of anti-racist education. 

Guiding principles   Key References 

Addressing racism directly 
Berlak and Moyenda (2001); 

Dei (1996); Kehoe (1994) 

Emphasizing the power dynamics of White supremacy Schick (2010) 

Examining the historical, political, and contemporary processes of racism 
Bakan and Dua (2014); Schick 

(2010); Tator and Henry (1991) 

Engaging (and not avoiding) controversial issues Carr and Lund (2008) 

Situating culture within relations of power Berlak and Moyenda (2001) 

Confronting institutional racism 
Schick (2010); Tator and Henry 

(1991) 

Principles originating in Marxism: 

• Emphasizing the connections between racism, the state, and capitalism 

• Examining the conflictual nature of social relationships, such as 

alienation, exploitation, and oppression 

Bakan and Dua (2014); Berlak 

and Moyenda (2001) 

Principles originating in critical race theory (CRT): 

• Intersectionality of multiple oppressions 

• Challenges Eurocentric epistemologies and other dominant ideologies 

(e.g. meritocracy, objectivity, neutrality) 

• Utilizes counter-storytelling as a pedagogical tool 

Berlak and Moyenda (2001) 

Principles originating in postcolonial theory (PC): 

• Understanding the relationship between knowledge and power 

• Examines how European colonialism continues to shape contemporary 

discourse and institutions 

• Critiques education system as a site dominated by colonial discourse 

and practices 

• Views education as a means for revealing and resisting colonial power 

Rizvi et al. (2006) 

Indigenous Frameworks 

As Battiste et al. (2002) has noted, Indigenous knowledge has traditionally been 

transferred through language structure, modelling, practice, and animation rather than through 

the written word, and so there are limits on how well this can be understood when imposing a 

Eurocentric structure such as a literature review.  Recognizing this limitation, this section will 

attempt to outline the scope of Indigenous pedagogical processes for understanding issues of race 

and colonization that are available in the literature, with a particular focus on the Canadian 

context.  Additionally, Indigenous knowledge systems, including how knowledge is transferred, 

are tied to place and land, and therefore have a specificity to the community from which they 
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arise.  In this summary, I have identified overarching principles that are common threads among 

Indigenous peoples in Canada, and where possible have identified frameworks arising from 

particular communities and regions. 

There are a number of key principles that characterize Indigenous approaches to 

education. Battiste et al. (2002) highlights the emphasis on experiential learning, the inclusion of 

ceremony in the learning process, and the importance of language in structuring knowledge.  In 

contrast to Western forms of education, Indigenous education was not segregated from daily 

activities, and learning opportunities arose while meeting the daily needs of land, family, and 

community (Bowra et al., 2020).  Indigenous models of education have always been connected 

to land (Bowra et al., 2020; Styres et al., 2013; Styres, 2011).  Land-based teachings connect 

place with Indigenous histories, knowledge, and stories, and these are transmitted through 

interactions with community Elders and Knowledge Keepers with the intention of fostering the 

learner’s knowledge about culture and identity (Bowra et al., 2020; Hansen, 2018).  Within an 

Indigenous worldview, it is important to note that the concept of land goes beyond geography 

and the natural resources in a defined location.  Rather, as Styres et al. (2013) note, land has a 

much broader meaning: 

Land encompasses all water, earth, and air and is seen simultaneously to be an animate 

and spiritual being constantly in flux. It refers not only to geographic places and our 

relationships with urban Aboriginal landscapes but also gestures to the ways that 

discourses within places inform and are informed by our vision, pedagogies, and teaching 

practices. Discourse, within the context of this work, refers to various conversations, 

patterns of thought, and meaning-making of individuals who inhabit those spaces. (p. 37) 

Thus, land-based teaching is holistic in nature and includes relational aspects that extend to the 

spiritual realm.  

Intertwined with this experiential, land-based form of teaching is the use of storytelling. 

Through a holistic engagement of body, heart, spirit, and mind, storytelling provides a way of 

making sense of our experiences and how we identify with the experiences of others (Lawrence 

& Paige, 2016).  Traditionally, stories were both a source of entertainment and a means of 

preserving and passing down knowledge about histories (including battles, disease, oppressions, 

and broken treaties), survival, culture, and identity (Lawrence & Paige, 2016). In contemporary 

times, storytelling is used in adult education to position learners as active agents rather than 

passive receivers by tapping into their own experiences (Lawrence & Paige, 2016). 
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Building on these core principles of Indigenous ways of learning, Indigenous educators 

have developed pedagogical frameworks that specifically address colonization and colonial 

oppression.  Some frameworks do this by mediating between Western and Indigenous 

worldviews to critically engage with the realities of settler-Indigenous relations, with the 

juxtaposition of knowledge systems serving as a prompt to examine and reflect on assumptions 

and power dynamics (Donald, 2009; Kapyrka & Dockstator, 2012; Zurba et al., 2021).  Other 

approaches centre Indigenous ways of knowing, such as Lenape-Potawatomi researcher and 

educator Susan Dion’s (2009) approach in which she utilizes storytelling to reclaim Indigenous 

histories and the narratives that highlight Indigenous peoples’ active resistance to colonial 

injustices.  In a similar vein, approaches to teaching that are discussed in the scholarly discourse 

of Indigenous resurgence emphasize a reconnection of the relationship to land as a foundational 

step toward engaging in activism that seeks the restoration of Indigenous lands and the 

reformation of Indigenous-settler relations (Corntassel, 2011; Simpson, 2004; Wildcat et al., 

2014).  Table 3 summarizes the key principles of frameworks addressing historic and 

contemporary colonial oppression that have been developed by Indigenous scholars working in 

the context of Canadian education. 

Table 3:  Summary of Indigenous education frameworks that address colonialism. 

Approach to 

teaching 
Guiding Principles Key References 

Mediating 

worldviews 

Indigenous Métissage 

• Aims to deconstruct the shared past and present of Indigenous 

peoples and settler Canadians 

• Juxtaposition of mythical historical perspectives alongside 

Indigenous historical perspectives to prompt learners about 

assumptions and the colonial nature of relationships 

Donald (2009) 

Two-worlds  

• Equitable inclusion and valuing of Indigenous and Western 

knowledge systems, but does not merge the two 

• Engaging in critical analysis of history and Indigenous-settler 

relations 

• Views Elders as experts 

• Utilizes Indigenous epistemologies and language 

• Promotes opportunities for learners to connect with land 

Kapyrka and 

Dockstator (2012) 

Land-based Boundary Education 

• Seeks to dismantle acts and structures that create and maintain 

boundaries between communities in order to improve equity 

• Positions educational programming as a “boundary object”, or 

site for collaboration between Indigenous communities and 

settler learners 

Zurba et al. (2021) 
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• Ethical protocols and curriculum developed collaboratively 

with Indigenous community partners 

• Teaching centred around land-based teachings under the 

direction of Elders 

Centring Indigenous 

knowledge 

Braiding Histories 

• Storytelling as a means of challenging dominant historical 

narratives about Indigenous peoples in order to reclaim the 

past 

• Explicate the active resistance of Indigenous peoples in the 

face of colonial injustices 

• Calls for educators to question their existing truths about 

Indigenous peoples through reflection, discussion, and 

exposure to Indigenous artists, scholars, and storytellers 

Dion (2009) 

Approaches grounded 

in Indigenous 

resurgence 

• Question settler occupation of Indigenous places 

• Aims to inspire activism around reclaiming of Indigenous 

histories and homelands 

• Utilizes discomfort as teachable moments to promote dialogue 

regarding settler-Indigenous relationships 

Corntassel (2011) 

• Land is the source of meaning, and knowledge can become 

manipulated if it is separated from the land and 

decontextualized 

• How one learns may be more important than what one learns 

Simpson (2004) 

• Seeks reconnection of relationship with land 

• Views relationship to land as the basis of informing other 

human relationships, including governance, ethics, and 

philosophies 

• Land-based education represents a direct contestation to 

settler colonialism’s land dispossession 

Wildcat et al. 

(2014) 

Approaches to Indigenous Health Education  

 Despite increased recognition of the role that colonial-based discrimination and racism, 

including systemic racism in the health care system, contribute to the health inequities 

experienced by Indigenous peoples, professional health education has lagged in the 

implementation of teaching that takes up these issues (Jones et al., 2019; Van Bewer et al., 2021; 

Wylie et al., 2020, 2021).  Ly and Crowshoe (2015) observed that Canadian medical schools 

offered students little opportunity to learn about discrimination and racism.  Five years later, the 

Association of Faculties of Medicine of Canada reported that the majority of Canadian medical 

schools had yet to implement a mandatory Indigenous health course that incorporated anti-racist 

principles in accordance with the TRC’s Calls to Action (AFMC, 2020).  Although frameworks 

for teaching about social difference and racism are well documented in education literature, 

Wear (2003) notes that “unfortunately, medical education rarely looks outside its own literature 

to examine how culture is conceived and taught in other domains” (p. 550).  Philosophically, 

schools of medicine are rooted in science, not humanities, which presents a challenge to 
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providing an education that fosters the understanding of sociopolitical and historical context in 

which Indigenous peoples and health professionals interact (Ewen et al., 2012).  Western medical 

curricula are infused with a set of cultural attitudes that are rarely questioned (Bleakley et al., 

2008).  The dominant biomedical perspective upholds scientific evidence as objective truth; 

McGibbon and Etowa (2009) argue that health care practitioners need to challenge the epistemic 

racism inherent in this positioning of the biomedical perspective over other knowledge systems, 

including Indigenous knowledge.   

As this review will outline, there are shifts occurring within professional health education 

to incorporate educational theories and approaches from non-health disciplines, as well as efforts 

to include Indigenous knowledges in teaching about colonial impacts on health.   In my review 

of the health education literature pertaining to teaching about issues of culture, race, ethnicity, 

and/or colonization, I found that the frameworks tended to fall into three main categories: (1) 

cultural competency frameworks; (2) cultural safety frameworks; and (3) humanities-based 

frameworks. 

Cultural Competency Frameworks  

Comprising the largest subset of literature, cultural competency frameworks encompass a 

range of approaches to teaching health professionals about bridging cultural differences within 

health care.  The concept of cultural competency evolved from the merging of multicultural 

education approaches with patient-centred care frameworks.  A variety of approaches fall under 

this category, including cultural humility, multicultural counseling, cross-cultural care, and 

transcultural care, although cultural competency has emerged as the most widely used term in the 

literature  (Saha et al., 2008).  In the 2000s, the principles of cultural competency became the 

blueprint for teaching about racial and ethnic difference across the health disciplines, including 

medicine (Association of American Medical Colleges, 2005; Azad et al., 2002; Betancourt, 

2006; Boutin-Foster et al., 2008; Carter et al., 2006; Gregg & Saha, 2006).  Cultural competency 

is included as an accreditation standard in medical schools in the U.S., Canada, Australia, and 

New Zealand (Committee on Accreditation of Canadian Medical Schools, 2015; Paul et al., 

2014), as well as in the accreditation standards of other health professions and institutions 

(Accreditation Canada, 2013).  Not surprisingly, cultural competency is prominent within 

Indigenous health curricular frameworks in mental health (First Nation Inuit and Métis Advisory 

Committee, 2011), nursing (Hart-Wasekeesikaw, 2009), continuing professional development in 
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cancer care (Cancer Care Ontario, 2016), and medical education (Allan et al., 2015; Betancourt, 

2006; Saylor, 2012; Strasser et al., 2009). 

The evolution of cultural competency frameworks is significant.  While the early models 

focused on improving interpersonal clinical interactions through addressing the provider’s 

cultural knowledge and awareness of biases and stereotypes (Betancourt, 2006; Kumaş-Tan et 

al., 2007; Paul et al., 2014; Perloff et al., 2006; Teal et al., 2012), later approaches took into 

consideration the broader domains of health systems and communities and extended beyond 

culture to issues of prejudice and the social determinants of health (Saha et al., 2008). Cultural 

competency models tend to be designed around three dimensions: knowledge, attitudes, and 

skills (Saha et al., 2008).  However, an alternative approach proposed by Wear (2003) expanded 

the focus on transforming learners’ attitudes and beliefs through reflecting on the role of social 

location (and White privilege in particular) plays in shaping clinical encounters.  Table 4 

summarizes the guiding principles that characterize cultural competency education frameworks. 

Despite its popularity, the cultural competency approach to health education has been 

criticized for presenting culture in a simplistic, uncomplicated, and essentialized manner (Gray & 

Thomas, 2006; Gregg & Saha, 2006; Kumagi & Lypson, 2009).  Paradoxically, the defining of 

cultural boundaries that are at the heart of cultural competency can actually serve to reinforce the 

stereotypes it is intended to disrupt (Bedard, 2000; Gregg & Saha, 2006).  The unspoken 

assumption in cultural competency is that the normal or default culture is White culture, and 

cultural difference is defined against this standard (Kumaş-Tan et al., 2007; Schick & St. Denis, 

2005).  A second major criticism of the cultural competency framework is the tendency to 

conflate racial issues with culture, such that issues of poverty, racism and violence can become 

collapsed into the less threatening concept of culture, effectively concealing these mechanisms 

from critical examination and making racism easier to ignore (Gregg & Saha, 2006).  The 

extensive criticism of cultural competency education has created opportunities for more critical 

frameworks to gain traction within health education. 

Table 4:  Summary of guiding principles in cultural competency frameworks. 

Guiding Principles Key References 

Focus on bridging cultural difference between health care provider and patient Betancourt (2006) 

Emphasis on addressing factors within the health care provider Paul et al. (2014) 
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Need to recognize and address unconscious bias, stereotyping 
Kumaş-Tan et al. (2007); 

Teal et al. (2012) 

Providers need to develop clinical skills to deal with complexity of cross-cultural 

interactions 
Perloff et al. (2006) 

Designed around three dimensions: knowledge, skills, and attitudes 

Balance learning background cultural knowledge with universally relevant patient-

centred skills and attitudes 

Framework evolved over time to extend beyond culture to include issues of prejudice 

as well as dynamics beyond the interpersonal domain (i.e. health systems and 

communities) 

Saha et al. (2008) 

Cultural Competency 2.0 

• Educators and learners must develop a critical consciousness by reflecting on 

their social location 

• Emphasis on how White privilege shapes clinical encounters 

• Draw’s on Bourdieu’s concept of habitus as a means to understand one’s 

unconscious, internalized perspectives and dispositions  

Wear et al. (2012) 

Cultural Safety Frameworks   

Over the last decade, cultural safety has emerged as the leading conceptual framework in 

the context of Indigenous health education and clinical practice, particularly in the settler 

colonial states of Canada, New Zealand, and Australia. The concept of cultural safety, which was 

first proposed by Maori nurses in New Zealand (Ramsden, 2002), was developed as a means of 

translating postcolonialism into nursing education and practice by providing a lens through 

which to critically examine clinical interactions (Anderson et al., 2003; Smye et al., 2006).  It is 

premised on the idea that power imbalances and inequitable social relationships are the products 

of colonization, and that this must be considered in examining the power relations between 

service providers and patients (Anderson et al., 2003; Papps & Ramsden, 1996; Smye et al., 

2006).  Advocates of the cultural safety approach emphasize the importance of situating patient 

experiences in sociopolitical and historical contexts, particularly exposing the way institutions, 

policies, and practices maintain colonial oppression (McGibbon & Etowa, 2009; Smye et al., 

2006).  A key feature of cultural safety is that the patient decides whether an interaction is 

culturally safe (Lavallee et al., 2009; National Aboriginal Health Organization, 2006).  Although 

postcolonialism was the original theoretical starting point, approaches to cultural safety have 

expanded over time to incorporate a range of theories, including critical anti-racist pedagogy, 

transformative learning theory, and Indigenous knowledges (Browne et al., 2021; Power et al., 

2021). 
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Approaches to health education that are centred around cultural safety are particularly 

focused on understanding the patient’s experience within the social, historical, and political 

context of colonization (Anderson et al., 2003; Papps & Ramsden, 1996; Power et al., 2021; 

Smye et al., 2006).  This entails the exposure of inequitable power dynamics and the unjust 

social processes and structures that drive the health inequities experienced by Indigenous people, 

including the explicit naming of racism and colonialism (Anderson et al., 2009; McGibbon et al., 

2014).  An overarching goal is questioning the status quo on a number of fronts, including 

challenging the assumptions, beliefs, and values held by faculty, staff and students, supporting 

students to influence change in the health care system, and creating space for non-Western 

pedagogies (Smye et al., 2006).  Table 5 summarizes the guiding principles found in cultural 

safety educational frameworks used in the teaching of Indigenous health. 

Although Canadian curricular frameworks in nursing (Hart-Wasekeesikaw, 2009) and 

medicine (Lavallee et al., 2009) have adopted a cultural safety approach, to date very little has 

been published about its implementation in the teaching of health care professionals.  Similar to 

other pedagogical approaches that address issues of race, cultural safety appears to also give rise 

to discomfort and resistance among learners who would rather not challenge their perceptions of 

being tolerant of other cultures (Ly & Crowshoe, 2015; McDermott, 2012).  Ly and Crowshoe 

(2015) observed frustration among medical learners who wanted concrete solutions rather than 

engagement in the critical examinations that characterize cultural safety education.  A recently 

published evaluation of cultural safety training in British Columbia also reported similar types of 

resistance, but also an overall high level of satisfaction and increased knowledge, awareness, and 

skills about colonization and the processes and structures that perpetuate it (Browne et al., 2021). 

Table 5:  Summary of guiding principles in cultural safety frameworks. 

Colonization has produced power imbalances and inequitable social relations 

that manifest within patient-provider health care relationships 

Anderson et al. (2003); Papps and 

Ramsden (1996); Smye et al. 

(2006) 

Patient decides whether an interaction is culturally safe 

Lavallee et al. (2009);National 

Aboriginal Health Organization 

(2006) 

Emphasizes the need to situate patient experiences in sociopolitical and 

historical contexts 

 

Need to expose how institutions, policies, and practices maintain colonial 

oppression  

McGibbon and Etowa (2009) 
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Ensure truth telling through embedding the impacts of racism and 

Indigenous ways of knowing/being/doing in curricula 

 

Emphasizes practices of lifelong learning and self-reflectivity  

 

Transformation requires deep reflection on impacts of settler colonialism and 

institutional/professional racism in health care 

 

Importance of praxis – committing to cultural safety in practice 

Power et al. (2021) 

Postcolonial approach to cultural safety  

• Exposing unjust social processes and structures that drive health 

inequities, including racism and colonialism 

Anderson et al. (2009); McGibbon 

and Etowa (2009) 

Critical anti-racist pedagogy + transformative learning theory + Indigenous 

knowledges (San’yas cultural safety training model) 

• All thought is mediated by socially and historically constituted 

power relations 

• Need to teach with a specific social and political intent, with the 

aim to transform discrimination at individual and systemic levels 

• Shift attention away from cultural differences and to the culture of 

health care as site of transformation to address barriers to effective 

health care 

• Indigenous epistemologies and perspectives positioned as essential 

vantage point for understanding racism, discrimination, and 

Indigenous-State relations 

• Relational epistemologies that ground Indigenous knowledges help 

counterbalance the fragmented and individualistic approaches to 

Western-based analyses of racism and discrimination 

Browne et al. (2021) 

Humanities-based Approaches   

Reflecting a larger trend towards greater inclusion of humanities-based content in health 

curricula, humanities-informed frameworks for teaching about Indigenous health issues is an 

emerging approach to pedagogy in Canadian health education.  Drawing upon humanities and 

creative arts can encourage more non-linear and creative ways of knowing and understanding 

among undergraduate medical students (de Leeuw et al., 2014).  In the context of teaching 

Indigenous health in Canada, two recent publications outline teaching frameworks that blend 

humanities-based teaching with Indigenous knowledges. De Leeuw et al. (2021) describe an 

educational intervention in undergraduate medicine that merges experiential learning, critical 

self-reflexivity, and humanities-based health education in the teaching of a cultural immersion 

experience situated in a northern British Columbia First Nations community.  Van Bewer et al. 

(2021) also used a blended approach in their framework, combining participatory theatre with 

Indigenous ways of being for a workshop aimed at fostering anti-racist reflexivity and raised 

consciousness about race and racism among White nurse educators.  Table 6 summarizes the 

guiding principles found in these two pedagogical frameworks. 
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As de Leeuw et al. (2021) state, little has been published about the efficacy of blended 

humanities-based teaching frameworks in health education, particularly in the context of 

Indigenous health.  Findings from these two studies indicate that the hands-on, experiential 

opportunities that these educational interventions supported helped engage learners to not only 

reflect on their own positionality and biases, but also structural issues related to colonialism that 

impact the health of Indigenous peoples (de Leeuw et al., 2021; Van Bewer et al., 2021).  

Moreover, learners were able to strategize about how to translate what they learned into future 

clinical practice.   

Table 6:  Summary of guiding principles within humanities-based approaches for teaching 

Indigenous health. 

Experiential learning 

• Utilizes direct social encounters (via cultural immersion) combined with 

purposeful reflection to validate, transform, find personal meaning, and 

integrate different ways of knowing 

• Learning as socio-culturally constructed  

• Engaging with another culture facilitates learning about both self and the 

host community 

Critical self-reflectivity 

• Destabilizes normative roles and activities that place learners in the role 

of “expert” 

• Strengthens and reaffirms commitments to optimizing Indigenous 

Peoples’ health 

• Permits creativity in the form of reflective processes used (e.g. drawing, 

journaling, writing) 

Health humanities 

• Fosters collaborative working, listening/hearing, democratizing the 

clinical encounter, and accessing patient’s deeper concerns 

• Disruption of assumptions, beliefs, biases, and attitudes through 

experiencing other ways of knowing 

de Leeuw et al. (2021) 

Participatory theatre 

• Employs improvisation and audience participation to promote critical 

analysis, examination of systems of power, and action towards social 

change 

Indigenous ways of being 

• Incorporated Indigenous practices (e.g. smudge, prayer, sharing circle) 

to ground learning activities in a spirit of respect, reciprocity, and 

relationship 

Van Bewer et al. (2021) 

Reflecting on the Frameworks Reviewed  

This review of pedagogical frameworks examined three broad categories:  anti-racist 

frameworks, Indigenous frameworks, and approaches to teaching about Indigenous health.  If a 

common thread exists among all – or at least most – of the approaches reviewed, it is that these 
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frameworks are directed toward exposing the dynamics of race-based social inequities and 

guiding learners towards how they perceive and understand the lived experiences of oppressed 

groups.  Most of the frameworks also share an action-oriented component, challenging learners 

to move past simply a transformed perspective to implementing strategies that will result in 

system-level change. Notably, in seeking these transformations, the frameworks reviewed largely 

shifted the focus away from culture-based teaching and towards the critical examination of the 

structures and processes that uphold White and/or settler privilege.  When Indigenous knowledge 

was incorporated, it was often used in juxtaposition to Western knowledge and experiences as a 

means to foster reflexive learning about assumptions, bias, and stereotypes.   

In reviewing the approaches used to teach about Indigenous health, and particularly the 

frameworks that emerged after cultural competency, it became apparent to me that educators 

often blend multiple theoretical frameworks in their teaching.  Teaching about cultural safety, for 

example, draws heavily from critical theories such as postcolonialism and critical race theory, 

but also incorporates elements originating in Indigenous education frameworks.  And the 

emerging humanities-based frameworks reviewed also combined non-Indigenous and Indigenous 

approaches to create novel models for teaching about Indigenous health.  While this study is not 

explicitly focused on curricular design, engaging in this review of pedagogical frameworks 

provides an understanding of the broader landscape of teaching within which the participants in 

my study work and therefore helps contextualize their stories. 

Statement of the Problem 

Anti-Indigenous racism is endemic in Canada and infiltrates all aspects of social life, 

including the institution of health care.  The publication of multiple reports and studies over the 

last decade that identify systemic racism in the health care system as a major barrier to safe and 

timely care for Indigenous patients demonstrates the persistence of this problem (Addressing 

Racism Review, 2020; Allan & Smylie, 2015; Leyland et al., 2016; McLane et al., 2022).  The 

issue garnered national public attention when Joyce Echaquan, a First Nations woman in 

Quebec, livestreamed the last moments of her life as health care staff can be heard making 

disparaging racial comments about her.  Her death, and the ensuing media attention, led the 

Federal government to meet with over 400 participants from across Canada to discuss racism in 

health care and health care education (Zimonjic, 2020). 
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In 2015, the Truth and Reconciliation Commission of Canada (TRC) released its 94 Calls 

to Action to redress the colonial legacy of residential schools.  Call 24 specifically demands 

medical and nursing schools to implement a mandatory course focusing on Indigenous health 

issues that includes skill-based training in anti-racism (Truth and Reconciliation Commission of 

Canada, 2015).  In response, the Association of Faculties of Medicine of Canada (AFMC) 

prepared its Joint Commitment to Action on Indigenous Health Report that maps a plan for 

institutional change to enable Canadian medical schools to respond to the TRC (Anderson et al., 

2019).  In AFMC’s progress report, the 17 medical schools were at various stages of taking up 

this work, with many in the early planning stages and only one, the University of Manitoba, 

listed as ‘completed’ (AFMC, 2020). 

Students in medical education programs are typically not well versed in colonialism and 

its impacts on the health of Indigenous peoples and may hold stereotypes and biases that could 

potentially undermine the care they deliver to Indigenous patients (Ly & Crowshoe, 2015). 

Using a pedagogical approach that incorporates the principles of anti-racism and anti-colonialism 

is emerging as way of addressing the learning needs of medical students that will prepare them to 

work effectively with Indigenous populations. Teaching within this framework is fraught with 

challenges for educators not only when they engage with students but also when interacting with 

colleagues and administrators outside the classroom (Boatright-Horowitz et al., 2012; DiAngelo 

& Flynn, 2010; Holland, 2015).  As the AFMC progress report clearly illustrates, teaching about 

colonial-based racism and its impacts on Indigenous peoples’ health in medical education is still 

relatively new, and how medical educators navigate this terrain in their teaching roles has not 

been examined. This study will contribute to the body of knowledge concerning the process of 

incorporating anti-racist and anti-colonial content in medical school curricula, which is an area of 

great need as Canadian medical schools consider how to implement the TRC Calls to Action for 

the training of future physicians. 

Overall Thesis Purpose, Questions, and Research Context 

Purpose of the Study   

The main purpose of this qualitative study is to understand the relational aspects of 

teaching Indigenous health issues using an anti-racist and anti-colonial approach in the context of 

an undergraduate medical education program.  Specifically, I sought to explore the strategies that 
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instructors use when teaching, the nature of their interactions with students, and how being 

involved in this type of teaching has impacted their relationships within the larger setting of the 

medical school.  My approach was grounded in an Indigenous worldview which informed how I 

gathered the individual and collective knowledge of the instructors, as well as how I worked with 

them to derive meaning from their stories.  The secondary purpose is to reflect upon the 

application of a conceptual model that is based upon the principles of Indigenous resurgence 

theory with respect to its utility in conducting educational research.   

This study also has an overarching aim to decolonize knowledge and systems, and this is 

evident in a number of ways in which I approached the study.  First and foremost, I attempted to 

centre and privilege Indigenous ways of knowing, being, and doing in all aspects of the study 

process.  This was challenging within the constructs of a thesis study, and I will likely reflect on 

ways that I could have pushed this even further long after this research is completed.  

Nevertheless, this document represents what I was able to do in this regard at this point in time.  

Second, I engaged with the topic of my research with the explicit aim of critiquing the systems of 

power that uphold colonialism in medical education as a means of finding pathways to improve 

how health care is delivered to Indigenous populations.  And third, I attempted to hold the needs 

of Indigenous communities at the centre of my work as a constant reminder of why we, as 

researchers, need to keep asking the difficult questions and do what we can to find solutions. 

Research Questions  

There are two main research questions for this study.  These are: 

1. How does the experience of teaching about Indigenous health using a perspective 

that is anti-racist and anti-colonial in the context of undergraduate medical 

education impact the relationships of medical educators?  Specifically, how does 

teaching in this context impact the educators’ relationships with themselves, 

students, the teaching content and process, colleagues, administrators, the 

Indigenous community, and their work and relationships outside of the medical 

school?  

2. How does the framework of Indigenous resurgence relate to the experiences of 

these medical educators and their teaching from an anti-racist and anti-colonial 

perspective? 

The research methodology used to address these questions was guided by a conceptual 

framework that is informed by Indigenous resurgence.  The method used to gather and recover 

knowledge drew from Kovach’s (2010) conversational method, a narrative form of inquiry 
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grounded in nêhiyawak ways of knowing, as well a mobile research approach called guided 

walks. 

Context of this Study   

Some of the most significant turning points in my life have emerged from relatively 

mundane occurrences. This is most certainly the case with the topic that has become the focus of 

both my professional and scholarly pursuits in recent years. As a curriculum developer in 

medical education, it has been my practice to check in with instructors to get feedback about 

teaching sessions in order to find out how the content and processes are working in the 

classroom. It was on such an occasion in early 2013 that I started to see the impact that teaching 

in our subject area, Indigenous health, was having on our clinician instructors at the University 

of Manitoba’s (UM) medical school. We had just started to include content related to Whiteness, 

privilege, and power into the curriculum, and this was being met with denial, defensiveness, and 

at times anger on the part of the students. During a follow up discussion, one of the instructors 

became very emotional and spoke of their difficulty in dealing with the students’ reactions since 

their perspectives were not unlike their own. While this was the first time I found myself in an 

emotionally fraught post-teaching conversation, it was far from the last. 

The more we challenged the students to critically examine colonial Canada and their 

social positions within it, the more I was struggling to support the instructors who were 

contending with difficult classroom situations as well as their own reactions to the issues that 

were surfacing. I had unexpectedly become the point person that the instructors looked to for 

advice, but the truth was that I felt every bit as lost as they did. Turning to the academic literature 

on anti-racist education, I did find several articles that described challenges that were similar to 

what we were experiencing, but there was very little guidance on how to address these issues. 

My explorations also revealed the lack of published articles about teaching Indigenous health 

from an anti-racist, anti-colonial perspective, and even less in the specific area of medical 

education. 

During the five years I co-led the development and implementation of the Indigenous 

health course in undergraduate medicine, I witnessed a small group of dedicated instructors 

grapple with the demands of teaching Indigenous health using a critical approach. I believed that 

the stories about their teaching experiences and how they had evolved as educators would 

provide valuable information that may inform Indigenous health teaching at other medical and 
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professional health schools.  This belief helped compel me to pursue doctoral studies and explore 

this topic through my thesis research. 

Locating Study Context 

The context for this study is the Undergraduate Medical Education Program (UGME) in 

the Max Rady College of Medicine, University of Manitoba.  In 2014, this program implemented 

a mandatory, 4-year longitudinal course in Indigenous health that examines the factors within 

Canada’s colonial past and present that influence the health of Indigenous populations and 

supports students to integrate anti-racist approaches in their clinical practice. The Indigenous 

Health (IH) course consists of approximately 60 hours of curricular time over the four-year 

program, largely delivered in small group tutorial sessions, with the majority of the contact time 

occurring during the pre-clerkship years (Med I and II) when students are scheduled for, on 

average, one IH teaching session per month during the regular session (August to May).  During 

clerkship (Med III and IV), which runs throughout the year, students are scheduled once per 

quarter for an IH teaching session.   

This site was selected for several reasons.  It was the first undergraduate medical program 

to implement an anti-racist/anti-colonial based Indigenous health curriculum, and to date, 

remains the only medical school with such a comprehensive approach to teaching about 

Indigenous health.  The school is situated within the Rady Faculty of Health Sciences, which has 

multiple, longstanding formal and informal relationships with First Nations, Métis, and Inuit 

communities and organizations.  These relationships are integral to the story and form the 

backbone of the social accountability that the health education programs in the faculty have to 

the local Indigenous communities.  And of course, my story is entwined within the larger story of 

Indigenous health teaching at this medical school.  While some Western approaches to research 

would take issue with my objectivity as a researcher in this context, the Indigenous worldview 

that grounds this study creates space to explore understanding and meaning through the unique 

relationship I have with the study context and its storytellers.   

Chapters and Interconnections 

This thesis is structured as a grouped manuscript, or “sandwich”, thesis, and as such is 

comprised of manuscripts that have been published or have been submitted for publication.  I 

begin Chapters 2 through 5 with a section labelled “Interconnection between Chapters” which 
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provides a space to include any information that is relevant to this thesis but was not included in 

the manuscript that follows, as well as notes concerning the contribution of authors.  

The introduction (Chapter 1) provides an overview of the intention, purpose, and 

organization of this study, including an introduction to my positionality within the project.  This 

chapter also includes a summary of the theoretical frameworks which inform my approach to 

research and an overview of the key pedagogical frameworks relevant to the study of anti-racist 

approaches to teaching Indigenous health content.  Chapter 2 presents a review of the relevant 

knowledge for this study, which is presented in two parts.  The first part consists of a systematic 

review that examines the factors and processes that influence the implementation of anti-racist 

teaching in the context of professional health education.  The second part provides both an 

update of the literature published since the initial review, but also a re-examination of the 

knowledge discovered through the systematic review through a relational lens grounded in 

Indigenous ways of knowing.   In Chapter 3, I explore my journey through the theoretical 

landscape that led me to adopting Indigenous resurgence as the primary theoretical orientation 

for my study, including how I translated this into a conceptual model that is guiding all aspects 

of the project.  Chapters 4 and 5 address my research questions.  Chapter 4 responds to my first 

research question, to explore the experiences of medical educators who employ an anti-racist and 

anti-colonial perspective in teaching Indigenous health, and presents in detail the methodology, 

results, and discussion related to this question.  Chapter 5 responds to my second question 

concerning how the framework of Indigenous resurgence relates to the experiences of medical 

educators and their approach to teaching.  I also address this question through an exploration of 

the educators’ experiences, but this time focus their evolutionary journey as it unfolded through 

their engagement with the course.  In Chapter 6, I summarize the knowledge that emerged 

throughout this study and critically reflect on the contributions this knowledge makes to the 

theory and practice of Indigenous health education scholarship.  I also identify the limitations of 

the study and areas for future inquiry. 

Contributions to Critical Indigenous Scholarship 

In undertaking my scholarly activity, I strive to remain grounded in the Plains Cree 

values with which I grew up:  respect, kindness, and reciprocity.  These core values are central to 

how I have approached this study, and in how I consider its contribution to scholarship in my 

field.  My journey has required me to learn from a variety of knowledge sources, both 
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Indigenous and non-Indigenous, and many times finding some of these paths were not intended 

for me; once again, I was on the outside looking in.  As the route forward became clear to me, I 

have come to respect the non-Indigenous theories and methodologies that have been my teachers, 

and, in kindness, wish them well as they guide much important work that has been, and will 

continue to be, done in anti-racist scholarship.  

My journey, which I invite you to accompany me on, is to give back to my Indigenous 

relations.  I view this as occurring on multiple levels.  This study strives to elevate Indigenous 

stories and voices, and in doing so, to recover lessons that will contribute to training physicians 

that are better equipped to improve the health care received by Indigenous communities.   

Simpson (2004) said, “from the perspective of Indigenous peoples, how you learn is as important 

or perhaps more important than what you learn” (p. 380).  To learn from the storytellers in this 

study, I was guided to the “how” through teachings on Indigenous methodology and Indigenous 

resurgence.  It is my hope that in sharing the ideas contained in Chapter 3 and the development 

of my conceptual framework based on resurgence, I will have contributed to the roadmap that 

may help other Indigenous graduate students and researchers find their own way forward.  

Finally, and most importantly, I consider my work in relation to the generations of Indigenous 

people in my family who have survived, and will continue to survive, in the face of colonial 

violence and oppression.  Taking up research that addresses Indigenous-specific racism was 

inspired by their experiences, and I remain committed to carrying the message of this study 

forward so that the load may be even a little lighter for the future generations. 
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Chapter 2:  Review of Relevant Knowledge 

Interconnection between Chapters 

Chapter 2 presents a critical examination of the knowledge available through published 

and grey literature related to anti-racist and anti-colonial approaches to teaching in the context of 

health education.  While the number of publications available about anti-racist teaching in the 

specific context of Indigenous health has been increasing in recent years, this is still a small field 

of scholarship.  In order to sufficiently understand the dynamics at play in this approach to 

teaching, I broadened the scope of my review to include knowledge arising from non-Indigenous 

health education contexts.  The review of knowledge presented in this chapter comprises two 

parts: a systematic review, followed by an updated review of relevant knowledge. 

My first formal exploration of the knowledge in this area was through the completion of a 

systematic review in one of the courses taken for my doctoral program of study.  The original 

project utilized a critical realist framework to understand anti-racist teaching in terms of 

complex, intersecting causal chains that result from the interplay of factors related to context, 

time, mechanisms, and human agency (Diffey & Mignone, 2017).  The scope of the review was 

broad, extending beyond the factors related to the experience of teaching to include technical 

aspects of teaching, such as design of assignments and teaching delivery methods. 

In the time between completing the initial review and starting the updated review for 

inclusion in my thesis, I have shifted my theoretical orientation to one that centres Indigenous 

ways of knowing, being, and doing.  Thus, the update presented in this chapter reflects this shift 

by drawing primarily on a relational framework for exploring and understanding the dynamics of 

anti-racist teaching.  I felt it was important to re-engage with the knowledge located through my 

original review in this relational manner, and to incorporate any new knowledge that had become 

available since undertaking the initial search.  Although the knowledge I examined did not 

originate from Indigenous knowledge systems, viewing it through this relational frame helped 

me to ground my understanding of this subject area in the Indigenous worldview that is the 

foundation of my study.  Additionally, the update section specifically focuses on knowledge that 

is related to the research questions of this study and thus has a narrower focus than the original 

systematic review. 
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Implementing Anti-racist Pedagogy in Health Professional Education: A Realist Review 

Abstract 

In response to the greater public awareness of anti-Indigenous racism within Canada’s 

health care system, the nation’s health education programs are under increasing pressure to 

incorporate anti-racist approaches in their training of health professionals. But implementation of 

curricular content about racism has been slow to emerge in these programs and a focus on culture 

rather than racial oppression persists. Few guidelines currently exist to assist in the application of 

anti-racist pedagogy in health education, and the published research in this area is relatively 

limited. The purpose of this systematic review was to explore the peer-reviewed literature using 

a critical realist framework to identify the factors and processes that influence the 

implementation of anti-racist teaching in a health context. The findings highlight the role of 

human actors, contextual factors, and pedagogical processes in either facilitating or impeding the 

advancement of anti-racist pedagogy in health education. 

Introduction 

Racism in the Canadian health care system has become increasingly recognized as an 

issue impacting Indigenous peoples. Rooted in colonial history, anti-Indigenous racism 

permeates social institutions, including health care (Allan & Smylie, 2015; Health Council of 

Canada, 2012). Stereotyping and other forms of discrimination can create environments in which 

Indigenous patients do not feel safe, contributing to systemic barriers that result in delayed 

diagnosis, treatment, and missed opportunities for preventive care (Health Council of Canada, 

2012). It is imperative to attend to the underlying causes of mistrust, particularly among 

populations who are known to experience poorer health status than mainstream Canadian 

population (Manitoba Aboriginal and Northern Affairs, 2012; Reading & Wien, 2013).  Incidents 

such as the 2008 death of an Indigenous man, untreated during the 34 hours he spent in the 

waiting room of a Canadian emergency department, underscore the dire need to examine how 

racial stereotyping operates in health care (Hart & Lavallee, 2015), prompting academics and 

physicians to make public calls for action around this issue (Browne, 2014; Elkins, 2009). 

Canadian professional organizations in the fields of nursing and medicine have codified 

the need to address anti-Indigenous racism. The Canadian Nurses Association (2014) passed a 

resolution to improve health equity for Indigenous peoples through identifying strategies to 
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reduce racism and structural discrimination. A policy statement from the Royal College of 

Physician and Surgeons of Canada (Royal College of Physicians and Surgeons of Canada, 2013) 

one year earlier stressed the importance of critical reflection and analysis by doctors to recognize 

the impacts of racism and oppression on Indigenous patients. 

The inclusion of the topics of racism and colonial oppression within health professional 

training is gaining momentum. Frameworks for teaching Indigenous health in undergraduate 

medicine (Lavallee et al., 2009), post-graduate medicine (Anderson et al., 2009)], and 

baccalaureate nursing (Hart-Wasekeesikaw, 2009) have been developed through the 

collaborative efforts of Indigenous and non-Indigenous health professional organizations and 

academic associations. Central to these frameworks is the fostering of critical reflection skills 

that enable learners to identify and interrupt the processes that perpetuate colonial oppression in 

healthcare. The Truth and Reconciliation Commission of Canada (Truth and Reconciliation 

Commission of Canada, 2015b), through its mandate to seek redress for the legacy of residential 

schools, included among its calls to action that Canadian medical and nursing schools institute a 

mandatory Indigenous health issues course that includes skills training in anti-racism. 

Although addressing racism has been increasingly recognized as a critical subject area for 

the training of Canadian health professionals, very little has been published about how this is 

being implemented in the nation’s professional health education programs. Implementation of 

curricular content about racism has been slow to emerge within Canadian schools of nursing and 

medicine, and teaching about Indigenous health has tended to focus on cultural awareness or 

competence and health disparities rather than concepts of colonial oppression, discrimination, 

power, and privilege (Azad et al., 2002; Redwood-Campbell et al., 1999; Rowan et al., 2013; 

Saylor, 2012).  Ly and Crowshoe (2015) suggest that the lack of substantive training about racial 

stereotyping and the related social, political, and historical context not only place health 

professionals at a disadvantage in practice but also put Indigenous patients at risk. 

Anti-racist pedagogy is an approach to teaching which seeks to identify, challenge and 

transform those aspects of a system that maintain, power, privilege and racism (McGibbon & 

Etowa, 2009; Schroeder & DiAngelo, 2010). Race and social difference are explicitly named as 

issues of power and equity rather than cultural or ethnic matters (Dei, 1996). Literature focusing 

on anti-racist pedagogical approaches in health education is limited (Hassouneh, 2006), and has 

yet to emerge as a significant area of inquiry for Indigenous health education in Canadian 
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professional health schools. The examination of the literature from non-health disciplines reveals 

the challenging nature of undertaking this approach in post-secondary education; resistance from 

students and administration, negative evaluations, and instructor discomfort and uncertainty are 

frequently described (Boatright-Horowitz et al., 2012; DiAngelo & Flynn, 2010; DiAngelo & 

Sensoy, 2014; Peden, 2011). With few systematic examinations of how the implementation of 

anti-racist education functions in health disciplines, there is little currently to guide professional 

health programs in Canada to address racism in the context of Indigenous peoples. 

The purpose of this systematic review was to explore the experiences of health 

professional education programs to understand the process of implementing anti-racism 

initiatives. In particular, the review sought to identify the factors and mechanisms that may 

contribute to the feasibility and sustainability of employing an anti-racist pedagogical approach 

in health professional education. For the purposes of this review, the World Health Organization 

definition of health professionals as those individuals who “study, diagnose, treat and prevent 

human illness, injury and other physical and mental impairments in accordance with the needs of 

the populations they serve” (World Health Organization, 2013, p. 57) was used to shape the 

parameters of the literature search. Health professional education was operationalized as 

programs that train individuals to develop the knowledge, skills, attitudes, and behaviors 

required to earn or maintain the designation of health professional. 

Materials and Methods 

Critical Realist Approach   

The approach taken in this systematic review draws upon critical realism, which 

considers the social world as comprising multiple, interconnecting systems with complementary 

and countervailing mechanisms that interact in complex ways to influence outcomes (Houston, 

2010). Realism provides a particularly useful ontological framework for examining interventions 

in health education as outcomes are often highly context dependent and thus pose a challenge 

when reviewing the literature to gain insight into the best practices for implementation of 

particular teaching strategies (Wong et al., 2012). Within the realm of anti-racist teaching 

interventions, critical realism offers a means to unpack the complexity of factors at play, 

including those related to power and oppression. 



 37 

Consistent with realist review guidelines developed by Pawson, Wong and others, this 

review considers how outcomes emerge through their association to context and social processes 

or mechanisms (Pawson et al., 2005; Wong et al., 2013)[30,31]. Additionally, this review is also 

informed by the critical realist work of  Houston (2010) and Porter (2015) who have argued for 

the consideration of human agency and time as distinct factors in describing causal chains: 

context + time + mechanism + human agency = outcome. Systematic review undertaken with a 

critical realist approach therefore requires the researcher to examine outcome patterns, social 

processes and structures, the social and temporal contexts, and the experiences and responses of 

the actors involved (Houston, 2010; Porter, 2015). The intent of this review was not to evaluate 

whether teaching about racism is effective in professional health education, but rather to 

understand how anti-racism teaching works when training health professionals, in what ways it is 

influenced by the social context, and the role of various actors (e.g. students, instructors, 

administrators) in this type of teaching. 

Inclusion and Exclusion Criteria 

Sources with rich descriptions of anti-racist educational programs or interventions for 

health professional training at any stage (i.e. undergraduate to post-graduate and continuing 

professional development) were reviewed. Documents were included if details about the 

educational intervention were described; the educational intervention was directed at students in 

health professional programs or practicing health professionals; and the intervention involved 

discussions about race, racism or racial oppression. Documents were excluded if the publication 

language was not English; the learners targeted for the education intervention were not in the 

health professions (e.g. pre-medicine, pre-nursing, patients or clients); or the teaching strategies 

described did not specifically address race, racism, or racial oppression. Opinion-driven articles, 

such as editorial reviews, commentaries, and those that did not describe a systematic process for 

examining interventions were excluded, as were articles outlining how guidelines were 

developed. Consistent with realist review guidelines, the defining of inclusion and exclusion 

criteria was iterative and refined during the process of identifying articles for the synthesis 

(Pawson et al., 2005; Porter, 2015; Wong et al., 2013). 



 38 

Identification of Articles 

Five electronic databases relevant to health education were searched from their inception 

dates to February 2015 using a search strategy developed by the authors in consultation with a 

health sciences librarian. Publications of any type were included, and the search was limited to 

English language documents. Authors’ own reference libraries and the reference lists of studies 

found through the electronic database search were created. Details of the databases and search 

strategies are available in Supplemental File 1 (Appendix A). 

Screening of titles and abstracts against inclusion and exclusion criteria was conducted by 

the first author. Full text was obtained for 287 articles, which were rescreened for eligibility by 

the first author in consultation with the second author. Of the 94 eligible articles, 31 were 

deemed to have provided sufficient detail about the educational interventions to be included in 

the synthesis (Figure 1). 

The 31 articles included in the systematic review ranged in publication dates from 1996 

to 2015 and from a variety of disciplines, including social work (16), nursing (8), inter-

professional/multidisciplinary (4), medicine (1), public health (1), and midwifery (1). Most of the 

articles were from the USA (14) and Australia (5), and the remaining ones were from Canada 

(3), New Zealand (3), South Africa (2), UK (2), Scotland (1), and Israel (1). The articles also 

ranged in their focus, from examining specific learning activities (6), a module within a course 

(2), a whole course (10) or workshop (3), a complete curriculum (2), or the experience of 

instructors more generally (8). How these elements were examined also varied, from the analysis 

of student assignments (7), use of interviews or focus groups (7), survey methods (6), mixed 

methods (7), ethnography (1), evaluation (1), and quasi-experimental (1). 

Data Extraction, Organization, and Analysis 

Building on the methods described by Rycroft-Malone, et al. Rycroft-Malone et al. 

(2012), Kastner et al. (2013), and Wong et al. (2010), a data extraction form was designed. A 

critical appraisal section, based on the work of Ryan et al. (2007) was included in the form. A 

pre-test with three articles resulted in further refinement to the data extraction form 

(Supplemental File 2, see Appendix B), which was then used to gather data on: (1) process 

details of the intervention, such as the level, focus, approach, target, and change agents; (2) 

context details, such as health discipline, setting, socioeconomic, and cultural factors; (3) 
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moderating factors that influenced the outcome of the intervention; and (4) theories, either 

assumed or postulated, that formed the basis of the intervention. Extracted data was then 

organized by interventions, factors, outcomes and appraisal to facilitate the identification of 

patterns in the data. Data extracted from the articles was further organized according to the 

emerging patterns related to context factors, process factors, agents of change, and temporal 

factors. Articles were read and re-read to understand the relationship of the identified factors and 

agents to the intervention outcomes. 

Figure 1:  Flowchart outlining the process for locating and selecting the studies included in the 

systematic review.   

 

Adapted from Moher et al. (2009). 
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Results and Discussion 

The findings were organized in four broad themes: pedagogical approaches; the role of 

actors; contextual factors; and pedagogical processes as mechanisms. Each of these themes was 

further specified and categorized. 

Pedagogical Approaches   

The studies included in this review described a range of pedagogical approaches for 

incorporating race issues in the teaching of health professionals. These can be envisioned as 

occupying four categories defined by the primary focus of the pedagogical approach: dialogue 

across social groups; deconstructing power and privilege; student transformation; and application 

to practice. 

Dialogue Across Social Groups 

Allen et al. (2013) and Drabble et al. (2012) described educational interventions that 

utilized a cross-cultural perspective. While this approach was found to increase students’ 

understanding of cultural knowledge and respectful partnerships (Drabble et al., 2012), it was 

less effective for understanding power, privilege and oppression (Drabble et al., 2012) and in 

connecting the social determinants of health to racism (Allen et al., 2013). Intergroup dialogue 

(Arieli et al., 2012; Humphreys, 2012) is an approach that gathers students into small, peer-

facilitated groups based on social identity in order to foster cooperative learning and 

communication between the groups. Students were found to have increased cultural competency 

in knowledge, skills, and awareness domains (Humphreys, 2012). In Arieli’s (2012) study, 

students had to negotiate a number of challenges, such as feeling the need to be the ‘ambassador’ 

for their culture, feeling comfortable expressing their identity, and difficulties of discussing the 

dynamics of oppression (Arieli et al., 2012). A slightly different approach, Black-White teaching 

partnership, was described by Gollan and O'Leary (2009) in which instructors from different 

social identity groups are co-leaders in teaching, modeling accountability, awareness of 

Whiteness, and critical self-reflection in the process. Students found this approach to be a 

positive experience that increased their awareness about concepts of Whiteness, othering, and the 

realization that they did not understand the experience of Indigenous peoples as well as they 

once thought (Gollan & O'Leary, 2009). 
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Deconstructing Power and Privilege   

A number of studies looked at educational interventions that focused on how power and 

privilege operate in society to oppress racialized groups. The learning activities varied among the 

studies, but a common thread was the challenging of dominant worldviews and examination of 

system- and institution-level racism. Students in these interventions tended to react with strong 

emotional responses (Garcia & Van Soest, 1997) including hostility, guilt, shame or feeling 

victimized and blamed (Kickett et al., 2014). Wariness about the subject matter (Basham et al., 

2001) and reluctance to engage (Thackrah & Thompson, 2013) were noted as being more 

pronounced at the beginning of the intervention and waned over time. Notable outcomes of this 

type of approach included improved critical thinking and reflexivity (Thackrah & Thompson, 

2013) and a demonstrated ability to identify the mechanisms of oppression and privilege that 

drive health inequities (Garcia & Van Soest, 1997; Signal et al., 2007). Although some students 

were found to devalue the teaching content (Thackrah & Thompson, 2013), others could see the 

relevance to their practice (Havens et al., 2011). 

Social Transformation  

Another category of interventions focused on guiding the student through a process of 

transformation, emphasizing the role of the student in this process. These approaches emphasize 

internal shifts within the student around their identity and core beliefs (Van Soest, 1996) or 

frames of reference for interpreting experiences (Deepak & Biggs, 2011). Although instructors in 

one intervention assumed students would be able to translate their raised critical consciousness 

into practice, learners expressed a desire to be given concrete strategies and skills (Jeffery, 

2005). Signal et al. (2007) reported no consistent increase in students’ self-reported advocacy 

following the intervention, but Deepak and Biggs (2011) observed that students were able to 

mobilize their reactions into an anti-racist stance. Abrums and Leppa (2001) found that the 

majority of students who demonstrated a deep integration of content and critical analysis were 

from underrepresented groups, but also noted that the relationship between social group 

membership and this type of learning is complex and would require investigation beyond the 

scope of their study. 
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Practice-centred   

Translating learning into practice formed the focus of another category of educational 

interventions. This could take the form of hands-on experience, such as through community-

based service learning experiences (Bolea, 2012) or gaining practice in managing the challenges 

of classroom discussions surround race issues (Van Jaarsveldt, 2013). One approach employed 

modeling of behavior and principles by instructors to demonstrate the transfer of theory into 

practice (Campbell et al., 2008), but students still reported a desire to learn about concrete tools 

for working with clients. Collins and Wilkie (2010) examined the use of portfolio assignments as 

a means for assessing students’ ability to apply theory in practice, but found that students 

struggled with providing in-depth analysis of structural or institutional racism in their practice 

learning experiences. 

The Role of Actors 

Change agents, either within or external to the learning institution, played a critical role 

in the educational interventions examined in this systematic review. Most of the studies focused 

on the role of actors within educational institutions, particularly the instructors and students 

engaged in anti-racism education interventions, and to a lesser degree institution administrator, 

other faculty, and those external to the institution. 

Instructors   

How instructors engaged in anti-racist educational interventions was influenced by a 

variety of factors, including their knowledge and expertise, their burden of responsibilities and 

access to support, and their social identity. 

Instructors who were skilled in recognizing and responding to conflicts, potentially 

distressing opinions, and defensive responses among students helped to facilitate learning 

environments in which critical discussions emerged (Arieli et al., 2012; Kickett et al., 2014; 

Thackrah & Thompson, 2013). While few studies looked at the process of gaining experience in 

anti-racism teaching skills, Holland (2015) found that the journey took place over several years, 

through a process of self-reflection that was gradual and punctuated with ‘awakenings’. Self-

reflection was also found to be valuable for developing anti-racist teaching practices in the 

setting of an experiential, hands-on learning workshop for faculty (Van Jaarsveldt, 2013). A 

number of studies described the use of an external expert to support instructors (Bozalek & 
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Biersteker, 2010; Havens et al., 2011; Van Jaarsveldt, 2013). For courses that required multiple 

instructors, maintaining a cadre of teachers (Beagan, 2003) and ensuring consistency (Kickett et 

al., 2014) were challenges. Engagement of Aboriginal instructors in particular was found to be 

facilitated through the relationships and networks of a unit coordinator (Kickett et al., 2014). 

Some approaches to anti-racist teaching employed the social group identity of instructors 

as part of the pedagogical process. Students reported that co-facilitation of teaching by 

instructors from different groups offered access to multiple perspectives (Gollan & O'Leary, 

2009; Kickett et al., 2014) and witnessing the modeling of a partnership in action (Gollan & 

O'Leary, 2009). For instructors from racially oppressed groups, teaching in this realm can 

involve considerable emotional labor as their identity is placed at risk (Kickett et al., 2014), and 

they feel uncomfortable dealing with expectations from students of the same social group (Tilki 

et al., 2007). The lack of diversity among nursing faculty was identified as a barrier to 

implementing teaching that focuses on issues related to cultural diversity (Parker & McMillan, 

2008). 

Many instructors were reluctant to teach about issues related to race or racism, and 

actively avoided these topics (Holland, 2015; Parker & McMillan, 2008). This discomfort was 

often attributed to a lack of adequate knowledge or training (Holland, 2015; Parker & McMillan, 

2008; Singleton, 1994; Wepa, 2003), the inherent difficult or unsettling nature of the topic 

(Parker & McMillan, 2008; Tilki et al., 2007), or a feeling of lacking the credibility (Holland, 

2015) or confidence (Alleyne et al., 1994) to tackle the subject. Forming a community of practice 

among like-minded instructors was identified as a facilitative process (Bozalek & Biersteker, 

2010), whereas the lack of formal mentorship or a community of scholars was seen as a barrier to 

engaging in teaching about cultural safety (Wepa, 2003). 

Students   

As with instructors, a variety of student-related factors that influenced the process of anti-

racist teaching emerged. Young age and cultural isolation proved to be barriers to learning 

(Holland, 2015), but students with past experience in anti-racism training (Collins & Wilkie, 

2010) or who had an interest in understanding how racism functions in their professional setting 

(Havens et al., 2011) were more receptive and more likely to engage in discussions about race 

and racism. Deepak and Biggs (2011) found that referencing an event that impacted students or 
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those close to them helped students to engage with the topic. Conversely, Beagan (2003) found 

that exposing students to unfamiliar people and issues fostered learning. 

Classroom dynamics were greatly influenced by students’ social group identity. Having 

students from diverse social groups within a class could contribute to the challenging of racist 

views (Allen et al., 2013) and the creation of a learning environment that encourages dialogue 

(Garcia & Van Soest, 1997). However, students may also respond by self-segregating in order to 

create a comfort zone, which can be exclusionary for students in the minority (Tilki et al., 2007). 

In this context, moving students into mixed groups was met with initial resistance but ultimately 

had a positive impact on challenging stereotypes (Tilki et al., 2007). Intentionally dividing 

students by social group identity as a pedagogical strategy was found to foster an awareness of 

the pre-existing tensions between groups, but also led some students to feel silenced or like 

traitors if they did not agree with other members of their social group (Arieli et al., 2012). 

Students played an active role in their own learning about racism. Self-reflective writing 

provided a means for processing strong emotions and helping students to become more aware 

and enlightened about issues of privilege and oppression (Van Soest, 1996), although some 

students tended to focus on course concepts rather than deeper exploration of their own 

experiences (Donner et al., 2004; Littlefield & Bertera, 2004). Having students actively involved 

in the course design had variable outcomes. Creating ground rules for discussion as a group 

helped to ensure an atmosphere of emotional safety for student dialogue (Van Jaarsveldt, 2013). 

Requiring students to co-create the course outline led to considerable anxiety, and shed light on 

the paradox of students wanting to have input, yet also wanting an expert to give direction 

(Campbell et al., 2008). For instance, allowing a student to show a video clip in class created 

turmoil among students that lasted for weeks (Arieli et al., 2012). 

Other Institutional Actors 

Institutional commitment to anti-racism through the inclusion of compulsory courses 

(Kickett et al., 2014), and support among administrators and faculty to make teaching about 

oppression the norm (Singleton, 1994) were identified as positive facilitating factors. Some 

instructors described resistance from management and colleagues about including racism-related 

topics (Parker & McMillan, 2008), or pressure to focus on positive aspects of diversity and 

culture (Holland, 2015). Others felt that the institution’s responsibility to address racial 

discrimination was shifted onto lecturers without measures taken at organization-level policies 
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and practices (Tilki et al., 2007). The burden of heavy academic workloads was seen as a factor 

in instructors’ lack of energy to take on the challenge of anti-racism teaching (Wepa, 2003). 

Another source of tension was the absence of a shared understanding of how subjects such as 

race and culture should be approached (Parker & McMillan, 2008). 

External Actors   

The role of stakeholders outside academia was discussed in a few of the studies. 

Although community was identified as an important influence on curriculum, instructors noted 

the challenges of determining how they should be engaged and how to conceptualize 

‘community’ (Parker & McMillan, 2008). Signal et al. (2007) noted the use of a needs 

assessment study to include the voice of stakeholders in curricular development, while Bolea 

(2012) described the engagement of Native American community members in the planning of a 

community immersion learning experience. Involving outside agencies in off-site teaching was 

found to both facilitate and challenge the delivery of anti-racist teaching. For example, 

instructors in one study reported that agencies were more supportive than anticipated, yet 

students reported some degree of institutional resistance or lack of collaboration once engaged in 

an anti-racism field assignment within agencies (Donner et al., 2004). Basham et al. (2001), 

referencing the same context, noted some factors that moderated this process, including active 

engagement of the agency staff in planning, clarity of the goals and purpose of the students’ 

placement and assignment, and providing the agency-based supervisor with sufficient 

information. 

Contextual Factors   

A number of context-related factors were identified in the studies, and these ranged from 

the larger social environment to the climate within the educational institution and the more 

immediate setting of the classroom. 

Sociopolitical Context  

Although the site of anti-racism teaching in health professional programs is typically the 

academic institution, the role of external contextual factors on the teaching process must also be 

considered. Racial tensions between groups in a region, including history of its development, are 

one such consideration. Arieli et al. (2012) observed an unequal power relationship between two 

groups of students in the classroom, which reflected the tension between Jews and Arabs in the 
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larger population. Failure to consider the specific racial context leads to anti-racism education 

that does not adequately address community needs (Havens et al., 2011; Tilki et al., 2007). A 

shift in sociopolitical climate, as occurred in New Zealand with the government’s placing 

priority on eliminating health inequalities among Maori people, was identified as a key factor in 

introducing anti-racism training (Richardson & Carryer, 2005; Signal et al., 2007). Similarly, the 

policies and standards of professional regulating bodies were identified as significant drivers of 

anti-racism curricular implementation (Deepak & Biggs, 2011; Parker & McMillan, 2008; 

Singleton, 1994; Thackrah & Thompson, 2013; Wepa, 2003). 

Institutional Climate 

While the influence of actors within institutions was discussed earlier, a number of other 

factors related to the institutional climate around anti-racist pedagogy emerged from the data. 

Barriers to implementing content about racial oppression included questioning the legitimacy of 

the content (Beagan, 2003), hostility towards instructors (Singleton, 1994), ‘built in failure’ 

through the hiring of unqualified instructors and the conveying of negative attitudes to students 

by other faculty members (Singleton, 1994). Power dynamics within the institution were also 

identified as influential factors. When power was viewed as being held by a select few at the top 

of an organizational structure, there was a perceived inability among instructors to be able to 

influence change and implement anti-racist teaching approaches (Havens et al., 2011). Curricular 

decisions were also seen as being influenced by the priorities of lobby groups and a desire to be 

‘politically correct’, while also trying to avoid backlash (Parker & McMillan, 2008). 

The dominant perspectives operating in an institution can have a profound impact on the 

implementation of anti-racism approaches. A number of studies identified the dominance of the 

White perspective as problematic as it positions Whiteness as normal and marginalizes the needs 

of ethnic minority students and stakeholders (Holland, 2015; Jeffery, 2005; Williams & Parrott, 

2014). Dominance of ‘culture’ and ‘diversity’ in institutional discourse can act to keep racism 

and anti-racism in the background (Holland, 2015). And the hegemonic culture of healthcare, 

which organizes curriculum around physiological systems and medical diagnoses, does not 

include parameters for including race in curricula (Parker & McMillan, 2008).  The institution’s 

readiness for change was identified as an important factor in the implementation of anti-racist 

teaching. Commitment from university administration to address racial oppression through the 

adoption of strategic plans fosters a supportive environment for instructors to incorporate anti-
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racist approaches in their teaching (Kickett et al., 2014; Singleton, 1994; Van Jaarsveldt, 2013). 

Taking the opportunity to introduce such a course during a time of larger curricular changes was 

described as a strategy, although resistance and a lack of respect within the institution in 

response to these courses was also noted (Beagan, 2003; Thackrah & Thompson, 2013). 

In terms of context, most studies focused on the immediate learning environment of the 

student. Dynamics within the classroom influenced student engagement. Concerns about safety 

when sharing views (Campbell et al., 2008), large class size (Arieli et al., 2012; Holland, 2015) 

or the dominance by several group members (Thackrah & Thompson, 2013) were seen as 

barriers to dialogue and learning for students. Shifting the power dynamics towards student-led 

discussions resulted in vibrant dialogue, but also discomfort for the instructor related to the loss 

of control (Campbell et al., 2008). Student vulnerability, particularly for students of color, was a 

concern for instructors when trying to balance teaching about race and racism while not placing 

students in potentially dangerous situations (Basham et al., 2001; Holland, 2015). While 

engaging in anti-racism learning could provoke anxiety and discomfort for students, they also 

described feeling strengthened by the experience (Bozalek & Biersteker, 2010). When 

expressions of racism manifest in the classroom, subsequent dialogue among students was 

challenging (Allen et al., 2013) and resulted in students adopting coping strategies to limit 

anxiety and stress (Tilki et al., 2007). Resistance by students to engage in discussions about 

racism was noted by a number of authors. For students who identify as part of the dominant 

culture, being challenged about their identity as members of the oppressive group may be 

expressed as negativity and resistance towards the instructor (Richardson & Carryer, 2005), 

indifference (Singleton, 1994), denial (Arieli et al., 2012; Richardson & Carryer, 2005), or 

reluctance to engage in self-examination (Jeffery, 2005). Managing these challenging dynamics 

in the classroom can be difficult and frustrating for instructors (Holland, 2015; Richardson & 

Carryer, 2005) but can also provide motivation to find ways to convey the message (Singleton, 

1994) and make it a rewarding experience (Richardson & Carryer, 2005). If efforts are made to 

incorporate disquiet as part of the learning process, it was seen as useful in transforming attitudes 

(Thackrah & Thompson, 2013). 

Pedagogical Processes as Mechanisms   

The processes involved in any educational intervention are complex, and this proved to 

be the case in the anti-racist interventions considered in this review. Processes related to 
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pedagogical planning and design, teaching methods, and assessment of students were the areas in 

which these mechanisms were situated. 

The relationship between instructors’ goals and students’ expectations played a key role 

in learning process. Students may expect to focus on direct service issues around racism 

(Williams & Parrott, 2014) and concrete strategies for managing race issues (Jeffery, 2005) 

whereas instructors may focus on systemic racism and view consciousness raising as the priority 

(Jeffery, 2005; Williams & Parrott, 2014). Being explicit about learning goals and how these 

apply to learning activities such as assignments emerged as a key factor in bridging this gap 

(Basham et al., 2001; Donner et al., 2004). 

Approaches to the pedagogical design process were variable among the studies in the 

review. For a number of instructors, finding a strategy to introduce race-issues in teaching was 

key, and these included starting with less threatening or divisive issues (Arieli et al., 2012; Van 

Jaarsveldt, 2013), utilizing small groups (Van Jaarsveldt, 2013), and using discussions about 

privilege as a point of entry (Jeffery, 2005). Despite such efforts to build trust among students 

before engaging in divisive issues, this did not necessarily eliminate the tension and discomfort 

associated with these discussions (Arieli et al., 2012). Frontloading a large volume of new, 

foundational concepts at the beginning of a course can be overwhelming for students, although 

this could be mediated through support from the instructor (Campbell et al., 2008). Beyond the 

introduction of race-related topics, students were found to struggle with the subject if there was a 

lack of sustained attention and the presentation of content was diffuse or disjointed (Beagan, 

2003). Including opportunities for post-training follow up helped to establish an ongoing 

supportive community of instructors in one study involving a faculty development workshop 

(Van Jaarsveldt, 2013), while Bozalek and Biersteker (2010) found that undergraduate students 

did not access the available follow up support. 

Using a variety of teaching materials (Allen et al., 2013), learning activities (Gollan & 

O'Leary, 2009) and assignments (Campbell et al., 2008) were all deemed as helpful by students. 

Incorporating videos that featured the experience of individuals from racially oppressed groups 

assisted in the facilitation of learning by large groups of students, particularly for community 

members who may not feel comfortable in large group settings (Kickett et al., 2014). Such 

videos helped to challenge stereotypes (Kickett et al., 2014) and made a lasting impact that 

fostered empathy (Deepak & Biggs, 2011), although long and repetitive videos were viewed as 
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less effective (Kickett et al., 2014). Instructor-facilitated discussion before and after viewing 

videos helped students to translate their emotional responses into an anti-racist stance (Deepak & 

Biggs, 2011). Case-based studies helped to focus information for students (Signal et al., 2007) 

and prompted discussion (Allen et al., 2013). 

In-person discussions among students were found to help students to raise emotionally 

difficult topics (Allen et al., 2013; Deepak & Biggs, 2011). Blended courses that supplemented 

classroom meetings with online discussions required sufficient numbers of well-trained 

facilitators to respond to students’ emotional distress in the web-based forums (Bozalek & 

Biersteker, 2010). Students who remained anonymous during online discussions were less likely 

to engage in higher risk dialogues (Bozalek & Biersteker, 2010). Visual exercises that involved 

drawing were found to be a stimulus for group interaction that in turn fostered insights and 

learning among students (Bozalek & Biersteker, 2010). 

Instructors’ modeling of teaching principles was a deliberate pedagogical tool described 

in a number of the studies, and this took a variety of forms. Modeling of intercultural teaching 

partnerships provided an opportunity to deconstruct how the partnership worked and how to 

respond to challenges, skills that were seen as helpful for real world practice (Gollan & O'Leary, 

2009). Kickett et al. (2014) found that such co-coordination required strong leadership skills and 

high emotional intelligence. Another opportunity for modeling intercultural communication was 

in the setting of community-based learning in which the instructor is required to shift into the 

role of guest or visitor, although this can be challenging in terms of letting go of control over the 

learning process (Bolea, 2012). Modeling of social justice principles through transparency of 

teaching processes and use of self-disclosure positions the instructor in a vulnerable place and 

tended to be more useful for learning by students who possessed considerable practice 

experience prior to the course (Campbell et al., 2008). 

Most of the studies in this review did not examine the processes used by instructors to 

assess students’ learning of anti-racism content. Of those that did, the process of self-reflection 

featured prominently. Students who were asked to reflect on their own self-interview from the 

beginning of the course had to engage in considerable emotional processing but demonstrated 

greater awareness of their own privilege or oppression (Van Soest, 1996). Narrative analysis of 

nursing students’ final reflective papers revealed varying levels of analysis and synthesis of 

course content on race, class, and privilege, although the majority of students who demonstrated 
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the highest level of learning were from non-dominant social backgrounds (Abrums et al., 2010). 

Both Donner et al. (2004) and Collins and Wilkie (2010) examined social work students’ 

portfolio reflections on an anti-racism field placement project, and found that in-depth analysis 

of systemic oppression and examination of personal learning were lacking to a large degree. 

Conclusion 

The study had several limitations. Language bias is an important one, given that the 

literature reviewed was only in English, consequently missing out on potentially valuable studies 

in a variety of different countries and regions that seek to include anti-racism pedagogies. 

Specific to the main motivation of this study, there were few studies that dealt with anti-racism 

education programs more specifically related to Indigenous populations. Finally, the variety of 

programs reviewed, while offering a rich set of differing experiences, made their comparability 

more difficult. 

The study systematically explored the peer-reviewed literature on experiences of health 

professional education programs that have incorporated curricular content on the topic of racism. 

The objective was to understand how and under what circumstances this pedagogical approach 

may be successfully implemented. It also sought to understand the process of implementing anti-

racism initiatives in health professional education programs, and to identify the factors and 

mechanisms that contribute to the feasibility and sustainability of employing these anti-racist 

pedagogical approaches. The findings were organized in four broad themes: pedagogical 

approaches; the role of actors; contextual factors; and pedagogical processes as mechanisms. 

Each of these themes was further specified and categorized. 

Four categories of pedagogical approaches for incorporating race issues in the teaching of 

health professionals, defined by their primary focus, were identified: dialogue across social 

groups, deconstructing power and privilege; student transformation; and application to practice. 

Each showed strengths and weaknesses. For instance, dialogue across groups helped increase 

students’ understanding of cultural knowledge, but less so of power. Deconstructing power and 

privilege helped improve critical thinking and reflexivity and to identify mechanisms of 

oppression, although frequently it was met with strong emotional responses of hostility, guilt, 

and feeling victimized. The student transformation approach emphasized the role of the student, 

which assisted in deep integration of content and critical analysis. However, learners expressed 

the desire for more concrete strategies and skills. The practice-centered approach facilitated 
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hands-on experience, but students struggled with providing in-depth analysis of structural or 

institutional racism in their learning experiences. 

The review also examined the role of actors as change agents, be they instructors, 

students, other institutional actors, or external actors. Instructors were influenced in their 

engagement in anti-racist educational interventions by factors such as knowledge and expertise, 

burden of responsibilities, access to support, and social identity. In relation to students, a variety 

of factors influenced the process of anti-racist teaching, among them cultural isolation, interest in 

understanding racism, social group identity, classroom dynamics, and particular techniques such 

as self-reflective writing, ground rules for discussion, and involvement in course design. Key 

among institutional actors was institutional commitment to anti-racism through the inclusion of 

compulsory courses and the support among administrators. The role of external stakeholders, 

although less discussed, was found to both facilitate and challenge the delivery of anti-racist 

teaching. 

Among contextual factors, the sociopolitical context and the institutional climate 

emerged as central aspects. In relation to the latter, racial tensions between groups in a region, 

including the history of its development, was a key consideration. The institutional climate 

involved a number of components, such as institutional commitment, power dynamics, and 

dominant perspectives operating in an institution. Some aspects were identified as problematic, 

among them the dominance of the White perspective, ‘culture’ and ‘diversity’ in the institutional 

discourse acting to keep racism in the background, and hegemonic culture of healthcare which 

organizes curriculum around physiological systems and medical diagnoses. 

The approaches to pedagogical design varied significantly among the studies reviewed, 

providing a range of creative options. However, most studies did not examine the processes used 

to assess students’ learning of anti-racism content. 

The review coincides with earlier literature that describes anti-racist pedagogy as a 

framework that is intended to transform systems that uphold the mechanisms of racial oppression 

(DiAngelo & Flynn, 2010; Hassouneh, 2006; McGibbon & Etowa, 2009), while suggesting 

numerous limitations toward achieving this goal. Among the inconsistencies was how the review 

showed programs where race and social difference are dealt with explicitly as they relate to 

power and equity, albeit other instances where they were considered as cultural or ethnic matters. 

Collapsing issues such as poverty, racism, and violence into the less threatening concept of 
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culture effectively conceals these issues from critical examination (Gregg & Saha, 2006; Schick 

& St. Denis, 2005). The review confirmed what other authors have argued, that anti-racist 

pedagogical approaches in health education are somewhat limited (Hassouneh, 2006). The 

literature related to professional health programs in Canada to address racism in the context of 

Indigenous peoples was almost non-existent. 

This review was informed by the critical realist work of Houston (2010) and Porter 

(2015) as a means of describing the role of context, time, mechanisms, and human agency in 

anti-racist health education and how these factors influence program outcomes. Central to this 

process is the development of a program theory or theory of change, which provides an 

understanding of why a class of intervention is thought to ‘work’ in generating an outcome 

(Brennan et al., 2014; De Silva et al., 2014; Pawson et al., 2005; Wong et al., 2013). The 

literature reviewed did not provide substantive evidence in relation to the program theories of 

change of the different initiatives. The study has however provided some initial elements that 

merit further investigation that may lead to a detailed formulation of a program theory of change. 

These relate to context factors that may enhance or hinder the implementation of anti-racist 

education programs; factors related to actors and agency; and issues of institutional readiness and 

time factors. 

Update of Relevant Knowledge 

In undertaking this updated review of relevant knowledge, I was motivated by two main 

reasons.  I recognized that since the time of my first search, there appeared to be increased 

interest in issues of race in the context of post-secondary education, and I wanted to ensure that 

my study was being informed by newly emerging knowledge concerning anti-racist and anti-

colonial approaches to teaching in health education.  I also knew that my study would be 

grounded in an Indigenous worldview and wanted the opportunity to re-engage with the 

knowledge I had found through the original systematic review from this vantage point.  What 

follows is the result of this re-examination in which I use a relational frame to consider both the 

new and previous knowledge I have located from searching the published and grey literature in 

health education. 

To access the most recent knowledge emerging in this field of study, I utilized the same 

databases and search strategy that had been employed in the original systematic review.  

However, since my goal was to inform this study rather than a formal update of the systematic 



 53 

review, I narrowed my focus in filtering the articles to include those which had relevance to my 

first research question.  Specifically, I sought to identify articles which spoke to the experiences 

of health educators who taught from a perspective that addressed race and/or colonization.  

Consistent with my first review, I only included publications that reported on systematic 

examinations, excluding those which were opinion driven.   

Organization of the knowledge in this update was guided by my ongoing goal to 

decolonize my approach to research.  How I interpreted this for the purposes of completing a 

literature review was to centre my approach around a relational way of knowing.  Although the 

knowledge I was engaging with was largely rooted in Western knowledge systems, I endeavored 

to view and understand it from an Indigenous perspective.  By doing this, I could identify the 

multiple, interconnected relations that occur within the space of teaching about racism and 

colonization.   I grouped the knowledge into three broad relational domains: (1) relational 

dynamics in the teaching environment; (2) relations within the educational institution; and (3) 

relations external to the institution.  Following this relational analysis, I felt it was important to 

include a section that specifically highlights knowledge that was specific to teaching in the 

context of Indigenous health as this is particularly relevant to my study. 

Relational Dynamics in the Teaching Environment   

Within anti-racist education scholarship, considerable attention is paid to the relational 

dynamics that occur in the learning environment. This often reflects the challenging aspects of 

engaging in anti-racism teaching, including the tensions among students and between the teacher 

and learners, but also may arise from engagement with the subject matter around racism, 

privilege, oppression, and colonization.  In the broader context of anti-racist education literature 

outside of health, the types of defensive reactions exhibited by students in response to anti-

racism has been well documented.  For example, during classroom explorations of White 

privilege, White students may experience discomfort that drives them to seek out the restoration 

of racial comfort through a variety of unconscious moves (DiAngelo & Flynn, 2010).  This can 

manifest in a number of ways, from expressions of anger or guilt, to withdrawal, disengagement, 

or questioning the legitimacy or competency of the instructor (Brookfield, 2019; DiAngelo & 

Flynn, 2010; DiAngelo & Sensoy, 2009, 2014; Dlamini, 2010; Gillespie et al., 2010; Kernahan, 

2019; Rodriguez, 2008).  The unease and negative reactions experienced by White students are 

sometimes expressed through negative evaluations of instructors' teaching skills (Boatright-
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Horowitz et al., 2012; Boatright-Horowitz & Soeung, 2009; Taylor, 2021).  Anti-racist teaching 

can also result in tense relational dynamics among students.  Since interventions are typically 

concerned with bringing White students into a critical consciousness, students of colour may be 

relegated to the sidelines, or have their personal stories used to the benefit of the White students 

and instructor (Blackwell, 2010).  The highly charged responses of White students can also 

trigger people of colour to enter survival mode and work to pacify the White students by 

diffusing conflict (DiAngelo & Flynn, 2010).  Additionally, race intersects with other identities 

such as gender, sexual orientation, and ability to influence power relations in education (Cabrera, 

2012; Chapman, 2011; DiAngelo & Sensoy, 2014; Douglas & Halas, 2013).  

Relating to the Subject as Students 

Similar experiences have been reported in the context of health education.  Anti-racist 

teaching is associated with a range of highly emotional responses.  Learning about the 

mechanisms of racial oppression and White privilege can be overwhelming and uncomfortable 

(Hamilton-Mason & Schneider, 2018), leaving some students feeling shocked and betrayed by 

these new insights (Belfiore et al., 2020).  One’s identity plays a critical role in the emotional 

responses experienced.  For White students, grappling with privilege can cause considerable 

distress and feelings of grief or guilt about being a member of the dominant social group 

(Hamilton-Mason & Schneider, 2018; Hollinrake et al., 2019), fear that they are going to be 

judged for being White (Avant & Gillespie, 2019) or that they will unintentionally offend 

someone (Hollinrake et al., 2019), as well as confusion between enjoying their privilege yet 

wanting to commit to dismantling systems of oppression (Einbinder, 2020).  Learning about the 

history of oppression can be particularly triggering for students who identify with the 

experiences being taught (Hamilton-Mason & Schneider, 2018).  Einbinder (2020) found that 

students expressed frustration when anti-racist teaching is problem-focused and does not offer 

exploration of potential solutions. 

Although engaging in anti-racism learning could provoke anxiety and discomfort, 

students also described feeling strengthened by the experience (Bozalek & Biersteker, 2010).  

For some, the positive emotional reaction stemmed from feelings of gratitude or amazement that 

arose from sharing different perspectives during classroom discussions (Avant & Gillespie, 

2019; Garcia et al., 2019).   Others reported a sense of relief in having a ‘new language’ with 
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which to examine and challenge issues of race (Hamilton-Mason & Schneider, 2018) or from 

having a safe space where they can share their experiences of racism (Avant & Gillespie, 2019). 

 Relating to the Subject as Teachers   

How instructors relate and engage with both the process and content of anti-racist 

teaching is another important factor that has been considered in the academic literature.  

Undertaking this type of teaching can be emotionally intense, particularly for instructors from 

racially oppressed groups, and require monitoring and processing of these emotions while 

maintaining a professional demeanour (Chung et al., 2018; Kickett et al., 2014).   Teaching in 

this realm can be associated with considerable emotional labour as their racial identity puts them 

at risk; however, it can also create opportunities to provide alternative perspectives or to model 

partnerships with allies (Gollan & O'Leary, 2009; Kickett et al., 2014).  Given the potential for 

challenging interactions with students, instructors may be selective in how they disclose personal 

stories of racism as teaching examples (Chung et al., 2018). Learning to acknowledge the signs 

of emotional, physical, and mental exhaustion associated with anti-racist teaching and 

implementing a self-care regimen can be an effective strategy for self-support for educators 

experiencing ‘racial battle fatigue’ (Chung et al., 2018).  Identity is a factor for White educators 

as well.  They may struggle with being seen as credible in their teaching of racial issues (Chung 

et al., 2018; Davis & Livingstone, 2016), and may employ a range of strategies to deal with this.  

While some instructors relied on guest speakers to cover topics related to oppression, others 

suppressed their desire to avoid the issue by leading these discussions in the classroom (Davis & 

Livingstone, 2016).   

Literature concerning the experiences of instructors often focuses on the internal 

processes involved when taking on anti-racist teaching.  Preparedness - or lack thereof - is a 

critical factor.  Despite years of professional training, educators may find themselves lacking 

even a basic awareness of the dynamics of race, power, and privilege (Davis et al., 2018) or 

cultural safety (Doran et al., 2019).  Vass and Adams (2021) found that physician educators at an 

Australian medical school struggled with teaching anti-racist self-reflexive content concerning 

Indigenous health because they felt poorly qualified.  Becoming aware of how their ignorance 

may have inadvertently marginalized students can be a painful realization (Davis et al., 2018).  

There is some awareness, however, that teaching about racism and colonization is inherently 

difficult and unsettling, and for this reason instructors may be reluctant to engage with it (Doran 
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et al., 2019; Parker & McMillan, 2008; Tilki et al., 2007).  This is particularly true for teachers 

who feel inadequately trained in addressing race issues in the classroom  (Holland, 2015; Parker 

& McMillan, 2008; Singleton, 1994; Wepa, 2003).  When faced with their lack of confidence, 

some instructors may single out racialized students to share their experiences (Doran et al., 

2019).  Conversely, those who have developed skills to respond to defensiveness and conflict 

feel more confident to incorporate this type of teaching (Arieli et al., 2012; Kickett et al., 2014; 

Thackrah & Thompson, 2013).   Being able to teach in this manner was seen as something that 

could not simply be learned through reading but instead requires a more immersed approach 

(Doran et al., 2019).  Gaining the insights and confidence about anti-racist teaching involves 

lifelong learning and deep examinations of the self, a process that can be profoundly rewarding 

(Davis et al., 2018; Holland, 2015).  Self-reflective practice in the context of anti-racist health 

education has been described as being a gradual process that is punctuated with ‘awakenings’ 

(Holland, 2015).  In thinking about their anti-racist work, some instructors consider themselves 

within the larger scheme of social change.  They may see their role as one of a guide, helping to 

foster a generation of practitioners who will be change agents (Feize & Gonzalez, 2018).  

Despite the challenging nature of teaching in this space, educators can find it to be rewarding 

when they witness transformations in students (Chung et al., 2018). 

 Some of the relational challenges instructors face pertain to the practical aspects of 

teaching strategies.  For example, educators may have to deal with learners who are at different 

starting points in their understanding of anti-racism and determining how to modify teaching 

materials and strategies (Chung et al., 2018; Lill & Pettersson, 2019).  Taking a scaffolding 

approach across several years of curriculum may be helpful in supporting student learning 

(Doran et al., 2019).  Frustration can occur, however, when there is a lack of strategic curricular 

direction within universities, leaving the choices up to individual instructors (Lill & Pettersson, 

2019). 

Classroom Dynamics  

The emotionally fraught nature of anti-racist teaching has implications for the relational 

dynamics that occur in the classroom.  In diverse classrooms, discussions about racism may 

become divisive and feel like the ‘oppression Olympics’, with students from different social 

identities engage in debates about which group is the most oppressed (Davis & Livingstone, 

2016).  Student vulnerability, particularly for students of colour, was a concern for instructors 
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when trying to balance teaching about race and racism while not placing students in potentially 

dangerous situations (Allen et al., 2013).  When expressions of racism manifest in the classroom, 

subsequent dialogue among students can become challenging (Allen et al., 2013).  

Microaggressions directed at other students can quickly lead to an emotional charged 

environment if not interrupted and managed by the instructor (Lill & Pettersson, 2019).  In such 

situations, students may adopt coping strategies to limit anxiety and stress (Tilki et al., 2007).  

For students who identify as part of the dominant culture, being challenged about their identity as 

members of the oppressive group may be expressed as indifference (Singleton, 1994), denial 

(Arieli et al., 2012; Richardson et al., 2017), or reluctance to engage in self-examination (Jeffery, 

2005).  Students’ sharing of lived experiences may at times be undermined when by other 

students through subtle forms of silencing and interruption (Arieli, 2019). 

Establishing a learning environment conducive to engaging in challenging conversations 

was reported as an effective measure in a number of studies.  Setting out rules for conduct and 

engagement early helped students’ feel that the classroom was a safe space in which to address 

sensitive topics around race (Avant & Gillespie, 2019; Garcia et al., 2019; Hollinrake et al., 

2019).  While students may feel challenged when dealing with their biases, they were grateful to 

have space within the class to process their thinking and testing their growing anti-racist skills 

was appreciated by learners (Hollinrake et al., 2019; Schreiber & Minarik, 2018).  Arieli (2019) 

observed that students may be afraid to disrupt the friendly atmosphere in the classroom and 

avoid discussing topics related to social conflict.  A dynamic learning environment, with varied 

learning activities and opportunities for active, hands-on experiential learning, supports student 

engagement with anti-racist teaching (Avant & Gillespie, 2019; Hamilton-Mason & Schneider, 

2018; Min et al., 2020).   

Educator-Learner Relations   

Significant attention in the health education literature pertaining to anti-racism has been 

paid to the relationship between teachers and students.  Some of the issues that arise in this area 

pertain to the defensive actions some students take when grappling with their discomfort, such as 

expressing negativity or resistance towards the instructor (Richardson et al., 2017), questioning 

the instructor’s credibility (Chung et al., 2018),  or through negative feedback on course 

evaluations (Davis & Livingstone, 2016).  In some cases, this can even take the form of personal 

attacks or making unfounded accusations to the school’s administrators (Chung et al., 2018).  
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The racial identity of the instructor emerged as a factor in some studies.  Students from racialized 

groups may question or reject White instructors’ efforts to address racism (Chung et al., 2018; 

Hollinrake et al., 2019).  Conversely, White instructors may be viewed as being better at 

addressing the topic of White privilege as the message may be more effectively received by 

White learners (Chung et al., 2018; Hollinrake et al., 2019).  

 Having instructors who are seen as knowledgeable and passionate, who can draw upon 

lived experience, was seen by students as important to learning in this area as they perceived 

their teachers as being legitimate and credible role models (Min et al., 2020).  Being able to form 

concrete strategies was viewed as empowering (Hamilton-Mason & Schneider, 2018), and 

students valued instructors who can help them identify plans for social action (Davis & 

Livingstone, 2016). 

Relations within the Educational Institution 

The nature of relations within the post-secondary educational institution can either 

support or undermine efforts to include teaching around issues of race.  In the context of training 

health professionals, several authors have identified such factors.  For example, institutional 

commitment to anti-racism teaching may take the form of including compulsory courses within 

curricula (Kickett et al., 2014), or through supportive administrators and faculty who help to 

make teaching about oppression the norm (Singleton, 1994). Lacking formal mentorship or a 

community of scholars functions as a barrier when teaching about cultural safety (Wepa, 2003).  

Instructors who form a network of like-minded faculty can find support for undertaking anti-

racist teaching (Bozalek & Biersteker, 2010). Having champions that support ongoing 

professional development would help support the teaching in the area of cultural safety (Doran et 

al., 2019).  Being situated within an institutionally ready for taking on anti-racism efforts is a 

major facilitating factor (Kickett et al., 2014; Singleton, 1994; Van Jaarsveldt, 2013).  However, 

instructors that employ an anti-racist approach in their teaching may experience resistance 

(Parker & McMillan, 2008) or hostility (Singleton, 1994) from their colleagues, or have the 

legitimacy of their pedagogical approach questioned (Beagan, 2003).  Anti-racist teaching may 

also be actively undermined through the deliberate hiring of unqualified instructors or through 

other faculty members making negative comments to students about this type of teaching 

(Singleton, 1994).   
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Power relations within the institution are a major influence.  When power is seen to be 

held by a select few at the top of the organizational structure, there was a perceived inability 

among instructors to effectively influence change and implement anti-racist pedagogy (Havens et 

al., 2011).  Power may also be evident through the dominant perspective that operates within the 

institution.  Some studies have identified the dominance of a White perspective within health 

education institutions wherein Whiteness is positioned as normal while the needs of ethnic 

minority students and stakeholders are marginalized (Holland, 2015; Jeffery, 2005; Williams & 

Parrott, 2014).  Institutions that are dominated by discourses of ‘culture’ and ‘diversity’ may not 

be open to explicitly anti-racist approaches to teaching, and instructors may be pressured to focus 

on more positive topics (Holland, 2015).  Curricular decisions may be influenced by pressure 

from lobby groups within the school who work to impose their priorities, which may be at odds 

with anti-racist teaching goals (Parker & McMillan, 2008).  Ewen et al. (2012) note that the 

majority demographic has more significant influence over the informal curriculum in a medical 

school and can reinforce racist notions about ‘the other’.  Dominance of the biomedical model in 

health education programs, which is often evident through the organization of curricula around 

physiological systems and medical diagnoses, typically does not include parameters for including 

teaching about race (Parker & McMillan, 2008). 

Relations External to the Educational Institution  

 In addition to the interactions that happen within the classroom and the larger institution, 

relations with the community outside of the university can also play an influential role on anti-

racism teaching.  For example, professional regulatory bodies that explicitly outline standards 

about addressing racism can play a major role in influencing health curricula to address race 

issues (Collins & Wilkie, 2010; Deepak & Biggs, 2011; Singleton, 1994; Thackrah & 

Thompson, 2013; Wepa, 2003).  Conversely, school administrators may fear backlash from 

community stakeholders and therefore be reluctant to support anti-racist approaches (Parker & 

McMillan, 2008).  Racial tensions between groups in a geographic region can be carried into the 

classroom, impacting the power relations that play out among students (Arieli, 2019; Arieli et al., 

2012).  Shifts in the socio-political climate, which occurred in New Zealand with the 

government's goal to eliminate health equalities among Maori people, was identified as a key 

factor in introducing anti-racism training (Richardson & Carryer, 2005; Signal et al., 2007).   
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Following a Truth and Reconciliation-style commission in 1989, the Australian Medical 

Council set out standards for Indigenous health training that became part of the nation’s 

accreditation standards for all medical schools (Vogel, 2016).  In Canada, the Truth and 

Reconciliation Commission examining the legacy of residential schools resulted in a 

comprehensive report and related Calls to Action (Truth and Reconciliation Commission of 

Canada, 2015a, 2015b).  In response to Call No. 24 to implement a mandatory Indigenous health 

course (including anti-racism training) within all nursing and medical schools, the Association of 

Faculties of Medicine of Canada passed their Joint Commitment to Action on Indigenous Health 

to specifically map a path forward for implementing this call (Anderson et al., 2019). 

Indigenous-specific Context 

 The academic knowledge base that considers the experience of teaching about issues of 

race and racism in post-secondary settings has mainly emerged from non-Indigenous contexts, 

however, there is a small but growing body of literature from Australia, New Zealand, the United 

States, and Canada that has looked at teaching about racial issues in the context of colonization.  

A number of these studies examine how the identity of Indigenous educators factors into the 

experience of teaching about racism and colonization.  For example, Kickett et al. (2014) found 

that Aboriginal instructors who were teaching about Aboriginal health issues in an Australian 

interprofessional cultural competency course felt that their personal and family identities were 

placed at risk from racism, and engaging in this type of teaching required significant emotional 

labour.  In Vass and Adam’s (2021) study, non-Indigenous physician educators in Australia 

struggled with feeling they were the right people to teach about Indigenous issues, preferring to 

delegate such responsibility to Indigenous colleagues.  In New Zealand, Wepa (2003) found that 

Maori educators engaging in cultural safety teaching needed the support of other Maori 

academics but had to seek this outside of their home department or workplace.   

Other studies examined the factors that influenced the implementation of teaching about 

Indigenous health issues.  Lewis and Prunuske (2017) observed that the development of a 7-hour 

Indigenous health block at the University of Minnesota medical school was possible because the 

school had a critical mass of Indigenous faculty members as well as the school’s mission to serve 

the health needs of Indigenous communities.  Conversely, Paul et al. (2014) note that the 

underrepresentation of Indigenous people at a New Zealand medical school negatively impacted 

student learning as there were less available Indigenous role models.  Consistent with the general 
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anti-racism literature, the challenges of teaching Indigenous health includes defensiveness and 

resistance from students, difficult classroom dynamics, the demanding nature of this teaching on 

instructors’ physical, emotional, and spiritual wellbeing, and the lack of support in the institution 

and the role of the hidden curriculum in undermining the message of Indigenous health teaching 

(Paul et al., 2014; Richardson & Carryer, 2005; Thackrah & Thompson, 2013). 

Prior to 2018, little has been published about Indigenous health education within the 

Canadian context, particularly in the field of medicine. Until recently, most published research 

focused on teaching methods utilizing exposure to Indigenous culture or discussions health status 

that did not specifically name colonization or racism (Azad et al., 2002; Goertzen, 1999; Kelly & 

Brown, 2002; Redwood-Campbell et al., 1999; Saylor, 2012; Spencer et al., 2005; Strasser et al., 

2009; Zhou et al., 2011).  Although some of these articles document efforts to include topics like 

stereotyping and the health disparities experienced by Indigenous peoples, how and whether 

issues of racism and colonization are addressed, or the dynamics of having these discussions in a 

classroom setting are not mentioned.   

Following the release of the Truth and Reconciliation Commission’s Calls to Action, 

there have been a few publications addressing the issue of increasing the curricular content 

around Indigenous health in Canada’s professional health education programs.  Hojjati et al. 

(2018) identified four themes in their qualitative study with rehabilitation educators that should 

be integrated in curricula to better address Indigenous health:  historic, colonial-based trauma; 

inequities in health burden and health care access; connections between rehabilitation and 

Indigenous ways of knowing; and why rehabilitation is well positioned to address inequities.  

Oosman et al. (2019) described the experiences of physiotherapy students participating in a 

community-based practicum situated in the Saskatchewan Métis community of Île-à-la-Cross, 

including how this exposure helped students to confront their biases and stereotypes about 

Indigenous people.  From the field of pharmacy, Min et al. (2020) outlined the key findings from 

five years of course evaluations in an elective course on pharmaceutical care and Indigenous 

health offered at the University of British Columbia. The course, which included a broad range 

of learning activities and topics, including core content on colonization and oppression, was well 

received by students, who demonstrated a high level of interest and engagement in the course 

content (Min et al., 2020).  Similarly, Browne et al. (2021) found that health care professionals 

who completed the San’yas Indigenous Cultural Safety Training, a British Columbia-based 
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educational intervention aimed at mitigating the effects of systemic, anti-Indigenous racism in 

health care, reported high levels of satisfaction and demonstrated increased knowledge, 

awareness, and skills pertaining to colonization, including how to integrate this knowledge into 

their work.  

Despite a commitment by the Association of Faculties of Medicine of Canada to address 

the TRC’s calls to action (Anderson et al., 2019), there remains little evidence in the published 

literature concerning anti-racist teaching from the field of medicine in Canada.  Crowshoe et al. 

(2018) reported on the outcomes of a continuing medical education workshop on equity in 

Indigenous health which included content on colonization and its impacts on the social 

determinants of health.  Following the workshop, participants reported feeling more self-

reflective and aware of their stereotypes about Indigenous people and had an expanded view of 

how they could address system level social factors that create barriers to equity.  Sylvestre et al. 

(2019) reported the findings of a qualitative study with educators at a Canadian medical school 

to explore their views regarding the Indigenous health curriculum as well as their own 

knowledge of settler-Indigenous histories.  The authors found that most of the educators lacked 

the critical understanding required to effectively engage with questions of race and the 

inequitable power dynamics of settler colonialism, therefore placing limits on the ability to 

incorporate more Indigenous health content in the undergraduate curriculum. 

While not specifically investigating the context of teaching Indigenous health, a recently 

completed doctoral thesis examined how anti-Indigenous racism manifests in adult education 

programs at a university in British Columbia, and the experience of both Indigenous and non-

Indigenous educators who engage with this issue in the classroom (Ward, 2018).  Ward reports 

that there is a high level of violence associated with the way anti-Indigenous racism manifests in 

classrooms and taking it up requires instructors to have a high level of knowledge, self-

awareness, and a range of strategies to disrupt problematic attitudes and behaviours.  Teaching in 

this manner was associated with several challenges and traumatic impacts for instructors, 

including challenges to their identity, having their qualifications questioned, and being the 

subject of colonial narratives that seek to undermine their credibility.  White educators in Ward’s 

study spoke to their awareness of being racially privileged and therefore having a protected 

status with students that enabled them to challenge racism and White supremacy in ways that 

Indigenous and racialized educators cannot. For both Indigenous and non-Indigenous educators, 



 63 

being aware of what situations or comments with students and colleagues act as emotional 

triggers was crucial to managing some of the challenges associated with addressing anti-

Indigenous racism (Ward, 2018).  

Reflective Summary   

For this literature review, I had the opportunity to interact with the relevant knowledge 

for my study from two avenues, Western (informed by critical realism) and Indigenous 

(informed by a relational way of knowing).  Not surprisingly, both revealed the challenging, 

multi-factorial nature of teaching within anti-racist and anti-colonial frameworks.  The complex 

dynamics of teaching in this space are embedded within multiple social, cultural, and political 

contexts and intertwined with personal identities, histories, and positionalities.  In keeping with 

my reflection at the end of Chapter 1, I am not interested (nor do I feel it is appropriate) to debate 

the relative strengths and weaknesses of these two ways of examining knowledge.  Rather, by 

including the original systematic review in this thesis, I am paying respect to this Western 

framework and the insights it offered me about this subject area.  It is what brought me to the 

critical point in my journey, where “two roads diverged in a yellow wood” (Frost, 1915, p. 223), 

as it were.  Instead, I prefer to look forward to how choosing to centre Indigenous knowledge can 

offer me when interacting with knowledge. 

Absolon and Willett (2020) highlight the fundamental differences between Western and 

Indigenous knowledge systems.  Whereas Western thought is linear and seeks causal 

relationships, Indigenous thought is more circular, holistic, and relational. As noted in the Royal 

Commission on Aboriginal Peoples’ report:  

The non-western forager lives in a world not of linear causal events but of constantly 

reforming, multi-dimensional, interacting cycles, where nothing is simply a cause or an 

effect, but all factors are influences impacting other elements of the system-as-a-whole.  

(Royal Commission on Aboriginal Peoples, 1996, p. 108) 

Reflecting on this quote instantly brought to mind the struggle of organizing the 

knowledge I reviewed, even when I was applying a frame that allowed for the exploration of 

relational dynamics.  Sorting knowledge that is inherently multi-dimensional and circular into 

categories is always going to be a concession to some degree; this is the challenge of bringing 

Indigenous knowledge into the academy.  For the purposes of this review, I presented the 
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relationships I found in the literature in categories that are somewhat reductionist and can’t fully 

reflect their multidimensionality.   

In the next chapter, I take up this question of how to centre Indigenous knowledge in the 

research process more directly.  It represents the next step on my journey towards decolonizing 

my research through a reconnection to traditional knowledges.  Though my writing on this 

subject is focused on describing how Indigenous resurgence may be conceptualized as a model 

for guiding the research process, it is also the documentation of my own resurgence experience; 

an experience which began with this review of knowledge.     
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Chapter 3:  Walking in my Mother’s Footsteps:  Indigenous Resurgence as an Emerging 

Framework for Decolonizing Research 

Interconnection Between Chapters 

Chapter 3 builds on the theoretical underpinnings of my approach to research that I 

summarized in the introductory chapter.  Through this more fulsome examination of theory, I am 

laying the foundation for addressing the second research question in my study: how does a 

conceptual framework based on Indigenous resurgence relate to the experiences of the medical 

educators in my study?  In writing this chapter, I felt it was important to not just describe what 

such a framework might look like, but also why I believed it was necessary in the first place.  For 

me, the experience of moving through my doctoral studies has been a process of resurgence in 

itself. It has afforded me the opportunity to reclaim my connections to Indigenous knowledge; in 

doing so, I have been inspired by other Indigenous scholars who have laid the groundwork for 

centring Indigenous knowledge in research.  While this process – and the resulting model – have 

reflected the work of addressing my personal needs as a researcher, I also view the knowledge 

shared in this chapter as a body of work that may assist other Indigenous graduate students and 

researchers who are seeking their own paths towards decolonizing research.  It is for this reason 

that a version of this chapter has been submitted (and now accepted) for publication in a 

forthcoming edited book on Indigenous research methodologies. 

It should be noted that my presentation of theory in this chapter does not follow many of 

the conventions found in the presentation of theoretical frameworks for research.  In particular, 

I’ve made a conscious decision to not organize the presentation of my framework using concepts 

such as ontology, axiology, or epistemology which originate from the discipline of Western 

philosophy.  As much as possible, I have tried to stay true to the tenets of Indigenous resurgence 

by resisting the application of models and structures rooted in Eurocentric knowledge systems.  

Instead, I have attempted to structure this chapter around a holistic, relational way of 

communicating. 

Author Contributions 

I am the sole author for the manuscript that was submitted for publication in the edited 

book.  For the chapter that appears in this thesis, I gathered the relevant information, conceived 
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on feedback from Drs. Schultz and Halas. 
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Introduction 

When I was growing up, my mother would often tell me, “That’s the White man’s way, 

Linda, it’s not how we see the world.”  I could sense the frustration in her voice, and I struggled 

to understand what she meant.  She encouraged me to excel in school, passing along the lessons 

she had learned from working hard to survive residential school and become one of the first 

Indigenous nurses to graduate in Manitoba during the early 1950s.  Through her words and 

example, my mother taught me that performing well in the mainstream system was key to having 

a stable, comfortable life, but she never wanted me to forget who we are and how our ways are 

always at the centre of everything we see, do, and understand in the world. 

Five decades later, I have come to have a deeper appreciation of the lesson she was 

teaching me.  And though I may have more complex jargon to describe concepts, the central 

thesis is no different from the one my mother was communicating in her simple, matter of fact 

way.  As a colonized people, we have learned to how to think, act, write, speak within the 

Eurocentric worldview because our very survival depended upon it.  But we have always resisted 

losing who we are, at our core, as Indigenous people.  Colonization has damaged our connections 

to land, language, and traditions, but it has not severed it.  With each generation, and the lessons 

handed down in many large and small ways, we are healing these connections.   

This is, in essence, how I have come to understand my road to Indigenous resurgence.  In 

the process of working on my doctoral thesis, I experienced increasing discomfort with situating 

my work within knowledge systems that were rooted in Western thought.  I started having 

dreams and could sense my ancestors’ disappointment that I had moved away from our ways in 

order to succeed in the academy.  More than ever, the tension in my mother’s voice when she 

would tell me about the “White man’s ways” started to resonate with my own experience.  I had 

to return to our way of seeing the world, and that meant approaching my thesis in a new way. 

The result of my journey, thus far, is a conceptual model that is guiding my research on 

racial oppression and colonialism in the context of Indigenous health education.  I view this 

model as a living entity, growing and shifting as my own understanding of the lessons and 

insights I receive from my relations - family, Elders, the land, animals, and of course, other 

writers - continues to evolve.  In writing about how I approach research, I wanted to stay true to 

the ways I learned from my mother by including storytelling as a parallel way of sharing 

knowledge.  For this part, I drew inspiration from Shawn Wilson’s (2008) writing in Research is 
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Ceremony, in which he moves back and forth between a Western academic style to a 

storytelling-style narrative directed at his son.  Similarly, I have used a predominantly Western-

style voice interspersed with a narrative directed toward my great-niece, Emersyn.   

In this chapter, I will outline my perspective on how Indigenous resurgence can be used 

to guide anti-oppressive research.  To do this, I will (a) describe why I felt the need to shift away 

from the dominant theoretical models to one that is situated within an Indigenous worldview, (b) 

outline the central tenets of Indigenous resurgence, (c) describe how I have translated Indigenous 

resurgence into a conceptual model, and (d) illustrate how the conceptual model may be used to 

shape all aspects of research process in a manner that is informed by local knowledge, ethics, and 

experiences.     

Emmy, 

You were born three weeks before I started writing this piece about how I am 

doing research to become a Doctor of Philosophy, or PhD.  Why am I doing this, you 

might ask?  Good question, I sometimes ask myself this as well.  You don’t know this yet, 

but our family comes from many places – France, England, but also Turtle Island.  We 

have always been here; in this place we now call Canada.  Many, many years ago, long 

before your mother - and even your great-grandmother - were born, new people came to 

Turtle Island, and some of these people became part of our family.  A lot of things 

changed, and some of this was hard for us.  We started getting sick, and we had to follow 

rules that were not ours, yet controlled everything we did – from what we were to believe, 

how we were to talk, where we could live, and even how our children learned.  Many of 

us didn’t survive.  But you are here, and that proves how strong we are.  And that is why 

I’m studying in this PhD program, so that we can continue to be strong and remember 

where we came from all those generations ago.   

You come from a long line of nêhiýaw women, and we have all found our own 

ways of being in the new Turtle Island.  For me, that has meant learning, and then 

learning some more; I don’t think I will ever stop.  Mostly, I have learned in the ways of 

the newcomers; your great-grandmother, kokum, calls that the ‘monias way’.  That was 

the only way I knew how to learn.  Then, when I started thinking about how our relatives 

keep getting sick, I wanted to learn about what would help them to be healthy.  That’s 

why I went into medicine, but it wasn’t the medicine our ancestors knew, and I could see 

it wasn’t helping our people enough.  There haven’t been many of our people teaching 

about what we need to be healthy, so the things we have always known don’t get taught to 

doctors, nurses, and the other people who take care of us.  I think – I hope – that is 

starting to change.  So now I am learning about nêhiýaw ways and how we can teach 

others about the wisdom of our grandmothers.  It isn’t easy to do that right now, but 

maybe when you go to university (if that is what you want to do), you won’t have to 

search as much as I did to find out about our knowledge. 
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Starting My Journey:  Considering Indigenous Knowledge in Anti-oppressive Research  

I view my work as part of the large project shared by Indigenous scholars and our allies 

to expose and disrupt the colonial-based oppression of Indigenous peoples that is embedded 

within social institutions.  And like many of my colleagues working in this space, I have found 

the theoretical frameworks within social justice scholarship to be particularly valuable in not 

only identifying, understanding, and critiquing the mechanisms of racial oppression and 

colonization, but also in challenging the status quo to bring about social change.  These theories 

are typically situated in a conflict perspective, which is an orientation to understanding society 

that assumes it is organized around fundamental inequalities that produce conflict (Sears & 

Cairns, 2000).  The conflict model is foundational to many strands of critical social theory, 

including Marxist, feminist, queer theory, and anti-racist theory, which share assumptions about 

how power dynamics in society maintain the privilege of certain groups while exploiting others 

(Sears & Cairns, 2000).  Substantive social change is seen as arising from below, when 

oppressed groups challenge the social order and create new social relations, and theory functions 

as a tool to unleash this potential (Sears & Cairns, 2000).  

Conflict theories have played a critical role in shaping and guiding research that is 

directed at emancipating the oppressed and reforming the social order to ensure ongoing equity.  

The emergence of critical social theories within academia paralleled the movement within 

Indigenous communities that sought answers about the role of power in knowledge and research 

(Smith, 2021).  It is not surprising that theoretical frameworks grounded in social justice goals 

came to occupy a significant space within the realm of Indigenous research.  Ray (2012) suggests 

that this relationship between Indigenous knowledge and Western theoretical frameworks has 

followed two main paths since the 1990s: strategic and convergent.   

Strategic Indigenous methodologies feature anti-colonial and anti-oppressive political 

agendas that are rooted in Indigenous priorities and the experience of oppression, colonization, 

and resistance.  They do not necessarily have a connection to traditional Indigenous knowledges, 

but rather are strategic in  creating space for Indigenous peoples and knowledges within social 

institutions, such as academia, despite utilizing methodologies grounded in Western knowledge 

systems (Ray, 2012).  One prominent example is kaupapa Māori methodology which uses 

critical theory and post-modernism, but contextualizes these within the Māori political agenda 

(Fleras, 2004; Ray, 2012; Smith, 2021).  Graham Smith (1992) calls  this approach the 
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“empowering outcomes model” as it addresses research questions that reflect the priorities of 

oppressed groups through seeking outcomes that will have a beneficial impact.  However, as 

Bishop (1998) observes, strategic emancipatory or empowering research models do not 

guarantee that problematic assumptions will not enter the research process due to their grounding 

in Western knowledge systems. 

The second path, convergence Indigenous methodologies, consists of approaches to 

research that are guided by traditional knowledge systems but have aspects of the methodology 

that are borrowed or adapted from Western approaches (Ray, 2012).  An example can be found 

in Wilson’s (2008) Research is Ceremony, where he describes how Indigenous concepts of 

relationality and relational accountability are applied to his methods of data collection, analysis, 

and knowledge sharing. Certainly, convergence Indigenous methodologies have contributed 

substantially to Indigenous research through creating space for traditional knowledge systems to 

guide research.  However, by making use of aspects derived from Western methodologies, 

convergence approaches remain limited in their ability to fully emerge in traditional knowledge 

systems (Ray, 2012). Leanne Simpson’s (2000a) critical analysis of post-positivist research 

highlights a particularly problematic limitation.  She observes that post-positivist frameworks 

adhere to the theory that knowledge - and its attainment - is socially constructed, an assumption 

that does not create space for the spiritually constructed knowledge that is central to Indigenous 

knowledge systems (Simpson, 2000a, 2000b). 

Over the last four decades, Indigenous research has been a space in the academy where 

Indigenous scholars have continually pushed back the boundaries that have been imposed on 

traditional knowledges by colonization.  From strategically finding ways to incorporate 

Indigenous ways of knowing within existing complementary Western methodological 

frameworks, we are now approaching a place “where Traditional knowledge and people are 

understood through their own knowledge systems” (Ray, 2012, p. 88).  The significance of this 

cannot be overemphasized.  As Smith (2021) notes, we interpret information through not only 

overt theoretical frameworks, but also covert ideological frameworks, and all of the assumptions 

and hidden values that are embedded within.  Therefore, it is imperative that the methods used to 

learn and understand must be situated within the same knowledge system that is used to teach 

and communicate (Simpson, 2000a).  The decolonizing of Indigenous research requires, 
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ultimately, a shift to methodologies that are fully and wholly grounded in Indigenous ways of 

knowing, being, and doing.   

In my journey to move, as Simpson suggests, beyond “paradigms and methods that are 

culturally appropriate to using paradigms and methods that are culturally inherent” (Simpson, 

2000a, p. 169), I found my way to an emerging body of scholarship centred on the concept of 

Indigenous resurgence.  In this next section, I will outline the aspects of Indigenous resurgence 

that I see as forming an emerging theory for understanding, critiquing, challenging, and 

reforming the colonial-based oppressive social relations in research before applying these ideas 

to a conceptual framework to guide research. 

Your kokum was born in Saskatchewan in a place called Peepeekisis, which is in 

the File Hills area.  Our community was not always there.  Before the new people came 

to Turtle Island, we did not stay in just one place like we do now.  Then the government 

told us we had to stay in one spot, in a place called iskonkana, or ‘reserve’.  Ours was in 

the Cypress Hills area.  Then, when Chief Peepeekisis, (or Sparrow Hawk as the English-

speaking people knew him) was our leader, the government moved our people from the 

Cypress Hills area.  A few years later we had no leader, and a man called the Indian 

Agent moved people from other communities into Peepeekisis. To make room some of our 

community members had to leave their homes and weren’t allowed to use their land 

anymore.  Our family was lucky; we didn’t have to give up our homes.  But we weren’t 

allowed to do whatever we wanted.  If we wanted to leave the reserve, our family had to 

get permission from the Indian Agent.  We also had to get permission to buy equipment 

for the farm, and to sell what we grew.    

Kokum had to go to school away from our community in a 

kiskinwahamátowikamowkwa (residential school), just as her parents and grandparents 

also had to do, and she wasn’t allowed to come home very often or to learn about our old 

ways.   By the time she was born, our family didn’t want to have anything to do with these 

traditional ideas anyway, because they were taught that they were wrong and not as good 

as what you learn in school.  One time, kokum and her mother snuck away to go to a pow 

wow – and she got in trouble with her grandfather when they got home.  It’s not because 

he was trying to be mean; he had been taught that the newcomers’ ways were the only 

right ways.    

You’re a toddler now and talking so much!  And picking up English so fast.  But 

your mom is also teaching you Cree words.  We don’t have a lot of our language left in 

our family, but we are getting it back.  I’m so happy no one is telling you it’s wrong to 

speak your language.  Maybe you’ll be the generation in our family that speaks it fluently 

again. 
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The Road Back to Myself: Indigenous Resurgence as a Guiding Theoretical Framework for 

Anti-Oppressive Research 

In recent years, Indigenous resurgence has emerged in North America as a political and 

intellectual movement that is aimed at definitively transforming the relationship between 

Indigenous peoples and settler society.  Its intellectual origin is considered to reside in the work 

of Mohawk scholar Taiaiake Alfred, and the scholarly discourse in this area continues to be 

shaped by other Indigenous writers, including Simpson, Coulthard, Corntassel, and Tuck (Elliott, 

2018; Wildcat et al., 2014).  However, as Elliott (2018) cautions, Indigenous resurgence is a 

practically situated movement, not an academic one, and inherently resides in the innumerable 

acts of resurgence that are taking place on the ground.  In applying Indigenous resurgence to an 

academic endeavour like research, my hope is that it honours and reflects this movement at the 

community level. 

Indigenous resurgence is distinctive as a framework for challenging and reforming the 

colonial structure of society.  Social transformation is predicated on a necessary shift in the 

consciousness of Indigenous peoples, which will in turn create the suitable conditions for change 

to occur (Wildcat et al., 2014).   Its distinguishing feature is a dual commitment to critiquing and 

resisting settler-state structures of power and politics while also realizing the revitalization of 

community-based Indigenous traditions (Alfred, 2009; Alfred & Corntassel, 2005; Brown, 2016; 

Wildcat et al., 2014).  Proponents of Indigenous resurgence share Wolfe’s view that settler 

colonialism is not as a historical event, but rather an ongoing relational structure predicated on 

the perpetual elimination – not just subjugation - of Indigenous peoples and land (Brown, 2016; 

Elliott, 2018; Wolfe, 2006).  Further, this relational structure drives the maintenance of the status 

quo in the relationship between Indigenous peoples and settler society, despite increased 

attention paid to addressing colonial injustices (Elliott, 2018).  Attempting to create meaningful 

change through the channels made available within the settler colonial structure is at best futile 

and, at worst, counterproductive to the goals of decolonization and Indigenous survival (Elliott, 

2018).   

The critique of recognition discourses by authors such as Coulthard and Simpson 

illustrates how, when viewed through the lens of Indigenous resurgence, efforts to create change 

within existing social structures will always be inadequate for realizing meaningful change.  

Coulthard (2014) suggests that over the last three decades, the articulation of colonial power has 
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shifted away from the state-driven genocidal practices of forced exclusion and assimilation to a 

seemingly more conciliatory set of discourses and institutional practices around Indigenous 

recognition and accommodation.  Indigenous people are enticed to identify with the forms of 

rights and recognition granted or imposed by the Canadian government, the terms of which are 

always designed to be in the interest of the state and its goals of territorial acquisition 

(Corntassel, 2012; Coulthard, 2014; Wolfe, 2006).  This has implications for not only how 

Indigenous peoples look at rights issues but also moulds how they think of themselves 

(Coulthard, 2014).  By contrast, Indigenous resurgence questions the legitimacy and authority 

behind the recognition, and therefore move towards authentic political sovereignty (A. Simpson, 

2014).  In the context of education, Leanne Simpson (2014) interprets this aspect of Indigenous 

resurgence as a call for Indigenous people to stop seeking recognition and legitimacy of 

Indigenous knowledges from the colonial authority invested in educational institutions and 

instead rely on self-recognition.  Interpreting this in the realm of research, it echoes the call to 

move past merely recognizing Indigenous ways within Western methodologies and towards self-

determined ways of approaching research. 

Indigenous resurgence recognizes that forging a new, decolonized relationship between 

Indigenous people and settlers will require a revolutionary transformation of society, and that 

this is only possible if Indigenous people first reconnect to their traditional ways (Alfred, 2009; 

Alfred & Corntassel, 2005; Coleman, 2016).  This means restoring the connections to land, 

culture, and community, restoring Indigenous nationhood, governance structures, and economies, 

but also finding new ways of living Indigenously in contemporary society (Elliott, 2018).  What 

does this look like?  Corntassel (2012) suggests that it starts with “re-envisioning and practicing 

everyday acts of resurgence” (p.88) within the daily interactions with institutions, structures, and 

policies. He further suggests that these “daily acts of renewal”, which may include prayer, 

speaking one’s language, or honouring ancestors, are the foundation of resurgence as they 

represent a commitment to reclaim and restore cultural practices that have been disrupted by 

colonization (Corntassel, 2012).  Resurgence is, as Leanne Simpson (2011) states, the “original 

instruction” (p. 66) for Indigenous peoples, and it is inherent within communities.  In our 

scholarly endeavours, the discourse of resurgence seeks to “reawaken these socially inherent 

capacities for positive agency and change on a larger scale” (Elliott, 2018, p. 68). Twenty-five 

years ago, Vine Deloria Jr. (1997) challenged Indigenous educators and students to use their 
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powers of observation in ways that would inform their communities to make decisions about the 

future.  As an academic who is continually reflecting on what constitutes my personal daily acts 

of resurgence, Deloria’s words have been particularly inspirational.  Indigenous resurgence is not 

a purely intellectual pursuit.  It is relational and contextual, embodying spirit and emotion, and is 

continually generated and regenerated through individuals, families, and communities (L. 

Simpson, 2014).   

Indigenous resurgence is a framework for challenging and transforming settler colonial 

society, setting out a path for Indigenous self-determination.  While it seeks a radical shift in the 

engagement with settler society, it is important to note that the end goal is not for this 

engagement to cease.  Resurgence advocates for a renewal of dialogue by removing the existing 

barriers that prevent true reciprocity, including how settlers behave and orient themselves within 

Indigenous spaces (Elliott, 2018).  The resurgence framework is a roadmap for Indigenous 

peoples.  It is not, as Tuck and Yang (2012) note, concerned with ‘settler futurity’ and addressing 

the issues settlers may face once decolonization is realized.  Unsettling the status quo in the 

relationship between Indigenous peoples and settlers is part of resurgence.  This inevitably gives 

rise to questions about how White allies can or should change (Elliott, 2018).  Although well 

intentioned, such questions are problematic in that they shift the centre away from the 

Indigenous-centric nature of resurgence, effectively undermining the primary aim of resurgence 

(Elliott, 2018; Simpson, 2016).   

Given that the goal of Indigenous resurgence is to reform and not eliminate the 

engagement with settler society, how does the engagement between Indigenous and non-

Indigenous peoples look on a practical level?  Alfred (2009) states that resurgence is about 

provoking reflection among non-Indigenous peoples and motivating them to “creatively confront 

the social and spiritual forces”  (p. 35) that are rooted in colonization and continue to oppress 

Indigenous peoples.  There is a tension between compelling this type of self-reflection on the 

part of settler society, yet not being fully responsible for guiding it (Elliott, 2018).  Elliott (2018) 

suggests that spaces of resurgence are by definition Indigenous-centric and position settlers as 

guests.  To remain welcome, non-Indigenous guests must suppress the colonial norms of power 

and privilege by resisting the urge to speak, interrogate, and demand in favour of listening and 

introspective reflection (Elliott, 2018). 
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In my journey through the scholarly landscape of anti-oppression discourse, Indigenous 

resurgence resonated with my desire to understand contemporary social dynamics around 

colonization while remaining grounded in Indigenous ways of knowing, being, and doing.  To do 

this, I translated what I learned from my reading of Indigenous scholars working in the space of 

resurgence into a model that I used to guide my doctoral research.   

Today, one of the people I work with – she is Anishinaabe from Ontario – was 

telling me about her daughter’s Grade 4 science project.  That’s going to be you, before 

we know it!  I can’t believe you are already in pre-school, and I see how proud you are 

when you learn something new.  But sometimes I worry about other things that you might 

be taught at school, the lessons that are hidden between the lines.  That’s what I was 

thinking when I was listening to my friend’s story. 

A few years ago, her daughter did a project on the sweatlodge, but this year her 

school said that if she wanted to go to the bigger project fair in their neighbourhood, she 

had to do a science project.  So, if she did her project using our traditional knowledge, it 

would be called a ‘heritage project’ and she couldn’t go to the big fair.  That’s what 

happens at the university where I work, too.  Our knowledge isn’t seen the same way as 

science and medicine – it’s ‘cultural’ or a novelty, something that might be interesting, 

but shouldn’t be taken as seriously.  I’m embarrassed to tell you that this is how I used to 

think when I was in medical school, but not anymore.  And there are many of us trying to 

help the other people in medicine to see how important our ways are for healing.  My 

friend’s daughter decided to do a science project, and I understand why she made that 

choice – we get really good rewards when we choose to do things that way, and people 

call us ‘successful’ and ‘smart’.  I like that, too!  And it all started when I was a little 

girl.  

Now I look at it a little differently – doing well, getting more education means that 

I will have a place at the university so that we can start to change things, and our 

knowledge won’t be seen as ‘heritage’ but as something just as valuable and meaningful 

as science.  To do that, I have to work extra hard to bring our ways of knowing into the 

university.  I hope that you won’t be faced with the choice my friends’ daughter did, and 

if you want to study our way of doing science, nobody will stand in your way or make you 

feel like it isn’t as good. 

 

Building the Roadmap for Future Generations:  A Conceptual Model for Indigenous 

Resurgence Research 

In my study of Indigenous resurgence, I took note of three major components that I felt 

defined the path of resurgence for Indigenous peoples: 

1. Reconnecting with traditional ways; 

2. Challenging the status quo in settler society; and 

3. Building a new structure of engagement between Indigenous peoples and settler 

society. 
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Using this as my point of departure, I envision my Indigenous resurgence framework as a 

model with three main intersecting domains that are situated within a larger matrix of knowledge 

revelation and sharing, all of which are governed by principles that are foundational to 

Indigenous worldviews (see Figure 2).   

Figure 2:  Conceptual model of Indigenous resurgence. 

 

 

At the centre of the model, I have positioned the concept of Indigenous resurgence to 

represent the realization of Indigenous peoples’ self-determination, the repatriation of Indigenous 

lands, and the revitalization of Indigenous ways of knowing and being.  Moving outward, the 

next level of the model describes the processes that are essential to achieving this state.  While 

Alfred (2009) has described the progression towards Indigenous resurgence in a somewhat linear 

fashion, I propose that the movement be considered as three overlapping, but distinct, domains 

and that the processes within each are more iterative than linear in nature: 1) an inward domain 

that focuses on building personal and collective strength; 2) an outward domain that challenges 

colonialism; and 3) a transformation domain that seeks to redefine the relationship between 

Indigenous peoples and settler society. 
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The first domain comprises the processes representing an inward, reflective turn that is 

focused on Indigenous regeneration.  This involves the revitalization of cultural, spiritual, and 

political practices that may take a number of forms, such as reclaiming languages, honouring 

ancestors, and reviving the pre-colonial relationships between Indigenous nations to build 

solidarity (Alfred, 2009; Simpson, 2008; Wildcat et al., 2014).   The overall goal of this phase is 

to build the personal and collective strength that is foundational for transformation of the social 

structure (Alfred, 2009).  Although writings about Indigenous resurgence necessarily focus on 

the experience from the perspective of Indigenous peoples, I would suggest that consideration 

must also be given to the parallel processes through which settlers move since their participation 

is integral to decolonization.  Thus, in the role of the settler in this inward domain may consist of 

self-reflective processes about their social position and complicity within the colonial state, 

provided this is done in a manner that respects the Indigenous-centric nature of resurgence. 

The second domain focuses on the outward processes that challenge the status quo of the 

settler state.  In contrast to the reflective inward domain, this one is characterized by 

confrontation that is intended to result in settler society reckoning with the colonial past and 

present (Alfred, 2009; Wildcat et al., 2014).  Indigenous knowledge is not viewed as an abstract 

concept but rather as something that is lived and realized through multiple forms of resistance, 

such as Corntassels’s (2012) everyday acts of resurgence, all aimed at disrupting colonial 

boundaries.  Simpson (2004) suggests that Indigenous people develop a ‘web of liberation 

strategies’ to become disentangled from colonial oppression.  I see the liberation occurring in 

this domain as a process that necessarily overlaps with the inward reflective processes, as it is 

this reflection that provides insight into how we have internalized colonialism as Indigenous 

people.  Like the reflective domain, I view settler engagement with the confrontation process as 

also existing in this domain and taking various forms, from denial and defensiveness to 

embracing authentic collaboration. 

The third domain incudes processes relating to transformation that results in a new, 

decolonized relationship between Indigenous peoples and settlers.  Although decolonization is 

often discussed in the literature in abstract and symbolic ways, it is important to note that 

Indigenous resurgence seeks decolonization in concrete, material ways that are ultimately 

predicated on the repatriation of land to Indigenous peoples (Alfred, 2009; Tuck & Yang, 2012).  

Consistent with the aims of resurgence and Tuck and Yang’s statement that settler futurity is not 
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among its goals, the transformed social order sought in this domain reflects the decolonizing 

priorities of Indigenous peoples.  Settler engagement in this domain therefore is viewed with 

respect to how their engagement supports - or detracts - from these goals.  

Because this model is grounded in an Indigenous worldview, the processes contained in 

the three domains are supported and subject to the guiding principles arising from traditional 

ways of knowing:  relationality, accountability, and context.   In Figure 2, I have depicted these 

as the intersecting spheres as that act interdependently and influence all aspects of research in the 

space of resurgence.  The concept of “all my relations” speaks to the understanding that 

everything in the physical and spiritual realms is alive, equal, and related (Little Bear, 2000).  

Relationality therefore refers to a way of viewing the world and everything in it through these 

multiple relationships.  It allows for a broad perspective on relationships that goes beyond the 

interpersonal to encompass connections to the physical and spiritual realms, to the land, non-

human beings, and inanimate objects (Hart, 2010; Stansfield & Browne, 2013).     

The relationship to knowledge itself is key in this principle and assumes that it is 

originates in the spirit world rather than created by humans and their social relations (Ermine, 

1995; Simpson, 2000b, 2001).  These relationships are also bound by reciprocal obligations, such 

that all entities are accountable to each other (Weber-Pillwax, 1999; Wilson, 2008).  

Accountability is, therefore, a means of honouring all the relationships in the research space.  It 

includes supporting reciprocal relationships with community, but also extends the researcher’s 

obligations to all living things impacted by the research (Castellano, 2004; Weber-Pillwax, 1999; 

Wilson, 2001, 2008).  Context, in terms of relationship to place, people, and time, is central to 

how these relationships are interconnected and how they are understood (L. Simpson, 2014). 

This includes not only the time and space within which the research is occurring, but also the 

participants’ and researcher’s relationship and understanding of the context as this is central to 

making meaning from the stories shared (Hart, 2010). 

At the outermost level of the model, I have situated the domains and principles within a 

larger matrix of knowledge revelation and sharing.  Resurgence is rooted in the need to revitalize 

connections to Indigenous ways of knowing.  To do so, knowledge in this model is considered 

against the relational-contextual power dynamics of colonialism that resurgence seeks to disrupt.  

Specifically, Indigenous knowledge is central and not an ‘add-on’ to Western knowledge.  

Positioning knowledge in this way challenges not only what forms of knowledge are considered 
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valid, but also how they are taken up in the research process.  Starblanket and Kiiwetinepinesiik 

Stark (2018) illustrate this in their discussion of stories, which they suggest are not only valid 

sources of knowledge, but also constitute theory and practice.  How knowledge is revealed and 

shared – through the continuous relationship between the spirit and physical worlds – resists the 

conventions of how knowledge is typically considered to be generated and communicated within 

academia.  Situating this knowledge revelation/sharing level in this position within the model 

also serves to highlight the critical role that emerging knowledge plays in the research process at 

all levels and points in time. 

Applying the Model 

In applying this model to my research, I am using it in multiple ways.  First, it is 

providing me with an overall guide to orient myself and the research I am doing.  It is a 

framework for reflecting on my role as an Indigenous researcher and how I am situating myself 

and my work within the larger project of decolonizing social institutions, such as post-secondary 

education. Using this model, I am reminded that this occurs not just through critical analysis, but 

also by applying emerging knowledge to challenge the “dispossessive forces of capitalism, 

heteropatriarchy, and White supremacy” (Simpson, 2017, pp. 34-35) and transform relational 

structures, and doing this while honouring all my relations.    Further, it is helping me to remain 

grounded in my ‘original instructions’, which I draw from the teachings held in my Plains Cree 

community.  Moving through the model in this way is giving me the foundation I need to 

critically engage with the subject matter at the heart of my study in a way that honours my 

identity as an Indigenous person. 

Second, I am using the conceptual model to map the design of my study.  Specifically, I 

used the inner three domains as a template when identifying my research questions and the areas 

of inquiry I wanted to explore during the knowledge gathering process.  Reconnecting to my 

ways of knowing in the contemporary context of my study, this framework has reinforced my 

commitment to utilize Kovach’s (2009, 2010) conversational method, a methodology grounded 

in Plains Cree knowledge.  Reflecting upon the broader principles level of the model provided 

insights into how I have come to understand relational validity as a commitment to honouring the 

truths presented by participants and making sure that I strive to understand these truths within the 

context of the those who share them with me.  This may also mean that I must look to local 



 92 

knowledge and teachings outside of my own people, such as the knowledges of the Métis and 

Anishinaabe, as my study is located in their traditional territories. 

And finally, I am using this model in making meaning from the stories – or data – that 

I’m gathering.  Because my research explores anti-oppressive approaches to teaching Indigenous 

health in medical education, the resurgence framework I have developed is providing me with a 

way to organize the knowledge emerging from the stories shared with me by participants.  It is a 

frame for understanding the dynamics and relationships of Indigenous and non-Indigenous 

educators who are engaged in a decolonizing process, and whether their experiences align with 

the ideals laid out by the Indigenous resurgence movement. 

The road to developing this conceptual model started long before my entry into PhD 

studies.  I realize now that it originated with my ancestors, countless generations ago, and my 

contribution is one part of a much larger story that continues to be written by my relations.  I 

started being conscious of it as a child, learning from my mother’s stories, and I have many 

teachings yet to learn.  At many times, my Western academic training has created a barrier to 

hearing these teachings.  Through the everyday resurgence efforts in communities and the 

writing of Indigenous writers, I have been gifted with insights about how I can move towards 

authentically centering Indigeneity in my academic work.  My model serves as a reminder to me 

that knowledge emerges when it is shared.  It is my hope that in offering it to you, in this chapter, 

that we will learn from each other on the path of resurgence research.   

Ekosi. 

You’ve just started kindergarten…where does the time go?  And now you are a 

big sister to Addy.  You two girls are the next generation of nêhiyaw-iskwêw, but you are 

not the last.  The grandmothers tell us that how we live today all started seven 

generations ago, and what we do now will help those who will be born seven generations 

from now.  Life hasn’t always been easy for our family, but we’ve learned a lot about 

how to be strong and survive from the women who have walked before us.  You don’t 

realize it yet, but you carry the stories of all your grandmothers in you, and if you listen 

carefully you can hear their words.  Your story is part of this now, and the grand-

daughters that you haven’t met yet will hear it, and that’s how it will go on, for all the 

generations to come. 

Auntie Kokum 
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Chapter 4:  Forging a New Relational Path for the Future:  The Experiences of Medical 

Educators Teaching Indigenous Health within an Anti-Racist and Anti-Colonial 

Framework 

Interconnection between Chapters 

In this chapter, I am responding to my first research question:  How does the experience 

of teaching about Indigenous health using a perspective that is anti-racist and anti-colonial in the 

context of undergraduate medical education impact the relationships of medical educators?  It is 

here where I elaborate on the methodology used in this study, as well as the findings and related 

discussion arising from the interviews I conducted.  As this chapter has been prepared for future 

submission to an academic journal, this chapter also revisits the relevant knowledge and 

theoretical framework I presented in Chapters 2 and 3 respectively.  My second research 

question, which relates to the application of my theoretical framework, is presented as a separate 

manuscript in Chapter 5.  

Author Contributions 

In consultation with Drs. Schultz and Halas, I led the development of all aspects of the 

research project described in this chapter.  This included identifying the research questions, 

developing the methodology, conducting the interviews, analyzing the stories, and writing the 

manuscript contained in this chapter.  Revisions to this chapter were made based on feedback 

received from Drs. Schultz and Halas.  Authorship of the manuscript that will be submitted for 

publication will be determined at a later date. 
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Introduction 

Rooted in Canada’s foundation as a settler colonial state, anti-Indigenous racism is 

endemic in social institutions, including health care, and functions as a key determinant in 

driving the health disparities experienced by Indigenous peoples. Racism acts at multiple levels 

that impact wellbeing, from the creation of structural barriers that restrict access to care (Allan & 

Smylie, 2015; Health Council of Canada, 2012; Reading & Wien, 2013), to producing the “racial 

battle fatigue” (Smith et al., 2007, p. 552) that results from the chronic stress of dealing with 

racism in daily interactions (Currie et al., 2012; Veenstra, 2009).  Numerous reports and studies 

published over the last decade have pointed to the serious and life-threatening nature of anti-

Indigenous racism in the Canadian health care system (Addressing Racism Review, 2020; Allan 

& Smylie, 2015; Leyland et al., 2016; McLane et al., 2022; Nestel, 2012).  A critical turning 

point in addressing colonial oppression at the institutional level arrived with the release of Truth 

and Reconciliation Commission of Canada’s (TRC) Calls to Action, a set of ninety-four calls that 

seek to redress the legacy of residential schools.  Among these, seven are aimed at health care 

system and include calls for Indigenous health training for health care professionals (Call No. 

23) and medical and nursing students (Call No. 24), the latter via a mandatory course that 

includes anti-racism training (Truth and Reconciliation Commission of Canada, 2015).  The 

seriousness of this issue garnered broader national attention when Joyce Echaquan, a First 

Nations women in Quebec, livestreamed the last moments of her life while health care staff can 

be heard making disparaging racial comments.  Her death, and the ensuing media spotlight, led 

the Federal government to meet with over 400 participants from across Canada to discuss the 

role of anti-Indigenous racism in health care and health care education (Zimonjic, 2020).   

Within the realm of medical education, the response from national organizations to this 

heightened awareness concerning Indigenous-specific racism has been significant.  The Royal 

College of Physicians and Surgeons of Canada (RCPSC) has developed a range of resources to 

support its vision of a racism-free health care system, including an Indigenous Health Values and 

Principles Statement (The Indigenous Health Writing Group of the Royal College, 2019b), an 

Indigenous Health Primer (The Indigenous Health Writing Group of the Royal College, 2019a), 

and an education guide for enhancing Indigenous health content in specialty postgraduate 

residency training (Indigenous Health in Specialty Postgraduate Medical Education Steering 

Committee, 2021).  In undergraduate medical education, the Association of Faculties of 
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Medicine of Canada’s Joint Commitment to Action on Indigenous Health Report maps their plan 

for fostering the institutional change that is foundational for Canada’s 17 medical schools to 

implement Call No. 24 (Anderson et al., 2019). 

Despite these efforts, teaching about issues of racism in the context of Indigenous health 

within Canadian medical schools remains limited.  An environmental scan of Indigenous health 

curriculum and initiatives in postgraduate education by the RCPSC notes that medical schools 

consider responding to the TRC recommendations to be of high importance, but their lack the 

resources and community relationships have impacted their ability to do so.  The situation is 

similar at the undergraduate level of medical education.  In AFMC’s progress report on their 

Joint Commitment to Action, the medical schools were noted to be at various stages of taking up 

this work, with many in the early planning stages and only one, the University of Manitoba, 

listed as ‘completed’ (AFMC, 2020). 

Given the central role that colonial-based racial oppression plays in the health of 

Indigenous peoples, along with the path laid by the TRC calls, the need to prepare physicians-in-

training with the relevant knowledge and skills in this area has been well documented (Allan & 

Smylie, 2015; Anderson et al., 2019; Lavallee et al., 2009; Ly & Crowshoe, 2015; Truth and 

Reconciliation Commission of Canada, 2015; Wylie et al., 2020).  As Ly and Crowshoe (2015) 

suggest, medical students require education that specifically addresses issues of racism, power, 

and privilege in order to develop a critical understanding of race-based disparities in health.  

Their study further demonstrated that medical students are not well-versed in colonialism and its 

impacts, and may actually have old stereotypes and biases reinforced that potentially undermine 

the care they deliver to Indigenous patients (Ly & Crowshoe, 2015).   

Teaching about anti-Indigenous racism and settler colonialism is still, however, an 

emerging area within medical education and one that represents a challenge for medical 

educators.  In their study with Australian general practitioners who teach within the Indigenous 

health curriculum at a medical school, Vass and Adams (2021) found that the educators 

struggled to teach the content related to racism, anti-racism, and developing self-reflexivity skills 

due to their lack of preparation and general discomfort for this type of teaching.  Similarly, 

Sylvestre et al. (2019) report that physician educators at a Canadian medical school recognized 

the need for greater Indigenous-related curricular content, but lacked the tools to critically 

engage with the topics of race, racialization, and settler colonialism.  The authors argue that this 
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inability not only limits the efforts to implement increased Indigenous health content, but also 

may re-entrench anti-Indigenous racism and settler dominance when teaching medical students 

(Sylvestre et al., 2019).   

To date, there have been few studies published in the medical education literature that 

examine teaching Indigenous health content that addresses issues of race and colonialism, 

particularly within the context of Canada.  Recent Canadian studies from non-medical health 

education settings have focused on the experiences of learners rather than the instructors 

(Browne et al., 2021; Min et al., 2020; Oosman et al., 2019).  From the field of rehabilitation 

education,  Hojjati et al. (2018) did target health educators from across disciplines, but focused 

on their recommendations for Indigenous health curricular content rather than their experience of 

teaching. Research from nursing education in Australia (Thackrah & Thompson, 2013) and New 

Zealand (Richardson & Carryer, 2005) speak to the challenges of teaching in emotionally 

charged environments with students who resist engaging with the topic.  From the broader field 

of adult education, Ward’s (2018) study with educators who teach about anti-Indigenous racism 

found teaching in this realm is associated with high levels of violence in the learning 

environment, requiring instructors to have a high degree of knowledge, self-awareness, and skills 

to negotiate this terrain.  Ward also notes that addressing learner resistance and incidents of anti-

Indigenous violence is challenging for educators, particularly those who identify as Indigenous. 

The aim of this paper is to contribute to the body of knowledge concerning the process of 

incorporating Indigenous health content in medical school curricula.  Specifically, it reports on 

the findings from 7 in-depth, conversational interviews with undergraduate medical educators 

that explored their experiences of teaching Indigenous health from an anti-racist and anti-

colonial stance.  The central purpose of my study was to understand the relational aspects of 

teaching Indigenous health in this manner, both inside and outside the classroom environment.  

My approach to this research was grounded in an Indigenous worldview, influenced by my social 

location as a nêhiyawak (Plains Cree) researcher, which informed how I gathered the individual 

and collective knowledge of the educators, as well as how I worked with them to derive meaning 

from the stories they shared.  

Locating Self in the Research Context 

The site of this study is a Canadian medical school which implemented a mandatory, 4-

year longitudinal Indigenous health course in undergraduate medicine in 2014.  Built around an 
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anti-racist and anti-colonial pedagogical framework, the course uses primarily small group 

teaching sessions to examine the factors within Canada’s colonial past and present that influence 

the health of Indigenous populations and foster students’ ability to recognize, understand, and 

interrupt anti-Indigenous racism at both interpersonal and systemic levels.  The Indigenous 

Health (IH) course consists of approximately 60 hours of curricular time over the four-year 

program, with most of the contact time occurring during the pre-clerkship years (Med I and II) 

when students are scheduled for, on average, one IH teaching session per month during the 

regular session (August to May).  During clerkship (Med III and IV), which runs throughout the 

year, students are scheduled once per quarter for an IH teaching session.   

This site was selected for many reasons.  It was the first undergraduate medical program 

to implement an anti-racist/anti-colonial based Indigenous health curriculum, and to date, 

remains the only medical school that has completed the implementation of a mandatory 

Indigenous health course that meets the TRC Calls to Action (AFMC, 2020).  As a result, this site 

is uniquely positioned in having medical educators with multiple years of experience in teaching 

in this manner. The school is also situated within a faculty of health sciences which has multiple, 

longstanding formal and informal relationships with First Nations, Metis, and Inuit communities 

and organizations.  These relationships are integral to the context and form the backbone of the 

social accountability that the health education programs in the faculty have to the local 

Indigenous communities.   

Situating this Study in Indigenous Resurgence 

Indigenous resurgence represents a new way of understanding and addressing the 

colonial relationship between Indigenous and settler societies that is grounded in the lived 

experience and knowledge of Indigenous peoples.  Its intellectual origin is considered to reside 

in the work of Mohawk scholar Taiaiake Alfred, and the scholarly discourse in this area 

continues to be shaped by other Indigenous writers, including Simpson, Coulthard, Corntassel, 

and Tuck (Elliott, 2018; Wildcat et al., 2014).  Indigenous resurgence theorizes that a shift in the 

consciousness of Indigenous peoples will create the necessary conditions for transforming the 

settler colonial state of Canada (Wildcat et al., 2014).  This critical shift is centred around a dual 

commitment to critique and resist settler-state structures of power and politics while 

simultaneously revitalizing community-based Indigenous traditions and connection to land 

(Alfred, 2009; Alfred & Corntassel, 2005; Brown, 2016; Wildcat et al., 2014).  Notably, the 
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power dynamics and legacies of settler colonialism are examined through the lens of the 

colonized by privileging the stories, voices, and worldviews of Indigenous peoples (Alfred, 

2009).  Similar to critical social theories, Indigenous resurgence is action oriented and explicit in 

its goal of forging a new, decolonized relationship between Indigenous people and settler society 

(Alfred, 2009). 

While Indigenous resurgence seeks a radical change in Indigenous peoples’ engagement 

with settler society, it is important to note that the end goal is not for this engagement to cease.  

Rather, it advocates for a renewal of dialogue by removing the barriers to true reciprocity, 

including how settlers act and orient themselves within Indigenous spaces (Elliott, 2018).  

Inherently, the processes involved in resurgence disrupt the status quo and demand non-

Indigenous people to reflect and confront the forces in society that perpetuate colonial-based 

oppression (Alfred, 2009).  Yet, as Tuck and Yang (2012) clearly state, Indigenous resurgence is 

not responsible for “settler futurity” (p.35), or dealing with the issues and questions that arise for 

settlers as decolonization is realized.  There is a tension between compelling the type of self-

reflection needed on the part of settler society, yet not being responsible for guiding it (Elliott, 

2018).   Elliott (2018) suggests that resurgent spaces are by definition Indigenous-centric; to 

remain welcome as guests, settlers must suppress the colonial norms of power and privilege by 

resisting the urge to speak, interrogate, and demand. 

In translating Indigenous resurgence into a conceptual framework to guide this study, I 

took note of three major components that I felt defined the path of resurgence for Indigenous 

peoples: 

1. Reconnecting with traditional ways; 

2. Challenging the status quo in settler society; and 

3. Building a new structure of engagement between Indigenous peoples and settler society. 

With this as my point of departure, I envisioned an Indigenous resurgence model with 

three main intersecting domains that are situated within a larger matrix of knowledge revelation 

and sharing, all of which are governed by core Indigenous principles (see Figure 3). 

At the centre of the model, Indigenous resurgence is positioned to represent the 

realization of Indigenous peoples’ self-determination, the repatriation of Indigenous lands, and 

the revitalization of Indigenous ways of knowing and being.  Moving outward, the three 

intersecting domains describe the processes that are essential to achieving the goal of resurgence: 

1) an inward domain that focuses on building personal and collective strength; 2) an outward 
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domain that challenges colonialism; and 3) a transformation domain that seeks to redefine the 

relationship between Indigenous peoples and settler society.  While Alfred (2009) has depicted 

the progression towards resurgence in a somewhat linear fashion, I propose that the movement 

be considered as more iterative in nature, and that the processes within each domain are 

influenced by each other.   

Figure 3: Indigenous resurgence conceptual model. 

 

Research Methodology 

This qualitative study is grounded in an Indigenous worldview that combines Kovach’s 

(2009, 2010) conversational method with a mobile research approach called guided walks.  As a 

method for research, guided walking aligns well with the relational perspective on place and 

knowledge found in Indigenous ways of knowing. Tuck and McKenzie (2015) note that social 

sciences research always impacts place, land, and the inhabitants, but that this aspect is largely 
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overlooked.  They further suggest that decolonizing research requires not only examining the 

physical and spatial relationships to place, but also how this relationship is informed and 

determined by history, empire, and culture and the underlying dynamics of power.  Through its 

ability to enhance such contextualization, the guided walk process complements many of the 

aims of Kovach’s conversational method by providing participants with the opportunity to share 

their stories in locations that held relational meaning for them. 

Storytelling as Method 

Like many Indigenous approaches to research, storytelling plays a central role in the 

conversational method.  In this context, the role of storytelling is not, as it might be in Western 

narrative inquiry, neatly delineated as a means of information sharing.  Rather, story is 

interwoven in all aspects of research and is concurrently theory, method, practice, and 

epistemology, as well as a vessel for passing along teachings, medicines, and practices that may 

assist the collective community (Kovach, 2009; Martin & William, 2019; Simpson, 2014).  Sium 

and Ritskes (2013) posit that stories are “decolonization theory in their most natural form” (p. 

11) as they demand a personal and relational understanding.  As Kovach (2009) notes, stories 

hold both knowledges and relationships, and they must be approached through the lens of 

cultural epistemology in order to understand the totality of the narrative in terms of its form, 

purpose, and substance.  Chippewa literary critic Gerald Vizenor (cited in Buendía, 2003) 

suggests that attention must be paid to how the actors in stories are intertwined within social 

encounters, noting that stories of tribal peoples often demonstrate the resourcefulness of tribal 

people to survive under conditions of injustice and inequitable power relations. Applying only a 

Western perspective will not only miss the point of such stories, but may result in distortions, 

misrepresentations, and harm (Absolon & Willett, 2020; Kovach, 2009). 

Gathering Stories and Recovery of Knowledge 

Within an Indigenous worldview, knowledge is viewed as being revealed rather than 

created or produced, with insights coming from relationships in both the physical and spiritual 

realms (Little Bear, 2000).  An important means of revealing knowledge is through the sharing 

of stories and identifying the lessons - or meaning - that is to be learned when shared between 

people.  Finding meaning is achieved through a systematic process that is similar to less linear 

forms of Western qualitative approaches to data analysis (Wilson, 2008).  In this study, the 
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process of identification of meaning in stories was approached as one of co-revelation, rather 

than co-creation, with the storytellers.  The path taken for this revelation was also iterative and 

informed by Indigenous ways of considering knowledge. To foster the iterative process of 

knowledge revelation, story gathering and co-revelation of meaning occurred in two phases: (1) 

initial guided walk conversations; and (2) individual follow-up discussions. 

Study Storytellers 

The storytellers for this study are Indigenous and non-Indigenous medical school 

educators at the Canadian medical school who are engaged in delivering teaching sessions within 

the undergraduate Indigenous Health (IH) longitudinal course.   These educators are responsible 

for facilitating small group discussions on a variety of topics pertaining to Indigenous health.   

While the specific teaching sessions that they lead vary from year to year, all curricular content 

engages with issues of colonialism and racism.  Because this study was intended to examine the 

experiences of instructors who are highly engaged in teaching about colonialism and race, 

participation was limited to those educators who had taught at least four sessions per year for at 

least two terms (i.e. at least 8 hours of classroom time). 

Following approval from the university’s ethics review board (see Appendix F), 

recruitment emails were sent to the prospective storytellers (n=11) (see Appendix G).  Given my 

pre-existing relationship to the educators, a statement was included in the email to clarify that 

participation was optional, and that decisions about participating would be respected and have no 

bearing on our ongoing professional relationship.  Permission was also received from the current 

Indigenous Health Course Director to access course-related files if necessary to support 

knowledge gathering in the study (see Appendix H). 

Guided Walk Conversations 

During the first phase, interested storytellers were contacted to set up a time for an initial 

guided walk conversation that was expected to take approximately 60 to 90 minutes.  The 

process for the conversation was informed by Kovach’s (2009, 2010) conversational method in 

that the dialogue was largely determined by the topics that the storytellers chose to discuss.  A 

set of open-ended, semi-structured questions was developed to loosely guide the conversation 

and to ensure all relevant topics had been covered during the conversation (see Appendix I).  The 

questions were developed in relation to the three process domains in the conceptual model and 
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thus were designed to probe into the various facets of the participant’s story, such as the nature 

of the interactions they have had with students, colleagues, and/or administrators, and how being 

engaged in teaching within the Indigenous health course has impacted their lives and 

relationships. However, room was also allowed for dialogue to explore other topics that may 

arise through the process of sharing stories and being prompted by the sites being visited during 

the walk.  Because the guided walk process is intended to occur in locations that have important 

contextual meaning, the location of individual interviews was determined by the storyteller.  

Prior to this initial conversation, storytellers were sent an email inviting them to consider where 

they would like to walk (Appendix J).  The guided walk conversations were audio-recorded and 

transcribed verbatim using a transcription service (https://transcriptheroes.ca).   

In addition to oral story sharing, the knowledge gathering process also included space for 

knowledge emerging in other ways, such as through dreams, ceremony, intuition, and Elder 

teachings (Hart, 2010; Kovach, 2009).  A journal was kept by the researcher to record 

observations, insights, and other emerging knowledge following the initial conversations, and 

storytellers were also asked to make note of any thoughts or dreams relevant to the study that 

arose following the guided walk conversation.  Consistent with Plains Cree protocols, 

participants were presented with a small gift to signify the commitment of the researcher that the 

research will be used purposefully and in a good way (Kovach, 2010). 

Story Condensation and Follow-up Discussions 

The conversational method stresses the importance of maintaining a holistic, contextual 

presentation of knowledge that does not fragment stories into themes.  Instead, conversations are 

condensed into stories that maintain the context and voice of the storytellers (Kovach, 2010).  

Using a qualitative analysis software program (https://delvetool.com), conversation transcripts 

were analyzed to identify key story blocks, which were then used to structure multiple condensed 

stories from each transcript.  For each storyteller, a set of condensed stories was drafted by the 

researcher, along with a reflective narrative that identified the key teachings and insights that the 

researcher received from the stories and any other emerging knowledge.  This was shared in 

document form with each storyteller.  During a follow-up conversation, the storyteller and 

researcher discussed whether the condensed story has appropriately captured the experience of 

the participants and engaged in a dialogue about the meanings and lessons that have been 

revealed from these stories for both the researcher and participant.  At this time, storytellers were 

https://transcriptheroes.ca/
https://delvetool.com/
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also asked about any additional insights that they may have had during the time following the 

initial guided conversation.  The follow-up discussions occurred via videoconference 

(https://zoom.us) and were recorded to ensure knowledge emerging from the conversations was 

captured to further inform the revealed meaning in the stories.  As in the initial phase, insights 

and other forms of knowledge were recorded in the researcher’s journal.  The discussion guide 

for this phase is included in Appendix K. 

Validity Considerations 

Within an Indigenous worldview, knowledge is meant to be understood in the context of 

the particular land and people with which it is connected.  To attempt to validate such knowledge 

according to Western terms and assumptions is problematic (Bastien, 2004).   Research validity 

in this context is concerned with doing research in a good way.  Kovach (2009) suggests that the 

research process can be guided by the criteria for tâpwê, a Cree word meaning “to speak the 

truth”. Truth is found in the subjective; thus, using the term tâpwê reflects the understanding that 

the storyteller is telling the truth the way they know it, as a personal reflection from one’s own 

life experience (Kovach, 2009; Stevenson, 2000).  In this study, the storytellers confirmed at the 

time of the interview follow-up conversation that the condensed stories did reflect their personal 

truths, and further that the research generated reflective narratives that aligned with the ideas 

they hoped to express in our initial conversation. 

 The Lessons and Knowledge Recovered 

Stories were gathered from 7 storytellers4, of which 3 identified as Métis and 4 as non-

Indigenous.  In terms of gender, 4 of the storytellers identify as female and 3 as male.  Most are 

physicians (n=6), and one holds a PhD.  While most of the educators interviewed had been 

engaged in teaching the course since the first year it was implemented, one had joined the team 

more recently and, at the time of the conversation, had been with the course for approximately 

one year.  Teaching at the medical school was not a primary role for any of the storytellers.  The 

physicians each held a number of professional roles, including their clinical practice, research 

activities, public health leadership, and administrative roles within the medical school.  The 

storyteller who was not a physician holds an academic position within a hospital-affiliated 

research unit. 

 
4 A total of 8 guided walk conversations were completed, with one recording lost due to technical issues.   

https://zoom.us/
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Meta-stories 

The stories gathered from the storytellers spoke to not only their hands-on experiences of 

teaching Indigenous health but also how this work connected to the broader context of their 

professional lives and the structural barriers and challenges that shaped their perspectives.  Using 

their condensed stories, I identified four meta-stories that emerged from their collective sharing 

of experiences and reflections, which I named as follows: 

1. This background story sets the context for the other stories. 

2. This is a group of people that are actively working toward systemic change. 

3. Who am I, who are you, and how do we work together? 

4. This is a story about connection. 

In presenting the lessons and knowledge that emerged from the storytellers, I start each meta-

story with a brief summary of its central thesis and then describe the story that emerged in more 

detail.  The voices of the storytellers are presented both through direct, verbatim quotes and also 

through passages from the condensed stories I co-created with them. 

Meta-story #1:  This background story sets the context for the other stories. 

 Medicine, and by extension medical education, is characterized by a Western, patriarchal 

hierarchy that struggles to see Indigenous health in terms other than biomedical or cultural, 

and continues to resist making room and allowances for it.  At times, this resistance can 

create environments that are violent and toxic, particularly for Indigenous people, and 

requires the application of tremendous oppositional energy to keep change moving forward. 

When discussing their work in anti-racism and decolonization, the educators situated it 

within the larger contexts of medical education and the medical profession.  In doing so, they 

paint a picture of an institution characterized by the inequitable distribution of power along lines 

of gender and race, rooted in colonial Western ideals, that are rigid and resistant to change. 

Structures of Dominance.  To contextualize their work in medical education, the 

educators referred to the social constructs that help shape the medical profession more broadly 

and, therefore, influence the training of physicians. These tended to be described as problematic 

in terms of creating barriers to their efforts to address Indigenous health inequities at the medical 

school.  For example, storytellers described medicine as upholding a male-dominated hierarchy 

(S3), and how this creates a threatening environment when trying to introduce a new approach to 

teaching Indigenous health: 
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At the same time, what was evident was that the hierarchy of medicine at the university is 

the same process of violence; male heterosexual violence that dominates (S6). 

Oppressive power structures in the medical school were seen as being connected to colonization 

and as a reflection of the dynamics found in Canadian society (S6).   

Another dominant social construction within the medical profession that was identified 

by the storytellers was that of doctors occupying a special, privileged position in society.  One 

educator described the reverence with which doctors are treated in religious terms in that they are 

seen as “the anointed who come through some grand cathedral and get into medicine and we’re 

next to Jesus or Allah or whoever” (S6).  This message of superiority gets communicated to 

learners early in their training through rituals such as the White Coat Ceremony that was seen as 

helping to uphold a colonial-based power hierarchy: 

And their white coat at the first day or two of medicine. Their ceremony where even the 

Ministry of Health, like a slave, puts your coat on for you. Like, how powerful you are in 

the system, to ascend even the colonial government in real ways.  But even for a student 

who’s just gotten out of a four-year degree or a three-year degree, to have his or her 

jacket put on by the Grand Chief, for example because we had a Grand Chief one time.  

Sometimes the Métis leader would go there.  I’m not too sure they’re fully aware of what 

they are actually propagating in terms of colonial - you know, the colonial world, the 

doctor is the most important person in society, right (S6)? 

By graduation, the message of superiority has become internalized and integrated into clinical 

practice: 

I left this institution with a very Western idea that I had the world to share with people, 

and people should just take that at a time that was convenient for me, for the number of 

minutes I was willing to give.  And they should just be happy to be gifted that from me, 

which is just such an institutional abnormality when you come out of this. We are a gift 

as physicians, and we go out and give that gift on our own agenda (S2).   

By internalizing these Western colonial ideas, physicians become “weaponized” (S2) and 

become potential agents of harm upon entering clinical practice.  Further, being Indigenous was 

not seen as offering sufficient protection: “Just being Indigenous didn’t mean I wasn’t a weapon, 

because I came of this institution with such Western values” (S2). 

Dominant Ideologies and Program Practices.  The educators identified several ways that 

the dominant Western biomedical paradigm in medicine presents issues when preparing learners 

to work with Indigenous patients.  Medicine was described as a discipline characterized by “an 
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unbiased, unemotional, scientific” and reductionist approach that effectively conceals the reality 

of racialized death by teaching students to separate “unbiased data” from the context of 

Indigenous peoples’ lives and experiences (S6).  Privileging the biomedical model in medical 

education was also seen as a barrier to students having “authentic exposures” with traditional 

healers as students may be dismissive of their knowledge (S6).  Creating space in medical 

education for teaching from a non-dominant perspective was presented as a long-term challenge 

given how entrenched this thinking is among doctors: 

Leading a course that’s not within the basic medical science approach will mean forever 

battling the biomedical perspective for space…But there are people who don’t understand 

it, and maybe that’s a function of them not learning it in their medical education. So, they 

just need to see things from a biomedical perspective. (S1) 

However, with more learners coming through the new curriculum, there is optimism that this 

resistance can be overcome and that more space can be created for incorporating the IH course’s 

approach to a greater extent in the clinical areas of training (S1). 

Educators also critiqued how the biomedical approach to teaching medicine emphasizes 

the technical aspects of the profession.  As one storyteller described it, “we teach in a 

very…checklist-y sort of way” (S4) and with the assumption that there is a clear answer when 

dealing with a clinical problem (S4, S6).  The training of doctors is often presented in black and 

white terms, “it’s a heart attack or it’s not; it’s ST elevation or it’s not,” with no room for 

thinking in shades of grey (S4).  Part of the challenge in teaching medical students to view 

clinical situations in these terms was related to the types of learners that are attracted and 

admitted into medicine: 

In terms of how we teach medicine in general, I think there’s a problem with the people 

we attract to medicine. The people we attract aren’t broad thinkers. You don’t get into 

medicine because you are a broad thinker who thinks in greys. That’s not rewarded. You 

get into medical school because you get A’s and get the right answers on your test. And 

there’s only one right answer.  So, these are the Type A people that go into medicine, and 

you try to teach something that is grey to them. And they need to put it into a box – it’s 

got to be black or white. I don’t know how to regurgitate grey. (S4)   

Once in medical school, the dominant pedagogical approach does not support learners to make 

this shift: 

And this goes back to medicine being a practical, technology-based type of profession, 

not one where we take them into sociology and tell them to think critically about the 
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world they’re in and the place they have in the world as a doctor, and what consequences 

that additional power affords them to propagate violence and harm.  If they’re not aware 

of that and think it’s only about how to defibrillate or treat a UTI, that is a problem of 

medicine. That’s not a problem of an anti-racism approach that’s trying to evolve. It is a 

problem of medicine. (S6)  

In making these observations, the educators highlighted an apparent gap between a more 

nuanced approach to medicine that is actually needed in clinical practice, particularly in the 

Indigenous health context, and the algorithmic technical approach which tends to be reinforced 

in traditional medical education. 

The challenge of fitting a critically oriented course within the existing construct of 

medical curriculum was highlighted in the story shared by one educator, who was leading the 

course at the time, concerning the evaluation of the IH course.  They expressed frustration over 

the application of an evaluation framework that was designed for the biomedical parts of the 

curriculum: 

I thought at that point in time, you’re not testing neurology or cardiology or dermatology 

or pharmacology. You’re testing something that’s never been in a medical school in this 

country, so you’re not prepared…It would have been nothing to have actually developed, 

over the couple years, an evaluation that was meaningful for similar courses (S6). 

Although the feedback from the evaluation was largely positive, the process left the educator 

feeling that, “the intention, I think, was to really diminish the course.  Even if it did nothing, it 

sustained their belief about what we can and can’t do, or who we are” (S6).  Within the context 

of a system that was seen as upholding dominant power structures, even the perception of a 

reluctance to adapt processes, such as the course evaluation, was enough to call the motives of 

those in power into question. 

Resistance to Change.  The stories of the medical educators play out against the 

background of a system that is inherently resistant to change.  While perhaps not done 

intentionally, the tendency to maintain the inequitable status quo was depicted as something that 

was insidious and requiring considerable effort to overcome because “there’s no desire to 

change. It’s nefarious” (S1).  This educator also expressed that they sometimes “feel like I just 

want to go into a meeting and smile and nod and be quiet” but that “you can’t do that, otherwise 

it will facilitate a maintenance of power” (S1).  Further, the problem was seen to be not 

intentional, but rather due to medical school administrators not being challenged “to look at 
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anything differently” and therefore “just continue to apply a biomedical approach and admit the 

same type of students, with the same values and knowledge systems” (S1).  For one of the 

Indigenous educators, the burden of taking on the challenge of systemic change through 

implementing a new way of teaching Indigenous health was described in visceral terms: 

So, you come in with a course like Indigenous Health and you have the huge weight of 

the White world on you to try and change.  Sometimes they do active things to diminish 

you, and holding that weight of them on you. So, when you are trying to use your energy 

accordingly, it becomes very difficult (S6). 

Maintaining these existing power structures was seen as connected to colonization and the issue 

that those holding power do not want to relinquish it (S1).   

While education in and out of the classroom was viewed as an important part of creating 

systemic change, the educators were clear that it was not sufficient on its own.  One educator 

who regularly advocated for systemic change through public lectures and calls to action noted 

that this alone is “not going to change anything. There’s got to be more to this” (S6).  Similarly, 

another educator viewed making changes to how medicine is taught as only one part of the 

solution, and that true change will not happen until there are revolutionary changes in who holds 

power (S1).  To this end, having more Indigenous leadership in the medical school was seen as 

important, particular for providing support for Indigenous medical students (S2).  However, 

power tends to stay concentrated with White men, even when more women and Indigenous 

people enter leadership roles (S6), and Indigenous leaders struggle to have a significant impact: 

“I was realizing that with my position, I would never be in a place to actually influence them 

enough” (S6).  

One of the educators described discourses within the medical school which, on the 

surface, appeared to be supportive of efforts to address issues of inequity around Indigenous 

health, but that they believed ultimately reinforced the status quo: 

I’ll be honest, I haven’t looked into the civility movement much because it strikes me as, 

“Who’s going to benefit from this?” This is not going to benefit people who have past 

traumas and react to racism or try to call out things. I think it will maintain the dominant 

structures and frame those who go against as uncivil.  I think those types of discourses 

favor oppressive systems.  (S1) 

The educator drew a comparison between civility discourse and “talking about kindness”, and 

how these pull the focus away from efforts to obtain justice (S1). 
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Even when there are overt expressions of support for including Indigenous ways of 

knowing or health concepts in medical education, pushback among non-Indigenous colleagues 

happens once the changes become apparent because “there isn’t the recognition of what that 

means for them until it starts happening” (S2).  For some, this expressed support was not seen as 

being genuine: 

And then for the Indigenous medical students, the people who are allies were not our 

allies. They sit in that funny line of, I am White, I have all the power, I believe what you 

are saying, but my action is that I’m not moving. And you can’t ask me why I’m not 

moving, and I won’t say anything (S6).  

Resistance to changing how Indigenous health is approached in the medical school did not only 

reside with non-Indigenous faculty.  When describing the decision to remove cultural teaching 

from the curriculum in favour of an anti-racist approach, the educator leading this effort noted 

that many of their Indigenous colleagues appeared to struggle with this stance and “openly 

questioned the logic of removing” the cultural components (S6).  It is important to note that in 

making this decision, the former course leader considered past incidents of racism in which 

cultural teachings had been mocked by learners and questioned whether the school’s 

environment had sufficiently evolved to allow traditional knowledge to be respected (S6).  They 

further suggested that they did not agree with “this idea that we could dismantle racism if we do 

wood, smoke, and sweetgrass or whatever” (S6). 

At times, resistance to systemic change manifested in ways that were toxic and harmful, 

particularly for Indigenous educators.  In one case, an Indigenous educator initiated a project that 

would both improve health care delivery to a remote Indigenous community and create 

opportunities for medical learners to participate in community outreach but was met with 

bullying and “really bad character attacks” from colleagues (S3).  Another described a seemingly 

deliberate maneuver to avoid dealing with a student-led forum to voice concerns about anti-

Indigenous racism within the medical school: 

And it made me think about when the students complained about racism. And [the 

Indigenous Vice Dean] did a really good job to try and bring it to a forum. What I knew 

was that the senior people who were invited – the president’s office backed them up and 

said there was a mandatory meeting at the same time. Sorry. And it was just changed that 

week.  And that was what one of my Indigenous colleagues said, “I couldn’t go because it 

was obligatory that we not attend.  There’s actually something really important that we 

have for all the senior people at the university.” So, the only senior people who came 
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were from Nursing. I think that might have helped Nursing change.  Strategic. If I kept 

my mind away from thinking things happen haphazardly – that’s part of the song and 

dance of colonialism at this university. They keep you clouded, smoke, noise and 

movement. But if you actually take your mind to strategies to maintain the status quo, 

then it became quite clear to me. When you walk around the university, it’s nice. There’s 

nice, freshly painted rooms, and there’s new technology. And people are excited because 

they are about to graduate and be a great doctor. And that’s all a fallacy. What was more 

vile and violent to me was the falseness (S6). 

For both Indigenous medical educators, their experiences made them reflect on the options that 

Indigenous students have when faced with racism and oppression within their medical education 

experiences (S3, S6).  Connecting with other Indigenous colleagues amid these challenging 

experiences was important for creating a “buffer zone” (S3) or to debrief the situation and “get 

the collective to validate and verify that this is real” (S6).  The inadequacy of response within the 

institution even led to one educator making the decision to leave their position at the university 

(S6): “I’ve done my thing here, I can’t do in anymore” (S6). 

Meta-story 2:  These are people who are actively working towards systemic change. 

The individuals who teach in this course come from varying backgrounds/specialties and 

work in many different settings.  The common thread, besides the course, is their deep 

commitment to pushing for structural change within the systems they interact with in health 

care, and this work plays an important role in how they approach teaching in the medical 

school. 

In addition to being reflective about the structural barriers and challenges of the systems 

within which they work, the storytellers also described the ways that they actively seek systemic 

change.  While much of the activity they discussed was situated within the professional roles 

they have outside of teaching in the Indigenous Health course, these two worlds were not 

separate and influenced each other. 

Advocacy.  When discussing their work outside of teaching, the storytellers often spoke 

about actions they engaged in to address inequities and how this informed their views on 

advocacy.  What advocacy means, and how it looks in their professional lives, evolved over time 

for the educators.  As one educator noted, the skills of advocacy were not something that was 

taught to them in medical school (S4).  They even reflected on having a classmate who went into 

the field of water safety after graduation and not understanding his choice, only to later 

appreciate the significance of such work: 
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 I had a really good friend who went into public health, and I think he’s in Ontario now 

doing a lot of government stuff and water safety. I remember when we went into 

residency, I wondered why he would do that. In my mind, it wasn’t even being a doctor. 

You went all the way through medical school to talk about water. And now I understand. 

I see him on the news, and I think, “You’re making a bigger difference than I’ll ever 

make.”  Contextually, you start to understand and realize that we all should have the 

ability to do that. To know how to do it, because the truth is that we are never going to fix 

the bigger picture with our clinical skills.  But you can certainly be an expert, and do your 

lobbying and supporting of things like access to care. (S4) 

Another instructor observed that current medical students also struggle to see how advocacy 

might fit into their role as a physician as they are “more focused on needing to graduate” and see 

advocacy as something “they’ll do on the side” and “they can’t even think about it right now” 

(S7).  Another explained that medical students tend to see advocacy as something that is done on 

behalf of individual patients to address something “something negative” that has happened rather 

than acting at the systemic level, and this was a view that they also held initially (S2).  Another 

found that advocacy was something they took on only after gaining the confidence and 

experience as a physician to say, “I’m just not accepting this” (S1).  Not having a strong 

background in politics or understanding of the systems that impact Indigenous health was a 

barrier when learning how to advocate for Indigenous patients for one of the educators (S4).   

Acknowledging that the Indigenous Health course does include some of this content, one 

educator suggested that medical students would benefit from learning more about how health 

care operates at the systemic level in other areas of the curriculum as this would “help you to be 

a better advocate” (S4). 

Advocacy Strategies.  The educators also spoke to some specific strategies that they have 

developed that have been effective in the context of their work.  Emotion, either expressed or 

concealed, plays a role in some strategies, and this appeared to be different based on racial 

identity.  For example, a female non-Indigenous educator noted that “I am more outspoken and I 

have a temper” and that her “angry letter file” is a form of advocacy that she enjoys. The main 

strategy employed by another educator, a White male physician, was “polite persistence”, but he 

observed that when he allowed himself to show anger at a meeting with high level decision-

makers in order to get his point across, he received positive feedback that “a health leader 

sometimes has to do that” (S5).  Upon reflection, he suggested that this strategy may have 

worked due to his social position as a White male with “layers of privilege” and that it may have 
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been perceived differently if coming from one of their Indigenous colleagues (S5).  This aligned 

with comments about advocacy strategies from a female Indigenous educator, who was 

conscious about “picking your battles” (S2), lest they be barred from having access: 

You develop a relationship with people, and then you push them a little bit.  But then you 

know you better back off and maybe go along with some things that aren’t going to cause 

harm, but probably wouldn’t be my preference.  I will just go with those for the greater 

good.  I don’t want to put myself too far out of the norm, because they will just say to me, 

“You probably can’t practice here.” (S2)   

Role modeling this relational way of advocating for the medical students was viewed as an 

important aspect of teaching for this educator (S2).  Similarly, another educator felt it was 

important to “talk to the students about the bigger system we work in” by sharing their 

experiences in clinical practice, including pushing back on the structural racism they encounter, 

as a way to teach students about the realities of working in the Indigenous health context: 

And it’s an opportunity for them to understand how this impacts my whole life in terms 

of my career, which is a big part of life. For example, if we didn’t have a racist system or 

society or people, my work would be so much easier and much more rewarding because I 

wouldn’t spend more than half of my time battling against the system. I’d actually be able 

to focus on trying to do something therapeutic and helpful (S4).  

In bringing the lessons they have learned in the field back to medical students, the educator was 

striving to address the gaps they encountered in their own medical training around advocacy 

(S4). 

Meta-Story #3:  Who am I, who are you, and how do we work together? 

For both Indigenous and non-Indigenous people, undertaking this work requires an 

understanding of one’s own identity and position, as well as the perspectives of others.  

This is part of figuring out how we can all work together to move things forward in a 

good way. 

For the educators in this study, reflecting on identity and the implications this has in 

teaching and working in the space of Indigenous health figured prominently within their stories.  

This included understanding not only their own social positioning, but also that of others, and 

how this plays a role in advancing social transformation goals. 

Reflecting on Personal Identity.  In terms of connection to Indigenous identity and 

culture, some of the Indigenous educators described how their experiences in medical training 
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had a detrimental effect on this aspect of their lives.  For one educator, reclaiming their Métis 

way of viewing the world took several years:  

When I got married last year, we had a traditional ceremony. And one of the comments 

my mom made to me at the end of the ceremony was that I was actually back to who I 

was before I went to medical school. She said, “I finally found the [person] that I know 

again.” And I thought, wow, that’s profound.  I don’t think when you’re in it that you 

realize that you came into this institution and gave up everything I knew before to adapt 

to these values, just to make it through the structure.  I’m so thankful that I had the 

opportunity to practice in Indigenous communities, and to work with Indigenous people 

who made me realize that some of the interactions I was having didn’t feel good. [S2] 

Building connections with Indigenous people during clinical practice was integral to getting back 

what was lost.  For another Indigenous educator, the grounding in culture that was a big part of 

growing up in a Métis family continued in medical school through participation in a group for 

Indigenous medical students (S3), but this was also impacted at a later stage of training:   

We went out to schools and did mentorship activities, and talked to kids in communities 

about pursuing careers in medicine.  I really enjoyed it, and we had this group of friends 

so we were really immersed again. It was very natural. And then surgery just crushes 

your soul.  (S3) 

The full engagement required in this type of specialty training left little room for anything else in 

life as “surgery becomes everything” (S3).  In the instance of this educator’s life, their culture 

was something they were now coming back to after several years in clinical practice: “I have 

been in it, moved away from it, and now moving back to it” (S3). 

For the non-Indigenous educators, reflecting on their identity was often considered with 

respect to how it shapes and affects their work in the realm of Indigenous health.  Possessing an 

awareness of oneself as a settler was associated with a concern about how this identity has the 

potential to contribute to the structural oppression experienced by Indigenous people: 

I recently read Sherene Razack’s book on deaths in custody. When I finished it, I was 

flying up north on a plane, and I couldn’t help feeling I was going there to harm people. 

Because the way she deconstructs a system, no matter how good you are, you can’t 

separate yourself from the system. So, we are part of it, and we have to try and do 

something different (S1).  

Similarly, this educator viewed the blind spots that come with being a settler as potentially 

problematic: 
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As a settler, teaching in Indigenous health, I think I’ve felt like I’m not an expert in this. 

I’ve got big blinders on, and I work in a system where I’m sure I do harm by having those 

blinders on (S5).  

In both cases, the educators framed doing harm as the default, and that avoiding this requires 

active work on the part of settlers.  Self-reflection, including thinking about “who you are as a 

person, and the cauldron you're boiled in growing up” (S5) is part of this work, but if one does 

not engage in this regularly there is a tendency to “drift back to my old ways” (S5).  Teaching in 

the course provided a means for this educator to avoid moving backward and being unable to see 

or challenge racism by becoming grounded again: “I live a settler life but coming back in the 

Indigenous Health course re-grounds me” (S5).   

Another aspect of identity that was identified as having implications for teaching was 

gender.  One educator who teaches in the course with her husband observed: “Most of the time 

they will listen and are respectful, but I do sense there is a different dynamic if it’s me or [S7]” 

(S3).  Similarly, her husband noted that it is easier for messages to be heard coming from him, as 

a White man: “And they’d listen to me, but they wouldn’t listen to an Indigenous man or woman 

saying it” (S7).  In this instance, both gender and race intersect in the act of teaching.  One 

educator found a way to use gender, and particularly the tendency for male voices to dominate 

discussion, when facilitating discussions in the course: 

Towards the end, I started creating small group sessions where only the women could 

talk.  And it was interesting, because we got women who were saying things like, “I saw 

how you were looking at me when we were discussing the case.” And the White men 

would shuffle. And I’d say, “Tell me more. Help us more here.” And the women would 

say, “I saw how you looked at me at the side of the eye, and I know the message was 

about my ability to convey information about the patient.” And what we would do is take 

that to predict how it would show up in clinical areas. For example, if I’m aware of 

something about me as a woman, or person of colour, or gay, or disabled, what does that 

mean in terms of Indigenous-specific racism and how it manifests in medical education 

and practice?  The majority of the time, it would make their awareness go up. Then I’d 

get them to start making some theories so they could have some sense of understanding 

about what it might mean to be Indigenous in context. (S6) 

By tapping into the power dynamics of gender identity, this educator found a way to help 

students understand the similar dynamics that occur in anti-Indigenous racism.  The educator 

shared this strategy with other teachers in the course, and it drew attention: 
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I had an interest in how he does this, and I observed it. It’s not like he’s looking at the 

girl; he’s ignoring the boy. He’ll look at the guy and ignore him.  It’s so different for 

girls, because if someone said, “We’re not going to listen to you,” we’d be like, okay. 

(S5) 

Although this educator found the approach interesting, she also felt it wasn’t available to her, as 

a woman: 

But it’s not the same if I were to do it. I can’t do that because it wouldn’t have the same 

impact. It’s very interesting because it’s probably a gender thing. I remember that 

distinctly, because when we broke out to teach class, I thought, “No, I can’t do that.”  

Because I went straight to my group after and I was like, yeah, no.  Occasionally that 

causes frustration…So when I’m in that space, I can’t do what [he] does, and that is 

weird and frustrating. (S3) 

Upon reflecting why such a teaching strategy would not work for her, this educator observed that 

her male colleagues can be seen as having authority when teaching “all the time”, whereas for 

her, this only happens at “these moments where there is an alignment, and you have to line it all 

up to be that person” (S3).  Such moments are fleeting for her, and only arise in situations where 

she feels particularly confident in her level of expertise (S3). 

Understanding Each Other.  In their stories, both Indigenous and non-Indigenous 

educators shared about how they strive to understand and find empathy for the experiences of 

others.  Sometimes, this reflection was directly prompted by experiences in teaching within the 

course.  After teaching a session concerning racial oppression, one of the non-Indigenous 

educators reflected upon an incident in their own life where they felt like an outsider: 

I remember thinking, after one session four or five years ago, that people experience this 

on a daily basis and I never have. There was only one time I can remember feeling 

marginalized based on my language. I was in Mexico, hanging out with a bunch of 

young, local people, and they were talking about me in Spanish and making fun of me. I 

didn’t know what they were saying, and it felt bad. And I finally woke up one day and 

thought about how this is a daily occurrence for people, when you go to the drug store, 

get on the bus, walk down the street, have conversations with friends. There’s little things 

thrown out there, and I just never have to experience that. (S5) 

Reflecting on how they felt in this experience was something the educator used to help 

understand the experience of racial oppression and their own racial privilege.  For another non-

Indigenous educator, reflecting on the challenging nature of anti-racist teaching generated 

empathy for their Indigenous colleagues: 
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I think of how challenging it is for me, as a White person, and if I find it this hard, how 

must it be for an Indigenous person? I think that highlighted the importance of it for me. 

Like I need to toughen up. If being in the classroom, just standing there teaching was 

affecting me so much, how is it for other instructors, or for someone to experience it 

throughout the day? It gave me a very, very tiny ability to have that empathy.   (S4) 

Putting the challenge of teaching in perspective underlined, for this educator, the importance of 

taking up this type of work in medical education. 

Indigenous educators also describe efforts to find empathy for their non-Indigenous 

colleagues, particularly those who struggled with the changes being implemented at the medical 

school around Indigenous health.  Recounting some of the early days of teaching the course, one 

educator described how some of the non-Indigenous physicians who were initially recruited to 

teach struggled with the content: 

I picked people to teach from the ones I had worked with for 10 or 15 years in Indigenous 

health, under an assumption that they could move to where we were going, and all we 

would have to do was support them to think critically and put things into perspective 

about what they see in the community around disparities and inequities.  I assumed 

physicians were on a similar pathway to me. And it was a shock when some of the 

teachers we worked with would come back crying. They would cry in front of the 

students when they were doing a subject around racism. Or they would not be able to 

confront or support the students to evolve through the course and be reflective about 

what’s going on.  Even more shocking for me was that maybe, deep inside, they can’t go 

to that space. (S6) 

This educator went on further to say they did not “want to judge people who aren’t able to do 

that” (S6).  Instead, they reflected on their own “growth as a misogynistic male” and dealing 

with their own issues around gender as a means of finding empathy for those colleagues who 

aren’t prepared to reflect on their Whiteness (S6). 

How to Work Together.  Closely tied to the awareness that working in the Indigenous 

health space is different for Indigenous and non-Indigenous people, the educators spoke to how 

they envisioned working collectively towards common goals.  This included considering their 

own positionality within settler colonial society. 

Whose Work Is It?  A number of the educators discussed this in terms of who should - or 

should not - be responsible for taking up the work.  For example, one of the educators drew on 

an example from their public health work to illustrate how responsibility for Indigenous health 

matters tends to be placed on Indigenous colleagues: 
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Our executive team had a great discussion around Indigenous health, what we were doing 

and not doing, what direction we want to go, and reviewing our policies. And I feel 

we’ve made some headway. And then in the end, you could see the team still wanted to 

kind of put this off to the Chief Indigenous Officer as her work. I think one of the biggest 

things is that there’s at least as much work – and likely more – that has to be done by 

settlers.  There used to be an Indigenous health group, with the folks from each health 

region that work in Indigenous health, and we would meet quarterly. And I’ll never forget 

one meeting where it was clear that this is not an Indigenous problem, this is a White 

person problem. That concept has to get out there more, and people are going to push 

back and have their defense mechanisms. But that’s a big thing. I think White folks have 

to do the self-reflection and the work that’s needed. It’s not Indigenous people that 

should be doing all the work to try and change things. (S5) 

The idea that the bulk of the work to create systemic change lies with settlers was shared by 

another non-Indigenous educator, this time speaking to the realm of medical education: 

 I feel we should be hiring Indigenous physicians and academics to teach and determine 

the content, but it shouldn’t be imposed on them. It should be balanced somehow. 

Because in terms of space, the TRC is on us, as settlers. The TRC is on us. (S7) 

Another non-Indigenous educator, in thinking about how to find practical ways to work with 

Indigenous people in finding solutions, referenced critical race scholar Sherene Razack:  

But as she says, she’s not here to provide solutions.  Ok, that’s not her role, but there has 

to be something we can try to do at least.  And that’s where we’re in this practical setting, 

where we can take that understanding of the system and work with the people affected by 

it to come up with solutions of how to address it.  

Notably, Razack identifies as West Indian, and the implication from the reference used by this 

educator is that it is not the responsibility of members of oppressed groups to direct the process 

of fixing oppression.  Similarly, an Indigenous educator referenced an example from an 

interview with a racism expert, a member of a racialized minority, pushing back on the White 

interviewers who were asking for explanations about her experiences with racism: 

There were three interviewers: two White women, one White man. And she’s talking 

about racism, from her vantage point, and explaining very eloquently that it’s not our job 

to teach you about racism. And the White man says, “But give me examples of racism.” 

And she says, “Stop. That’s exactly what I’m pointing you towards.” She said, “I’m tired. 

I’ve been doing this for years. You can’t ask and you can’t interrogate me. I don’t have to 

defend my position and what I see and feel, because it comes from you, of course you’re 

blind.” (S6)  

Connecting this back to their work at the medical school, the educator expressed frustration with 

non-Indigenous administrators who would “interrogate our experiences of racism” (S6).  Instead, 
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this educator suggested the role of White people was in finding solutions: “White people should 

never talk about racism.  Only in the context of how to eliminate racism” (S6).   

Working Relationally.  From the educators’ stories, it is apparent that the roles of 

Indigenous and non-Indigenous people in anti-racism and decolonization are not clear cut.  As 

one non-Indigenous educator observed, “as much as we want to work together, there’s a bit of an 

awkward dancing around things” (S4).  This is illustrated in the story of an educator who 

grappled with their role as both an Indigenous person and senior administrator in the 

decolonization work occurring at the medical school: 

I hear [S6] all the time saying, “It’s not my job to make White people feel safe.” But now 

I’m Associate Dean, and it’s not my job to make my staff feel safe? That doesn’t feel 

right either. How do you do that? (S2) 

The discomfort experienced by non-Indigenous staff in the face of structural change was of great 

concern to this educator.  They continued their story, referring to a public lecture on 

decolonization that was held at the university: 

It was interesting, but pretty basic in terms of the concepts. The Métis Elder who was 

there spoke about the need to deconstruct things and make people really uncomfortable in 

order for us to be able to move ahead and decolonize.  I think there is a role for that, but I 

have to say, there are a lot of systemic barriers in the work I’ve done with students and 

with some of the faculty and staff around changing how we work. The systemic barriers 

create bias, which isn’t intentional, but they just haven’t been deconstructed yet.  In doing 

this work, people do need to feel uncomfortable, but you can’t just deconstruct and 

bulldoze things, especially with long-term staff, and then just say, “Well, it’s okay to 

make people feel uncomfortable.”  So, what does that look like, and is there a different 

word for it? Because how can we help people? Is there a role for us to help people feel 

safe? Instead of us deconstructing and decolonizing everything, is there a different word 

or concept to be able to move forward?  At least until they learn enough about their own 

bias and they can start to see the mistakes. Because you almost lose out on that 

willingness and curiosity around what this process could look like.  So how do you keep 

that in people? Helping them to walk through some of the things that are needed in a way 

that keeps them safe, so they can actually move forward.  What I hear a lot is that, “This 

is making me feel unsafe.” And it’s like, okay, we just challenged your privilege and 

made you feel White.  

In this passage, the educator highlights their desire to find a way of continuing to deconstruct the 

structural barriers yet maintain the “willingness and curiosity” of non-Indigenous faculty and 

staff.  She contrasted this with the work of teaching, where students “come with more openness”, 
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and notes that the dynamic with staff is different and requires “finding enough common ground 

to be able to hear each other at a meeting” (S2). 

The challenge of addressing the defensive postures of non-Indigenous people was that 

many of the educators saw as work that was best taken up by other non-Indigenous people.  For 

example, one non-Indigenous educator saw it as their responsibility to get the message across: 

As a team, I feel like we need some people that the students can relate to.  In the course, 

it’s easier for me to hold other White men accountable and provide different contextual 

layers for them. I can even say something like, “It’s your job as a privileged White guy to 

take some of this responsibility.” (S7) 

An Indigenous educator also saw this as an important role for allies, and one that they could not 

offer: 

But I do think there’s this role for allies. To have people like [named a male instructor] 

explain how he talks to people about Indigenous health issues, and how to model that 

behaviour as someone who’s White and working with Indigenous people and Indigenous 

health. Because we can’t give that to them as Indigenous physicians. (S2) 

Working collaboratively with White allies also provided this educator with a solution to 

addressing the problems occurring with non-Indigenous staff.  Amid this challenge, a White 

colleague suggested she “use my Whiteness” (S2) to help the staff feel safe again and re-engage: 

“And then I was like, “Oh, you invite someone else to make them feel safe.” I think that was the 

breakthrough. Now we’re going to move forward” (S2). 

Two of the educators reflected on how the manage relationships in their work, 

particularly when needing to advocate to meet the needs of Indigenous patients: 

What I’ve realized is that through role modeling and just asking questions, you can 

actually get a lot further with people than by telling them they’re wrong.   When we talk 

to students about advocacy, like in the most recent session I did with them, that’s where 

we talked about all the tools you have in your toolbelt to advocate for a patient.  One of 

the tools is, yes, directly going and saying, “I don’t agree with you.  You’re wrong and 

you’re being racist.”  And if you have a relationship that you can do that, more power to 

you.  Most of us don’t have that kind of relationship with people we work with, and we 

want to work in the system we are in, so we don’t want to alienate ourselves.   There’s 

always this balance of wanting to remain in the system, but push it over in the direction I 

want to go. That has to happen in little steps, and you have to have relationships.   

For this physician, fostering a relational way of working is something that she strives to role 

model for students as it is a way of approaching advocacy that has been effective for her (S2).  
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This was similar to the experience of another educator who finds their “two professional worlds 

collide” frequently (S1).  While sometimes this can be helpful, it is also a source of tension: 

Someone I’m on an academic committee with might also have helped me out in a clinical 

situation, and sometimes it’s helped me to be on these committees. That’s not the way it 

should be, but I know I’ll be given less of a hard time because we sit together working on 

the committee.  Issues can arise when I’m dealing with needing patients to be transferred 

and those types of things.  And sometimes it feels shitty when your patient isn’t getting 

what they need, and it’s impacting the relationship you have with a colleague. (S1) 

Although both prioritize the patient in these stories, it is evident that managing and supporting 

their ongoing relationships with colleagues is also important. 

Being Heard.  Another way that non-Indigenous educators found they could play a role 

was to use their position to ensure Indigenous voices and priorities are heard, particularly by 

other non-Indigenous people.  One non-Indigenous educator pointed to their work in public 

health to “include Indigenous voices and having Indigenous people at the table” (S5).  Another 

described how they learned from an Indigenous physician about learning “how to take the stage 

you’re given and give that space to someone who has a story to tell” because a lot of Indigenous 

people have stories and no stage (S4).  This is something they applied to their teaching, 

particularly when listening to Indigenous students: 

That’s the other nice thing about having these tutorials where we learn together. It is 

actually one place where, even though I’m the lead or teacher, I actually just have a stage 

for them to share their own stories.  Which is not how lectures are built in the general 

medical school sense (S4). 

Sometimes, when the message is delivered by a non-Indigenous person, it is received differently: 

But I’m giving it as a White guy to White people, and they are just like, “This is the 

greatest thing. Oh, my God, you’ve opened my eyes.” And I tell them, I guarantee that 

someone has taught you this before, you just didn’t hear it. You closed your eyes, you 

closed your mind, and closed your heart because it just hurt. (S7) 

This educator recognized “from a life of being a White guy in a room that when I speak, the 

room stops”, noting that “It’s universal, and it’s sad” (S7).  However, this awareness also fueled 

the sense of responsibility they feel in teaching other White people (S7). 

Sense of Responsibility.  Feeling this sense of responsibility was something the non-

Indigenous educators discussed as underlying their reasons for teaching in the course.  One saw 

their involvement in the course as supporting the broader goals of addressing the inequities in 
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Indigenous health outcomes and racism in the health care system: “This feels like a way to 

contribute that hopefully, over time, will help make it better when people work with Indigenous 

patients” (S5).  Another noted the responsibility they feel to push others towards engaging in 

advocacy:  

For me, I do this because I enjoy it, but I also feel a responsibility to it. As a White man, 

talking to another White man, and getting him to see that advocacy is a multitude of 

things (S7). 

Sometimes teaching in this space is difficult and challenging, but this was also a reason to 

continue being involved:   

I felt like, I have to do this.  I need to do it because it’s difficult, and not everybody can 

do this work.  There’s so few people and it’s challenging work, and we need people to 

help with it. (S4) 

This educator saw their work in this area as connected to something larger than themselves in 

that there was “some greater reason I ended up doing this” and they were “meant to be here” 

(S4).  In addition to seeing themselves as having “something to offer” and a commitment to “try 

and do everything the right way, educate yourself and take the time” (S4), they also expressed 

concern that others might not step in their absence: “What if everybody decided it was too hard? 

(S4).   

Being Invited.  An important aspect of taking on the teaching of Indigenous health for the 

non-Indigenous educators was tied to feeling invited into to space by their Indigenous 

colleagues.   Some noted feeling “intimidated” (S7), like an “imposter or intruder” (S4), or “not 

an expert” (S5) and that others “could speak to it more eloquently than a settler” (S5), but that 

the invitation helped them feel they had place in teaching Indigenous health: 

It’s also helpful – this might be my bias – to hear from Indigenous people that you belong 

there. (S4) 

 

But you still accept me to come and teach, and I appreciate that.  (S5) 

 

I’m honoured and feel a huge amount of pride to be asked to lead the discussions, but I 

also feel intimidated. (S7) 

 

When other people are supportive of you doing it, as an ally, helped. That was super 

important in feeling confident going into the room, knowing I had a place to do this work. 

(S4) 
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One educator noted that they “feel really privileged to be part of this team” and that being 

involved in the course “has been so enriching to my life” (S1). 

Taking Space.  Although it was apparent that the non-Indigenous educators saw 

themselves as occupying an important and necessary position, this was balanced against some 

uneasiness that went along with it.  One way this was expressed was through concerns about 

taking up space:  

I hear from other colleagues, and I feel the responsibility – I just don’t want to take up 

space (S7).   

 

I think it’s my natural inclination to want to go into those situations, and I have to ensure 

that I’m not taking up that space.  I have to recognize my privilege. (S1) 

Both of these educators reflected on how becoming involved in Indigenous health afforded them 

opportunities to take on leadership roles, particularly because there were fewer Indigenous 

people positioned to lead at the time they were starting their careers (S1, S7): 

I took it on because nobody else would do it. I wasn’t gunning for it, but you can end up 

on this track of just needing to advance.  It’s a ladder.  (S1) 

 

I’ve created a career in this space that makes me feel really uncomfortable now…I know 

I’m benefitting tremendously from it…In the past, I would have been comfortable with 

being known as the leader in an area. (S7). 

There were also questions about whether their help was actually appropriate: 

I see this arc that is the place where I can help. But that was also what the original 

colonizers patted themselves on the back for doing. (S7) 

 

If I’m centering myself, maybe the best thing is to step away and allow space for 

someone else to be in that role. You may have the intent to be helpful and get in there, 

but actually that’s not the helpful piece; it’s like, “Nope, go away”.  (S1) 

Assessing the outcomes of their work with Indigenous partners was also viewed as not being 

appropriate in their position as settlers: “I could have my opinions, but it’s for Indigenous people 

to judge whether we’re moving fast enough, or at all” (S1).  Thinking about the impact of the 

Indigenous Health course on students, one educator wondered, “have we done enough?” and felt 

it would be important to hear from Indigenous students specifically to determine “whether or not 

we have taken some of the burden off” of them by “providing this content to their friends” (S7).   
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In taking up anti-racism or decolonizing work in education, there was also a sense of 

discomfort associated with being recognized, particularly when Indigenous colleagues are not: 

“Whereas for me, I get applauded. It’s so shitty. I’m sure it’s the same for [named male 

instructor]. We’re the ‘heroic dad at the coffee shop that’s holding the kid” (S7).  Reflecting on 

their discomfort with being centred when working in Indigenous health spaces, both educators 

noted that they were finding ways to “let go and support others” (S1) or “step up a little bit and 

don’t take up so much space” (S7). 

Meta-story #4:  This is a story about connection. 

Relationships are central to doing this work, and this includes the relationships with the 

Indigenous community, students, and the other instructors.  In many ways, these 

connections are still developing, and there may need to be more resources to fully realize 

the structure that supports their growth. 

The stories around relationships were prominent within the reflections shared by the 

educators.  These included the ties to Indigenous communities and community members, to 

medical students, and among the team of educators in the course. 

Community Connections.  One way this was expressed was through the value placed on 

relationships to the broader Indigenous community outside of the university.  For many of the 

educators, the clinical work they do with Indigenous communities was seen as being integral to 

informing the experiences they share with the students in the course (S2, S3, S1).  But they also 

saw the specific relationships they formed with Indigenous people in the community as 

supporting their ongoing learning journey: 

I also find talking to others helpful. I had a colleague in the north that retired last year, 

and we would talk about things often. So I lost him as a bit of a confidant. There are other 

folks, like [named Indigenous colleague], who I don’t connect with very often, but when 

I do, she’s a very good person to chat with.  (S5) 

 

It’s funny because I think if you get those skills to talk to people, I would say the most 

I’ve learned is from people like [named community member].  Or sitting with people in 

Garden Hill and talking to them about bringing their three kids in to get screened for 

diabetes.  (S4) 

One educator who works with traditional healers in another part of their work spoke to the 

valuable knowledge that the healers could share with medical students (S6), but also expressed a 

fear that this could potentially bring harm to these community members: 
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That would be amazing if we could offer that. We couldn’t make it a mandatory thing. I’d 

never expose the community to the White supremacist types, who would go there and say 

things, or flick their eye up every time, or look at their watch. “When is this going to 

end?” Those kinds of things. It’s a bit tricky. (S6) 

Similarly, another educator described the measures they will put in place to protect an 

Indigenous community from being hurt by trainees: 

With another student, I was so concerned about them coming to [the community] that I 

talked to the Assistant Dean. I didn’t want the community to be retraumatized. But the 

student wanted to do the work, and I felt like it was better to assess the situation before 

they come into the program later. It may have seemed excessive, but we had a plan with 

the Assistant Dean. (S1). 

These examples speak not only to the responsibilities these educators feel towards the 

communities with which they interact, but also the careful way they approach bringing together 

two very different worldviews. 

Student Connections.  How the educators viewed their relationship with medical 

students varied widely.  For many of the instructors, the interactions outside of formal teaching 

occurred immediately after class when students would express an interest in learning more about 

their clinical practice (S3, S4) or want to share a personal experience that was connected to the 

topic that was just discussed in class (S5).  Some saw their ability to connect to students as being 

related to their communication style: 

I actually haven’t had students approach me outside of class. I think most of them are 

pretty scared of me, or so I’ve been told. We were playing bingo in [the community], and 

my student was like, “I’m going to tell my classmates…I was playing bingo with Dr. 

[S1].!” And I was like, I’m a person. So, I think my demeanor comes off as 

unapproachable. (S1) 

 

I’ve been fortunate because the students generally think I’m okay. Maybe because I’m 

casual and not intimidating. For the last two years I’ve had nominations for the teacher 

awards in the small group inspiration category. I don’t do any small groups outside of 

Indigenous Health, so that’s where it’s coming from. (S4) 

In addition to being casual, this educator also suggested that being non-Indigenous helped 

students to feel less threatened to say something to her “in an awkward, wrong way” (S4).   

There was some discussion around what the educators felt was helpful in building 

relationships with students within the context of teaching in the classroom.  For one, this 

involved shifting their focus away from themselves: 
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I think at first, I was more focused on myself, and “I’m thinking of doing this”. That’s not 

necessary, it’s not really what it’s about. It’s more about listening to the students and 

centering it there.  Whether or not I succeed at that, I feel like the important part of 

forging a relationship with them is making them feel like their views are heard. It’s 

probably more important than getting through to them in that session. This isn’t the end, 

just the start, right? So, seeing it as more of the start of the relationship. (S1) 

In this case, developing the connection was seen as more important than the teaching content.  

Another educator wished for more opportunities to create these relationships, because often don’t 

see the same students over time: “I think it would be nice if we could have a cohort, or some 

continuity with the students, to build trust” (S4).  In some cases, trying to understand the 

students’ perspective was a response to challenging classroom dynamics: 

 And you wonder, are they resisting? Are they uncomfortable? Are they sensitive? Are 

they tired? (S5) 

 

At first, I didn’t know how to deal with it, and it made me feel very unsafe and 

unwelcome in this institution. Feeling like you are a physician who’s already graduated, 

and then having students within the institution questioning who I was and my legitimacy 

and ability to be a teacher here.  Over time, I started to realize that it was coming from a 

place of ignorance on behalf of the students. An uneducated ignorance – not an 

unwillingness to change. And a lot of the stereotypes and thoughts that were coming from 

the students towards me were from a place of unknowing. (S2) 

Finding ways to empathize or understand the underlying reasons for students’ behaviours “helps 

you to not take it personally” (S1): “When I’m trying to understand an individual’s behavior, I 

see it as a consequence. I think this is not just the right way, but the necessary approach” (S1). 

Some of the educators were particularly mindful of the Indigenous medical students.  

There was a particular concern that defensive or disruptive comments and behaviours of non-

Indigenous students could “traumatize” (S3) or “retraumatize” (S5) Indigenous students.  One 

educator noted that “my first reaction is to protect them from what is being said in the 

classroom” (S7), while another negotiates these situations by trying to “observe how the room is 

going” and “find some gentle ways to move the conversation in the way I want to go” (S5).  One 

educator wondered if “if you could somehow create an anonymous feedback loop from the 

Indigenous students in particular” (S3) that would help inform the teaching process “in the 

moment” (S3).  There was a suggestion that a debrief with the Indigenous students might be 

useful to determine “have we done enough?” (S7) through teaching the course: 
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When we leave the classroom, you’re back on your own with maybe five or six friends in 

the class, up against 100 other people, and at a bar or whatever.  And I wonder about their 

sense of whether or not we have taken some of the burden off by providing this content to 

their friends, or do they face it afterwards? (S7) 

The educators also expressed concern for students from other racially oppressed groups being 

triggered around discussions of racism (S3, S5), but that “you can’t segregate them, because that 

defeats the purpose” (S3).  

For two of the Indigenous educators, building relationships with the Indigenous students 

outside of the classroom was something they sought out (S2, S3).  Often, this entailed connecting 

them with clinical exposures or volunteer opportunities in the other areas of their work, and this 

was often facilitated with support through the Indigenous institute situated in the faculty (S2, 

S3).  One educator appreciated the support they felt from these students in the course: “So, those 

students tend to be very like-minded, and it’s pretty easy to have those interactions and they tend 

to be supportive of what we are doing in the class” (S2).  For the other educator, teaching 

provides a means of supporting students for what they will face after graduation: 

Through this course, I’m learning how to help prepare students, because I’ve had to 

navigate both worlds. These students are coming out with a really strong knowledge base 

about something, and they are going into a world that still hasn’t adopted it.  There’s a 

disconnect. I tell them that they are going to see active racism that’s going to be super 

obvious to you and not apparent to the person doing it. And you calling it out may not be 

an option because of the hierarchy that still exists. (S3) 

Drawing upon their own experiences of pushback from non-Indigenous colleagues, this educator 

emphasized the need for Indigenous students to have an “emotional readiness for what that 

experience will be like” and figuring out what you need to do “to protect yourself” (S3). 

Connecting to Other Educators.  A consistent message in the stories of the educators 

was how much they valued the relationships they had with the other teachers in the IH course.  

As one educator expressed: 

I feel really privileged to be part of this team.  I like being a rebel, and it’s a whole bunch 

of rebels! (S1) 

As this educator went on to explain, engagement with the other educators provided a form of 

intellectual stimulation that was not readily available in other areas of their life: 
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There is a level of sophistication in our discussions.  I don’t have a lot of friends outside 

medicine that can talk about things like that, and it makes me think of things from a 

different perspective. (S1) 

Many of the instructors found the opportunities to meet as a group before and after class that 

were held for the first few years of the course were helpful in supporting their teaching, 

particularly around the more challenging aspects: 

We did evolve that pre- and post-support for teaching.  To me, the pre-brief was focused 

on getting the teachers to understand the terminologies and concepts we were trying to 

convey, and what domains we were trying to move things to in the next session. And the 

post-brief was really around trying to attend to any emotional consequences because of 

the classroom experiences. (S6) 

 

The other thing that helped me a lot was the debriefing sessions, when we got together as 

a community of people teaching the content, and said, “How are you feeling? What 

barriers are there to teaching this stuff?” (S4) 

 

I think having our pre-briefings and debriefings around teaching is helpful in dealing with 

the challenges of teaching. It does help to refresh things with other instructors and get in 

the right kind of mindset before teaching or talk about other patterns that have come up 

for them.  (S1) 

 

Sometimes it manifested as the students lashing out at us as teachers. I remember quite 

distinctly having to make the time to debrief with you, [S6], and the other teachers after 

class, because there were probably going to be stories coming up that I’d need to have 

addressed so I could move forward in my life. And now, when I’m going to teach a class 

in Indigenous Health, I don’t feel like I need to make sure I have time four counselling 

after. (S2) 

One educator noted that it these gatherings were important not only for debriefing about the 

difficulties, but also in sharing the successes: 

When you have good sessions where you feel like the students got it, that feels 

significant. And I think it’s important that we share it and talk about it. I mean, we aren’t 

saving the world, but if it goes well, it’s good to celebrate it, right? (S1) 

Some of the educators referred to participating in a more formal peer support series that was set 

up with an executive coach to learn strategies for managing their emotional triggers during 

challenging moments in the classroom (S5, S6, S2).  As one educator observed about the impact 

of the coaching sessions, “people got more courageous and less worried that they could deliver” 

the course content (S6).   
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In later years, the meetings before and after class became less frequent, and an educator 

who joined the team at a later stage suggested that reinstating it as a regular practice would be 

helpful for individuals, like herself, who are new to teaching in this way (S3).  The educator that 

led the implementation of the course also expressed regret that the teaching supports did not get 

developed in a more formalized, sustainable manner, but noted that the resources for such an 

undertaking did not exist at the time the course was being developed (S6). 

Discussion 

Viewing the gathered stories through the lens of Indigenous resurgence elucidates how 

the storytellers understand and position themselves and their work within the context of anti-

racism and decolonization at multiple levels.  They saw the totality of their work in Indigenous 

health as being connected not only to training a new generation of physicians who will be better 

equipped to meet the needs of Indigenous populations but also to the broader goals of addressing 

systemic inequities in health care.  Their stories revealed an approach to this work that involved 

highly developed patterns of reflective thinking and action-oriented practice, all aimed toward 

working together as Indigenous and non-Indigenous people, that aligns with the central tenets of 

resurgence.  To understand this dynamic against the background of Indigenous resurgence, I 

consider how the meta-stories corresponded to the three domains at the centre of my conceptual 

model.   

Building Personal and Collective Strength 

Being positioned to disrupt the colonial status quo was anchored by the self-reflective 

work that the educators engaged in around identity, power, and responsibilities.  In the case of 

the non-Indigenous educators, self-reflection often focused on their privilege and being 

conscious of how it may prevent them from recognizing racism or cause them to centre 

themselves and take up the space that should be occupied by Indigenous peoples.  The educators 

also reflected on how their White identity afforded them safety in taking on discussions of race, 

and that there was a responsibility in this to challenge the assumptions and biases held by other 

non-Indigenous people.  Consensual, relational allyship5 with Indigenous peoples involves being 

 
5 I purposely use the terms “ally” and “allyship”, fully aware of the emerging critique of these terms.  Indeed, 

allyship can become problematic when help is imposed or the intention is performative; this is why I refer to the 

concept of relational allyship, as described by Mitchell et al. (2018), that is a consensual and relational form of 

allyship which seeks to address power imbalances.  I prefer this term over ‘accomplice’ or ‘co-conspirator’ as I am 
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reflexive about one’s feelings, power relations, words, and actions, as well as engaging in 

decolonizing processes within oneself and with others through the challenging and unsettling of 

other non-Indigenous people (Smith, 2014, as cited in Mitchell et al., 2018).  This is not a given 

in the work of decolonizing academic spaces, as Mitchell et al. (2018) observe: 

Scholars have, however, rarely appealed to Settler populations to acknowledge their 

unearned privilege, their status of disproportionate power, or their role in the oppression 

of Indigenous Peoples. Moreover, the contemporary privilege of Settlers is rarely 

questioned and Settlers are not asked to reflect on how they benefit from 

Indigenous/Settler relations. (p. 355) 

The non-Indigenous educators in this study actively push back on these dynamics, and their 

vigilance in self-examination demonstrates the consistent, ongoing nature this type of reflexivity 

requires of allies. 

Reflexivity had a different focus for the Indigenous storytellers.  For them, it often 

revolved around navigating their identity as Indigenous peoples within the dominant biomedical 

world of medicine and its hierarchical power structure.  Their stories speak to the inherent threat 

that medical education poses to Indigenous ways of knowing, being, and doing, as this is 

something they lost touch with during their own training.  Battiste and Youngblood Henderson 

(2000) have described this phenomenon, which is deeply entrenched in educational institutions, 

as cognitive imperialism, wherein the imposition of Eurocentric thought effectively displaces the 

traditional ways of knowing that are integral to the survival of Indigenous communities. 

Disconnection from culture and community is part of a shared experience among Indigenous 

peoples living within colonial domination (Alfred, 2009; Alfred & Corntassel, 2005), and the 

process of transcending colonialism starts on an individual basis (Alfred & Corntassel, 2005), in 

one’s “inner environment” (Simpson, 2000, p. 188).  Indeed, the Indigenous educators appeared 

to spend a great deal of time and energy thinking about how these dominant Western structures 

perpetuate colonial oppression, and this was part of the Indigenous educators’ process of 

resisting the dominant paradigm of their profession while finding ways to strengthen their own 

connections to culture and community.  Anishinaabe scholar Leanne Simpson has written about 

her own experience of post-secondary education and the conflict between her Indigenous 

heritage and the education she was receiving in Western science: 

 
personally uncomfortable with the criminal connotations of these terms, particular when used in situations where 

racial justice is being sought. 
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One day, I decided that it had to stop.  That I could no longer live two lives, one as a 

scientist and the other as an Anishinaabe.  I needed to live as a whole and balanced 

person and in order to do this, I needed to respect and honour my values. (Simpson, 2000, 

p. 187) 

Simpson further reflects on how her experience studying science taught her “how to resist the 

dominant world view and the scientific paradigm” (p. 188) in order to foster her Indigenous 

identity.  Through this lived experience, Simpson learned how to critique science, which mirrors 

the way in which the Indigenous educators, through studying and practicing medicine and 

reconnecting with their culture, arrived at a place where they could critically understand and 

resist Western biomedical constructs.    

Although the educators in this study were clearly able to examine themselves within the 

larger context of settler colonialism, others encountered by the former course leader could not, 

despite having extensive clinical experience within Indigenous communities.  Physician 

educators can support the idea of including more Indigenous-related content in medical curricula, 

and even have a good general understanding of the health inequities that burden Indigenous 

populations, yet lack the tools to critically engage with the underlying issues of colonial-based 

racism (Sylvestre et al., 2019).  Mitchell et al. (2018) suggests that the “dominant cultural 

narrative of Settler society allows us to acknowledge the oppression of others while remaining 

blind to the colonial relationships within which we are embedded” (p. 355).  The intense, and at 

times emotional, reactions that some educators exhibited when faced with the course content 

around racism is a predictable response that is triggered when unexamined assumptions about 

one’s racial privilege are called into question (DiAngelo, 2018; Spanierman et al., 2012). Such 

maneuvers, referred to as manifestations of White fragility by DiAngelo (2011), have the effect 

of re-centring dominant perspectives in a way that protects them from critical examination, while 

simultaneously dismissing the experiences and perspectives of those who experience racial 

oppression (DiAngelo & Sensoy, 2014).  In the context of settler colonialism, moves to re-centre 

Whiteness can undermine efforts to advance Indigenous resurgence by shifting the focus to the 

needs of the settler.  The inability of some physician educators to “work through their privileged 

position within settler colonial structures of power” (Sylvestre et al., 2019, p. 6) helps to not only 

explain the reactions witnessed by the course leader but also contextualize the internal work that 

is required to teach this type of content.  As Mitchell et al. (2018) notes: 
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Decolonizing the university to create safe(r) places for Indigenous students and 

opportunities to educate a new generation of Settler students will require a deep under- 

standing of colonialism, how we are all drawn into and shaped by our shared colonial 

history, and how we can work to right these wrongs through transforming society and the 

relationship between the Indigenous and Settler populations. (p. 354) 

This echoes the story emerging from the educators in this study who, through a process of 

learning, self-reflection, and relationship-building, worked individually and collectively to create 

the foundation necessary to take on the challenge of teaching in the course. The formation of 

connections among the instructors was supported through frequent opportunities to debrief, and 

this was particularly helpful in working through the difficulties and challenges. Maintaining such 

opportunities for peer mentoring would be helpful, especially for those who join the team.  

Formation of a community among educators who share a common interest in promoting social 

justice can serve as an important support system and assist with role socialization for new 

instructors (Bozalek & Biersteker, 2010; Wepa, 2003). 

Actions that Challenge Colonialism 

Grounded by the reflective work of decolonization and strengthened by their 

relationships, the educators engaged in multiple strategies aimed at disrupting colonial 

boundaries.  Within Indigenous resurgence, this has been described as having a “web of 

liberation strategies” (Simpson, 2004, p. 373) or employing everyday acts of resurgence 

(Corntassel, 2012) that challenge the status quo of settler colonialism to bring about a reckoning 

with the colonial past and present (Alfred, 2009; Wildcat et al., 2014).  At times, these strategies 

were collaborative in nature, with efforts made to find common ground while keeping 

Indigenous priorities and needs centred.  In other cases, the approach taken was more direct and 

confrontational in style.  Interestingly, the confrontational strategy seemed to arise in contexts 

where the educator shared a position of power with the group being challenged, such as the male 

educator strategically silencing male students, or settler educators pushing settler students to 

examine their privilege.  Relating through this shared identity seemed to create a space for these 

types of dynamics, and this may not have been as effective or comfortable in circumstances 

where a difference in identity resulted in an asymmetric power relationship.   

Seeking transformative systemic change permeated all aspects of the storytellers’ 

professional lives, from teaching to clinical practice and research, and their stories spoke to how 

emotionally and psychically taxing such work can be.  The educators found strategies for dealing 
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with this aspect of the work, and in the particular case of the Indigenous educators, this seemed 

to include an element of self-preservation.  They described having to learn to “pick your battles”, 

rely on allies, or even walk away from a position to direct energies elsewhere.  What remained 

consistent for all the educators, regardless of identity, was the deep commitment to keep working 

towards change, despite the difficulties. This was tied to a strong sense of responsibility and 

seeing themselves as being in positions where they could undertake this work in a way that 

centres Indigenous peoples and communities.  Integrating such principles of relational 

accountability helps to disrupt the paternalistic and colonial relationship that has characterized 

the relations between the academic and Indigenous communities for decades (Reo, 2019). 

Re-defining the Settler-Indigenous Relationship 

  In many respects, the educators’ stories reflect a larger narrative concerning the 

relationship between settlers and Indigenous peoples and how this can be transformed into a 

new, decolonized relational structure.  Mitchell et al. (2018) suggest that social transformation 

requires re-education of both settlers and Indigenous peoples, and that this occurs through work 

that is done apart and together.  The educators in this study clearly demonstrated this approach 

by moving between self-reflection and relational, interactive work.   

The history of cultural teachings being mocked by students reveals how hostile the 

learning environment at this medical school was in the recent past and helps explain the caution 

taken by the former course leader in considering how cultural content should be included in the 

IH course.  By electing to focus on anti-racism and anti-colonialism over culture, the course 

leader was attempting to address the barriers to learning that may prevent medical students from 

seeing Indigenous knowledge as valid and worthy of their respect.  This logic aligns with the 

argument presented by Nakata et al. (2012) that anti-colonial critique is the fundamental entry 

point to unsettle entry-level students’ ideas about Indigenous-Western relations, but the endpoint 

should not be the instatement of Indigenous ways of knowing.  Like the course leader, these 

scholars suggest that traditional knowledge is not a “counter-solution to overcoming colonial 

legacies” (p. 121) and students must first engage with complex theoretical dilemmas that help 

them to understand the conceptual limits of their own thinking.  Reflecting on what is required to 

create a safe space of Indigenous Elders and community members to share their knowledge, Lisa 

Richardson, an Indigenous leader in medical education at the University of Toronto, argues that 

we must first teach medical students about power, justice, and reflexivity (Richardson, 2015) 
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For both Indigenous and non-Indigenous educators, there was an interest in finding ways 

to understand each other across the Indigenous-settler divide, and using this as the basis for 

working and learning together in a way that feels safe and respectful.  The complexities of 

working together in a decolonizing educational project were evident in the stories, particularly 

for the Indigenous educators who balanced their responsibilities as medical education leaders 

against the risks that this type of work poses to them as Indigenous people.  Shifting their focus 

away from themselves and toward understanding the reasons underlying settlers’ resistance 

appeared to be an effective way to move through these challenging dynamics.   

The question of responsibility was more clear-cut for the non-Indigenous educators who 

viewed the work of redressing the harms of colonial repression as largely residing with settlers, 

albeit working in partnership with Indigenous peoples to ensure their priorities remain centred. 

Aligning as allies with oppressed peoples provides a means for understanding how these groups 

are impacted by social structures as well as opportunities to collaborate in seeking transformative 

structural change (Nelson et al., 2001).  Collaborative relationships were important to the non-

Indigenous educators, helping them to transform their understanding of not only Indigenous 

culture, but the historic and contemporary realities of living with colonial-based oppression.  

Positioning themselves as settlers within this relational space also helped elucidate how their 

action (or inaction) has the potential to either perpetuate colonial harms or advance the priorities 

of Indigenous peoples.  Allyship with Indigenous peoples is a distinct form of partnership that 

carries an inherent risk of re-enacting dominant relations (Mitchell et al., 2018), and awareness 

of this potential was evident in the educators’ mindfulness to take direction from Indigenous 

peoples and in concerns around taking up space 

Concluding Reflections 

The study presented in this paper is exploratory in two ways.  First, it examines the 

experiences of a group of educators who are using an emerging approach to teaching Indigenous 

health, informed by anti-racism and anti-colonial pedagogy, within the context of Canadian 

medical education.  Second, it grounds this examination within the emerging ideas of Indigenous 

resurgence, which represents a departure from the critical theoretical frameworks that would 

typically inform such research.  Framing the study in this way helped to maintain the context of 

the knowledge shared by the educators and made visible the relational dynamics that exist in 

their work and how these operate to support transformational learning and systemic change that 
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is part of larger goals for a decolonized health care system.  Moreover, this approach to research 

is decolonizing in itself as it privileges Indigenous ways of knowing, being, and doing, thus 

pushing back on the cognitive imperialism that exists in the academy and in myself as an 

Indigenous researcher. 

The knowledge shared by the educators in this study point to the many challenges that 

come with introducing an educational intervention that is explicitly directed at dismantling the 

colonial status quo, but also to the many possibilities that accompany this work.  In this post-

TRC era, Canadian society and its institutions continue to grapple with envisioning the future of 

relations between Indigenous and settler communities, and the insights arising from the 

educators’ stories may provide some direction in this regard.  Finding ways to work 

collaboratively is not easy, and the efforts of the storytellers were not always successful. Like 

many disciplines, medicine has deeply entrenched colonial ideologies, practices, and power 

structures that are incredibly resistant to change.  However, sustained effort that is built on a 

foundation of critical self-reflection and relational connections can result in meaningful shifts 

towards creating spaces where new understanding can be co-created.   
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Chapter 5: “It Gets Better and the Rewards are Worth It”:  Indigenous Resurgence and 

the Teaching of Indigenous Health in Medical Education 

Interconnection between Chapters 

This chapter represents the response to my second research question:  How does the 

framework of Indigenous resurgence relate to the experiences of these medical educators and 

their teaching from an anti-racist and anti-colonial perspective? Like Chapter 4, this chapter has 

been prepared for future submission to an academic journal and therefore revisits the relevant 

knowledge, theoretical framework, and methodology that has been presented in earlier chapters. 

Author Contributions 

In consultation with Drs. Schultz and Halas, I led the development of all aspects of the 

research project described in this chapter.  This included identifying the research questions, 

developing the methodology, conducting the interviews, analyzing the stories, and writing the 

manuscript contained in this chapter.  The structure and revisions to this chapter were completed 

with the direction received from Drs. Schultz and Halas.  Authorship of the manuscript that will 

be submitted for publication will be determined at a later date. 

Appendices Associated with this Chapter 

Appendix C:  IPAC Letter of Support for Study 

Appendix I:  Guided Walk Conversation Guide 

Appendix K:  Follow-up Discussion Guide 
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Background 

How Indigenous health is situated within undergraduate medical curriculum in Canada is 

the product of a larger national discourse around the health inequities shouldered by Indigenous 

populations.  In 1996, the Royal Commission on Aboriginal Peoples (RCAP) released its report 

which not only documented the inequities in health experienced by Indigenous peoples in 

Canada but also how mainstream health services failed to fully understand or meet their needs 

(Royal Commission on Aboriginal Peoples, 1996).  Among the numerous recommendations 

outlined by the commissioners were the suggestions for mainstream health institutions and 

professions to learn from Indigenous ways of promoting health and to undertake a systematic 

assessment of their practices to improve connections with Indigenous peoples (Royal 

Commission on Aboriginal Peoples, 1996).  Almost ten years later, the Kelowna Accord (and the 

accompanying Blueprint on Aboriginal Health ten year plan) documented the commitments 

made among the federal government, First Ministers of the provinces and territories, and five 

national Indigenous organizations to close the gap in health outcomes between Indigenous and 

non-Indigenous populations through a number of strategies, including respect for Indigenous 

knowledges and health practices and increasing the number of Indigenous physicians (First 

Ministers & Leaders of National Aboriginal Organizations, 2005; Patterson, 2006).   

At the same time, parallel discourses were occurring within the field of medicine that 

would have implications for the teaching of Indigenous health issues.  Although Indigenous 

communities were not explicitly identified as a priority, Canadian medical schools were being 

challenged to improve their social accountability and their response to meeting community needs 

(Parboosingh, 2003; Steering Committee on Social Accountability of Medical Schools, 2001).  

With the release of the Society of Obstetricians and Gynaecologists of Canada’s policy 

guidelines for working with Indigenous patients (Aboriginal Health Issues Committee, 2000), the 

importance of considering the colonial context impacting Indigenous peoples’ health in the past 

and present was formally identified as a necessary area of knowledge for physicians (Aboriginal 

Health Issues Committee, 2000). 

In the wake of these landmark publications, medical educators recognized the need to 

incorporate more curricular content on Indigenous issues within Canadian undergraduate medical 

education (Beavis et al., 2015; Spencer et al., 2005; Zhou et al., 2011).  Recommendations 

presented to the Association of Faculties of Medicine of Canada (AFMC) Council of Deans 
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meeting in May 2005 led to a partnership between the Indigenous Physicians Association of 

Canada (IPAC) and AFMC to develop a national curricular framework for teaching Indigenous 

health in undergraduate medical education (Lavallee et al., 2009).  Structured around the concept 

of cultural safety, the framework emphasized the need for graduating physicians to understand 

and mitigate the inherent power differentials that exist in clinical relationships and to develop the 

skill of self-reflection concerning their own biases and prejudices (Lavallee et al., 2009).  The 

concept of cultural safety, first proposed by Maori nurses in New Zealand, was developed as a 

means of translating postcolonialism into nursing education and practice by providing a lens 

through which to critically examine clinical interactions (Anderson et al., 2003; Smye et al., 

2006).  Despite its name, ‘culture’ is not the focus of this approach.  Rather, it is premised on the 

idea that power imbalances and inequitable social relationships are the products of colonization, 

and that this must be considered in examining the power relations between service providers and 

patients (Anderson et al., 2003; Papps & Ramsden, 1996; Smye et al., 2006).  Advocates of the 

cultural safety approach emphasize the importance of situating patient experiences in 

sociopolitical and historical contexts, particularly exposing the way institutions, policies, and 

practices maintain colonial oppression (McGibbon & Etowa, 2009; Smye et al., 2006).  A key 

feature of cultural safety is that the patient decides whether an interaction is culturally safe 

(Lavallee et al., 2009; National Aboriginal Health Organization, 2006).   

While the IPAC-AFMC framework represents a significant step forward in recognizing 

the importance of Indigenous health as a curricular content area, its implementation varied 

widely across the 17 medical schools in Canada (Anderson et al., 2019).  Moreover, anti-

Indigenous racism was noted to be a persistent problem in clinical learning environments, even 

among those schools with more advanced Indigenous educational initiatives (Anderson et al., 

2019).  Following the Truth and Reconciliation Commission of Canada’s (2015) release of their 

Calls to Action, a group of Indigenous medical educators from across Canada revisited the goals 

for improving Indigenous health outcomes through medical education.  The resulting position 

paper, which was approved by the AFMC Board of Directors as the Joint Commitment to Action 

on Indigenous Health in May of 2019, details actions to be taken in five key areas, including the 

development and implementation of Indigenous health curricula that utilize anti-racism and anti-

colonialism as the core pedagogical approaches (Anderson et al., 2019). Unlike the original 

IPAC-AFMC framework, the Joint Commitment explicitly names racism as a central issue. 
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 In education, critical pedagogy is an approach to teaching, learning, and curricular 

design that draws upon critically-oriented theoretical perspectives such as critical race theory and 

postcolonialism (Browne et al., 2021).  Founded on principles from Freire’s Pedagogy of the 

Oppressed, it is inherently concerned with the struggles of oppressed peoples and seeks 

liberation through action-oriented education that results in social transformation (Kincheloe et 

al., 2018).  This approach to education is grounded in a number of basic assumptions, including 

the idea that all thought is mediated by social and historically constituted power relations, and 

that all societies are structured such that certain groups are privileged over others (Kincheloe et 

al., 2018).  Situated under this umbrella of critical pedagogy, anti-racist pedagogy and anti-

colonial pedagogy are both fundamentally concerned with inequitable power relations and 

structures in society (Browne et al., 2021; Varcoe et al., 2019).  Anti-racist pedagogy seeks to 

challenge and transform the systems that maintain power, privilege, and racism (Bakan & Dua, 

2014; Gupta, 2003).  Similarly, anti-colonial education also involves resisting oppression and 

domination, but specifically addresses colonial-based oppression and centres the agency, voice, 

political, and intellectual interests of Indigenous peoples (Dei, 2008; Dei & Kempf, 2006).  In 

the context of health education, this approach can help clinicians understand how they may 

unintentionally perpetuate colonialism in their practices (Hojjati et al., 2018) 

Educational approaches that examine the mechanisms of oppression can be perceived as 

unsafe and are often met with a range of predictable, defensive reactions by students (Boatright-

Horowitz et al., 2012; DiAngelo & Sensoy, 2014; Flynn, 2015). While student resistance to 

critical discussions of race and other social complexities in medical education has been 

documented (Beagan, 2003; Furnari, 2018; Roberts et al., 2010), the application of pedagogical 

interventions that seek to challenge colonial-based racial oppression within professional health 

education remains largely unexamined, particularly in the Canadian context (Beavis et al., 2015; 

Ly & Crowshoe, 2015; Sylvestre et al., 2019; Vass & Adams, 2021).   

The aim of this paper is to contribute to the scholarship around teaching Indigenous 

health in the context of medical education by reporting on the findings from 7 in-depth, 

conversational interviews with medical educators.  The purpose of my study was to consider how 

the experiences of these educators, who teach from a perspective informed by anti-racist and 

anti-colonial pedagogy, relate to the emerging framework of Indigenous resurgence (Diffey, 

2022). 
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Context of the Study 

This study took place at a Canadian medical school which implemented a mandatory, 4-

year longitudinal Indigenous health course built around an anti-racist and anti-colonial 

pedagogical framework.  Launched in 2014, the Indigenous Health (IH) course primarily 

employs small group teaching sessions designed to promote medical students’ ability to 

recognize, understand, and interrupt anti-Indigenous racism.  This is done through critical 

engagement with content that examines the underlying colonial factors influencing the health of 

Indigenous populations.  The undergraduate course comprises approximately 60 hours of 

curricular time, occurring monthly during the pre-clerkship years (Med I and II) and quarterly 

during the clerkship years (Med III and IV).  Besides being the first medical school to implement 

such an approach to teaching Indigenous health, it also remains the only Canadian medical 

school to have met the curricular requirements as stated in the TRC Calls to Action (AFMC, 

2020).  As such, this site is in the unique position of having medical educators with multiple 

years of teaching Indigenous health in this manner.   

Indigenous and non-Indigenous medical school educators at the Canadian medical school 

who are engaged in delivering the teaching sessions within the undergraduate Indigenous Health 

longitudinal course were recruited to participate in the study.  The educators are responsible for 

facilitating small group discussions on a variety of topics pertaining to Indigenous health. While 

the specific teaching sessions that they lead varies from year to year, all curricular content 

engages with issues of colonialism and racism.  Because this study was intended to examine the 

experiences of instructors who are highly engaged in teaching about colonialism and race, 

participation was be limited to those educators who had taught at least four sessions per year for 

at least two terms (i.e. at least 8 hours of classroom time). 

Additionally, I served as both the curriculum development co-leader and course 

coordinator for five years. Through my relationships with the course, the school, and the 

educators I was afforded opportunities for understanding and knowledge revelation that may not 

otherwise have been available.  Within the context of research grounded in an Indigenous 

worldview, such relationships are seen as bringing more trust to the researcher-participant 

relationship, and therefore facilitate deeper conversations and richer insights (Kovach, 2010).  
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Indigenous Resurgence as a Theoretical Framework 

Research in critical pedagogy typically draws upon the same critical social theories that 

inform this type of teaching, such as critical race theory and postcolonialism, as these provide a 

framework for critically analyzing and interrogating the inequitable power structures that 

produce and maintain race- and colonial-based oppression.  In approaching this study, I also felt 

it necessary to consider its situation within Indigenous health education, as well as my 

nêhiyawak (Plains Cree) identity.  Realizing the need to use a critical theoretical framework that 

was grounded in Indigenous ways of knowing, I developed a conceptual model (Figure 4) for the 

study that is based on the emerging political and intellectual movement of Indigenous resurgence 

(Diffey, 2022). 

Figure 4:  Indigenous resurgence conceptual model. 

 

 

The first domain encompasses the processes that represent an inward, reflective turn 

focused on Indigenous regeneration through the revitalization of cultural, spiritual, and political 

practices, all aimed at building personal and collective strength.  These are the foundational 

processes that set the stage for social transformation and may include various movements 

towards reconnection such as reclaiming languages or reviving pre-colonial relationships among 
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Indigenous nations (Alfred, 2009; Simpson, 2008; Wildcat et al., 2014).  Consistent with 

maintaining an Indigenous-centric focus, settler self-reflective processes within this domain 

would support the goals of Indigenous regeneration through examinations of social position and 

complicity within the colonial state.  In the second domain, the focus is on the outward processes 

that challenge the status quo of the settler state and result in reckoning with the colonial past and 

present (Alfred, 2009; Wildcat et al., 2014).  Indigenous knowledge is viewed here as something 

that is lived through multiple forms of resistance to disrupting colonial boundaries, such as 

Simpson’s “web of liberation strategies” (Simpson, 2004, p. 373) or Corntassel’s (2012) 

everyday acts of resurgence.  The third domain relates to the transformative social processes that 

result in a new, decolonized relational structure between Indigenous and non-Indigenous 

peoples.  Far from abstract and symbolic, Indigenous resurgence defines decolonization in 

concrete, material ways that reflect the priorities of Indigenous people and are ultimately 

predicated on the repatriation of land (Alfred, 2009; Tuck & Yang, 2012).   

The processes within the three domains are supported by and subject to the guiding 

principles found in the next level of the model:  relationality, accountability, and context.  

Depicted as intersecting spheres, these principles also act interdependently and influence all 

aspects of research in the space of resurgence. Relationality is a way of viewing the world 

through the multiple relationships that exist within and between the physical and spiritual realms, 

including the land, non-human beings, inanimate objects, and knowledge  (Ermine, 1995; Hart, 

2010; Little Bear, 2000; Simpson, 2000, 2001; Stansfield & Browne, 2013).  These relationships 

are bound by reciprocal obligations that ensure entities are accountable to each other (Weber-

Pillwax, 1999; Wilson, 2008).  Context is central to how relationships are interconnected and 

understood with respect to people, place, and time (Simpson, 2014). 

At the outermost level, the domains and principles are nested within a larger matrix of 

knowledge revelation and sharing.  Fundamental to resurgence is the need to revitalize 

connections to Indigenous ways of knowing.  Thus, knowledge in this conceptual model is 

considered against the relational-contextual power dynamics of colonialism that resurgence seeks 

to dismantle.  Positioning Indigenous knowledge at the centre challenges what forms of 

knowledge are considered valid, but also how they are taken up in the research process.  Viewing 

knowledge as being revealed and shared through the continuous relationship between the spirit 

and physical worlds resists conventions of how knowledge is typically considered to be 
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generated and communicated within academic research.  Situating knowledge sharing and 

revelation at this position in the model also highlights the critical role that emerging knowledge 

plays in the research process at all levels and points in time. 

The Indigenous resurgence conceptual model was applied in this study in multiple ways.  

First, it is an overall guide to orient myself and the research I am doing towards the larger goal of 

transforming relational structures within health education while staying grounded in my 

Indigenous identity.  Second, it was used to inform the research question and areas of inquiry 

that were explored during the knowledge gathering process in the study, as well as to guide the 

methodological decisions made.  And third, the model was key to making meaning from the 

stories gathered in the study by providing a framework for understanding the dynamics and 

relationships of the educators interviewed and how their experiences align with the ideas laid out 

by the Indigenous resurgence movement. 

Methodology 

Grounded in an Indigenous worldview, this qualitative study blends Kovach’s (2009, 

2010) conversational method with a mobile research approach called guided walks.  Informed by 

a nêhiyawak way of knowing, the conversational method honours the oral traditions around 

communicating spiritual, physical, emotional, and mental remembrances by gathering knowledge 

through storytelling (Kovach, 2010).  While it shares some similarities to Western narrative 

inquiry methods, Kovach’s method is distinctly Indigenous in that it holds inward knowledges, 

such as those arising from dreams, participation in ceremony, or walks in nature, as equal to the 

knowledge gained through conversations with research participants (Kovach, 2009).  Through its 

centring of traditional knowledges and the Cree values of respect, kindness, and reciprocity, this 

method is inherently decolonizing, relational, reflexive, flexible, and collaborative (Kovach, 

2009, 2010).  Anchoring this approach is the assumption that knowledge has a relational 

connection to the land.  This is reflected not only through respecting local cultural protocols in 

conducting the research, but also in deriving meaning through consideration of the storyteller’s 

relationship to place and the context in which the stories are located and shared (Kovach, 2009). 

Mobile methods in qualitative research have been developed as a way to better 

understand individuals’ interconnectedness with place (Sheller & Urry, 2006).  Walking-based 

interviews use the settings and landscapes as prompts for the discussion and provide a reflective 

space for participants as they share contextualized understandings of their experiences with the 
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researcher (Anderson, 2004; Ross et al., 2009).  Within medical education research, Dubé et al. 

(2014) found that guided walks provided context-rich research interactions and opportunities for 

serendipitous encounters that enhanced the exploration of third year medical students’ 

experiences.   

Storytelling as Method 

Kovach (2009) presents story as central to the process of co-creation with research 

participants.  First, it provides a means for hearing another’s narrative regarding place, 

happenings, and experiences.  Like other forms of stories, such as those with mythical elements, 

personal narratives can teach others about living life in a certain way and the consequences of 

actions taken (Kovach, 2009).  However, unlike Western narrative structure that seeks linear, 

cause-and-effect patterns, engagement with stories must occur within a tribal perspective to 

understand their form, purpose, and substance (Absolon & Willett, 2020; Kovach, 2009).  

Engaging with story through a holistic and relational lens helps elucidate how factors act within 

multidimensional, interacting cycles to impact the system as a whole (Absolon & Willett, 2020).  

Second, stories invite reflexivity and the opportunity to introduce the researcher’s inward 

knowing.  Storytelling in research helps the researcher to “begin the transformative process of 

understanding oneself in relation” (Iseke, 2013, p. 573).  Accessing this inward knowing may not 

be straightforward.  Absolon and Willett (2020) argue that due to colonialism’s propagation of a 

‘false consciousness’, Indigenous researchers must engage in analysis of colonization and 

cultural past to “decolonize our mind, heart, body and spirit” (p. 9) before being able to liberate 

authentic Indigenous knowledge, voice, and experiences.  Being able to make sense of our 

reality, as Indigenous peoples, requires a re-contextualizing of our collective and personal 

experiences, events, and histories (Absolon & Willett, 2020; Henderson, 2000). The Indigenous 

researcher’s identity, memories, insights, and experiences then become integral to the 

interpretation process that is consistent with the co-creative tradition in Indigenous knowledge 

systems (Kovach, 2009).  In this way, stories represent resurgent moments where epistemic 

ground, once erased by colonialism, is reclaimed (Sium & Ritskes, 2013).   

Storytelling is, as Simpson (2013) notes, a spiritual and social practice that bonds people 

together and moves them towards a common understanding.  In this manner, stories function as a 

way to exercise agency in resisting colonial violence in a number of ways, from sharing and 

analogizing experiences to the maintenance of traditions and knowledge (Sium & Ritskes, 2013).  
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When experiences are shared through stories, the experiences are alive (McCallum, cited in 

Iseke, 2013).  Within an Indigenous research framework, stories move beyond “depoliticized 

acts of sharing”  (Sium & Ritskes, 2013, p. V) and are living acts that offer the potential for 

healing: 

What does it mean to think of words as living acts? Or as creative acts?…If stories are 

archives of collective pain, suffering and resistance, then to speak them is to heal; to 

believe in them is to reimagine the world. (p. V) 

Acknowledging and inviting the process of healing within the research process is another 

important distinction between Western and Indigenous approaches to research.  In writing about 

the decolonizing agenda of Indigenous research frameworks, Kovach (2009) states that the story 

sharing opens the door for the requisite healing that accompanies decolonization, and that 

research must take responsibility for this.   

Gathering Stories and Recovery of Knowledge 

The conversational method stresses the importance of maintaining a holistic, contextual 

presentation of knowledge that does not fragment stories into themes.  Instead, conversations are 

condensed into stories that maintain the context and voice of the storytellers (Kovach, 2010).  

Conversations with the study’s storytellers were recorded during guided walk interviews of 

approximately 60 to 90 minutes that took place on, or in the vicinity of, the medical school 

campus.  Following Kovach’s (2009, 2010) conversational method, dialogue was largely directed 

by the storytellers and prompted with the guidance of a set of open-ended, semi-structured 

questions (see Appendix I). Transcripts of conversations were analyzed to identify key story 

blocks using a qualitative analysis software program (https://delvetool.com).  The story blocks 

were used to construct a set of condensed stories, which were then shared with each storyteller 

along with a reflective narrative that identified the key teachings and insights that the researcher 

received from their stories.   

From a Cree perspective, truth is bound in a sacred commitment to speak from the heart, 

and this is undertaken in the presence of the Creator (Kovach, 2009).  This type of relational 

validity relies on a mutual understanding that speaking untruths will upset the relational balance 

(Kovach, 2009).  Translating this to the realm of research, relational validity requires the 

researcher to make a commitment to present knowledge in the way they hear and understand it, 

and to ensure that participants’ stories represent the truth as each individual knows it (Kovach, 

https://delvetool.com/
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2009).  In this study, storytellers were provided with the opportunity to review their condensed 

stories and the researcher’s interpretation of meaning arising from the stories, and to then 

provide feedback that ensures their personal truths are being honoured.  These follow-up 

conversations, which were conducted and recorded via videoconferencing software 

(https://zoom.us), also provided another opportunity for storytellers to share new insights with 

the researcher (see Appendix K for follow-up discussion guide).  During these follow-up 

conversations, the storytellers confirmed that the condensed stories reflected their personal 

truths, and further that the researcher’s reflective narratives aligned with the meaning they 

intended to convey in the initial conversation.  Throughout the knowledge gathering process, 

insights and other forms of knowledge were recorded in a journal by the researcher. 

Ethics, Community Engagement, and Storytellers 

This study is situated in an Indigenous worldview that specifically draws upon Plains 

nêhiyawak ways of knowing, being, and doing.  This has implications for how research is 

conducted beyond meeting the requirements of the institutional ethics review board.  As Kovach 

(2009) notes, following the principles of relational accountability requires respect for local 

Indigenous protocols.  For this study, the Rady Faculty of Health Sciences’ Framework for 

Research Engagement with First Nations, Metis, and Inuit Peoples served as a guide for ensuring 

that the appropriate protocols were followed in designing and conducting this study.  The 

framework underscores the principles of respect, responsibility, relevance, reciprocity, and 

relationships when engaging in research (First Nations Metis and Inuit Health Research Strategic 

Planning Committee, 2013).  To ensure local protocols were respected, I periodically consulted 

with the Elder-in-Residence at the Ongomiizwin Institute of Indigenous Health and Healing 

within the faculty. 

The participants, or storytellers, in this study represent a diversity of nations, both 

Indigenous and non-Indigenous that is not easily defined by geography or identity.  This presents 

a challenge in defining ‘community’ when considering reciprocal accountabilities.  Certainly, 

there is a responsibility to share the knowledge that emerges from this study with the storytellers 

and others within the local medical school community who have an interest in how Indigenous 

health is taught in undergraduate medical education.  Beyond this local community, the 

storytellers in this study may also be considered part of a larger community of medical educators 

who are engaged in teaching Indigenous health.  In Canada, the Indigenous Physicians 

https://zoom.us/
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Association of Canada (IPAC) is the key organization that historically has brought together this 

community of medical educators and facilitated national dialogues concerning Indigenous health 

medical curricula and teaching.  For this reason, an outline of the research protocol for this study 

was shared with IPAC to obtain their feedback and support (see Appendix C) prior to seeking 

approval from the university’s ethics review board.  As part of seeking this support, the 

researcher made a formal commitment to share the findings of the study at IPAC’s annual 

meeting. 

The Lessons and Knowledge Recovered 

Story gathering and analysis was completed with 7 storytellers6,  most of whom are 

trained as physicians (n=6) and one holding a PhD.  The storytellers identified as Métis (n=3), 

White (n=4), female (n=4), and male (n=3).  Only one of the educators was new to teaching in 

the course, having started approximately one year prior to the initial interview, while the 

remaining educators had been engaged in the course since its inception.  Teaching medical 

students was not a primary role for any of the storytellers.  The physician educators each held 

multiple professional roles outside of teaching, including research, clinical practice, public health 

administration, and administrative roles within the medical school.  The non-clinician storyteller 

holds an academic position within a hospital-affiliated research unit. 

Analysis of the condensed stories revealed an emerging, overarching story pertaining to 

the journey these educators took, both individually and collectively, through their experience of 

teaching in the IH course.  This story captured their evolution, from their initial challenges, 

through learning to navigate the teaching content and process, and leading to their vision for the 

future.  In presenting the lessons and knowledge arising from this larger story, I will begin with a 

brief summary of its central thesis followed by a more detailed description of the story.  I have 

presented the voices of the storytellers through both direct, verbatim quotes and passages from 

the condensed stories I co-created with them. 

The Evolutionary Journey of Teaching Indigenous Health 

This journey started without a roadmap and had a bumpy start, but it got significantly 

better over time.  With learning and experience, and some changes within the school, the 

challenges became easier to navigate and even enjoyable.  While it’s uncertain what this 

 
6 A total of 8 guided walk conversations were completed, with one recording lost due to technical issues.   
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means for the students, and the structural challenges are ongoing, there is a sense of 

hope for the future. 

Challenges at the Beginning.  The early days of teaching the Indigenous Health course 

were depicted as a challenging time in several ways.  Part of this stemmed from not having 

knowledge or formal training in anti-racist or anti-colonial education and other aspects of the 

course content.  This extended to the team leading the courses development: 

To me, we hit on something, and I didn’t fully comprehend what we hit on. But I knew 

intuitively, it was very important for change, although I couldn’t articulate it.  And it was 

interesting for our team – meaning you and I – that we realized how we needed to explore 

this a bit more from the literature or see what’s out there.  (S6) 

From their vantage point as a course leader, this educator recalled “thinking we’re on the right 

key” but also realized “we jumped ahead” before being “prepared to debrief students or provide 

them with frameworks” to understand their responses to the course content (S6).  For those 

recruited to teach in the course, this early stage of teaching highlighted the gaps in their own 

knowledge of the content.  They described having been “taught Canadian history via Penguin or 

Scholastic books, but I wasn’t taught any of this” and wishing they “could turn back the clock” 

to take classes about Indigenous history and issues (S7).  Another noted that, “In my mind, I 

knew about residential schools, but then I was like, no, I didn’t actually” (S4).  The type of 

content covered in the Indigenous health course was not part of the educators’ own medical 

training (S3, S4).  The lack of formal training had one educator questioning, “Am I going to do a 

good job?” (S1) and another feeling like they had “a little bit of that imposter syndrome” (S4).  

For one of the Indigenous educators, approaching this teaching was “really mixed” as there were 

“things I’m super at ease with” where they could draw upon “my own particular experience 

through my own understanding of history, heritage, and culture” but there were other parts “that 

I feel a little more stressed about” (S3). This educator further observed that “some of the teachers 

will have that knowledge coming in, but most of us didn’t get it” (S3).  For the course leader, 

they recounted having recruited physicians to teach who “I had worked with for 10 or 15 years in 

Indigenous health, under the assumption they could move to where we were going” only to find 

that a number were not able to cope with teaching the critically oriented content (S6).  The 

course teachers required a great deal of support, but the course leader noted, “that’s not my area, 

to sustain and support faculty” (S6). 
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While not having a strong foundation to teach the type of content in the Indigenous health 

course was certainly a source of discomfort for the instructors, the more challenging aspect of 

teaching this course, particularly in the early days, pertained to the dynamics within the 

classroom.  A number of the educators spoke to feeling “a lot of negativity and pushback from 

the students when we started” (S2; see also S7, S4, S1).  For one educator, who described these 

reactions as originating from examinations of students’ privilege, the reactions felt violent: 

The level of violence and pushback was quite high, and it had to be us driving the 

conversation forward against a lot of students who felt their own fragility and were 

recognizing their own power and privilege.  Sometimes it manifested as the students 

lashing out at us as teachers. (S2) 

The student reactions that educators had to manage could take multiple forms: 

The first year of teaching, there was always either silent, passive resistance, or just active 

and outright resistance. (S7) 

As one educator observed, “things go in different directions” in the classroom “with students 

who disengage or are aggressive and challenging, perhaps trying to provoke” and this made 

things “tough at times” (S1).  Some experienced more passive forms of behavior from the 

students, like disengagement, and not the more overt and aggressive forms (S3, S5).  This was 

characterized by one of the educators by the feeling that comes over the classroom:   

In some sessions, things can feel a little icy. The topics can be heavy, and if you have 

settlers in the room who are feeling some White fragility, it can feel icy. (S5) 

A couple described particularly challenging passive aggressive forms of communication: 

What I’ve seen most commonly is a shut down or apathy, where they’ll do things that are 

socially acceptable. For example, you’ll ask them a question, and they’ll give the simplest 

of answers that they know will cover it, but not really. I find that infuriating. I find that 

really hard. (S3) 

 

I’ve had a couple of students push back at me. Surprisingly, it was young females. I don’t 

know what that says about us. And it was never directed as, “Well, that was a stupid 

comment.” It was one of those, “In my experience, actually, this is what I’ve seen…” or 

“Let me tell you, personally…”. (S4) 

One educator expressed surprise that some students would continue to exhibit disengaging 

behaviour, even after being directed: 
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There are times when there’s 16 laptops or phones out, and I’ll have to say, “Okay, shut 

off your computers. This is an hour, so come on.” And some will, but some won’t, and 

I’ve been shocked sometimes. It’s super weird. It’s happened maybe twice, but enough to 

be like, really? (S3) 

In another case, an educator was shocked by the students’ defense of the stereotypes they have 

about Indigenous people: 

In another class, we listened to a CBC interview with an Indigenous health leader, and 

then we talked about, “How is this racist?” and what your role would be as an Emerg doc 

in this situation. And the students were saying things like, statistically Indigenous people 

are more likely to be alcoholics, and it’s my job to know that. I wouldn’t be a good doctor 

if I didn’t make that assumption and use these statistics in my practice. I asked them, 

“Where do you get that statistic?” I was taken aback. And they’d really dig in about this 

making them a better doctor. It was shocking to me. (S7) 

The course leader, in explaining why the dynamics with medical students was so difficult in the 

course, pointed to pre-professional university education as contributing to the lack of preparation 

students have with respect to critically engaging in discussions around power (S6). 

Given the range of challenges that the course instructors faced, particularly at the outset, 

it is not surprising that they described experiencing some intense reactions.  This sometimes 

occurred prior to teaching, which sometimes “feels like you are getting ramped up to go into 

battle before class” (S1).  Another said that their “gut reaction to teaching in the Indigenous 

Health course is that it is scary and nerve-racking” and that they “get very, very anxious”: 

“Before I have to go to class, or even the morning of, it’s like, oh man!” (S7).  For one of the 

educators, the difficulties they experienced at the beginning related to the fear that built up from 

having to deal with the classroom dynamics, which they could reflect on and understand in 

retrospect: 

There’s been periods where it was really tough and I’d say teaching in the Indigenous 

Health curriculum was the most challenging thing I was doing, even compared to being 

on-call.  And it’s interesting to think about why. I think a lot was because of a built-up 

fear. (S1) 

For one of the other instructors, the source of feeling “nervous” stemmed from their uncertainty 

about how the course content “would be received by students” or how they “as a non-Indigenous 

person, would be received teaching this sort of content” (S4).  In the case of one of the 

Indigenous instructors, the pushback from students “made me feel very unsafe and unwelcome in 

this institution” and that “students within the institution [were] questioning who I was and my 
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legitimacy and ability to be a teacher here” (S2).  Thinking back to this stage in the course, the 

instructor shared the story of a time when they wanted to leave the classroom: 

In one of those early sessions, we had asked the students to write down a scenario where 

they had seen racism in health care. There was several of them that wrote they had seen 

the reverse – reverse racism – where Indigenous people, mostly First Nations, were being 

racist and aggressive towards White people. And I was like, “I don’t even know where to 

start. I think you totally missed the concept here.” I think I was reading these while they 

were prepping for the role plays, and I was thinking, “I don’t want to stay in this room 

full of people.”  (S2)  

One educator expressed that they feared “let[ing] you and [the course leader] down, or say[ing] 

the wrong thing”, although they also realized “that’s not how it works” and questioned “is there 

even a right thing?” (S1). 

It Gets Better. As difficult as the early stages of the Indigenous Health course were, the 

central message shared by the educators was that the experience improved over time, and that 

this could be attributed to factors related to both the teachers and students. 

Evolution of the Teachers.  A prominent theme in the stories shared by the educators 

was in the “shift” (S2) they experienced while teaching in the course.  From the perspective of 

the course director, this was due to greater understanding of the course material, and for the non-

Indigenous instructors, being able to critically reflect on their social position:  

We evolved through time.  There were a number of instructors, and some who would 

evolve into more of a critical teacher, understanding a bit more about the subject matter 

and response of the students, and their position as a non-Indigenous teacher teaching 

about Indigenous-specific racism. (S6) 

This appears to align with how the non-Indigenous educators viewed their experiences.  As one 

described: 

During those first sessions, I was still learning. I was at a certain point in terms of my 

own self-reflection around Indigenous health, racism, and self-determination. Obviously, 

I’m still learning, but I was at a different point. (S5) 

Another reframed how they understood the challenges they felt when anticipating students’ 

“aggressive-type reactions” as being “more about my own insecurities” (S1).  They added that 

they learned to shift their focus away from themselves and onto the students: 
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I try to do this with the students. I think at first, I was more focused on myself, and “I’m 

thinking of doing this”. That’s not necessary, it’s not really what it’s about. It’s more 

about listening to the students and centering it there. (S1) 

For another non-Indigenous educator, the “increasing level of comfort” they felt in teaching the 

course was related to their realization that they are “still on the journey” but “past the point 

where the students are” (S4).  Increased comfort was also attributed to having taught a particular 

session previously because “I know more, I’ve read more” (S7).  Focusing on the positive 

experiences also gave one educator a sense of “hope” even when they’d go in “expecting the 

worst” (S1):  

Once in a while the students challenge you. But the vast majority are brilliant and there to 

learn. That was so encouraging. (S1) 

Reflecting on their overall experience of teaching the course, this instructor noted “it does get 

better and the rewards are worth it” (S1). 

 One of the Indigenous educators spoke to the transformation in their teaching experience 

and what helped them to make this shift.  Noting that when they started teaching in the course, 

dealing with aggressive students “would trigger me” and that they would start “to feel that the 

students were bad”, they decided to try to “deconstruct that cycle and make it more about 

learning in a safe space” (S2).  This involved learning through debriefing sessions with other 

teachers that were led by an executive coach that was hired to provide support and training (S2).  

Following these sessions, the instructor approached their teaching sessions differently: 

I went from, “I’m going to come and deliver this material to you, which you probably 

don’t want to hear and don’t believe in,” to “Can we have a conversation about where 

you are, and where you can get to?” (S2) 

They also reframed how they viewed “the stereotypes and thoughts that were coming from the 

students towards me” as coming from “a place of unknowing” and an “uneducated ignorance” 

and “not an unwillingness to change” (S2). 

Change in the Students.  In addition to the changes that the educators described in their 

own thinking and approach to teaching, they also noticed a difference in the students.  This 

change was described as positively influencing classroom dynamics in two respects: less 

resistance and a better quality of discussion.  Educators noted “I don’t have to navigate passive 

resistance as much” (S7), that “there’s significantly less of the pushback we got at the beginning” 
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(S4), and that “the pushback seems to be getting less abrupt” (S4).  In terms of the in-class 

discussions, “there’s a little more self-reflective questioning” (S4) and that some students “feel 

confident enough to educate their classmates around issues” (S2) which was “not the case when 

we started teaching” (S2). 

The educators attributed this change to students having a greater knowledge of 

Indigenous peoples and issues when they entered medical school (S4, S2, S7). One even viewed 

this as a generational change: 

I think the students are better and have improved dramatically over time. I think 

generationally – if you can talk about four or five years as a generation – they’re more 

accepting that this is important for them to learn.  (S7) 

Whereas previously this instructor felt “disappointment that the next generation was coming in 

with a huge racial bias”, they observed that students were becoming “more inquisitive about their 

own racial biases, or less ignorant or committed to their biases” (S7).  The openness to engage 

with the topic was echoed by another instructor who found that students were more comfortable 

talking and learning from each other in the classes over the last couple years (S4).  One noted 

how the background knowledge and experiences of the students helped facilitate classroom 

discussions: 

We now seem to have more students in our class that have some familiarity with 

Indigenous health and issues of racism in the health care system, so when we are starting 

the conversation, most already have some experience with these concepts. Perhaps not to 

the degree that we look into it but are at least able to have a conversation and know some 

terminology.  (S2) 

This change seemed to have a positive impact on how instructors viewed the experience of 

teaching (S2, S4), with one stating that “I’ve had a great experience over this last year” and that 

“I was even telling my colleagues how the classes are changing and it’s making a difference” 

(S7). 

The educators offered a variety of reasons that they thought may account for the changes 

they were seeing among the medical students.  One thought it might be “because of the greater 

context and being part of some sort of global, shared understanding with truth and 

reconciliation” (S4).  Others thought it might be due to more Indigenous content in middle 

school, high school, or undergraduate education (S7, S2), or just an overall increased knowledge 
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about Indigenous people in general society (S4).  The medical school’s admission process was 

also offered as a potential explanation: 

The faculty is either doing a better job weeding out those students who are not able to 

handle this content by choosing more well-rounded, educated students. (S7) 

One educator offered some background from their experience with the admissions: 

It’s about our third or fourth cycle that we’re using the diversity co-efficient in 

admissions. What it does is look for students from broader cultural – not just Indigenous 

– and socioeconomic backgrounds. We have a 5% goal to shift the class to have students 

with those characteristics who might not otherwise have been there. That’s 5 or 6 

students out of 110, so that’s already about 20% of the class that has a different 

perspective than maybe those coming from more privileged Caucasian backgrounds and 

parents already in medicine. The conversations we are able to have are quite different 

because of that. (S2) 

They further explained that the school “has a priority to admit Indigenous students” and that 15 

out of 110 students in the current class identified as Indigenous, a substantial increase over 

previous years (S2).  This meant that in the course, “there’s probably Indigenous students 

sprinkled in all the groups” and that “shifts a lot in the small group teaching sessions” (S2).  The 

change in admissions practices around the diversity co-efficient seemed to align with the 

educators’ observations that the students appeared to change within the last three to four years 

(S2, S7). 

Learning Journey.  Part of the evolutionary story for the educators includes how they 

engaged in their own learning. Much of this centred on self-directed learning on the specific 

content covered in the course, usually through reading the materials assigned to students for the 

tutorials (S5, S7), but also those recommended by colleagues or out of person interest (S7).  

Training received through other aspects of their work lives was also seen as contributing to 

knowledge brought to classroom.  This included cultural competency training (S5), training 

available through a research project (S7), and the San’yas Indigenous Cultural Safety Online 

Training (S5, S4).   

The learning process involved more than just reading, however.  As one educator 

explained, “for me, it started with truth” (S7): 

Part of my journey was to understand that when I interact with my Indigenous colleagues, 

they bring up these things that I’ve never been taught or exposed to, and I need to go 

back and learn that myself.  That helps me put it in context. (S7) 
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In the same vein, another non-Indigenous educator described watching videos about residential 

school as “hard to watch” but an important part of their learning (S5).  One educator noted that 

for them, learning “is not really a content thing” but rather learning how to recognize reactions in 

the students and “finding strategies for dealing with it” (S1).  Learning was often described as an 

ongoing process (S5, S4, S1) and as something that can help you “become more aware of your 

blind spots” (S1). 

For one educator, their involvement with the course led to a change in how they viewed 

their role as a teacher with respect to learning.  Teaching was at first “scary” because “I knew I 

was going to have to learn along with the medical students”, but that this was “a very awkward 

place to be” because co-learning “upsets the balance”.  There was concern about how the 

students would perceive this: “The students will look at you like you’re the one who is supposed 

to know everything. They’re used to that hierarchy” (S4).  Over time, this instructor appreciated 

that “students also come with a significant amount of knowledge from their own backgrounds” 

and that “you don’t always need to know everything” (S4).  Further, this perspective was 

something they were applying in other areas of their work: “It’s a new avenue to me, and I’m 

learning to love it in terms of the bigger picture. I’m realizing outside of Indigenous Health that 

co-learning is not a bad thing” (S4). 

Pattern Recognition.  Being able to anticipate common classroom dynamics was part of 

what made the experience of teaching better for the educators.  Seeing the patterns within the 

defensive behaviours exhibited by students and comparing this with other instructors’ 

experiences (S1, S2) or those discussed in academic literature (S6) helped the educators to 

understand and develop strategies (S1) or make sense of similar behaviours in other work 

contexts (S2).  Pattern recognition even enabled one educator to enjoy the process: 

But then I found I started to enjoy the challenge, once I let go of the fear that I’ll be asked 

a question I don’t know the answer to. I started seeing the patterns. And then it became 

fun, because I would expect to get a question, or some version of a question, and then you 

see it as a phenomenon. And it would be interesting to see that. Then you don’t see it as, 

“This one student hates me.” No, this is expected, it’s a phenomenon and that’s why we 

are doing this course. (S1)   

Picking up on the patterns, particularly the subtler ones, can be difficult.  As one instructor noted, 

“as a settler with blinders on, I probably miss some of those things” (S5).  Becoming “more 
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aware of your blind spots” is ongoing work that helps with “anticipating and recognizing 

reactions” (S1). 

Teaching Strategies.  Educators described a variety of strategies they have used when 

teaching the Indigenous Health course.  For example, one instructor would not permit White men 

to speak in class as a strategy to “get them to have more of a physical sensation of their social 

positioning” (S6) while he privileged the voices of female students in the class. Although this 

strategy intrigued another instructor, she did not feel comfortable employing it herself and 

speculated that such an approach may be more accessible to her male colleagues (S3).  Another 

educator was being careful to “slow down” discussions to ensure that they were “addressing 

what was said” and “trying to go a bit deeper into the content (S5).  Two of the educators 

referred to a session in the course where the students had to role-play a scenario to practice 

dealing with racist incidents in clinical settings.  Their impressions were that role-play was an 

effective way to practice this skill (S7) and “push the students to a new level or a different 

understanding” (S5). 

Addressing Challenging Dynamics.  Some strategies were specifically aimed at dealing 

with situations where students became defensive or aggressive in their communication.  One 

educator found that “using the other students in the room” was effective as these students often 

“know the next thing to say in those situations” (S5).  Another educator described a similar 

strategy they use, particularly when feeling triggered by a student’s question: 

Rather than trying to answer the question myself – knowing sometimes I feel a little 

triggered – I’ll open that conversation up to the broader room. I try to guide it by saying, 

“That’s an interesting comment you made. Does anybody have any reflections on that?” 

or “How can we deconstruct that?” (S2) 

A related strategy included using a probing question, or even “just leave it hanging and not say 

much” as a way of getting the larger group to come up with other ideas (S5).  The instructors 

also noted what did not work for them, including “bullying my perspective” (S2) or trying to 

“check or confront a student” (S5).  In the case of one educator, what did help was getting into 

the right frame of mind: 

What does work with students is to really make sure I feel very centred myself, and open 

to the idea that somebody might say something that is quite harmful, but I’m going to 

separate that because they are students. (S2) 
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Being centred enabled this educator to welcome students’ questions and “be open so that it is a 

safe space” (S2).  A difficult situation arose for another instructor when a student interpreted an 

example of systemic racism being discussed in the class as a personal attack on their parent as it 

pertained to an area their father worked in.  The instructor noted that it “was the first time I had a 

moment of, ‘How do I respond to this?’” (S4).  Not wanting the student to shut down, they 

thanked the student “for sharing his personal insight” and redirected the discussion to “the 

broader picture and historical context in which we were discussing these particular concepts” 

(S4). Taking the focus “out of his house and back into the context of Canada” helped the student 

“come to terms with it” (S4). 

Addressing Stereotypes.  Some of the educators shared stories about times when students 

appeared to hold stereotyped views of Indigenous people and how such occurrences could 

become teachable moments.  For example, one educator recalled a session that included a case 

scenario in which an Indigenous person could have been perceived to be drunk, and a student 

suggested it was “not unreasonable to think that” because “the person was First Nations and 

there is so much alcohol abuse in that community” (S2).  To address this situation, the teacher 

asked, “Where do you think that idea came from?” (S2).  This opened a discussion among the 

students about how Indigenous people are portrayed in the media or in conversations with family 

members, and how this has contributed to the biases they have (S2).   In another class, an 

instructor was facilitating a discussion in which they asked students to “think about a time they 

would have had an interaction [with an Indigenous person]” and found that all the students’ 

examples involved homeless people.  This raised a teaching opportunity: 

And I said something like, “Guys, I can’t believe you all went homeless.” In my world, 

because I have lots of experience, I think of everyone from 10-year-old kids to 

professionals…it’s so varied. I had to point it out to them, and they were surprised 

because it uncovered a bias they had. And knowing that they interact with Indigenous 

clinicians and educators in this class, yet they didn’t think about that, or their Indigenous 

classmates. (S7) 

Like the first example, this moment led to an examination of the possible origins of this bias for 

the students (S7).  

Using Own Experiences.  One of the educators noted that “I share a lot of my 

experiences with the students”, particularly in teaching about issues of systemic racism (S4).  

They discussed one example that they used about dealing with the medical transport system: 
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And I’ll tell them, “I have these kids I see in clinic, and maybe sometimes I need to get 

them down, but the Red River Ex is on, so flights don’t come down.” And everyone is 

like, “What are you talking about, flights don’t come down? Is it because they are 

overbooked?” No, they are coming from reserves, so not overbooked. So, I tell them 

about how they put blackout periods on things like the Red River Ex and Christmas 

because they don’t believe people are going to come to the clinic. (S4) 

This provided a way to get the students to think about power dynamics in the health care system: 

The students will say, “Isn’t it Indigenous people running medical transport?” And I’ll 

explain they don’t own it. People want jobs, they do what they’re told. These aren’t the 

people who have the power to make or affect change. (S4) 

Reflecting on this strategy, the instructor observed, “Most of the questions I get are related to my 

experiences that I’ve shared, so it spurs conversation” (S4). 

The Role of Identity in Teaching.  Some of the strategies used by the educators related to 

aspects of their identity.  For example, one of the non-Indigenous instructors saw their identity as 

providing a means to prompt students to consider “Why are you teaching this course?” and what 

it means to be a non-Indigenous physician working in the space of Indigenous health (S4).  

Another non-Indigenous instructor sometimes shared about their privilege in class because they 

“think it’s good for the settlers in the room to hear” and used this as a way of trying to address 

the “White fragility or defense mechanisms that some people have” (S5).  A non-Indigenous 

educator who had the opportunity to co-teach with an Indigenous educator expressed felt this 

worked very well and that they could “provide a position of what your responsibility is” to the 

other settlers in the class (S7). 

Contextualizing.  One of the educators spoke extensively about how they “strive to bring 

in the context of community” in “taking an anti-racism approach to teaching in clinical practice” 

(S1).  This educator developed a “pre-briefing walking tour” that they do as a way of teaching 

students about the community’s history of colonial trauma.  The tour included the sites of 

tuberculosis experiments and hydroelectric development, which are examples of colonization 

that “often don’t get linked to the clinical setting for students” (S1).  The pre-briefing also 

includes a discussion about how past traumas in the community “play out in the workforce” of 

the clinic and how “residential school and colonization can impact an individual’s ability to 

communicate” (S1). Additionally, they describe the “war stories of the clinic” in which “nurses 

have felt like they are not being heard” by the itinerant physicians who come into the community 

(S1).  The educator emphasized the importance for students to “understand this context in order 
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to take this into account in the clinical setting” (S1) lest they misread the dynamics occurring in 

the clinical environment.  They reflected on the outcome of this teaching intervention, for both 

learners and the community: 

The students are appreciative of it, and the community has told me how important it is. 

Anecdotally, we’ve noticed that if students don’t get the pre-briefing, we run into more 

problems. Then I’ll have to do “the talk-to” about needing to understand the past and that 

they are part of the system that is still trying to repair the years and years of 

impacts.  They need to understand that even though they personally weren’t the ones that 

switched babies at birth, for example, they are representing that system, and that trust 

won’t be given because of what happened in the past. Trust has to be earned.  I think the 

pre-briefing helps students position themselves. (S1) 

Although the instructor felt that the “pre-briefing is not much in the moment, it can change the 

trajectory of the rotation can go” by helping the learner understand dynamics in the clinical 

environment within the larger context of colonization (S1). 

Ideas for the Future.  Besides the existing strategies used in teaching, the educators also 

offered their ideas for evolving Indigenous health education in the medical school.  While 

discussing the challenges that medical learners encounter in their clinical rotations around anti-

Indigenous racist incidents, one educator envisioned an office for students at the main teaching 

hospitals that could act as a “space where they could untangle a situation” (S6).  The educator 

also emphasized the importance of having individuals held accountable if they exhibit racism, 

“even if they are professors” (S6).  When reflecting on how much progress the course has 

already made, one educator also saw the clinical years of the curriculum as being an area that 

could be developed further: 

I still think it’s an area where we need to constantly battle to ensure it stays and continues 

to grow.  And hopefully grow from pre-clerkship into more of the clinical environments.  

We still have so much more to go, and yet a lot of other colleges in our faculty have zero 

content.  Maybe that demonstrates how far we’ve come. (S1) 

Another instructor had two ideas that they presented as being “risky” (S7).  The first 

involved planting an individual in the classroom who acts out in a racist way to see if the 

students can confront such incidents (S7).  The other idea involved a debate: 

An even more risky idea would be to have two people – settlers – debate it out, and have 

a warning to the students.  It could be, how to talk to your uncle at Thanksgiving 

dinner…. Thinking about ways to get the non-believer to believe… This is risky, but I 

would love to have structured debates and go head-to-head with someone who said, “We 
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don’t need to do this.” I would volunteer, and get the arrogant, semi-racist or racist 

guy. (S7) 

In volunteering to participate in such a debate, the instructor noted that for them, as a settler, “it’s 

not violent for me to sit in that discussion” (S7).  However, as the instructor notes, a warning 

would need to be given to students as such a debate could be violent for Indigenous students. 

The Role of Curricular Structure.  Some aspects of curricular structure in 

undergraduate medicine were seen by the educators as influencing the effectiveness of the IH 

course.  For example, the longitudinal design of the course was seen as favourable because it 

permits “revisiting the concepts with the students over their training, in measured doses” so they 

can learn to apply these to their clinical work over time (S5).  However, most educators spoke of 

the challenges that the curricular structure created.  They noted the “voluminous amount of 

information” (S6) and that “there’s never enough time and too much to learn” (S4) and argued 

that much of the technical information could be learned during the residency years (S4, S6).  

Students become focused on learning the biomedical content because “they are just thinking 

about passing their units” (S4).  One educator thought that the students struggled with the 

Indigenous Health course because they “find it unbelievably stressful in terms of ‘how am I 

going to be graded on this?’” (S4).  However, after being on the ward and doing clinical 

rotations, students “actually enjoy the class, because it’s a real-life class where people just talk 

about how this is going to be important in their lives as practicing physicians” (S4).   Another 

educator had a different view of teaching students in the clerkship phase of training, suggesting 

that “a third of them were lost” and “came back arrogant, ignorant, insensitive, and actively not 

wanting to know” (S6) from their experiences in clinical settings.  This educator also observed 

that “they were tired” and had difficulty engaging in the class, so he would not push them as he 

would in the pre-clerkship classes (S6).   

The scheduling of the Indigenous Health teaching sessions was raised by a few of the 

educators.  One observed the role that the timing of sessions makes: 

But then there’s some where you can’t light the fires as easily, like when the sessions are 

later in the day. Early afternoons seem to work better and when I’ve felt the most 

connected to students.  So, it’s been extremely varied.   (S3) 

The course leader reflected on how the teaching sessions for this course were typically scheduled 

for Friday afternoons: 
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I would imagine the system thinks the importance of the course depends on where it’s 

situated during the daytime. And we happened to be on Fridays before long weekends, 

trying to do this kind of course.  It was quite clear that the powers that be in the faculty or 

school of medicine had made decisions already about how the course was situated, and 

they may not have been aware that they actually located us here and know its intent. I’m 

not too sure there were actually White supremacists in the school of medicine saying, 

“Oh, those damn Indians. We’re going to put them on Friday afternoon.”  But that’s the 

smoke screen of racism, how it works with smiling faces. Even our curriculum support 

person would try and change the position of Indigenous Health.  But they present it in 

smoke and a murky light. “Oh, this is impossible to change.” (S6) 

The scheduling on Friday afternoons became a teaching prompt for some of the instructors: 

But it’s interesting, because I’d say to the students, “Let’s talk about why a course is at 

4:00 on a Friday.” There were students who got it completely. “It’s because it’s not 

important. That’s what they’re telling us.” (S6) 

 

In one class it was a quiet day, not a lot of conversations, and afterwards two of them 

came up to apologize. They were very tired and had a week of exams, and this class is 

always Fridays from 3:00 to 5:00 pm. So, I smiled and said, “Do you think it’s by 

design?” And I could see the students didn’t understand what I was saying. I remember 

[S6] saying, with the systemic racism in our school, all the Indigenous Health lectures are 

on Friday afternoon. So, I asked the students, “Do you think you would have the same 

problems with getting people to be awake, alert, and attentive if you put cardiology or 

physiology from 3:00 to 5:00 on Friday?” And their faces were like, oh my God. They 

didn’t believe this was going on in their medical school, or that it’s a bigger issue. How 

could a hospital be racist? How could a medical school be racist? (S4) 

In this way, the problems related to the inopportune scheduling of teaching sessions in the course 

were used by the teachers as an entry point for discussing systemic racism in a way that the 

students could relate to easily. 

The Impacts of Teaching Indigenous Health.  In their stories, the educators reflected 

on the impact that teaching in the IH course had on them.  Despite the challenges, their overall 

experiences were presented in a positive light.  The educators remarked on appreciating the 

resource materials made available to them through the course and the opportunities for learning 

(S5, S3).  They stated that the experience has been “so enriching to my life” (S1), that they “take 

away more than I give” (S7), and that it’s been “a fantastic experience” (S5).  One observed that 

teaching Indigenous health “made me a better educator, and to not be scared off on the first try” 

(S1).  An educator who also teaches in one of the biomedical areas of the curriculum appreciated 

the dialogue and connection that occurs with students in the IH sessions, which made it “one of 
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my favourite things to teach for that reason, because in everything else I teach, I don’t even get 

eye contact nowadays” (S4). 

For some of the instructors, teaching in the course had impacts on the work they do in 

other areas.  When addressing Indigenous health issues within other contexts in undergraduate 

medical education, one educator observed that “what I’m saying may be seen as more valid 

because I’m part of teaching in the Indigenous Health curriculum” (S2).  This educator also 

found it had an influence on how they approached clinical work because they started “thinking 

about things differently” and came to the realization that “I didn’t need to do things the way I 

was taught here to be an effective clinician” (S2).  This included reflecting on the power they 

brought to clinical relationships and restructuring their clinic in a way that responded better to 

the needs of the community being served, even if that required a radical change to managing 

appointment booking (S2).  Working within the anti-colonial framework of the course also had 

the effect of making incidents of misogyny within the medical school more visible to one female 

educator, who prior to this would have said, “It doesn’t exist anymore.  That was, like, back in 

the 70s” (S1).  It has also helped her to “see the world differently” in terms of the various 

oppressions that exist, as this is something she did not formally learn about through basic science 

training (S1).  Having this equity lens was seen as something that enabled her to “more clearly 

identify and not just accept…this is where we are, and this is how it is” (S1).   Another educator 

credited their involvement with the IH course in being better able to express their views 

concerning Indigenous health issues during discussions around the executive table in their public 

health role (S5). 

Feelings about the Future.  Overall, the educators appeared cautiously optimistic about 

the impacts of the course specifically and the work of anti-racism more broadly. The course 

leader noted that they “hear from senior people in medicine that people who took our course had 

a greater ability to consider social issues around differential diagnosis and be more patient-

centred” but also added, “but I don’t know if that’s true” (S6).  They did find encouragement in 

thinking about the students who chose to study medicine at the school, in part because of the 

course: 

It brought people here from BC and Ontario. Nobody comes to our school unless they 

didn’t get into Toronto or Dalhousie. It’s third on the list, let’s face it. Which is powerful. 

Not that we are powerful. Our influence is small, but it actually moves people. One 
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student interviewed at four universities, and she came here because of the work we had 

done and the supports we have. (S6) 

Another educator found hope through the transformations they observed in the medical students 

and applied this to their other work in medical education, particularly around the resistance that 

was occurring among staff dealing with administrative changes: 

I was actually thinking back to our work and the debriefing we used to do around 

teaching students and how that shifted. Because some of that same, direct lashing out at 

meetings, or the more passive not wanting to participate or not getting work done will 

happen amongst staff.  What’s been helpful for me is to have already walked through that 

process and realize that it can shift (S2). 

 For one of the educators, reflecting on the experience of having the IH course introduced 

in the medical curriculum brought to mind the progress that had been in challenging the status 

quo.  While they noted that “leading a course that is not within the biomedical perspective will 

be a battle forever,” they also believed that the “dial has been shifted permanently” and that 

there’s not “so much resistance that we are moving back” (S1).  They also reflected on what 

would be needed for lasting, systemic change to improve Indigenous health overall, noting that 

“trying to educate a bunch of White people is just one piece” of a much larger puzzle, and that it 

would require “structural changes in terms of who is in positions of power” (S1): 

The education piece is important because we need people to become educated in order to 

help change the system. But I think if we are looking at this like, did this education 

program succeed or fail? That’s actually not the right question. This isn’t the 

endpoint.  That’s one way to look at it. We could also look at it like, we actually need a 

revolution. And colonizers are never going to give up their power; I don’t know.  I could 

have my opinions, but it’s for Indigenous people to judge whether we’re moving fast 

enough, or at all. I think I want to continue to take guidance and try to work in that 

direction. But it’s tough. (S1) 

Discussion 

The need to close the gap in health outcomes that persists between Indigenous and non-

Indigenous populations in Canada has been recognized for decades, and the widespread, 

systemic transformation required to realize this is indeed revolutionary.  The revolution may 

already be occurring, however, but on countless smaller fronts that are embedded within the 

interactions and relationships we encounter in daily life.  The stories shared by educators in this 

study describe the everyday acts of resurgence they engage in through teaching, and how this has 

led to transformations in themselves and in the conversations about colonial-based racism that 
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occur with medical students.  Addressing colonial trauma through social transformation demands 

the re-education of both settlers and Indigenous people and begins with work that is done both 

separately and together to foster a deeper understanding of the “dominant narratives and their 

contemporary oppressive powers” (Mitchell et al., 2018, p. 353).  This is an apt description of 

how the educators moved between critical self-reflection and relational, interactive work 

throughout their journey in teaching the course.  To understand this process, I considered how 

their collective evolutionary story corresponded to the three domains at the centre of my 

conceptual model. 

Laying the Foundation:  Self-Directed Learning and Reflection 

Like educators in other studies (Alleyne et al., 1994; Holland, 2015; Parker & McMillan, 

2008; Wepa, 2003), the storytellers entered into the realm of critical pedagogy feeling that their 

training and prior teaching experiences had not adequately prepared them for the particular 

challenge of teaching Indigenous health from an anti-racist and anti-colonial perspective.  The 

level of discomfort – and even fear – that characterized educators’ early days of teaching in the 

course demonstrates how emotionally fraught this work can be, particularly for Indigenous 

people.  Moving past this point to get to a place of relative comfort, confidence and safety 

required efforts that went beyond content-oriented learning and often involved self-reflection.  

While being familiar with the course content was still an important aspect of the educators’ 

professional development, it is worth noting how they came to critically engage with it, 

challenging themselves to sit with the difficult truths concerning colonialism and finding ways to 

put it in the context of the lived experiences of Indigenous communities.  Not all of the physician 

educators who started with the course were able to take this journey, as the story of the former 

course leader observed.  Sylvestre et al. (2019) similarly found that many physician educators 

may have a general understanding of, and sympathy for, Indigenous issues and an “unequivocal 

condemnation of racism and racist practices” (p. 6) yet lack the critical understanding that is 

necessary to examine their privilege within the context of settler colonialism.   

As one of the educators reflected, being prepared to teach in the IH course had less to do 

with learning the content than with being prepared to manage the defensive postures exhibited by 

students in the classroom.  This preparation involved a significant shift in the mindset of the 

educators that enabled them to approach the difficult and potentially triggering dialogues with 

more openness and an interest in guiding the students to deconstruct their beliefs and biases in a 
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way that revealed underlying colonial narratives.  This was achieved through processes such as 

centring oneself and moving the focus onto what students are expressing and identifying what 

they need for learning at that moment.  Further, this mental reframing of student reactions as 

coming from a place of unknowing that is amenable to change rather than personally directed 

violence appeared to help educators to perceive the classroom as a safer space in which to 

facilitate critical discussions. 

Disrupting the Colonial Status Quo 

A fundamental step on the road to Indigenous resurgence is unsettling the status quo in 

Indigenous-settler relations.  As Alfred (2009) suggests, this can be achieved when settlers are 

provoked to reflect and “creatively confront” (p. 35) the colonial-based social forces that 

continue to oppress Indigenous people.  Facilitating such critical examinations of colonialism 

can expose the deep, underlying tensions that exist in a settler colonial society such as Canada. 

This is evident through the numerous references that the storytellers shared regarding the 

defensive strategies employed by medical students, including lashing back at instructors and 

more passive-aggressive forms of disengagement.  The educators quickly came to recognize a 

predictable pattern in these behaviours, and these observations align with similar patterns 

reported by other anti-racist educators (DiAngelo & Flynn, 2010; DiAngelo & Sensoy, 2014; 

DiAngelo, 2018; Dlamini, 2010; Kernahan, 2019; Richardson et al., 2017).  Similar to the 

medical students described by Ly and Crowshoe (2015), the educators in this study remarked on 

the deeply entrenched stereotypes about Indigenous people that were held, and sometimes seen 

as justified, by the learners, and how they needed to actively push students to deconstruct the 

origins of their thinking. 

In their provocation of students to critically engage with the course content, educators 

developed a number of strategies.  With very few exceptions, these strategies avoided 

confrontational tactics.  Rather, the educators tended to favour approaches that invited curiosity 

and encouraged collaborative forms of discovery to unearth underlying assumptions and how 

these operated within the power dynamics of institutions such as health care and medical 

education.  Often, this involved sharing examples drawn from personal experiences to 

contextualize concepts in a way that was relatable to the students.  This was brilliantly 

exemplified in the story concerning the placement of IH teaching sessions in the late Friday 

afternoon timetable slot, and how this was used to open a discussion around the perceived value 



 174 

of Indigenous perspectives within a program that privileges biomedical knowledge. Educators 

also brought in examples from their clinical work to illustrate how systemic racism impacts their 

everyday life as physicians.  Sharing stories about their experiences working in the health care 

system is an approach to teaching that is reflective of Indigenous forms of education that use 

stories to position learners as active agents by helping them tap into their own experiences 

(Lawrence & Paige, 2016).   

Another important strategy employed by the educators involved finding ways to 

contextual concepts to help students connect colonization to the realities faced by Indigenous 

peoples.  Typically, the educators would use examples from their own experiences of working 

and advocating within the health care system to demonstrate how systemic oppressions are close 

at hand and something they regularly interact with as clinicians.  Sometimes, contextualizing was 

used to redirect students to the bigger picture and interrupt their tendency to personalize 

discussions around racism and colonial oppression. Nakata et al. (2012), in the context of 

teaching Australian Indigenous studies, employ a similar approach to introducing students to 

anti-colonial critique that uses simplified examples to encourage creative and exploratory inquiry 

that supports the development of critical language and skills.  The authors further suggest that 

analyzing examples that reflect contemporary life is a more effective approach than having 

students focus on understanding their privilege and complicity within colonialism as this 

personalizes the examination in ways that can be counterproductive to student learning (Nakata 

et al., 2012).  The land-based tour developed by one of the educators as an orientation for 

students to the sites of historic and ongoing colonization within a northern First Nations 

community was a particularly effective means of contextualizing colonial harms and their impact 

on the health of Indigenous peoples by sharing these stories on the land.  Positioning knowledge 

in connection to the land in this way shares similarities with Corntassel’s (2011) insurgent 

education which pushes students to question settler occupation of Indigenous places and utilizes 

discomfort to promote dialogue about settler-Indigenous relations. 

Re-defining Settler-Indigenous Relations 

Indigenous resurgence, through its calls for challenging and transforming the colonial 

social structure, ultimately seeks a new path for the relationship between Indigenous peoples and 

settlers that is predicated on Indigenous self-determination.  Elliott (2018) cautions that one 

should not misread its end goals as requiring settler society to replace current norms, values, and 
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beliefs with an uncritical acceptance of Indigenous alternatives.  Rather, resurgence is aimed at 

cultivating an openness that will “enable a transformative and collaborative politics of 

decolonization” (Elliott, 2018, p. 79).  For the educators in this study, there remained some 

uncertainty concerning the impact the IH course had on students.  Nevertheless, the story of their 

evolutionary journey leaves some room for hope that progress has been made towards such an 

openness.  The relational, co-learning dialogues that the educators were able to facilitate 

improved over time, and this appears to be the product of their growth as teachers and the 

changing discourse around Indigenous peoples’ histories and contemporary realities that 

continues to evolve in the broader social sphere. 

 Although the dial may have been moved permanently towards a decolonized future at the 

medical school, to paraphrase one of the storytellers, it is evident that for the moment such gains 

remain tenuous.  The biomedical paradigm dominates the training of physicians and not only 

competes for curricular time and attention, but also makes it difficult for Indigenous perspectives 

to be seen as equally valid. This message is not communicated directly to students but rather 

through the hidden curriculum, a socialization process that transmits norms and values that often 

undermines aspects of the formal curriculum (Mahood, 2011).  As Douglas (2022) observes, 

post-secondary curriculum reflects the institutional culture and socializes students to its norms as 

it simultaneously undermines and discourages certain approaches and areas of study: 

[T]he dearth of intellectual breadth and the valuation of a curriculum that is exclusionary 

allow Whites to embrace images that affirm their identity and status as rightful citizens in 

the settler colonial nation-state.  Students and faculty are subsequently socialized through 

the erasure of certain areas of study, voices, and experiences. (p. 255) 

When medical students become fully immersed in clinical environments, where ongoing support 

for the critical learning activities found in the IH course is largely absent, some can relate their 

experiences to the concepts learned in the course, but many are “lost” (S6).  The tendency for 

medical learners to become emotionally detached and adopt a professional identity that 

emphasizes technical skill and factual knowledge over patient-centred care is a familiar 

phenomenon in medicine: 

As students move from undergraduate to postgraduate medical training, not all 

transformations are positive. Students move from being open-minded to being closed-

minded; from being intellectually curious to narrowly focusing on facts; from empathy to 

emotional detachment; from idealism to cynicism; and often from civility and caring to 
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arrogance and irritability. This erosion of empathy and “vanquishing of virtue” is 

repeatedly documented in studies of physicians in training. (Mahood, 2011, p. 983) 

The socialization of medical students into this type of professional identity represents a 

significant threat to the decolonizing goals of educational interventions such as the IH course.  It 

is therefore not surprising that educators considered the development of more learning supports 

in the clinical phase of training to be an important area for future growth.   

Concluding Reflections 

In response to the TRC and a growing number of reports exposing the endemic anti-

Indigenous racism that exists in the health care system, Canadian schools of medicine have been 

tasked with changing how they prepare students to work with Indigenous patients and 

communities.  It is a formidable undertaking to introduce critical examinations around colonial 

oppressions within an education system that continues to privilege biomedicine and the 

acquisition of technical skills.  The medical educators who take up the challenge of teaching in 

this space must work through a learning process that is more personal and reflective than what is 

required to teach in other areas of the medical curriculum.  While not all educators are able to 

engage in this type of critical examination, those who do can find the experience of teaching 

Indigenous health from an anti-racist, anti-colonial stance to be very rewarding. 

The study reported in this paper utilized a research methodology that was grounded in 

Indigenous ways of knowing to explore the experiences of medical educators through the 

emerging ideas of Indigenous resurgence. Approaching inquiry in this way preserved the 

narrative continuity and context of the stories shared by the educators and permitted their 

collective evolutionary story to arise.  Moreover, viewing this story through an Indigenous 

resurgence lens helped to situate their experiences within the larger social discourse of 

Indigenous-settler relations that is also evolving in Canada.  As teachers, they are on the frontline 

in facilitating provocative dialogues about colonialism in the context of Indigenous health.  Their 

stories contain valuable lessons for how such communication can move forward in a way that is 

safe and respectful for all concerned.  As one of the educators stated, medical education is not 

the endpoint; it is one piece of a much larger puzzle of social transformation that only Indigenous 

people can deem to be complete.  In the meantime, everyday efforts to advance resurgence can, 

one classroom at a time, contribute to maintaining the forward momentum of decolonization. 
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Chapter 6:  Conclusion 

The overall aim of this thesis was to understand the relational aspects of teaching 

Indigenous health using an anti-racist and anti-colonial approach in the context of a Canadian 

undergraduate medical education program.  Further, the research was undertaken with the aim of 

decolonizing knowledge and systems by using a research methodology that centres Indigenous 

ways of knowing while critiquing the systems of power that uphold colonialism.  The unfolding 

of this critical examination occurred through four main explorations of knowledge that have been 

addressed in Chapters 2 through 5.  In this chapter, I present an overview of the key knowledge 

emerging from each of these chapters, including a summary of key lessons and related 

recommendations for educational practice.  This is followed by a reflective discussion that 

considers how the knowledge revealed through this study relates not only to my research 

questions but also to theory and practice in the field of Indigenous health education.  This 

discussion also addresses the strengths and limitations of this study and the validity of the 

knowledge that was gathered.  Finally, the chapter concludes with a presentation of the key 

implications for medical education and research and my plans for knowledge sharing. 

Overview of Knowledge and Lessons 

In this thesis, I set out to answer the following questions: 

1. How does the experience of teaching about Indigenous health using a perspective 

that is anti-racist and anti-colonial in the context of undergraduate medical 

education impact the relationships of medical educators?  Specifically, how does 

teaching in this context impact the educators’ relationships with themselves, 

students, the teaching content and process, colleagues, administrators, the 

Indigenous community, and their work and relationships outside of the medical 

school?  

2. How does the framework of Indigenous resurgence relate to the experiences of 

these medical educators and their teaching from an anti-racist and anti-colonial 

perspective? 

I endeavoured to answer these questions through four main explorations of knowledge which 

comprise Chapters 2 through 5.  In this section, I highlight the key knowledge that emerged from 

each chapter which addresses my research questions, followed by a summary of the key lessons 

arising from the meta-stories and how these may inform practice.  
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Chapter 2:  Review of Relevant Knowledge 

This chapter presented the findings of a systematic review, along with an updated review 

of relevant knowledge, that critically examined the available literature on anti-racist and anti-

colonial approaches to teaching in health education.  A key finding from this review was that the 

relational dynamics of teaching in this manner can be immensely challenging for educators who 

find themselves navigating a range of highly charged, emotional reactions among learners that 

they often felt ill-prepared to deal with.  Teaching that engages with issues of race is inherently 

unsettling, and the tensions educators experience in the relationships with students and 

colleagues can contribute to the taxing nature of this work.  However, through critical self-

reflection, the development of teaching strategies, and identifying sources of support among 

peers and the broader educational institution, educators could find reward in their teaching 

experiences.  While the literature pertaining to Indigenous health education remains limited, the 

findings that have been reported identify similar challenges for educators as found in the broader 

context of anti-racist health education.  There are very few studies that explore critical 

approaches to teaching Indigenous health in medical education, likely because this is an 

emerging priority for medical schools, and most of these focus on the experiences of learners or 

describing a specific teaching intervention.  A key finding of this review of knowledge was that 

the experience of teaching about colonial-based oppression within health education, and 

particularly Canadian medical education, is largely unexamined. 

Chapter 3:  Walking in my Mother’s Footsteps:  Indigenous Resurgence as an Emerging 

Framework for Decolonizing Research 

The manuscript presented in this chapter documents my journey toward developing a 

conceptual framework, grounded in the emerging ideas of Indigenous resurgence, that was 

integral to addressing my second research question.  I start this exploration by considering how 

Indigenous knowledge has been situated within critical approaches to research, with a particular 

focus on the limits Western-based methodologies inherently place on Indigenous understandings 

of knowledge.  I then describe the central tenets of Indigenous resurgence as a promising theory 

for understanding, critiquing, challenging, and reforming the colonial-based oppressive social 

relations in research.  The ultimate goal of Indigenous resurgence is to transform the relationship 

between Indigenous people and settler society that supports Indigenous self-determination.  This 

transformation is predicated on a shift in consciousness that helps create the suitable conditions 
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for unsettling the colonial status quo.  To conceptualize Indigenous resurgence as a framework to 

guide my research, I envisioned the processes that would contribute to realizing self-

determination as three overlapping domains: 1) an inward domain that focuses on building 

personal and collective strength, 2) an outward domain that challenges colonialism, and 3) a 

transformation domain that seeks to redefine the relationship between Indigenous peoples and 

settler society.  These domains are supported by a matrix of three guiding principles 

(relationality, accountability, and context) and an overarching understanding of the nature of 

knowledge and how it is shared that is informed by an Indigenous worldview. 

Chapter 4:  Forging a New Path for the Future:  The Experiences of Medical Educators 

Teaching Indigenous Health within an Anti-Racist and Anti-Colonial Framework 

This paper presented the knowledge gathered from my conversational interviews with 

medical educators about their experiences in teaching Indigenous health from the stance of anti-

racism and anti-colonialism and how this impacted their relationships.  By applying my 

Indigenous resurgence conceptual model that was outlined in Chapter 3, my aim for the analysis 

was to understand the relational dynamics that were revealed through the stories shared by 

educators as they described how they positioned themselves and their work within the context of 

decolonization and social justice.  Their stories were condensed and analyzed collectively to 

reveal four overarching meta-stories that described the context of their work, how they seek 

systemic change, their ideas about working together as settlers and Indigenous people, and the 

multiple social connections that support their work (the key lessons and associated practice 

recommendations for each meta-story are summarized in the next section).  Perhaps the most 

prominent lesson arising from these meta-stories concerned how the educators, from their 

respective positions as Indigenous and non-Indigenous people, found ways to engage with each 

other, their other colleagues, and the medical students to critically engage with issues of colonial 

oppression.  Their ability to take up the challenge of unsettling the status quo was tied to a deep 

sense of responsibility to address the needs of Indigenous communities and was predicated on 

building personal strength through ongoing self-reflection and collective strength through peer 

mentoring.  
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Chapter 5: “It Gets Better and the Rewards are Worth It”:  Indigenous Resurgence and 

the Teaching of Indigenous Health in Medical Education 

Like Chapter 4, this paper also reports on knowledge gathered from the conversational 

interviews conducted with medical educators, but specifically focuses on addressing my second 

research question.  It does this by relating Indigenous resurgence to a fifth meta-story that 

describes the evolutionary journey of educators over their time teaching Indigenous health, from 

a beginning fraught with difficult classroom dynamics, through a period of intense learning that 

led to the creation of a learning environment that supported critical explorations of racism and 

colonialism.  A key lesson identified in this meta-story is how a psychological shift enabled the 

educators to keep their focus on the learning needs of the students rather than becoming triggered 

by problematic comments or behaviours.  Being able to make this shift was the result of a 

willingness to engage in a process of self-directed learning and reflection, even when this was 

associated with difficult truths.  Having this foundation helped to support educators in facilitating 

provocative dialogues in the classroom, which they often contextualized through examples 

drawn from their professional work outside of teaching.  Medical education, with its dominant 

biomedical paradigm and associated social norms that erode the empathy and idealism of 

trainees, represents an institutional environment that continues to be resistant to decolonizing 

change.  However, the meta-story presented in this paper demonstrates that when medical 

educators are able to work through their initial challenges with anti-racist/anti-colonial teaching, 

they are able to create spaces that engage learners in critical dialogues that align with Indigenous 

priorities to address health inequities.  Additional lessons and associated practice 

recommendations arising from this meta-story are in the next section.  

Key Lessons and Practice Recommendations 

The meta-stories identified in Chapters 4 and 5 contain a wealth of lessons that could 

help inform the field of Indigenous health education in medicine and other professional health 

education programs.  In this section, I present the meta-story summaries from these chapters, 

each followed by a table that lists the key lessons identified from the meta-story with related 

recommendations for practice. 
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Meta-story 1:  This background story sets the context for the other stories. 

Medicine, and by extension medical education, is characterized by a Western, patriarchal 

hierarchy that struggles to see Indigenous health in terms other than biomedical or cultural, and 

continues to resist making room and allowances for it.  At times, this resistance can create 

environments that are violent and toxic, particularly for Indigenous people, and requires the 

application of tremendous oppositional energy to keep change moving forward. 

Table 7: Key lessons and practice recommendations from meta-story  

Key Lesson Practice Recommendation 

The dominance of the biomedical paradigm in medical 

education creates a barrier to more critical forms of 

education, such as anti-racism and anti-colonialism, 

through its emphasis on technical and factual knowledge. 

It is likely unrealistic to think that the dominance of the 

biomedical model will shift significantly in medical 

education.  However, it represents an opportunity for 

students to consider how it operates in their training.  

Including examinations of this topic in non-biomedical 

areas of the curriculum may help students in developing a 

critical perspective. 

Efforts to create space for Indigenous perspectives and 

voices in medical education may be met with opposition 

that takes many different forms.  This can be particularly 

taxing for Indigenous educators; being able to debrief 

with Indigenous colleagues can be an important source of 

support.   

Create regular opportunities for medical educators to meet 

to discuss their experiences in teaching Indigenous health, 

including some spaces that are only for Indigenous 

educators. 

The conditions for systemic change in medical education 

that will support the critical teaching of Indigenous health 

will only be realized once the existing white patriarchal 

power structure is disrupted and more Indigenous people 

occupy leadership positions that are associated with 

comparable power to those held by non-Indigenous 

people. 

Increase opportunities for Indigenous people to occupy 

leadership positions within medical education. These 

should include not just positions with Indigenous-specific 

portfolios, but also positions within the main power 

structure of school administration. 

Meta-story 2:  These are people who are actively working towards systemic change. 

The individuals who teach in this course come from varying backgrounds/specialties and work in 

many different settings.  The common thread, besides the course, is their deep commitment to 

pushing for structural change within the systems they interact within health care, and this work 

plays an important role in how they approach teaching in the medical school. 

 

Table 8: Key lessons and practice recommendations from meta-story 2 

Key Lesson Practice Recommendation 

Advocacy is a topic that may not be well understood by 

medical learners, but when examples are brought into 

teaching it creates opportunities to explore colonial-

based systemic racism.  

Develop learning opportunities that allow students to 

practice advocacy, with a particular emphasis on how to 

advocate for system-level change.  

Advocacy can take many different forms, from 

approaches that are more relational to others that are 

more confrontational, and students can gain insights into 

how to use these strategically when they are shared by 

educators. 

Incorporate cases and examples in teaching that are 

drawn from real-world clinical experiences and that 

demonstrate a range of approaches to advocacy. 
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Meta-story 3:  Who am I, who are you, and how do we work together? 

For both Indigenous and non-Indigenous people, undertaking this work requires an 

understanding of one’s own identity and position, as well as the perspectives of others.  This is 

part of figuring out how we can all work together to move things forward in a good way. 

 

Table 9: Key lessons and practice recommendations from meta-story 3 

Key Lesson Practice Recommendation 

Even when you enter medical school with a strong 

connection to your Indigenous identity and culture, 

medical training can lead to a disconnection that must be 

repaired post-graduation. 

Provide supports for Indigenous medical students that 

will help them to stay connected to their identity and 

culture during their training. 

Engaging in self-reflection about one’s privilege and 

complicity in reproducing colonial harms was a critical 

for the non-Indigenous educators in teaching Indigenous 

health. 

Create opportunities for more experienced non-

Indigenous educators to engage in peer mentorship with 

other non-Indigenous colleagues; this can serve as a 

space to discuss their self-reflective practice as it pertains 

to their identity, privilege, and positionality in the 

context of Indigenous health and settler colonialism. 
Non-Indigenous educators feel a sense of responsibility 

to support this type of education, even though it is 

challenging, and are conscious of not centring 

themselves when working in this space. 

Social identities that are dominant in relational dynamics 

(e.g. Whiteness, male gender) may be used strategically 

in teaching to challenge learners who share that identity.  

One way of doing this is through co-teaching between 

Indigenous and non-Indigenous instructors. 

Identify opportunities where educators who hold power 

can lead teaching that pertains to how that power 

operates. Having instructors who have different social 

identities co-lead teaching is one way of including 

multiple voices and perspectives. 

Non-Indigenous educators can utilize their privilege to 

strategically elevate the voices and priorities of 

Indigenous people to ensure messages are received by 

other non-Indigenous people. 

Addressing the issues that impact Indigenous health 

often gets shifted onto Indigenous people within 

organizations.  While it is important for Indigenous 

people to inform priorities, non-Indigenous people need 

to shoulder the burden.  Finding this balance and 

working collaboratively is key. 

Ensure that Indigenous priorities for medical education 

are informing decisions.  At the same time, avoid 

shifting responsibility to address problems onto 

Indigenous people if the source of the issues actually 

resides with non-Indigenous people. 

Modelling a relational way of working with colleagues 

when advocating to meet the needs of Indigenous 

patients presents a useful opportunity for student 

learning. 

Create opportunities for medical students to work in 

clinical settings with Indigenous physicians. 

Non-Indigenous educators may be unsure about whether 

they should teach issues related to Indigenous health, but 

being recognized by Indigenous colleagues helps to 

overcome this feeling of uncertainty. 

When recruiting non-Indigenous educators to teach 

Indigenous health, clearly communicate how they fit 

within this space by emphasizing the role they can play 

in teaching other non-Indigenous people.   

Meta-story 4:  This is a story about connection. 

Relationships are central to doing this work, and this includes the relationships with the 

Indigenous community, students, and the other instructors.  In many ways, these connections are 

still developing, and there may need to be more resources in order to fully realize the structure 

that supports their growth. 
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Table 10:  Key lessons and practice recommendations from meta-story 4. 

Key Lesson Practice Recommendation 

Relationships with members of the Indigenous 

community are highly valued by educators and help shape 

their understanding.  At the same time, they are protective 

of Indigenous communities and knowledges as they are 

aware of the harms that can result during unsafe 

interactions with medical learners. 

Carefully consider how Indigenous community members, 

including Elders and Knowledge Keepers, will be 

included in teaching and whether the learning 

environment is a safe space for them and their knowledge.   

Educators make efforts to ensure Indigenous medical 

students are able to navigate challenges within the 

learning environment by redirecting potentially 

traumatizing classroom dialogues or by connecting 

outside of class to provide mentorship. 

Ensure that educators have the knowledge and skills to 

recognize and interrupt the classroom dynamics that may 

be harmful to Indigenous learners.  Additionally, provide 

support outside of class that will help Indigenous learners 

to cope with the anti-Indigenous racism they will 

encounter during their training. 

Opportunities to engage with other educators to share 

both the challenging and rewarding experiences was a 

key source of support, and one that is particularly 

important for orienting new educators. 

Create opportunities for peer mentoring and learning for 

educators. 

Meta-story 5:  The Evolutionary Journey of Teaching Indigenous Health 

This journey started without a roadmap and had a bumpy start, but it got significantly better 

over time.  With learning and experience, and some changes within the school, the challenges 

became easier to navigate and even enjoyable.  While it’s uncertain what this means for the 

students, and the structural challenges are ongoing, there is a sense of hope for the future. 

Table 11: Key lessons and practice recommendations from meta-story 5. 

Key Lesson Practice Recommendation 

Discussions related to racism and colonialism can give 

rise to a predictable range of defensive reactions from 

learners that educators may find personally triggering and 

difficult to manage.  When educators lack the skills and 

experience to navigate these difficult classroom 

dynamics, teaching can become a task that is perceived as 

difficult and a source of fear. 

Orientation to teaching in Indigenous health should 

include training on how to recognize and manage the 

predictable defensive behaviours exhibited by learners 

during discussions of race, racism, and colonialism.  This 

should include guidance on how to avoid becoming 

triggered and re-centre attention on the needs of the 

learners, as well as training to support the development of 

facilitation skills.  The experience of teaching improves when educators can 

shift their mental focus away from themselves and onto 

the learning needs of students and see their defensive 

reactions as an opportunity for dialogue. 

Educators’ development involved not only learning the 

curricular content, but also how to recognize and manage 

challenging classroom dynamics.  

Educators used probing questions to engage groups of 

learners to help each other examine the ideas or 

observations raised during discussions. 

Strategies employed by educators often included ways of 

contextualizing concepts using examples drawn from 

their own work. 

Encourage educators to draw from their lived experiences 

when teaching students. 

A longitudinal approach to teaching Indigenous health 

may help students to apply concepts to practice, but 

adequate support needs to be provided during the clinical 

Integrate critical approaches to Indigenous health within 

the training that occurs during core clinical rotations. 
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years of training to reinforce what has been learned in 

earlier parts of the curriculum. 

How Indigenous health is situated within the curricular 

structure conveys an unspoken message about the relative 

importance of this content in the overall medical 

curriculum. 

Ensure that Indigenous health is positioned equitably 

within the overall curriculum, including how classes are 

scheduled. 

Despite the challenges, teaching Indigenous health from 

an anti-racist, anti-colonial stance is considered a 

rewarding experience for instructors. 

Encourage more experienced instructors to share their 

teaching experience with new instructors. 

 

   Reflective Discussion 

At the beginning of this thesis, I outlined how I was engaging with the topic of anti-racist 

and anti-colonial approaches to Indigenous health through a brief overview of the frameworks 

relevant to this area.  I also provided an overview of how theory informed the key principles 

guiding my research.  In this reflective discussion, I will address on the outcomes of my study in 

relation to these frameworks.  First, I consider how the knowledge gathered in this study relates 

to the existing frameworks for teaching about racism, colonialism, and Indigenous health that I 

identified in that first chapter.  I will then reflect on my experience of grounding my research in 

an Indigenous worldview and the lens of Indigenous resurgence, and how the insights gained 

may contribute to critical Indigenous scholarship.  Finally, I conclude this discussion by 

addressing the strengths and limitations of the study and the validity of the gathered knowledge. 

Reflecting on Frameworks for Teaching about Race, Colonialism, and Indigenous Health 

In the first chapter, I summarized the approaches that are used to teach about topics 

related to racism and colonialism in the broader context of post-secondary education as well as 

the more specific context of Indigenous health education within professional health training.  

While it is clear from the key principles I identified in this overview that each framework offers 

its own nuances for examining these topics, they are more similar than they are different and 

tend to include elements such as the critical examination of power relations, the socio-historical 

and political context of oppression, the centring of marginalized knowledge and voices, and an 

orientation towards actions that seek equity through systemic transformation.  As I noted in 

Chapter 1, the frameworks also tend to shift the focus away from culture-based teaching in 

favour of exposing the structures and processes that uphold White and/or settler power and 

privilege. 
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The Indigenous Health (IH) course taught by the educators in this study is structured 

around ideas originating in critical race, postcolonial, and cultural safety frameworks.  It is 

therefore not surprising that the educators’ descriptions concerning how they think about and 

approach teaching Indigenous health align well with the key principles I identified in my 

summary.  Specifically, they engage with the difficult truths that surround anti-Indigenous 

racism and contextualize these within the broader historical, political, and contemporary forces 

that reinforce colonial power hierarchies.  The educators also critiqued the educational institution 

as a site that reproduces power relations in ways that privilege biomedicine over the perspectives 

and knowledge of Indigenous people.  Although the design of the course was not explicitly 

informed by Indigenous education frameworks, the strategies used by educators bore similarities 

to some of these approaches, particularly the frameworks that sought to mediate between 

Indigenous and Western worldviews. This was evident in how the educators would deconstruct 

the colonial myths and assumptions that arose during class discussions by exploring the origins 

of such ideas and their function in the context of settler colonialism.  In this way, the educators 

found ways to position the classroom as a site where Indigenous and non-Indigenous learners 

could collaborate in the critical examination of colonial-based oppression, its impacts on the 

health of Indigenous people, and the implications for clinical practice. 

The educators in this study were highly engaged in advocacy and other activities that 

seek structural change, and they brought this into their teaching interactions with medical 

students through discussions and role-modelling. Inspiring learners to engage in transformative 

actions is consistent with the approaches found in anti-racism frameworks.  While not focused on 

the reclamation of Indigenous lands, which Corntassel (2011) identifies as an explicit goal of 

insurgent education, the educators’ orientation to social action does align with the broader 

principles of Indigenous resurgence by supporting Indigenous priorities and self-determination. 

It is evident that the educators were deeply committed to elevating the voices of 

Indigenous people within their teaching, so it is also important to consider why members of the 

Indigenous community, such as Elders and traditional healers, and teachings arising from 

traditional knowledge were not part of the IH course.  The gathered stories revealed the medical 

school to be a site that can be hostile and violent for Indigenous people and knowledge.  At 

times, the educators described feeling protective and needing to ensure community members 

would not be harmed through interactions with learners.  Although it was clear that progress has 
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been made towards creating safe(r) spaces to explore and discuss the lived realities of Indigenous 

peoples, there remains lingering uncertainty about how much the course has been successful in 

transforming the learning environment.  The socialization of students to the dominant norms of 

the medical profession is a strong oppositional force that can undermine the message of the IH 

course, particularly during the clinical training years, leaving learners even less open to 

perspectives that deviate from the biomedical model.  Richardson (2015) cautions that 

Indigenous knowledges should not be decontextualized and moulded to fit medicine’s existing 

frameworks for teaching, research, and clinical care; Indigenizing should not precede 

decolonizing.  At the medical school that served as the site for this study, such decolonization 

remains a work in progress.   However, the changes in the learning environment observed by the 

educators over the five years the IH course had been in place suggest that progress has been 

made in this regard, and perhaps Indigenous ways of knowing could be integrated into the 

curriculum in the future.  

Reflecting on My Approach to Research 

In discussing my approach to research in Chapter 1, I outlined my goals to undertake 

research where the outcomes could not only be applied in a practical way but also contribute to 

structural change in systems that create and perpetuate social inequities.  The key knowledge, 

lessons, and practice recommendations I outlined earlier in this chapter speak to how this study 

met these goals through the stories shared by the medical educators.  In this section, I turn my 

attention to how my research methodology also contributes.  My approach was defined by four 

key principles that were informed by critical race theory, postcolonialism, and Indigenous 

resurgence: 

1. Seeks social justice by addressing inequities; 

2. Facilitates the understanding and critique of power structures; 

3. Disrupts inequitable structures of power; and 

4. Centres marginalized worldviews. 

I further grounded my research in Indigenous ways of knowing, being, and doing by using 

Kovach’s (2010) conversational method and through the development of a conceptual 

framework, based on Indigenous resurgence, that guided all aspects of the inquiry. 

 There is no doubt that my interpretation of the knowledge was influenced by my study of 

critical race theory and postcolonialism.  These theories are immensely valuable for exposing the 
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hegemonic power structures that create and maintain oppression and also help explain the 

exhibitions of resistance, rooted in Whiteness, that occur when these structures are challenged.  

Such stories are certainly present in the knowledge that was shared with me by the study’s 

storytellers.  Often their language in describing situations, such as “White fragility” and “seeking 

equity”, reflected concepts that are typically addressed in anti-racist literature that employs 

critical race and/or postcolonialism theory.  As noted earlier, this likely reflects the IH course’s 

underlying pedagogical framework and that our intellectual development as educators in the 

course resulted from reading and discussing the work of anti-racism scholars.  Drawing upon the 

same frameworks for this study helped to situate the experiences of the medical educators within 

the larger context of critical pedagogy and highlight the similar patterns that have been reported 

in the health education literature. 

What Indigenous resurgence offered – and postcolonialism or critical race theory could 

not - was a means of understanding educators’ stories through a relational lens that is not limited 

to an examination of power relations between the oppressor and the oppressed.  This allowed me 

to see their thoughts and experiences within the complex network of their relationships.  Because 

I situated myself in an Indigenous worldview, I viewed relationships as existing not only among 

people, but also as the connections educators had with themselves, the course content, 

knowledge systems (including the biomedical paradigm and Indigenous ways of knowing), 

social institutions, and settler-colonial society.  Further, using an Indigenous resurgence lens 

helped me to identify how the work of these educators was contributing to decolonizing the 

relationship between Indigenous people and settler society.  This goes beyond recognizing their 

work as disrupting racist social conditions or seeking a more equitable social structure; these 

may have been my endpoint had I relied solely on critical race theory and postcolonialism.  The 

significance of this at this point in Canadian history cannot be understated.  We are in the midst 

of a national discourse, fueled by the TRC Calls to Action and the horrific discovery of over 

2000 (and counting) graves of Indigenous children who died at residential school, that is asking 

us to envision a reconciled relationship between Indigenous and non-Indigenous peoples.  Elliott 

(2018) suggests that this type of renewed dialogue can only occur once the barriers the prevent 

true reciprocity are removed, and this requires non-Indigenous to resist the urge to centre 

themselves and in favour of listening and introspective reflection.  Casting the educators’ stories 

in the light of resurgence rendered the lessons for such dialogue to become visible. 
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When I was initially considering using Indigenous resurgence to inform my study, I had 

some concerns about how this might work as half my study population identifies as non-

Indigenous.  How do I apply a framework, necessarily designed by and intended for Indigenous 

people, to research that includes the voices of both Indigenous and non-Indigenous people?  Two 

insights helped me resolve this question.  First, it is a framework that is being used by me, as an 

Indigenous person, to shape my understanding and to support my reconnection to Indigenous 

ways of knowing, being, and doing.  Second, Indigenous resurgence is inherently concerned with 

provoking settlers to think critically about their position within settler colonialism and to work 

towards a new way of engaging with Indigenous peoples.  This must occur in the context of 

relationships between Indigenous and non-Indigenous people, and so encompasses the stories of 

both.  We are, as Memmi (1991) wrote, “two protagonists of the colonial drama” (p. 189) bound 

in a relationship, so redefining this relationship requires the engagement of both the colonizer 

and the colonized.  Once I made these realizations, I felt comfortable moving forward with 

developing my conceptual framework in a way that permitted examination of the settler 

experience. In doing so, I remained conscious of the point argued by Tuck and Yang (2012) that 

resurgence cannot be responsible for ensuring settler futurity.  There is a tension in resurgence 

for Indigenous people that comes with balancing the need to push settler society to a point of 

critical self-examination yet not centring the struggles settlers may have along the way.  The 

stories of Indigenous educators reflect this tension as they had to find ways to navigate the 

fragility and resistance of settlers as part of their professional leadership roles while 

simultaneously reflecting on how this responsibility sits with their Indigenous identity.  The 

other side of the equation was revealed through the stories of non-Indigenous educators and how 

they spoke of needing to actively decentre themselves and take direction from Indigenous 

peoples in a way that supports community priorities while not contributing to the burden placed 

on Indigenous people to decolonize systems.  The ‘awkward dance’ (S4) of figuring out how to 

work together may continue for some time, but as the stories in this study reveal, we are at least 

getting on the dance floor some of the time. 

As I discussed in chapter 1, part of my journey as a doctoral student has been focused on 

resisting the dominant Western approaches to knowledge and knowledge production that I’ve 

spent a lifetime absorbing.  While the thought of (re)engaging with my Indigenous identity in 

this way was exciting and resonated with my vision for future academic endeavours, many times, 
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I found myself craving the explicit guidance that is typically available for mainstream 

approaches to qualitative research. For example, in narrative research, one can rely on various 

well-defined structures to organize stories around, such as the Labovian approach that organizes 

the story around six parts (abstract, introduction, complication, evaluation, resolution, and coda) 

(Patterson, 2013) or a dialogic/performative approach that focuses on the who, what, and why in 

the narrative (Riessman, 2008).  I found no such recipe within the writing of Indigenous 

researchers.  In fact, Archibald (n.d.) talks about Indigenous stories not having a “tidy beginning, 

middle, and end”.  This left me asking questions. What does Kovach mean by condensing 

stories, I wondered?  What do Indigenous stories look like in the context of my research?  I have 

learned through experience that when I feel this familiar frustration, this means I am bumping 

against the limits placed in my mind through colonization; the cognitive imperialism that has 

been well described by Battiste and Youngblood Henderson (2000) strikes again.  For me, the 

answer came once I let go of my inclination to scour the literature in search of direction.  I 

reminded myself that doing my research in this way meant grounding myself the way we do as 

Indigenous people.  I went for walks.  I had conversations with my mother about non-research 

things.  I connected with Creator. And most importantly, I left myself open so that I might “tap 

the creative force of the inner space” (Ermine, 1995, p. 104), a capacity that Cree Elder Willie 

Ermine describes as being part of mamatowisowin.  It was at this point I received the insight that 

helped me proceed, and the stories seemed to condense and form themselves.  Like many other 

Indigenous researchers, I come out of this process without being able to offer a concise step-by-

step way of moving through data analysis in an Indigenous-informed manner, or at least not one 

that mirrors what is found in Western methodologies.  Instead, I have gained a deeper 

understanding of why Wilson (2008) views research as ceremony, and a recognition that the 

insights I have presented in this thesis were inspired by my relations in the spirit world who have 

quietly been guiding the process all along, waiting for me to block out the noise and distraction 

so I could tune in to their messages. 

Strengths  

In undertaking this study, my aim was to understand the relational aspects of teaching 

Indigenous health using an anti-racist and anti-colonial approach from the perspective of medical 

educators.  This exploration coincides with a critical time in Canadian education.  The Truth and 

Reconciliation Commission of Canada (TRC) (2015) has called on schools of nursing and 
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medicine to implement a mandatory Indigenous health course that includes skill-based training in 

anti-racism and in response, the Association of Faculties of Medicine of Canada (AFMC) has 

committed to realizing this call at the seventeen medical schools in this country (Anderson et al., 

2019).  Very little research has examined taking a critical pedagogical approach to teaching 

Indigenous health in the context of medical education, particularly from the vantage point of the 

teacher.  A single recent study by Sylvestre et al. (2019) that explored the experiences of 

physician educators found that they struggled with teaching content related to settler colonialism 

and most lacked the tools to critically engage with questions of race and racialization.  A 

significant strength of this thesis is that it created space to learn from medical educators who 

have been able to work through the difficulties that accompany teaching Indigenous health 

within a pedagogical framework informed by critical race theory and postcolonialism.  The 

lessons arising from their stories reveal the many challenges that exist within this type of 

teaching, but also the ways of relating to the subject matter, learners, colleagues, and community 

members that can support medical educators to move through the difficulties they encounter. 

My study also had a decolonizing aim which I addressed by using a research 

methodology that centres Indigenous ways of knowing and facilitates the critique of the power 

structures that uphold colonialism.  This led me on a path to developing a novel conceptual 

framework, informed by the emerging ideas of Indigenous resurgence, that helped explicate key 

lessons pertaining to how constructive, decolonizing dialogue between Indigenous and non-

Indigenous people can be facilitated in the context of medical education.  Applying Indigenous 

resurgence to health education research in this way represents a significant contribution to 

critical Indigenous scholarship.   

Limitations 

In this study, I sought to ground myself and my research in an Indigenous worldview, and 

I did this by using Kovach’s conversational method and developing a conceptual framework that 

centred Indigenous ways of knowing, being, and doing.  However, I recognize that my ability to 

truly see the world in this way is limited by not speaking my language.  Language is integral to 

shaping thought, and by being confined to using a colonial language, I can never fully situate 

myself and my understanding in a way that fully reflects my nêhiyawak identity.  And although I 

feel that this study was able to create a space where Indigenous knowledge was pushed closer to 
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the centre, there will always be limitations to how fully centred it can be when working within 

the Eurocentric construct of academia. 

Validity  

Research validity, from an Indigenous perspective, is concerned with doing research in a 

good way.  Kovach (2009) suggests that the Cree concept of tâpwê, (which translates as “to 

speak the truth”), can help guide the research process in terms of how the knowledge shared with 

researchers is understood and managed.  The central assumption of tâpwê is that what is shared 

by storytellers represents the truth as they know it and reflects their personal lived experiences 

(Kovach, 2009; Stevenson, 2000).  Like all aspects of research that is grounded in Indigenous 

ways of knowing, validity is relational and requires the researcher to ensure that the way they 

present knowledge accurately reflects the truth as storytellers understand it (Kovach, 2009).  

Relational validity also relies on a mutual understanding that speaking untruths will upset this 

relational balance (Kovach, 2009).  For this study, I met with storytellers after they had an 

opportunity to review their condensed stories and my initial interpretation of the meaning arising 

from the knowledge they shared.   From the feedback I received during these follow-up 

meetings, I was able to confirm that my understanding of their truths aligned with their own.  

Another way of considering validity in the context of Indigenous inquiry is offered by Chilisa 

(2020) who identifies four criteria, which I have paraphrased: 

1. Is the knowledge relevant to Indigenous people and their challenges, and is it 

helpful? 

2. Are findings communicated in way that addresses the prioritized challenges of the 

community? 

3. Does the research use culturally specific language, communication styles, 

methods, and measures? 

4. Have measures been taken to guard ensure that the methods used do not conflict 

with localized community and culture-specific practices. 

The research I have presented in this thesis has endeavoured to meet these criteria.  It is directly 

related to the priorities for transforming medical education as outlined in the TRC Calls to 

Action and is also contributing to the community of medical educators who are engaged in this 

work.  While the knowledge is being shared in ways that largely conform to Western academic 

norms, this is not at odds with how the community of medical educators typically access the 

information that informs their work.  Likewise, the language and communication style used is 

consistent with these norms.  As discussed throughout this thesis, I have made every effort to 
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centre Indigenous ways of knowing, being, and doing in this research, and have taken into 

consideration the local protocols for conducting Indigenous health research as outlined in the 

Framework for Research Engagement with First Nation, Metis, and Inuit Peoples   (First 

Nations Metis and Inuit Health Research Strategic Planning Committee, 2013). 

Although not situated in an Indigenous worldview, Ellis’ (2002) approach to validity for 

interpretive forms of inquiry does not focus on whether an interpretive account has provided 

validated knowledge or timeless truth.  Rather, validity is assessed in terms of whether six key 

questions have been answered: 

1. Is it plausible, convincing? 

2. Does it fit with other material we know? 

3. Does it have the power to change practice? 

4. Has the researcher’s understanding been transformed? 

5. Has a solution been uncovered? 

6. Have new possibilities been opened up for the researcher, research participants, and the 

structure of the context? 

In this study, the stories shared by medical educators are plausible and consistent with the 

existing knowledge that has been published in anti-racism education.  As the key knowledge and 

lessons sections of this chapter demonstrate, the knowledge emerging from the research have the 

potential to influence medical education practice.  While the aim of this research was not 

explicitly seeking a solution, the insights gained from the stories does provide direction for 

supporting medical educators who engage in this approach to teaching Indigenous health and 

does present opportunities for storytellers to learn from each other and consider how they will 

continue to work towards decolonizing within the medical school.  And finally, engaging in this 

research process has personally transformed my understanding of the experiences of my fellow 

medical educators as it has permitted me to see their work in a relational way that I had not 

previously considered. 

Implications 

The knowledge gathered in this thesis demonstrates that teaching Indigenous health from 

an anti-racist and anti-colonial stance is a challenging endeavour that requires medical educators 

to engage in critical self-reflective practice and develop facilitation skills that can help learners 

navigate through difficult and emotionally charged classroom dialogues.  Teaching in this space 

is vastly different from many other areas of medical curriculum that are dominated by the 
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biomedical model, and prior clinical experience working with Indigenous populations may not 

provide sufficient preparation.  Meeting the requirements laid out in the TRC’s call to action 

(Truth and Reconciliation Commission of Canada, 2015) demands that medical schools do more 

than simply introduce new curricular content related to the health of Indigenous peoples.  The 

intention of this call, like the others, is to seek redress for the historic and ongoing colonial 

harms through a deep systemic transformation that will fundamentally change the relationship 

between Indigenous and non-Indigenous peoples.  By training physicians to understand the 

history and context of settler colonialism, its relationship to anti-Indigenous racism at multiple 

levels, and how these structures of colonial oppression may be challenged, medical schools have 

the potential to help address several the problems that persist in the interactions Indigenous 

people have within the health care system.  In this section, I highlight the key implications for 

medical education that have emerged through this study and the corresponding directions for 

future research. 

Implications for Medical Education 

The knowledge arising from this study highlights a number of considerations that need to 

be taken as Canadian medical schools work towards implementing the plans outlined in the 

AFMC’s Joint Commitment to Action on Indigenous Health Report (Anderson et al., 2019).  

Curricular planning is a major area to reflect on, starting with how the local histories, lived 

experiences, knowledge, and voices of the Indigenous communities served by the medical school 

will be brought into the learning environment in a way that ensures safety for and relational 

accountability to community members.  Building relationships between the school and 

Indigenous communities that are grounded in principles of relational allyship that addresses 

power imbalances to ensure Indigenous priorities remain centred is critical to this process. 

Additionally, finding ways to counteract the hidden curriculum that has the potential to 

undermine curricula that falls outside the biomedical paradigm is important for ensuring that 

Indigenous health content is positioned as an integral and valid part of medical training.  This 

may include a critical examination of how this content is situated within the overall curriculum 

(including the timing of teaching sessions) and whether adequate support for the subject is 

included during clinical training. 

Introducing a curriculum that aims to challenge colonial-based racism has broad 

implications for the relational dynamics within the educational institution.  This form of 
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pedagogy is associated with predictable, and at times intense, reactions that can manifest through 

a range of defensive behaviours, including some that may (re)traumatize Indigenous learners, 

staff, and educators.  Administrators need to be cognizant of these dynamics and consider how 

they will provide appropriate support.  Another predictable outcome of anti-racist education is 

that it renders racism within institutions more visible, and school administrators may find they 

receive more reports of racist incidents from medical learners.  Thought must also be given to 

how non-Indigenous actors see themselves within the work of systemic change within the 

medical school.  As Sylvestre et al. (2019) note, what have often been labelled “Indigenous 

issues” are actually “settler issues”; this echoes the observations of the settler educators in this 

study who noted the tendency to shift the burden of work onto Indigenous colleagues when it 

should have been taken up by non-Indigenous people. 

As the stories gathered in this study demonstrate, facilitating critical discussions around 

issues of race and colonialism requires a willingness to engage in self-reflection and learning that 

encompasses both content and skill development.  While some of this work can be self-directed, 

providing training that helps in facilitating difficult discussions as well as ongoing opportunities 

for peer mentorship can be valuable in supporting medical educators who teach in this area.  

While it may be useful for all instructors, it is particularly important for supporting Indigenous 

educators, who may also benefit from having opportunities to connect in Indigenous-only spaces. 

Research Implications 

Implementing anti-racist and anti-colonial pedagogy within Indigenous health curricula is 

an area that is still emerging within Canadian schools of medicine, and this presents many 

opportunities for future exploration.  As this gets adopted across the 17 schools, we can learn 

from the story that arises from how these institutions address the TRC’s call to action concerning 

Indigenous health education in ways that are accountable to the land on which they occupy and 

the Indigenous communities with which they have relationships.  For this study, I elected to 

focus on the stories of medical educators, but the stories of medical learners and their 

experiences are another aspect of the larger story of introducing the IH course at this medical 

school.   An unexpected aspect of knowledge I gathered concerned the perceived change in the 

medical students who entered the school over the five-year period that the educators taught the 

course.  While the educators speculated this may have been due to a change in admissions policy 

or the exposure to Indigenous curricula in pre-medical education, it is unclear how much of a 
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role either of these factors may actually play in students’ ability to engage with the content of the 

IH course.  Future research, for example, may examine the factors that influence medical 

learners’ receptivity to engage in critical content related to settler colonialism.  Finally, this study 

identified various strategies used by the educators but did not investigate their effectiveness in 

terms of student learning outcomes.  This is an important area for future inquiry that would help 

inform the ongoing development of Indigenous health education in the context of medical 

curricula. 

Knowledge Sharing 

Within an Indigenous worldview, receiving knowledge is understood to carry 

responsibilities for the receiver (Kovach, 2009, 2010).  When I undertook this study, I sought 

knowledge that was relevant to community needs, as identified in the TRC’s call to action 

pertaining to medical education, and to also share this knowledge in a manner that will allow 

others to put it to practical use.  Relational accountability holds the researcher responsible to 

those who participate in their research, as well as the participants’ communities (Reich et al., 

2017).  The storytellers in this study comprise a local community of medical educators that are 

connected through their work in teaching Indigenous health, and they are part of a larger 

community of health educators nationally and internationally that share an interest in 

transforming how we approach this topic.   To fulfill my responsibilities to this community, the 

knowledge gathered from this study will be shared in multiple ways.  As a result of the current 

pandemic, knowledge sharing and conference presentations may be delivered virtually. 

Publication 

As noted in Chapter 1, this thesis is structured as a grouped manuscript or “sandwich” 

thesis, and as such includes manuscripts that have been published, have been submitted for 

publication, or will be submitted in the near future.  The systematic review in Chapter 2 has been 

published, and the paper presented in Chapter 3 pertaining to my theoretical framework has been 

accepted for publication in a forthcoming book on Indigenous research methodology.  The 

manuscripts that report on the knowledge that emerged from the study in Chapters 4 and 5 will 

be submitted for publication in peer-reviewed medical and/or health journals. 
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Knowledge Sharing with the Local Community 

Locally, the knowledge recovered through this study will be shared at a gathering with 

the study storytellers.  I will also present this research at two annual research events that are held 

within the Rady Faculty of Health Sciences: (1) Ongomiizwin Research’s Indigenous Health 

Research Symposium (held annually in the fall), and (2) the Health Professions Education 

Scholarship Day hosted by the Office of Educational and Faculty Development (held annually in 

the summer). 

Knowledge Sharing with National and International Communities 

To honour the commitment I made to the Indigenous Physicians Association of Canada 

when they provided their support for my research (see Appendix C), I will present the outcomes 

of my research at their annual meeting.  I will also share the knowledge from this study with 

health educators at a national and/or international research conference, which may include: 

1. the Canadian Conference on Medical Education (held annually in April), which 

attracts medical educators from across Canada and includes space for a special 

interest group meeting focused on Indigenous health; 

2. Leaders in Medical Education (LIME) Connection conference (held biannually), 

hosted by the LIME Network (a program under the Medical Deans of Australia 

and New Zealand) that attracts international medical educators with an interest in 

Indigenous health; and 

3. Pacific Region Indigenous Doctors Congress (PRIDoC) (held biannually), which 

attracts Indigenous physicians from across the Pacific rim countries, many of 

whom are involved in medical education. 

I would also welcome opportunities to meet with medical school administrators and educators 

who are seeking ways to incorporate anti-racist and anti-colonial approaches to teaching 

Indigenous health in their curricula. 

Conclusion 

In coming full circle on this journey, I once again reflect on the Plains Cree proverb that 

opened this thesis and how it reminds me to use my time on Earth to gain wisdom, knowledge, 

respect, and understanding for all human beings.  The stories shared with me by the storytellers, 

in combination with what I have learned from other Indigenous scholars who are at the forefront 

of Indigenous resurgence, have enabled me to honour its message and share the knowledge with 

those who may find it useful.  There is clearly more that needs to be learned about Indigenous 

health education in Canadian medical schools.  There is also more room for transformation in the 
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academy so that we, as Indigenous scholars, can continue to move our knowledges closer to the 

centre.  These are stories that continue to evolve, and at times, it does feel like it will take a 

revolution to arrive at our destination.  Presenting this thesis may be far from a revolutionary act, 

but my hope is that it will inspire other medical educators who work in this space to imagine new 

possibilities.  Living this story is my everyday act of resurgence, and I invite you to find yours. 

Ekosi 
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Appendix A:  Search Strategy for Systematic Review 

 

Note:  This was referred to Supplemental File 1 in the original published manuscript. 

 

Supplemental File 1 

 

Literature Search Strategy 

Date of Searches:  February 3, 2015 

 

Scopus 

Years:  All 

 

( TITLE-ABS-KEY ( pharmac*  OR  physician*  OR  nurs*  OR  dent*  OR  "allied 

health"  OR  physioth*  OR  "occupational therap*"  OR  rehabilitation  OR  "social 

work*" )  OR  TITLE-ABS-KEY ( hospital  OR  hospitals  OR  "health facilit*"  OR  

"healthcare facilit*"  OR  "health care facilit*"  OR  "health institution*"  OR  "health 

care institution*"  OR  "healthcare institution*" )  AND  TITLE-ABS-KEY ( racis*  OR  

"anti oppress*"  OR  oppress*  OR  antiracis*  OR  "anti racis*"  OR  "cultural* safe*"  

OR  "cultural* humil*"  OR  "cultural* sensitiv*"  OR  "cultural* aware*" )  AND  

TITLE-ABS-KEY ( education  OR  "medical education"  OR  "nursing education"  OR  

"medical school*"  OR  "nursing school*"  OR  "dental school*"  OR  facult*  OR  

curricul*  OR  teach*  OR  instructor*  OR  preceptor  OR  lecturer  OR  train*  OR  

pedagog* )  AND  LANGUAGE ( english ) )  AND  SUBJAREA ( mult  OR  agri  OR  

bioc  OR  immu  OR  neur  OR  phar  OR  mult  OR  medi  OR  nurs  OR  vete  OR  dent  

OR  heal  OR  mult  OR  arts  OR  busi  OR  deci  OR  econ  OR  psyc  OR  soci ) 

 

Results:  1,769 documents 

 

Ovid Medline 

Years:  1946 to present 

 

Databases:   Ovid Medline In-Process & Other Non-Indexed Citations 

  Ovid Medline 1946 to Present 

 

1. exp Education, Professional/ 

 

2. (phrmac* or physician* or nurs* or dent* or “allied health” or physioth* or 

“occupational therap*” or rehabilitation or “social work”).mp.[mp=title, abstract, 

original title, name of substance word, subject heading word, keyword heading word, 
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protocol supplementary concept word, rare disease supplementary concept word, 

unique identifier] 

 

3. (hospital or hospitals or “health facility* OR healthcare facility*” or “health care 

facility*” or “health institution*” or “health care institution”) .mp.[mp=title, abstract, 

original title, name of substance word, subject heading word, keyword heading word, 

protocol supplementary concept word, rare disease supplementary concept word, 

unique identifier] 

 

4. 2 or 3 

 

5. (racis* or “anti oppress*” or oppress* or antiracis* or “anti racis*” or “cultural* 

safe*” or “cultural* humil*” or “cultural* sesitiv*” or “cultural* 

aware*”).mp.[mp=title, abstract, original title, name of substance word, subject 

heading word, keyword heading word, protocol supplementary concept word, rare 

disease supplementary concept word, unique identifier] 

 

6. 1 and 4 and 5 

 

7. limit 6 to english language 

 

Results:  425 documents 

 

 

EBSCOhost CINAHL 

Years:  All Years 

 

( pharmac*  OR  physician*  OR  nurs*  OR  dent*  OR  "allied health"  OR  physioth*  

OR  "occupational therap*"  OR  rehabilitation  OR  "social work*" OR hospital  OR  

hospitals  OR  "health facilit*"  OR  "healthcare facilit*"  OR  "health care facilit*"  OR  

"health institution*"  OR  "health care institution*"  OR  "healthcare institution*" )  AND 

( racis*  OR  "anti oppress*"  OR  oppress*  OR  antiracis*  OR  "anti racis*"  OR  

"cultural* safe*"  OR  "cultural* humil*"  OR  "cultural* sensitiv*"  OR  "cultural* 

aware*" )  AND ( education  OR  "medical education"  OR  "nursing education"  OR  

"medical school*"  OR  "nursing school*"  OR  "dental school*"  OR  facult*  OR  

curricul*  OR  teach*  OR  instructor*  OR  preceptor  OR  lecturer  OR  train*  OR  

pedagog* )  

 

Limiter:  English Language 

 

Results:  2,200 documents 

 

 

 

ProQuest ERIC 

Years:  All Years 
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( pharmac*  OR  physician*  OR  nurs*  OR  dent*  OR  "allied health"  OR  physioth*  

OR  "occupational therap*"  OR  rehabilitation  OR  "social work*" OR hospital  OR  

hospitals  OR  "health facilit*"  OR  "healthcare facilit*"  OR  "health care facilit*"  OR  

"health institution*"  OR  "health care institution*"  OR  "healthcare institution*" )  AND 

( racis*  OR  "anti oppress*"  OR  oppress*  OR  antiracis*  OR  "anti racis*"  OR  

"cultural* safe*"  OR  "cultural* humil*"  OR  "cultural* sensitiv*"  OR  "cultural* 

aware*" )  AND ( education  OR  "medical education"  OR  "nursing education"  OR  

"medical school*"  OR  "nursing school*"  OR  "dental school*"  OR  facult*  OR  

curricul*  OR  teach*  OR  instructor*  OR  preceptor  OR  lecturer  OR  train*  OR  

pedagog* )  

 

Additional limits -  Language: English 

 

Results:  869 documents 

 

Ovid Embase 

Years:  1974 to 2015 Week 5 

 

1. exp Education, Professional/ 

 

2. (phrmac* or physician* or nurs* or dent* or “allied health” or physioth* or 

“occupational therap*” or rehabilitation or “social work”).mp.[mp=title, abstract, 

original title, name of substance word, subject heading word, keyword heading word, 

protocol supplementary concept word, rare disease supplementary concept word, 

unique identifier] 

 

3. (hospital or hospitals or “health facility* OR healthcare facility*” or “health care 

facility*” or “health institution*” or “health care institution”) .mp.[mp=title, abstract, 

original title, name of substance word, subject heading word, keyword heading word, 

protocol supplementary concept word, rare disease supplementary concept word, 

unique identifier] 

 

4. 2 or 3 

 

5. (racis* or “anti oppress*” or oppress* or antiracis* or “anti racis*” or “cultural* 

safe*” or “cultural* humil*” or “cultural* sesitiv*” or “cultural* 

aware*”).mp.[mp=title, abstract, original title, name of substance word, subject 

heading word, keyword heading word, protocol supplementary concept word, rare 

disease supplementary concept word, unique identifier] 

 

6. 1 and 4 and 5 

 

7. limit 6 to english language 
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Results:  1,204 documents 
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Appendix B:  Data Extraction Form for Systematic Review 

 

 

Note:  This was referred to Supplemental File 2 in the original published manuscript. 

 

Supplemental File 2 
Data Extraction Form 

Note:  Italics reflect direct quotes from the article 

Record Number:  

Complete citation:  

Research purpose:  

Research questions:  

Study design  

Sample size & key 

characteristics: 

 

Data analysis:  

INTERVENTION (process details) 

Level 

(Institution, curriculum, 

course, class, activity) 

 

Focus of intervention:  

Change agent:  

Characteristics of the 

change agent: 

 

Target:  

Approach:  

Other:  

Modifications to 

intervention? 

 

Moderators of process: 

(influencing 
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success/failure) 

CONTEXT: 

Discipline:  

Setting:  

Contextual factors:  

Other:  

Moderators - context: 

(influencing 

success/failure) 

 

THEORY 

Theories/mechanisms 

(assumed or postulated) 

 

OUTCOMES: 

Key findings: 

(outcome data): 

 

Other:  
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APPRAISAL (based on Ryan, Coughlan, & Cronin, 2007): 

Purpose/significance 

clearly identified? 

 

Literature review – 

relevant/complete? 

 

Method & philosophical 

underpinnings – 

rationale/explained? 

 

Sample – 
method/size/characteristics 

appropriate? 

 

Ethical considerations – 

explained? 

 

Data collection/analysis – 

described? 

 

Rigour – described how it 

was ensured? 

 

Findings – presented 

appropriately? 

 

Discussion – results 

placed in context w/ 

literature? 

 

Conclusions, implications, 

and recommendations 

identified? 

 

Appraisal for use in this 

review: 
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Appendix C:  IPAC  Letter of Support for Study 
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Appendix D:  Consent Form 
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Appendix E:  Resource Sheet for Study Participants 

 

 

Study: Teaching Indigenous health within an anti-racist, anti-colonial pedagogical framework:  

Using Indigenous resurgence to explore the experiences of medical school instructors 

 

 

Thank you for participating in this research study.  If you find that you would like follow up 

support at any point during or after this study, here is a list of people who are aware of this 

research study and are available to speak with you.  I have also included the contact information 

for the Employee and Family Assistance Program that is available to all faculty and staff at the 

University of Manitoba. 

 

Please feel free to contact me if you have any questions or concerns. 

 

 

Warm regards, 

 

Linda 

[Contact information removed] 

 

 

Resources for Support: 

 

1. [Name, Professional Credentials, Contact Info] 

 

2. [Name, Elder, Contact Info] 

 

3. Employee Assistance Program: 

Online e-counselling:  https://www.shepellfgiservices.com/ec/index.asp 

Phone number for immediate and confidential 24/7 assistance:  1-800-387-4765 

Other contact information is available at http://www.workhealthlife.com/ 

 

https://www.shepellfgiservices.com/ec/index.asp
http://www.workhealthlife.com/
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Appendix F:  Ethics Approval 
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Appendix G:  Study Recruitment Email 

 

Dear [Name], 

 

As you may know, I am currently studying in the Applied Health Sciences doctoral program at 

the University of Manitoba, and I am conducting a research study as part of my degree 

requirements.   The title of my study is, Teaching Indigenous health within an anti-racist, anti-

colonial pedagogical framework:  Using Indigenous resurgence to explore the experiences of 

medical school instructors.  I am sending you this email to invite you to participate in this study.   

 

Engaging in issues concerning race, colonialism, and the impacts on Indigenous peoples’ health 

within medical education is not well understood.  As Canadian medical schools consider how 

they will enact the Truth and Reconciliation’s call for mandatory anti-racist teaching of 

Indigenous health issues, the need to understand the dynamics of this approach to teaching is 

greater than ever. 

 

The goal of this study is to gather the individual and collective knowledge of the medical school 

instructors at the University of Manitoba who have been actively involved in teaching about 

colonial oppression and racism within the Indigenous Health course.  The purpose of this 

research is to explore the strategies that instructors use when teaching this subject, the nature of 

their interactions with students, and how being involved in this type of teaching has impacted 

their relationships within the larger setting of the medical school.   

 

If you agree to participate in the study, you will be asked to take part in an initial walking-based 

interview that is expected to last 1 to 1½ hours, followed a few weeks later by a follow up 

discussion of approximately 1 hour to review and reflect upon the knowledge that emerged from 

the interview.  At a later date, you will be invited to participate in a final sharing circle, lasting 

approximately 1 to 1½ hours, with the other participants to reflect upon the key lessons that have 

been derived from the stories shared in this study. 

 

Your participation in this study is strictly voluntary, and you may choose not to participate 

without any fear of any negative consequences in our ongoing professional relationship.  You are 

also able to withdraw from the study at any time.   

 

If you are willing to participate in this project, or would like to talk about this opportunity in 

more detail, please contact me at (email and phone number removed).  I will be completing this 

study under the direction and supervision of Dr. Joannie Halas, Professor, Faculty of Kinesiology 

and Recreation Management (email and phone number removed) and Dr. Annette Schultz, 

Professor, College of Nursing (email and phone number removed). 

 

Tansi, 

Linda Diffey, MSc 

Doctoral Candidate, Applied Health Sciences 
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Appendix H:  Permission to Access Course Records 

 

 
  



 228 

Appendix I:  Guided Walk Conversation Guide 

 

Introduction: 

 

Thank you so much for agreeing to participate in this study.  The conversation we are going to 

have today is intended to gather your story about teaching in the Indigenous Health course at the 

medical school.  I have prepared a few questions to find out about your experiences, thoughts, 

and ideas, and I encourage you to talk about any part of your story that you feel comfortable 

sharing in this study. 

 

Semi-structured Questions: 

  

I. Inward  

 

1.  Over the time you have been teaching about issues related to Indigenous health, racism, 

and colonization, what have you discovered about yourself? 

 

• What role does self-reflection play for you? 

• What role does your social position or identity play in teaching? 

 

2. What types of personal or professional activities have you engaged in to help you with 

this work? 

• What have you found helpful?  What hasn’t been helpful? 

• What do you do to prepare for teaching? 

• Can you tell me about what happens after you have taught the medical students? 

• Is there anything that could have prepared you better for teaching in this course? 

(e.g. knowledge, skills, things you weren’t aware of?) 

 

 

3. Do you ever talk about teaching these issues with others? 

• Is connecting to others who teach in this area important to your work, and if so, in 

what way? 

• Do you ever feel isolated because of teaching about Indigenous health and 

racism? 

 

 

II. Outward 
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1. Thinking about your experiences in the classroom, how would you describe your 

experience of facilitating discussions about Indigenous peoples’ health in the context 

of racism and colonization? 

• Are there particular experiences that stand out for you?  Ones that are particularly 

memorable (i.e. challenging, fulfilling, or straightforward?) 

• Are there any situations where you feel you handled challenging dialogues or 

dynamics well?  Can you describe how you did this? 

• Are there any situations where you feel you could have handled a challenging 

dialogue differently?  In what way? 

• Have you ever experienced or witnessed the expression of Indigenous-specific 

racism when interacting with students?  Can you describe this? 

• Can you describe any risks and/or benefits to teaching about Indigenous health 

and racial issues? 

 

2. Has anything changed for you about how you facilitate discussions of racism and 

colonization with the medical students? 

• What works well for you? 

• Are there any aspects of teaching that you find easier or more straightforward? 

• What aspects of teaching do you find difficult?  Has this gotten any easier? 

Why/why not? 

• Do you find there are any predictable issues or dynamics that arise in the 

classroom around the dialogues about Indigenous issues? 

 

3. I’d like to find out more about your experiences outside the classroom with respect to 

teaching in the Indigenous Health course.   

• Can you tell me about any situations that stand out in your memory about 

interacting with others (e.g. colleagues, administrators, or students outside of the 

formal classroom experience) about your involvement with the Indigenous Health 

course? 

• Are you able to share an experience?  Can you think of others? 

• When you think of these situations, are there any commonalities? 

 

 

III. Transformation 

 

1. From your perspective, what has changed at the medical school since the curriculum 

changed to include issues of racism and colonial oppression in the context of 

Indigenous health? 

• Have you noticed any changes in the learning environment? In the 

learners? In the administration of the medical school? 
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• Can you describe the changes you’ve seen? 

• If things haven’t changed, why do you think that is? 

• What still needs to change, and why? 

 

2. What role does teaching about Indigenous health, such as how we approach it in the 

medical school, play in addressing the systemic racism experienced by Indigenous 

peoples in health care? 

•  Why do (or don’t) you think this type of systemic change is 

possible?   

• What is needed to influence this kind of change? 

• Are there specific groups or people who need to be involved? 

• How do you see your role in this process? 

 

3. Has anything changed for you in how you relate to/work with Indigenous 

people/colleagues/patients?  With settlers? 

• Can you describe how your approach to these relationships has 

changed? 

 

 

Conclusion: 

Do you have any other thoughts you would like to share? 
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Appendix J:  E-mail for Guided Walk Conversation Location 

 

Dear [Name], 

 

Thank you for agreeing to participate in my research study.  As I mentioned in my earlier e-mail 

message, the first part of my study involves a walking-based interview and this is what I’m 

contacting you to confirm and plan the details.  The date we have agreed upon for this interview 

is [DATE].  For this conversation, we will be walking to various sites that have meaning for you 

as a medical educator.  For example, this could take place on a walk around the Bannatyne 

campus visiting locations within the medical school.  We can also choose to walk around a 

location that is off-campus if this has more meaning for you.  If you would prefer to have our 

conversation take place in a single spot, or in a private location, we can do that instead of the 

walking format.  I expect the interview to last approximately 60 to 90 minutes. 

 

Please take some to think about where you would like to meet for the interview and let me know.  

If you have any questions or need to reschedule, I’m available either by e-mail at (email and 

phone number removed). 

 

I look forward to hearing from you, 

 

Linda 
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Appendix K:  Follow-up Discussion Guide 

 

Thank you for your continued participation in this study.  Today we are going to reflect on the 

stories you shared with me the last time we met, as well as how I interpreted these stories so that 

you have the opportunity to tell me whether I heard your story the way you intended.  I will be 

audio-recording our conversation as part of my knowledge gathering process for this study. 

 

I have summarized our previous conversation into a set of smaller stories and my own reflection 

on what the story means. I have printed these stories and reflections so that you can review them 

with me.  We will go through each one together, and please let me know if anything needs to be 

changed or clarified to better reflect your ideas.  I will also ask you to share any new ideas that 

you have from reflecting on these stories today. 

 

**** 

Please take a moment to read the first story and my reflections, and we will discuss this story 

when you are ready. 

 

Possible probing questions: 

• Do you feel that I have captured your ideas/experience accurately? 

• Do my reflections match the meaning you intended to share? 

• Is there anything you would change?  Add? 

 

**** 

[The process between **** will be repeated for each story] 

 

 

 

Thank you once again for taking time to meet with me.   
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