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Abstract 

The dark colonial history, in which our current health system is rooted, affects how 

Indigenous populations engage with emergency care services. This inquiry examined how First 

Nations surrounding the Port Alberni area can inform and influence collaborative efforts to 

establish processes that better support trauma informed care for Elders accessing emergency care 

services at West Coast General Hospital (WCGH), and was part of a Canadian Institutes of 

Health Research (CIHR) called Developing Elders’ Support for Trauma Informed Emergency 

Departments (DESTINED). This study addressed health system changes in a manner that was 

informed by local area First Nations experience and notions of wellness. The study found a direct 

connection between notions of wellness and Elder family/social networks. It is evident that 

relationships and culture, both in an organizational and First Nations context, are key to 

understanding underlying issues of how First Nations Elders engage with emergency care 

services. Finally, this paper provided recommendations to support a partnered approach to 

advocacy, capacity building, and relationship building to improve emergency care services in a 

manner that is culturally safe and trauma informed. 
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Chapter One: Focus and Framing 

There is increasing recognition of the impact that colonization has had on Indigenous 

populations in Canada. Colonial oppression saw the removal of Indigenous Peoples from their 

traditional territories, and implementation of “Indian” policies that were designed to “civilize” 

the Indigenous People. The Indian Act, established in 1876, combined previous colonial 

ordinances designed to control every aspect of Indigenous Peoples lives in favor of assimilating 

them into the dominant society. Starblanket (2018) asserted that the policies established by the 

Canadian State and the systems imposed on the Indigenous populations were a form of “cultural 

genocide” (p.22). The Indian Act defined who is an Indian person and established Indigenous 

People as wards of the Crown. Provisions in this Act allowed, and in many ways continues to 

allow, the Canadian Government to enable disruptions to Indigenous culture and ways of being. 

This Act included provisions that banned cultural practices, restricted movement from 

reservations, restricted access to legal counsel, and, of particular significance, allowed forcible 

removal of children from their parents, families and communities to place them in church run 

residential schools where they could be educated in the ways of dominant society.  

The 1996 report of the Royal Commission on Aboriginal Peoples called on Canada to 

undertake a process to address their relationship with Aboriginal People (Truth and 

Reconciliation Commission of Canada, 2015). This report came out of 178 days of public 

hearings, 96 community visits and numerous research studies (Royal Commission on Aboriginal 

Peoples, 1996). The systems created to absorb Indigenous populations into the dominant society 

have had negative impacts on the health and wellbeing of this population. This dark history 

affects how Indigenous populations engage with the current health system in Canada. The Truth 

and Reconciliation (TRC) report, completed in 2015 with input from over 6000 witnesses (most 
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of which were residential school survivors), included 94 calls to action; seven of which are 

directly related to health (TRC, 2015). In recent years, the British Columbia Ministry of Health 

and Regional Health Authorities, have taken significant steps to address health inequities 

between Aboriginal People and the general population. This includes a shared commitment to 

addressing cultural safety and cultural humility.  FNHA (n.d.c) asserts cultural safety as “an 

outcome based on respectful engagement that recognizes and strives to address power 

imbalances inherent in the healthcare system. It results in an environment free of racism and 

discrimination, where people feel safe when receiving health care;” and cultural humility as “a 

process of self-reflection to understand personal and systemic biases and to develop and maintain 

respectful processes and relationships based on mutual trust. Cultural humility involves humbly 

acknowledging oneself as a learner when it comes to understanding another’s experience.” 

These efforts aligned with my personal interest and values as a Nuu-chah-nulth person 

and as an Indigenous health leader. Throughout my educational and career journey, I have held 

an interest in helping First Nations People and communities. A large part of this has been around 

understanding the history of First Nations People and its impact on today’s society. I have found 

that understanding self has contributed to improved interactions with people of various cultural 

backgrounds. In essence, it has been an approach of cultural safety and cultural humility, before I 

had the terminology or definitions to articulate it. My lived experience has continually brought 

me to a place of bridging cultural barriers both personally and professionally.  My work with 

First Nations Health Authority (FNHA), Vancouver Island Health Authority (Island Health) and 

Royal Roads University (RRU) have provided me with a great opportunity to influence 

meaningful health system change in a manner that bridges cultural barriers.  As a result of my 

professional work and personal experiences, I hold a deep personal interest in looking at how to 
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improve health care services for First Nations Elders. During my time in the MA Leadership 

Program, my sister and later my mother experienced complex health conditions and both 

succumbed to their conditions within a year of each other. Over the course of two years, there 

were many hours spent at bedside; and sadly, there were negative experiences of care. My family 

and I were positioned to advocate for our loved ones. Unfortunately, I am well aware that a large 

portion of First Nations or Indigenous populations would not feel comfortable advocating for 

themselves or would not have the capacity to do so. When presented with the opportunity to 

connect with the Developing Elders’ Support through Trauma Informed Emergency Departments 

(DESTINED) project, that is funded through the Canadian Institutes for Health Research 

(CIHR), I accepted it to honor the experiences of my sister and my mother.  It took some time to 

formulate my research question in a manner that upholds my personal and cultural values. 

My inquiry examined wellness perspectives to articulate recommendations for localized 

health system change. My research question was: How can First Nations from the Port Alberni 

area inform and influence collaborative efforts to support establishment of processes that better 

support trauma informed care for First Nations Elders accessing emergency care services. Due to 

the nature of the study it was important to provide opportunity to define what types of supports 

would be needed or welcomed by Elder participants.   

 

Significance of the Inquiry 

The inquiry aimed to provide recommendations, respectful of local First Nations 

experience and notions of wellness, that support systemic changes to improve emergency care 

services for First Nations Elders in Port Alberni.  This inquiry along with a concurrent inquiry in 

Victoria are part of a larger study funded through the CIHR: DESTINED project, which is a 
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collaborative, protocol-based partnership between five First Nations communities, Royal Roads 

University (RRU) and Island Health. This larger study will advance knowledge of perceived 

barriers to Indigenous Elders accessing hospital-based emergency care potentially inherent in 

existing health care systems, policies, and practices. Recommendations from my inquiry also 

support the vision and strategic priorities of Island Health as noted in the Vancouver Island 

Health Authority 2017/18 – 2019/20 Service Plan (Island Health, 2017). 

 Colonial history has left a legacy of trauma and inequities for Indigenous People in 

relation to the general Canadian population.  Ross (2014) shared his learning through Indigenous 

Scholar Dr. Joe Couture that highlighted the challenges between Western, individualistic, 

approaches to healing that are contrary to the relational approach of Indigenous ways (p. 25). By 

the same token, the colonial foundation of the healthcare system continues to reflect beliefs, 

policies and practices that perpetuate power imbalances that negatively affect how Indigenous 

People engage with the healthcare and other colonial systems. In conducting this inquiry, my 

hope was to increase awareness and understanding of trauma informed care, to create safe space 

for wellness promotion and enhanced engagement processes that include all parties who hold a 

form of responsibility related to health service delivery.  

The Trauma Informed Practice Guide (TIPG), co-authored by Elizabeth Hartney (the 

DESTINED Principal Investigator) in consultation with researchers, practitioners and health 

system planners across BC; developed on behalf of the BC Provincial Mental Health and 

Substance Use Planning Council, defined trauma as “experiences that overwhelm an individual’s 

capacity to cope” (p.6). They further asserted that “trauma early in life, including child abuse, 

neglect, witnessing violence and disrupted attachment, as well as later traumatic experiences 

such as violence, accidents, natural disaster, war, sudden unexpected loss and other life events 
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that are out of one’s control, can be devastating” (p.6). The TIPG articulated that trauma-

informed services “take into account an understanding of trauma in all aspects of service delivery 

and place priority on the individual’s safety, choice and control” (p.12). The current inquiry 

provided an opportunity for local Elders to define what wellness and good health care looks like 

to them to set the context for solution oriented dialogue that identified strengths and areas for 

improvement as related to trauma informed care for First Nations Elders. The outcome provided 

approaches to establish and strengthen relationships in a manner that fosters collaboration and 

partnership with local First Nations and health service organizations. Furthermore, they intended 

to assist the efforts of Island Health to uphold their commitments related to cultural safety and 

cultural humility.  FNHA defined cultural safety as “an outcome based on respectful engagement 

that recognizes and strives to address power imbalances inherent in the health care system”; 

cultural humility is defined as “a process of self-reflection to understand personal and systemic 

biases and to develop and maintain respectful processes and relationships based on mutual trust” 

(FNHA, n.d.b). 

 

Organizational Context 

Established in 2001 under the Health Authorities Act, Island Health, governed by a ten-

member government appointed Board, provides health care to over 767,000 people in the region. 

The vision of Island Health is, “excellent health and care for everyone, everywhere, every time” 

which serves as guides to provide the highest quality of care (Island Health, 2018b, p.5).  

On May 14, 2012, Island Health signed a Partnership Accord with Vancouver Island First 

Nations “to strengthen partnership and shared decision-making between the Parties towards a 

shared goal of improving the health outcomes and creating a more integrated, culturally 
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appropriate, safe, and effective health system for First Nations on Vancouver Island.” (FNHA, 

n.d.e). A renewed commitment to this Accord, including the FNHA as a formal signatory, 

occurred on December 12, 2016.  Further to this, in July 2015, each BC Regional Health 

Authority signed a commitment to address cultural safety and cultural humility in health care 

services; followed by all of the BC Health Regulators signing on to this same commitment on 

March 1, 2017 (FNHA, n.d.c).  

Island Health and FNHA both have commitments to provision of quality care. Bolman 

and Deal (2013) noted that high functioning teams hold themselves accountable (p. 107).  The 

overarching goal of this inquiry was to serve as a tool for Island Health and their partners to hold 

themselves accountable to shared commitments looking specifically at trauma informed care for 

First Nations Elders accessing emergency care services.  

Island Health 2018/2019 – 2019/2020 service plan noted the acronym “C.A.R.E.”  to 

define the values that guide their work: 

Courage: To do the right thing—to change, innovate and grow.  

Aspire: To the highest degree of quality and safety.   

Respect: To value each individual and bring trust to every relationship.   

Empathy: To give the kind of care we would want for our loved ones.   

There are approximately 47,440 people within Vancouver Island region who identify as 

Aboriginal (Island Health, 2017, p.10). Former Island Health President and CEO, Dr. Brenden 

Carr, acknowledged the significant health disparities and the impacts of colonization and trauma 

that continue to affect Aboriginal populations. He further noted that although Island Health has a 

renewed focus in addressing cultural safety and humility, they still have a long way to go (Island 

Health, 2017, p.3). This acknowledgement is consistent with what local First Nations Health 



BRIDGING CULTURAL BARRIERS  14 

  

 

leadership have shared at Health Director tables, what Elders have shared at Cultural Safety 

Committee meetings, as well as Island Health Aboriginal Health Plan community engagement 

sessions. During data collection for this inquiry, many of the Elder participants shared incidents 

of emergency care providers assuming intoxication before investigating medical symptoms, 

assumptions that First Nations individuals presenting in the emergency room are seeking opioids 

or pain medication, First Nation patients experience being ignored, being treated poorly, or even 

have their symptoms dismissed.   

Island Health has made progress over recent years. They have established four broad-

based geographic regions, each with a Director and Medical Director that bring more localized 

leadership to the region. Although Island Health recognizes the importance of working with 

Aboriginal populations, there is no clear engagement and collaboration process identified to 

support addressing issues of concern with respect to emergency care services. Island Health’s 

commitment to cultural safety is founded on principles of “recognizing, gaining knowledge, and 

respecting the differences in each individual Island Health serves” (Island Health, n.d.). Through 

their Cultural Safety Program, Island Health has committed to “decreasing health disparities for 

Aboriginal peoples, by increasing access to health care for Aboriginal peoples” (Island Health, 

n.d.). Based on Elder responses in data collection for this inquiry, there is a gap between high 

level Island Health leadership commitment and the reality of frontline service provision that have 

resulted in numerous negative experiences of care. Senge (2006) noted that imposed vision in an 

organization commands compliance rather than commitment (p. 192).  In order to bring this 

commitment to fruition, there needs to be a process in place to bring frontline workers in to 

embrace a shared vision of collaborative efforts for improved health outcomes for Aboriginal 

populations.  
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Vancouver Island region is comprised of three distinct First Nations cultural families: 

Coast Salish, Kwakwaka’wakw and Nuu-chah-nulth. There are also three First Nations Health 

Service Organizations that provide health programs and services directly to the majority of the 

First Nations in the region. Island Health has acknowledged inequities in the health system and, 

through the Partnership Accord, is committed to addressing them in a meaningful way.   

From a Nuu-chah-nulth perspective, the teaching of heshook-ish tsawalk (everything is 

one) articulates the importance of relationships. Atleo (2011) emphasized the importance of 

connection with all living things including the environment (p. 139) as he described the ancient 

knowledge passed down from generation to generation. These teachings are the foundation for 

the Nuu-chah-nulth way of life. When we look at leadership these teachings play a key role in 

engagement – they are reflective of values, connection, responsibility and self-awareness. By 

understanding those relationships, we can begin to formulate and evaluate how we engage. 

According to Hickman (2015), Hoskisson, Hitt, Ireland and Harrison asserted that maintaining 

relationships with stakeholders ensures connection to the environment in which the decisions 

have impact and strengthens the degree of available resources to achieve the organizational goals 

(p.516).   

As the organization learns and evolves, it is important to recognize that things change – 

leadership changes, circumstances change, partnerships ebb and flow.  As long as staff have an 

awareness of the environment and current-state they will be better positioned to adapt and course 

correct to ensure they are still on target to achieve their vision (Bryson, 2011, p. 317). Senge 

(2006) noted that acknowledgment of interrelationships diminishes attitudes of guilt and blame 

(p. 160).  In looking at how to transform a health system that has a history of not meeting the 
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needs of First Nations People, it is important to have an approach that fosters an open and honest 

relationship, free of blame or shame and one that comes from a place of cultural humility.    

The intent of this inquiry was to provide a foundation for collaborative processes that 

support trauma informed emergency care services for First Nations Elders under the guidance of 

local Elders in the area of WCGH, thus addressing key aspects of cultural safety and cultural 

humility. The outcomes of this inquiry have potential to influence models or frameworks that 

could be adapted to other acute care centres within the region, and possibly more broadly across 

the province and country as the experience of First Nations Elders in the Port Alberni area is not 

completely unique from that of First Nations across the country.    

Island Health has been making efforts to increase awareness and understanding of 

cultural safety, humility and competency among their staff. They have developed a regional 

specific curriculum and have recruited a small staff to assist with advancing the interest of 

achieving goals set out in this area of priority (Island Health, 2018b, p. 13).  The context of this 

inquiry can support the broader goals of building internal capacity of Island Health staff as it 

relates to the higher-level commitments of the organization.   

Coordinated planning will need to be the foundation for success in the ambitious work 

lying ahead. Bryson (2011) described a ten step strategic planning process that supports change 

strategies “intended to enhance strategic thinking, acting, and learning” in a manner that fosters 

collaboration, meets mandates, can be reasonably implemented, and created “enduring public 

value” (p. 47).  Similarly, Bolman and Deal (2013) noted that planning is key to maintaining 

organizational legitimacy (p. 294). In the context of the formal commitments of Island Health, 

FNHA and Vancouver Island First Nations, this includes supporting dialogue amongst 
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stakeholders to inform improved working relationships and service delivery models for Elders 

accessing emergency care services. 

   

Systems Analysis of the Inquiry 

Through years of First Nations political advocacy calling on the Government of Canada 

and the BC Ministry of Health to address health inequities of BC First Nations, the Tripartite 

Framework Agreement on Health Governance for BC First Nations was signed October 13, 

2011. This is an historic agreement between the Federal and Provincial Governments and BC 

First Nations to collaboratively work toward a shared vision of improving health outcomes for 

BC First Nations that has provided for the establishment of, a first of its’ kind, First Nations 

Health Authority in 2013 (FNHA, n.d.a). This new environment for the delivery of health 

services in BC is of key importance as it has brought partners together to collaboratively address 

inequities. 

Senge (2006) talked about systems thinking as a discipline of seeing things as “wholes” 

(p.68). Similarly, the Nuu-chah-nulth teaching of heshook-ish tsawalk, everything is one (Atleo 

2004), and the First Nations Perspective on Wellness (FNHA n.d.d), demonstrate the same 

sentiment of interconnectedness. In looking at health systems change it is important to see the 

whole system. Senge (2006) noted the importance of understanding systems to enable 

achievement of organizational vision (p.12). In support of collaborative efforts of Island Health 

and FNHA in the area of cultural safety and cultural humility, the focus of this inquiry has been 

emergency care services at WCGH looking specifically at including all parties in support of 

collaborative efforts to improve trauma informed emergency care services for First Nations 

Elders at WCGH. Formal partnerships have provided many opportunities for high-level 
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engagement and clear articulation of working relationships for senior staff and governance 

representatives; however, population engagement, and in the context of this inquiry, Elder 

engagement, on health service delivery, including emergency care services, has been limited.  

This inquiry provided space for local First Nations to inform identification of opportunities and 

barriers in the existing systems as they relate to trauma informed care for First Nations Elders, in 

turn, this provided foundational input on addressing issues of cultural safety and cultural 

humility more broadly.  

It is important to recognize the unique structure and influence of First Nations traditional 

values and teachings in relation to the system in which WCGH is situated. Atleo (2004) provided 

a vivid account of these from a Nuu-chah-nulth perspective. The residential school system, 

mandated by the Canadian Government through the Indian Act, served to strip away Indigenous 

identity through forcible removal of children from their families and communities. Ross (2014) 

discussed the impact of residential school trauma from his observations as a judge in the 

Canadian judicial system.  Indian Residential Schools: The Nuu-chah-nulth Experience, through 

interviews of 110 residential school survivors, (Nuu-chah-nulth Tribal Council, 1996) provided 

first hand accounts of Nuu-chah-nulth people who attended one or more of seven residential 

schools in BC. Of significant importance to this study, was attendance at the Alberni Indian 

Figure 1 First Nations relational connections: 



BRIDGING CULTURAL BARRIERS  19 

  

 

Residential School (AIRS) that was operated in Port Alberni. The accounts of former students 

and reference to court documents demonstrate the severity of the residential school system that 

have a direct connection to how First Nations present in the current health system.   

 

Figure 2: Colonial/residential school disconnection of First Nations relationships 

  

Relational aspects of connection with stakeholders hold a high degree of importance, 

particularly when we look at how interactions, decisions, communications, processes etc. affect 

First Nations communities. The complexity of the First Nations context, compounded with the 

complexity of Western health systems highlights the importance of having the right people, 

allies, processes and commitment in place to achieve the vision. Bolman and Deal (2013) noted 

these as important factors that influence success or failure of achieving goals (p. 117). Ross 

(2014) noted that a relational approach allows for a more fulsome exploration of relationships 

that in turn support better outcomes (p. 15). 
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Figure 3: Relational approach to health and wellness 

  Although Island Health has established local Aboriginal Working Groups, and an 

Aboriginal Health Council, that provide a mechanism for local service planning specific to 

Aboriginal People, there is no consistent approach to engagement as it relates to emergency care 

services or local service planning specific to Aboriginal People. That being said, FNHA has 

established 11 cultural safety committees centered around acute care centres across Vancouver 

Island. These are coordinated in partnership with Island Health Aboriginal Health Managers and 

local site staff.  These committees are intended to strengthen relationships between hospital staff 

and local area First Nations Health Directors/Health Service Organizations to support a localized 

approach to addressing issues of concern. It is important to acknowledge that each committee is 

at various stages of development and each have a focus that is unique to its’ respective area. 

Examples of collaborative work include coordination of hospital site cleansing/brushing, 

incorporation of traditional foods, workshops to explore traditional medicines and healers, and 

creating welcoming spaces with use of local First Nations languages. These actions all contribute 

to a more culturally safe environment. WCGH has worked with FNHA, Island Health, NTC and 
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local area First Nations to conduct a two-day workshop focussed specifically on trauma informed 

care for First Nations Elders. The findings of that workshop has been done in parallel to this 

inquiry. I have intentionally focused this inquiry on defining wellness and good health care so 

that it can compliment and honor the work of FNHA that is currently underway.   

My long-standing professional relationships, through my employment with the FNHA, 

and access to all stakeholder tables within the region combined with my role as an MA 

Leadership (Health Specialization) student positioned me well to engage in an in-depth inquiry 

to support positive change. As outlined in their Operating Principles, “listen, learn, and act is the 

approach through which the FNHA establishes itself as a learning organization, and knowledge 

transfer will support shared learning with health partners” (FNHA, n.d.a). BC First Nations 

leadership have provided direction to the FNHA to work with government and other partners to 

improve health outcomes for BC First Nations through the approval of foundational health 

agreements. Under this new structure, First Nations communities are part of the decision-making 

process to ensure that program planning, service delivery and investments are reflective of 

community reality and priorities. There is flexibility that allows for innovation and creativity in 

collaboratively defining new ways of doing business that better support the needs of First 

Nations populations, and works in partnership with other stakeholders.  

My longstanding professional connections with all stakeholders has provided a strong 

foundation for meaningful engagement.  Stakeholders are familiar with my commitment to 

community and upholding values and protocols. I have been mindful of the potential for my 

position of power and in-depth knowledge of organizational history to impact some individuals’ 

willingness to share openly. Clear communication of my role and intent within this specific 
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inquiry has helped mitigate potential barriers to participation.  I have worked diligently to uphold 

ethical standards, trust and confidentiality.  

Island Health and FNHA have collaboratively invested considerable time and energy to 

addressing issues of cultural safety and humility in the health system. Engaging in this inquiry 

provided an opportunity for Island Health leadership to demonstrate their collaborative efforts to 

establish approaches that support trauma informed care at WCGH, and the potential to apply 

learning to other facilities within the region, province and country. 

Project Sponsor 

The project sponsor was Marie Duperreault, Island Health, Director Alberni/Clayoquot 

Region. Her role oversees the appropriate site staff at WCGH that have participated in the 

inquiry. The leadership role that she holds within the organization overall lends positive 

influence that supports meaningful engagement founded not only on the organizational vision 

and values of Island Health, but also in the overarching commitments with First Nations 

governing bodies to address deficiencies within the current health system. The Director’s 

position is such that it supported researcher access to relevant information; provided connection 

to site staff, shared findings and recommendations with her peers and superiors within the 

Vancouver Island region, and, most importantly, gives her the authority to implement 

recommended changes that have come out of the inquiry. 
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Chapter Two: Literature Review 

My inquiry focused on how local First Nations can inform and influence collaborative 

efforts to support establishment of processes that better support trauma informed care for First 

Nations Elders accessing emergency care services. I have structured the inquiry in a manner that 

focused on wellness beginning with a look at research and research processes from an 

Indigenous perspective. I provided a review of research methodologies and Indigenous ways of 

knowledge acquisition to support culturally appropriate inclusion of Indigenous Elders in 

research. The inquiry then looked at providing an opportunity to take a wellness focussed 

approach to influence health system changes. I began with a review of relationships and 

connection with a specific focus on Indigenous world view vs colonial world view, historical 

impacts of colonization, and a review of social determinants of health. Finally, as the inquiry 

aimed to support larger scale health system change, I provided a review of learning organizations 

in the context of traditional social/governance constructs as well as broader organizational 

development and change leadership.   

Indigenous Research 

Merriam-Webster online dictionary defined “research” as “studious inquiry or 

examination, especially: investigation or experimentation aimed at the discovery and 

interpretation of facts, revision of accepted theories or laws in the light of new facts, or practical 

application of such new or revised theories or laws” (Merriam-Webster, 2019). In a Western 

context, research tends to be scientifically derived expertise that entails a rigorous approach to 

observation, analysis and interpretation to garner new knowledge. There is a long history of 

research on Indigenous populations around the world. Dominant cultures, from their position of 

power and authority, wrote about Indigenous people from a Euro-centric, male dominated 
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perspective that did not align with Indigenous societal structures or ways of being.  Data were 

interpreted with very little understanding of the subjects being studied. There is a growing body 

of knowledge that is more respectful of Indigenous cultures and ways of being, and more 

importantly an increasing knowledge base derived from Indigenous academics and scholars such 

as Tuhiwai Smith (1999), Wilson (2008), and Archibald Q’um Xiiem, Bol June Lee-Morgan and 

De Santolo (2019).  

Stringer (2014) provided an overview of action research as, “a systemic approach…that 

seeks to engage the complex dynamics involved in any social context” (p.1). This approach is 

relational and takes time, but has a higher likelihood of achieving success as stakeholders are 

involved in processes to identify solutions to a particular organizational challenge. Glesne (2016) 

provided an introduction to array of qualitative research methods that also align with Indigenous 

perspectives. Qualitative methods uphold principles of collaboration, drawing the researcher in 

to establish relationships; rather than doing research “on” subjects (p. 258). 

Archibald Q’um Xiiem et al. (2019) asserted that Western research has historically been a 

process of story taking and story making based on Western ideologies and racial superiority (p. 

5). They provided examples of Indigenous Storywork from Canada, Aoteroa New Zealand, and 

Australia as a means of decolonizing research. Storywork, as an Indigenous methodology, 

provides deeper meaning and honours relationships in a manner that values and validates 

Indigenous knowledge systems (p. 7). “Indigenous knowledge pathways offer hope at a time 

when environmental and social crisis threaten all life and ways of being on country (p. 11).” 

Wilson (2008) spoke of research as ceremony. Grounding methodologies in the reality of 

relationships, he explained the importance of relational accountability in four key areas: how 

topics are selected, how relationships are formed/data collection methods, how data are analyzed 
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and how research is presented back to community (p. 107). Contrary to Western approaches to 

research, the researcher is required to be closely connected to the research subjects rather than 

removed from them. Tuhiwai Smith (1999), spoke of decolonizing research as a process of 

transformation, healing, decolonizing and mobilization of a People (p. 116). Atleo (2004) 

utilized Nuu-chah-nulth origin stories to highlight the nature of existence and relationships. He 

asserted that stories are the foundation of knowledge in the Nuu-chah-nulth world view. These 

processes are fitting in the context of this inquiry, as I am from the community and work at a 

local level to support empowerment of local First Nations communities and Elders to influence 

health system transformation.  

Indigenous & Colonial Ways of Being 

The second phase of my research provided space for Elders and family supports to define 

what wellness and good health care looks like to them. It is important understand the 

relationships and connection. I examined Indigenous values and culture, as well as colonial 

values and culture.  

Indigenous ways of knowing and being, and their connection to their environment has 

been key to their survival. Traditional language, teachings, and familial lines are all relevant and 

are still applicable to experiences and survival of Indigenous populations in a modern context 

(Tuhiwai Smith, 1999). Atleo (2011) contended that the Nuu-chah-nulth worldview and 

teachings have much to offer in terms of addressing the impacts of colonization and industrial 

development. Traditional Nuu-chah-nulth societies operated on principles that fostered balance 

and harmony. Respect and acknowledgment of interconnected relationships with all living things 

form the basis of these principles. These teachings, in the context of this inquiry, have much to 

offer in terms of trauma informed care and ways of influencing health system changes. The 
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stories shared by Atleo (2011) demonstrated ongoing learning and development, knowledge 

acquisition, knowledge translation, knowledge transfer and the interconnectedness of all things. 

The First Nations Perspective on Wellness, based on research or similar models, BC First 

Nations traditional teaching and feedback from BC First Nations elders and healers (FNHA, 

n.d.d); demonstrated a visual depiction that is very similar to Atleo’s articulation of balance. The 

First Nations Perspective on Wellness showed four key elements that contribute to an 

individual’s well-being (mental, physical, emotional, and spiritual) as well as the circles of 

influence that affect an individuals’ wellness. Ross (2014) articulated the insight he gained about 

First Nations cultures in his work around community justice. He came to understand the 

complexity of relationships. Dealing with one relationship has ripple effects to all other 

relationships (p. 8).  Ross (2014) concluded that traditional teachings, highlighting their cultural 

richness and diversity, maintain validity in today’s society (p. 277).  

Atleo (2011) demonstrated distinctions between Nuu-chah-nulth world view on the 

nature of existence and European beliefs of superiority that set the stage for implementation of 

legislation to control every aspect of the lives of Indigenous People from birth to death (p. 113). 

He discussed concepts such as Darwin’s theory of evolution that contribute to beliefs of superior 

races and survival of the fittest. Starblanket (2018) provided a compelling recount of Canadian 

policy that set out to diminish Indians from the Nation state. She grounded her work in 

acknowledgment of the influence of doctrines of racial superiority that denied First Nations 

ability to govern themselves, and maintained a particular focus on policies that targeted removal 

of First Nations children from their families as means of forced indoctrination into Canadian 

society (p. 95).  Similarly, Ross (2014) spoke of assumptions and judgements made by “white 

man” upon arrival in the lands now known as Canada. He spoke of judgements around thought, 
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spirituality, primitive existence, disorder, governance, lacking language and parenting skills that 

lead to detrimental impacts on Indigenous life (p.68).   

Social Determinants of Health 

It is important to understand the underlying issues that impact wellness in an 

Indigenous/First Nations context. The large scale impacts of colonial practices and policy are 

still felt today among Indigenous populations. Western medical models generally work to treat 

symptoms, rather than the whole person. Reading and Wein (2009) asserted that “a silo approach 

to the prevention and treatment of ill-health fails to address the complexity of most health issues” 

(p. 8). This is particularly true in the case of Aboriginal Peoples. Social determinants impact 

across all life stages. Determinants included direct impacts on physical, mental, emotional and 

spiritual health; systemic barriers to health promoting behaviors, such as access to health and 

education systems; and economic, political and social context. Similar to First Nations beliefs 

around interconnection noted earlier, Reading et al. (2009) drew conclusions that social 

determinants impact in early childhood set a trajectory of health through the life span and have 

generational impacts.  

Further to social determinants of health, Adverse Childhood Experiences (ACE’s) have 

negative impacts on health outcomes. Cuervo Tilson (2018) defined ACE’s as: “traumatic or 

stressful life events experienced before age 18 and include eight domains of childhood abuse and 

household dysfunction, such as physical, sexual, and emotional abuse; adult substance abuse; 

and household domestic violence” (p.166). Although her article is focused in relation to opioid 

crisis, the experiences faced by First Nations People in Canada are the same. Linklater (2014) 

talked about the ongoing impacts of colonization on Indigenous people, and further stated that 

“many Indigenous people experience traumas in a multi-traumatic context; thus living in and 
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with trauma is a common experience” (p.22).  There is a need for openness to learning in 

working toward system-wide change.    

Linklater (2014) further asserted that “the challenge for Indigenous peoples to move 

beyond the traumatic history and engage in a healthier state of being will require healing 

practices that reflect Indigenous experience, worldviews and knowledge” (p. 45). She went on to 

discuss the value in taking time to establish an understanding of lived experience in relation to 

clinical practice. Again, relationships came up as a key contributor to wellness. Linklater (2014) 

spoke of wellness and holistic healing much like teachings of the medicine wheel, and similar to 

the FNHA First Nations Perspective on Wellness. She noted elements of holistic healing as: 

balance and harmony, being in creation or a sense of being enough, and finally, care and 

compassion for self and others (p. 74).  The Western medical model tends to focus on sickness 

rather than wellness. As more knowledge emerges in this area, it is an opportune time to look at 

broader scale education and awareness initiatives, as well as systems changes that better reflect 

Indigenous ways of knowing, being and doing.    

Learning Organizations 

Atleo (2011) eloquently articulated a Nuu-chah-nulth perspective on the cyclical nature 

of knowledge acquisition, translation and transfer that support learning and development at a 

familial, community and Nation level similar to Kolb’s cycle of learning identified by McLeod 

(2013).  The four stages identified are 1) experience 2) reflection 3) conceptualization 4) testing.  

Traditional laws were based on the nature of existence.  Nuu-chah-nulth people were closely 

connected to the land/environment, family, community and spirit.  Ross (2014) related his 

experience of deepening understanding of First Nations ways of being. He related a particular 

example of frustration in not obtaining a direct answer to his question and not understanding why 
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until some time later. After spending time in community and building relationships with local 

Elders and community members he began to gain understanding of culture and insights. He 

learned that when asking questions of an Elder, he would not get a direct response; rather, the 

Elder would respond with a story.  As his relationship with community grew so did his 

understanding of the meaning behind the story. A common theme among literature related to 

Indigenous research noted the importance of relationship in every facet of their existence. 

Relationship facilitates learning and development.  

In an organizational context, organizations are comprised of various interconnected 

relationships working toward achieving a common goal. Bolman and Deal (2013) described 

basic structural design of organization as defining who does what, when and how (p. 49).  They 

went on to explain coordination of roles and grouping in relation to organizational management 

and decision-making. How an organization defines its vision, values, structure and operations 

has a direct impact on quality improvement. Goleman, Boyatzis and McKee (2013), in 

describing emotionally intelligent organizations, noted the importance of connections and shared 

vision in establishing a sense of collectivity (p. 218).  Identifying key values and behaviours are 

key in establishing organizational culture (Kouzes & Posner, 2012 p. 95).  As an organization, it 

is important to work as a collective to achieve a common goal.  “Building a shared vision fosters 

a commitment to the long term” (Senge, 2006, p.12).   

Bryson (2011) noted the importance of evaluation processes in facilitating organisational 

learning as well as the importance of ongoing planning processes that create space for continuous 

improvement (p. 232). In looking at trauma informed care, there must first be an environment of 

safety and engagement at the system level (TIPG, P.12), following that there needs to be an 

acknowledgment that improvement is necessary. A level of vulnerability is necessary to facilitate 
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open and honest dialogue. Scott (2002) contended that the inability to have “fierce 

conversations” could be costly (p.7).  She further discussed the importance of understanding a 

constantly shifting environment (p.14).  First Nations realities and the impacts of colonization 

and oppressive policies that continue to impact the lives of First Nations today is further 

amplified by the complexity of our systems. Howell, Auger, Gomes, Brown, and Leon (2016) 

contended, “the majority of Canadian medical healthcare systems reflect colonial perspectives 

and practices and create unsafe and unwelcoming environments for Aboriginal people.” They 

further stated that implementation of most Canadian healthcare services does not consider 

Aboriginal knowledge of healing or wellness (p.117). It is only in recent times that the Canadian 

government and Province of BC have begun to acknowledge their shared history with BC First 

Nations and the impact of negative relationships.  Bordas (2012) articulated the importance of 

acknowledging “the shared human experience” noting that it “entails the responsibility to look 

after the well-being of others and to create a society that values and protects people’s rights and 

dignity” (p. 155).  It is important to recognize that leaders have a responsibility in upholding 

province-wide commitments to supporting desired health system transformation as identified by 

BC First Nations. The intent is to seek ways to offer improved engagement processes that are 

inclusive of First Nations experiences to inform health planning and service delivery at WCGH.  

This work required a partnered approach that acknowledges the shared history and is based on 

mutual respect and understanding. An approach of cultural safety and humility acknowledges 

ones’ self as a lifelong learner and creates space for openness and dialogue. Relationship is key 

to these concepts and encompass trust, honesty, accountability and understanding. A 

strengthened relationship advantages shared learning to create better outcomes for First Nations 

more broadly within the region. Archibald Q’um Xiiem et al. (2019) noted the need for different 
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skills to connect across oral and written or linear cultures. They further asserted that this process 

takes time and patience to engage with Elders to fully understand the cyclical nature of story 

telling and the contrast to Western ideals of story teller vs. listener.  In an Indigenous context the 

story teller is also a listener and as the story spirals the understanding deepens (p. 213).   

It was important to garner a level of understanding of research from an Indigenous 

perspective to support Elder participation in research. Further supporting wellness focussed 

dialogue, it was necessary to examine Indigenous and Colonial ways of being, as well as to 

develop an understanding of the social determinants of health, adverse childhood experiences 

and trauma informed care. Finally, a comparison of traditional First Nations social constructs in 

relation to establishing learning organization was key to supporting larger scale health system 

transformation that is informed by how Elders define wellness and good health care.  
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Chapter Three: Methodology 

Inquiry Project Methodology 

This study is part of a larger research project funded through the CIHR that was initiated 

by Island Health and developed in partnership with RRU Indigenous Education & Student 

Services Manager with the support of and the Heron People (RRU Elders and Old Ones group). 

As a Tseshaht, Nuu-chah-nulth researcher, I have been provided with the opportunity support the 

larger project and have developed the research topic in a manner that honours the lived 

experience of First Nations, and is based on their lived experience engaging in a system that is 

not aligned with their own axiology and ontology. I felt it was of utmost importance to ground 

my research in Indigenous paradigm (Wilson, 2008) supported by a qualitative Action Research 

Engagement (ARE) (Rowe, Graf, Agger-Gupta, Piggot-Irvine & Harris, 2013) methodology.  

My project sponsor recognized the need to engage directly with First Nations to identify 

solutions on how to address the concerns brought forward. The concerns brought forward require 

transformational change at a personal, team and system level. This work has been congruent with 

the broader commitments of Island Health to address issues of systemic racism, cultural safety 

and cultural humility. I have employed a qualitative research approach using the action research 

methodology (Coghlan & Brannick, 2014) that allowed space for WCGH to involve Elders from 

First Nations communities surrounding Port Alberni, in developing localized solutions based on 

their lived experience. This type of approach was described by Rowe et al (2013), as principles 

of action research (p.8). Stringer (2014) noted, “Action research seeks to engage the complex 

dynamics involved in any social context” (p. 1). A full cycle of action research requires all of 

these principles as well as steps to plan, implement and evaluate the desired change. As this 

inquiry was structured in a manner to fulfill the requirements of Master Leadership (Health 
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Specialization) degree, I have utilized the ARE model to gather data that were presented to 

Island Health, WCGH senior leadership, who hold responsibility for organizational change.   

The ARE approach was important to “enhance organizational stakeholder acceptance or 

readiness for the change phase of research” (Rowe et al., 2013, p.8).  Similar work has been 

underway with the FNHA looking at how they can work with Island Health and local First 

Nations to address the concerns related to trauma informed care for First Nations Elders 

accessing emergency services at WCGH. FNHA has begun engagement and appreciative inquiry 

to provide opportunity for First Nations Elders to share their negative experiences of care and to 

initiate dialogue on what works well, and what can be done better or differently. Being respectful 

of the work that was underway, this inquiry was designed to provide an opportunity for First 

Nations Elders and their respective family connections to define what wellness and good health 

care looks like to them in the context of hospital emergency care services. The intent of this 

design was to compliment the work of the FNHA and provide a means of bridging the two 

projects in efforts to add depth to the recommended systems change for WCGH and Island 

Health.   

The inquiry focus looked specifically at the topic of concern with a very firm boundary 

that identified the WCGH site. Due to the nature of the topic and far reaching impacts it was 

important to set the parameters at one particular site.  In this case, it is the site where the concern 

of trauma informed care for First Nations Elders was first brought forward by representatives of 

First Nations communities surrounding Port Alberni. The framing included reference to the 

values and objectives of Island Health, their formal Partnership Accord with the FNHA, and 

commitments to address cultural safety and cultural humility. Local area First Nations Elders and 

community members were engaged in the data collection methods. My project sponsor, 
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acknowledged that this area is unfamiliar territory and expressed their openness to receive 

guidance from First Nations on how to improve relationships and service delivery. I took an 

appreciative stance in engaging First Nations Elders using a relational approach to collecting 

data through talking circles to inform appropriate supports for participation in the research 

project, and a PhotoVoice exercise to define wellness and good health care. Both means were 

intentionally selected to create safe space for First Nations participation. They were structured in 

a manner that is respectful of First Nations oral tradition, teaching and learning. Further detail on 

these is noted in the Inquiry Methods and Study Conduct sections below. 

The research project addressed the question: How can local First Nations inform and 

influence collaborative efforts to support establishment of processes that better support trauma 

informed care for First Nations elders accessing emergency care services.  

Participants 

Island Health Alberni-Clayoquot Local Health Area Profile (2018a) noted the population 

of the Alberni Local Health Area (LHA) as 30,456 with 9.22% of the population 75 years or 

older. In comparison they noted the total population of Vancouver Island as 793,180 with 10 % 

of the population 75 years or older. Island Health further noted that according to 2016 census 

information 19.9% of the Alberni LHA identify as Aboriginal, in comparison to 7.6% of the total 

Vancouver Island population. They further note that Port Alberni residents have a lower than 

average life expectancy (79 yrs.) compared to the Regional Average (82.2) and higher rates of 

death due to chronic conditions (Island Health, 2018a). It is important to note that island Health 

demographics do not include on reserve population information. The on-reserve population 

estimate for Vancouver Island First Nations is approximately 17,320 based on calculations from 

Indigenous and Northern Affairs Canada (INAC) First Nations Profiles that include 2016 Census 
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information. Approximately 12% of on-reserve populations are over the age of 65.   The 

participants in this inquiry were First Nations Elders from First Nations communities whose 

primary access point for emergency services is WCGH. These include Tseshaht, Hupacasath, 

Uchucklesaht, Huu-ay-aht and Ditidaht.  For the purpose of this study, participant criteria were 

set as one to two Elders, age 60 or older, from each of the local area First Nations communities. I 

set the boundary at 60 years of age as that is the age Tseshaht and Hupacasath have set for 

members to be eligible for Elder benefits from the Nation. The participant invitations noted one 

to two Elders per community to keep the project within a manageable scope in recognition of the 

magnitude of the topic area; however, this was later expanded to include Elder family supports. 

Where a Nation requested additional participants the request was supported. Elder participants 

received a half-day honorarium in acknowledgement of their time and expertise shared to inform 

the work.  Further to this, counselling services and cultural supports were readily available for 

any participants who may have experienced triggers as a result of their participation.  

The Elders talking circles included a total of eleven participants (three male and eight 

female) with representation from each of the five noted First Nations. I utilized existing Health 

Director/Elder Worker contacts and FNHA Community Engagement networks to assist with 

identification of Elders interested in participating in order to obtain a broad sampling of local 

area First Nations Elder input. The geographic location of this inquiry includes my home 

community and close familial relationships. My approach to engage First Nations Health 

Directors/Elder Workers to identify participants was intentional to mitigate any real or perceived 

conflict of interest.  Further to this, once Elders were identified, I reached out to them directly to 

discuss the inquiry and provide background information. I had pre-existing work relationships 

with most Elder participants which fostered a level of comfort for participation. Early efforts to 
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coordinate talking circles were challenging for a number of reasons.  The first talking circle had 

three participants from one Nation, the second Talking Circle had eight participants with 

representation from all five Nations. I found it necessary to provide deeper context to the history 

of the project and to further explain the research process. Participant invitations for the 

PhotoVoice data collection was expanded to include Elders and their family supports based on 

dialogue from the talking circle data collection. Impacts of community loss and Elder illness 

resulted in low participant numbers in the first PhotoVoice session. There were two participants 

(both female) from two Nations in the first session and, five participants (four females and one 

male) with representatives from five Nations.   

As the research question specifically looked at supporting improved access for First 

Nations Elders I felt it was pertinent to employ a purposeful sampling approach (Stringer, 2014, 

p. 77) to ensure that recommendations were directly informed by First Nations Elders. Further to 

this, as I moved through the data collection process I utilized a snowballing technique (Stringer, 

2014 p.81) based on initial dialogue with First Nations Elders acknowledging what I heard from 

Elders about connectedness of families and support people. The later part of my research 

employed a sampling approach of identifying key people (Stringer, 2014, p.79). This was to 

ensure that individuals in positions of influence within WCGH, particularly emergency care 

services were included in the collaborative action planning.     

The inquiry team was selected with consideration given to knowledge of local trauma 

informed care initiatives underway, as well as experience working with First Nations survivors 

of Residential School. Inquiry Team members included Janice Johnson and Lisa Watts.  Inquiry 

Team Letters of Agreement are included in Appendix A. Janice is from the Tseshaht First Nation 

and works as a Community Engagement Coordinator with the FNHA.  She was selected in 
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recognition of her professional experience working with First Nations populations supporting 

local trauma informed care initiatives and cultural safety committee work. Janice coordinated the 

2017 FNHA Trauma Informed Care two-day workshop and is familiar with the subject matter of 

this study.  She works closely with WCGH site staff, local area First Nations health 

representatives, health service organizations and has built strong relationships with Elders as part 

of the FNHA work that is underway to support trauma informed care at this site. Lisa Watts is 

from Tseshaht First Nation and works with the Nuu-chah-nulth Tribal Council Teechukl Mental 

Health team as a Resolution Health Support Worker. She was selected as an Inquiry Team 

member in acknowledgment of her experience providing mental health, emotional and cultural 

support services to former residential school students and their families. Lisa’s work experience 

with the Teechukl Mental Health team and her cultural knowledge of First Nations in the local 

area of WCGH give her valuable insight in to the trauma experienced by First Nations People 

and a strong grounding to support wellness focused approaches to care.  Inquiry Team members 

have supported with data analysis, review and feedback on findings, conclusions and 

recommendations, as well as review of the final draft thesis prior to submission.   

My project sponsor, Marie Duperreault, Director Alberni-Clayoquot Region, Island 

Health, has the authority to implement the recommendations that come out of this inquiry as well 

as the authority to share the recommendations with her peers across the region. The WCGH Site 

Director, Pam Rardon, has the authority to take the recommendations to the local Cultural Safety 

Committee to report findings and recommendations for discussion on collaborative approaches 

to implementation. She also has the authority to set site leadership direction and implement 

operational changes within the hospital site.   
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The final phase of this inquiry was a collaborative action planning session with Island 

Health geography leadership, WCGH Senior Site Staff, NTC Nursing Staff and FNHA 

Management and Engagement Staff. See Figure1 for full participant list. It is important to note 

that the FNHA Chief Executive Officer is aware of this inquiry and committed to working with 

Island Health on implementation of recommendations.  

Collaborative Action Planning Participants 

Organization Name 

Royal Roads 

University 

• Dr. Elizabeth Hartney, RPsych, Professor (PI, DESTINED Project) 

• Eunice Joe, MA Student Researcher 

• Kelly Foxcroft-Poirier, Contracted Graphic Facilitator 

Island Health • Marie Duperreault, Director Alberni/Clayoquot Region (Project 

Sponsor) 

• Dr. Dorothy Sam Williams, Chief of Staff/Medical Lead West Coast 

General Hospital (WCGH) 

• Pam Rardon, Site Director WCGH 

• Ashley Oscienny, Clinical Coordinator WCGH 

• Kelly McColm, WCGH Staff 

Nuu-chah-Nulth 

Tribal Council 

• Jeanette Watts, Nursing Manager 

• Lori Sinclair, Home & Community Care 

• Sonia Summerville, Home & Community Care 

• Deb Melvin, Home & Community Care 

• Benedict Leonard, Home & Community Care 

First Nations Health 

Authority 

• Kari Wuttunee, Regional Manager Primary Care 

• Janice Johnson, Community Engagement Coordinator 

Elders • Helen Dick, Tseshaht 

• Darleen Watts, Tseshaht 

• Tom Watts, Tseshaht 

• Charles Allan Ross, Hupacasath 
Table 1: Collaborative Action Planning Participants 

 

Data Collection Methods 

This inquiry was carried out using talking circle and PhotoVoice as methods for 

collecting data. The talking circle methodology was used to provide an opportunity for First 

Nations Elders to articulate what supports they would need and/or welcome to participate in the 

research inquiry.  It was important to include this method to inform data collection that followed. 
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Talking circle is a narrative and relational approach that has been utilized by Indigenous 

populations as a means of teaching, listening and learning (Running Wolf & Rickard, 2003).  

Historic applications have been used to obtain consensus-based decision-making (Aserson, 

Greymorning, Miller & Wilde, 2013), to build a sense of community, as well as used as a form 

of ceremonial or spiritual healing (Wilbur, Wilbur, Tlanusta Garret & Yuuhas, 2001).  Pranis 

(2005) noted use of the circle to gather as a community to solve problems, support one another 

and connect to each other. This method served to create learning opportunities for both 

participant and facilitator. Notably, the nature of design created a safe space for open 

communication and sharing, and encouraged listening and empathy. Although intended as an 

integral part of overall method, due to lack of photo contribution by participants, PhotoVoice 

mainly served as an opportunity to generate dialogue among local First Nations Elders and their 

family supports on what wellness and good health care means to them. This method placed a 

level of control with the research participants and was an innovative and creative way for 

individuals to share their unique perspectives and experience though visual and narrative means 

that support articulation of more in depth context to the matter at hand (Stringer, 2014). Tuhiwai-

Smith (1999), in speaking of historical practices of research, noted the Western influence on data 

collection, interpretation and knowledge translation. This practice detracts from Indigenous ways 

of knowing, being and doing. The final phase of the research project included use of a graphic 

facilitator to develop a visual representation of the collaborative action planning dialogue. In 

recognition of the context of this project that rests with addressing experiences of care within 

First Nations populations, it was important to include methods that were reflective of meaningful 

and culturally appropriate participation. 
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Study Conduct 

Prior to engaging in study it was necessary to obtain Island Health certificate of ethical 

approval and certificate of institutional approval through their Health Research Ethics Board.  

Once this was received I then obtained Royal Roads institutional ethics approval.  

The inquiry was comprised of Elder talking circles, a PhotoVoice exercise, and a 

collaborative action planning session with my project sponsor and stakeholders from Port 

Alberni area First Nations health service organizations.  

The first phase of this project began with Elder talking circles.  Invitations (Appendix B) 

along with Informed Consent Forms (Appendix C) were sent by email to Health Directors or 

Elder Workers from Tseshaht, Hupacasath, Uchucklesaht, Huu-ay-aht and Ditidaht. This was 

done to allow each Nation the autonomy to identify Elders that were interested in participating 

and to mitigate any conflict of interest due to my personal connections to the local area First 

Nations. I followed up with each Health Director/Elder Worker via phone to confirm event 

participants. Before beginning the talking circle, I gathered signed consent forms and provided 

each participant with a copy of their signed consent form along with a Researcher Letter of 

Commitment (Appendix D). I developed a talking circle script for the project introduction 

(Appendix E) that was read out at the beginning of the events. To respect the integrity of the 

circle, one note taker was identified to record themes of the discussion and recommendations. 

Participants were asked to consider the question “What types of assistance would be appropriate 

and welcomed to ensure Elder PhotoVoice participants are supported in dialogue that may be 

triggered by historical trauma?” Following the circle, a summary of recommendations was 

shared with participants for validation.  
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My first attempt at hosting a talking circle yielded three participants. Most of the 

dialogue centred around background information on the research project explaining what input I 

hoped to gather from Elders. Prior to the second circle, I was able to connect with Health 

Directors, Elder Workers and Elders to provide deeper context to the project and encourage 

greater participation. There were eight participants at the second Talking Circle. Informed 

consent forms and Researcher letters of commitment were signed prior to beginning.  Each Elder 

was provided a copy.  I held the note taker responsibility as there was no identified real or 

perceived conflict of interest. The nature of the circle allowed participants to share freely 

reflecting on the topic of research.  I found that Elder responses to the topic were shared in a 

story-like manner and that they did not solely focus on their own individual experience; rather, 

their responses were rooted in their familial and social connections. The talking circle completed 

two rounds for each participant to share. I concluded with a summary of all that I had heard 

through the day.  

For the second phase of my research, invitations (Appendix F) and Informed Consent 

Forms (Appendix G) for Elders and their family supports to participate in a PhotoVoice exercise 

was sent via email through Health Director/Elder Workers and FNHA Community Engagement 

Coordinator networks. I followed up with phone calls to confirm participants prior to the event.  

PhotoVoice participants were asked to submit a photo that represented their own interpretation of 

research question: “What does wellness and good health care look like to you?”  in advance of 

the group session. Photos were intended to primarily generate dialogue. This was intended to 

serve as a strength-based approach to provide a proactive foundation to move toward 

collaborative actions that address underlying issues. None of the participants provided advance 

submissions of photos, and only two photos were brought to the event. Informed consent forms 



BRIDGING CULTURAL BARRIERS  42 

  

 

and Researcher letters of commitment were signed prior to beginning. Participants were provided 

a copy of each.  

Two PhotoVoice Sessions were held. Due to a number of factors, including illness and 

community loss, there were only two participants at the first session. The second session had five 

participants. I began by providing an overview of the research project and the history of where 

the topic first arose.  Participants were then asked to share the photos and describe how they 

related it to the question in the context of emergency care services. Other participants were then 

invited to share their reflections in relation to the research question. Each session concluded with 

a verbal summary of key themes from the discussion for participant validation. At the end of the 

session, participants were informed that themes from their dialogue would be brought forward to 

a collaborative action planning session with my project sponsor, NTC and FNHA. Photos were 

returned to participants upon completion of the project.  

The conclusion of the research project included a “Making it Happen” collaborative 

action planning session with my project sponsor, Elders, NTC nursing staff, FNHA staff and the 

principal investigator of the over-arching CIHR: DESTINED project. Invitations were sent by 

email to key individuals identified by each organization. The day began with an opening prayer 

offered by a Tseshaht Elder. Participants were provided with a copy of the days’ agenda 

(Appendix H) and a one-page information sheet (Appendix I). It was announced that an audio 

recording of the day would take place and that a local Tseshaht Member was hired as a graphic 

facilitator to capture a visual depiction of the days’ dialogue.  During the round of introductions 

participants were asked to provide verbal consent. Informed consent was implied by the 

enthusiastic participation of all participants although only some directly stated verbal consent. I 

provided a brief presentation that gave an overview of the project, talking circle themes and 
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PhotoVoice themes.  Participants were then provided an opportunity to respond to the following 

questions: 

1. What opportunities exist that support collaborative approaches to emergency care 

services? 

2. What aspects of emergency care services influence how or when First Nations 

elders access services?  

3. What supports are needed to enhance collaboration between hospital emergency 

care service providers and local first nations to enhance trauma informed care?  

4. How can collaborative efforts of all with responsibilities of health service delivery 

be sustained?  

I concluded the day with a summary of the action items coming out of the days’ dialogue and 

next steps for the project and degree completion. The Graphic Facilitator also provided a 

summary of the visual depiction (Figure 1) of the days’ dialogue. 
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Figure 4: Collaborative Action Planning WCGH March 8, 2019 
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Data Analysis and Validity 

 

Honoring the Indigenous Paradigm within which my research has taken place, it was 

critically important to ensure that data analysis was considerate of the values, beliefs and 

worldview of the research participants. The Nuu-chah-nulth principle of heshook-ish tsawalk – 

everything is one and all is connected (Atleo 2004) is of key importance in the context of how 

we looked at the data. Wilson (2008) noted that Western logic breaks apart data to analyse 

minute details and rebuilds to make sense of data which, in an Indigenous Paradigm, is in 

contrast and destroys the relationships to which the data is connected (p.119). I have used a style 

of analysis that Wilson (2008) refers to as relational accountability (p.119).  This style 

complimented the data collection methods used as it aligns well with First Nations values, beliefs 

and teachings that are rooted in connection. Ross (2014) talked about seeing relationally, about 

asking one question and getting an answer that, in a Western context, seems completely separate; 

however, in a relational context provides deeper insight to connection and relationships that form 

the foundation of Indigenous Worldview (p. 8). Similarly, Wilson (2008) referred to this as using 

intuitive logic (p.119). Both Ross (2014) and Wilson (2008) articulated examples of Elders 

teaching through storytelling; lessons are learned through the synthesis of the story. They both 

referenced that a direct logical answer to a question will not be obtained as the answer to a 

question will be provided in relation to people, history, values, beliefs and the nature of 

existence. This is congruent with my own lived experience as a Nuu-chah-nulth person. I draw 

my learning through stories and the process of learning is lifelong; each time I hear a story a 

deeper understanding is gained. 

I have applied this relational accountability style to an inductive thematic analysis in an 

attempt to bridge cultural gaps between Western and Indigenous ideology in the examination of 
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my research question supporting WCGH to identify means of addressing systemic challenges for 

First Nations Elders access to emergency care services. Braun and Clarke (2006) described this 

approach as a “process of coding the data without trying to fit it into a pre-existing coding 

frame” (p.12). Influenced by my traditional teachings centred around the connectedness of all 

things, I flagged potential codes as I moved through the data collection processes.  I made note 

of key words, phrases or concepts that I found to be recurrent in the dialogue. Glesne (2016) 

noted this process as linking “thoughts and actions across bits of data” (p. 195).   

Formal data analysis began with the transcription of the hand-written meeting notes. 

Analysis was conducted by hand without the use of analysis software.  Each set of data was 

comprised of dialogue and story.  Initial analysis captured semantic themes (Braun & Clarke, 

2006, p. 12) from review of the full data set. Subsequent review consisted of latent analysis of 

the full data sets, where I worked to identify underlying meaning of the stories shared (Braun & 

Clarke, 2006, p. 12).  I then completed a cross-reference of codes that emerged through semantic 

and latent analysis. Themes were then presented and discussed with inquiry team members for 

input and affirmation. Finally, member checking was completed; all findings, conclusions and 

recommendations were presented back to research participants for validation, in written 

summary form and through an extended Elders circle discussion that included key stakeholders.    

As an Indigenous person and researcher with roots connecting me to the local area First 

Nations surrounding WCGH I have deep personal interest in the subject matter of the study.  I 

have made this known to my project sponsor and research participants.  That being said, I have 

undertaken concepts of transformational validity to guide my work. Glesne (2016) described 

transformational validity as advancing a social agenda or offering a cultural criticism (p. 154).  

My approach has worked to provide both. Glesne (2016) also described Eisenhart’s summary of 
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approaches to transformational validation (p. 154). Three approaches in particular were relevant 

to my research.  Moral commitments: the research question has been clear from the outset that 

the intent is to address negative experiences of emergency care services. I have personal and 

familial experience with this area and awareness from my community that these experiences are 

not unique to my family.  Multiple perspectives: my research has included Elders, family 

supports, as well as leadership from WCGH, Island Health, FNHA and NTC.  Finally, catalyst 

for political action: it is widely acknowledged that First Nations in BC have experienced health 

inequities that have been the driving force in the establishment of the FNHA, signing of the 

Vancouver Island Partnership Accord and signing of the Declaration of Commitment on 

Cultural Safety and Cultural Humility. This particular research is positioned to garner local 

action and has potential to influence action more broadly regionally and possibly provincially. 

Ethical Issues 

The Tri-council Policy Statement: Ethical Conduct for Research Involving Humans 

(TCPS) (CIHR, 2014) notes, “Respect for human dignity requires that research involving 

humans be conducted in a manner that is sensitive to the inherent worth of all human beings and 

the respect and consideration that they are due”.  It is my responsibility, as a researcher, that I do 

no harm. “Ethical considerations are inseparable from your everyday interactions with research 

participants and with your data (Glesne, 2016, p. 158). As such, consideration of the TCPS Core 

Principles (respect for person, concern for welfare, and Justice) have informed development of 

my project.  

As an Indigenous researcher, it has been of utmost importance for me to uphold the 

principles of Ownership, Access, Control and Possession (OCAP) throughout the whole process 

of inquiry. The development of the research was at the direction of community members to 
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address specific concerns of care at WCGH. The inquiry was structured in a manner that did not 

isolate specific First Nation community interest.  As such, I have ensured that research 

participants had the opportunity to validate their contributions following each data collection 

session and a review prior to finalization of this manuscript. Further to this, participants were 

provided with a copy of the final thesis and summary as outlined in my Researcher Letter of 

Commitment.   

Respect for Persons 

It was important to uphold individual autonomy as well as protect individuals with 

diminished autonomy.  I have addressed ethical issues of respect (Glesne, 2016) by ensuring 

clear communication (written and verbal) to all research participants about the background and 

purpose of this research project.  I also included a clearly defined process for confirming and 

withdrawing consent for participation. These were provided in the invitations, Informed Consent 

Forms, Researcher Letter of Commitment and the Information Sheet.   

Concern for Welfare 

Concern for individual welfare looked at the impact on persons physical, emotional, 

spiritual, mental well being as well as social and economic impacts. Participants’ rights and 

privacy was a key consideration. Data storage was locked and password protected. Consent 

forms included clear instructions for not including photos of people and specific consent 

consideration for uses of photos for reports, presentations and publications. Further to this, 

information on cultural and mental health supports (electronic, print and onsite) was made 

available for talking circle and PhotoVoice participants to mitigate potential impact of 

participation causing emotional distress.  
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Justice 

Justice refers to ensuring fairness and equality. It is about ensuring appropriate 

distribution of burden or benefit from the research (TCPS, 2014).  In the context of this project, 

First Nations Elders are a vulnerable population.  I have mitigated the issue of justice by 

narrowing the scope of participation to focus on WCGH and structured the research question to 

take an appreciative stance on identifying supports and defining wellness.  My professional role 

as an FNHA employee posed potential risk of reflecting as a power over in relation to my 

knowledge and experience with Indigenous issues. I have mitigated this potential bias by 

drawing on the expertise of local area Health Director/Elder Workers as well as FNHA 

Community Engagement networks in the selection of research participants. I have also leveraged 

the approach of multi-stakeholder engagement to ensure that the findings are not just personal 

observation and interpretation. 
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Chapter Four: Inquiry Project Findings and Conclusions 

This chapter is divided into three sections: the study findings, the study conclusions, and 

the scope and limitations of the research project. I review the findings that emerged in the 

analysis of qualitative data, articulate conclusions that I drew from that analysis, and outline the 

scope of the inquiry project and limitations that exist within it. Chapter Four serves to answer the 

inquiry and sub-questions: 

How can local First Nations inform and influence collaborative efforts to support 

establishment of processes that better support trauma informed care for First Nations Elders 

accessing emergency care services. 

1. What types of assistance would be appropriate and welcomed to ensure Elder 

PhotoVoice participants are supported in dialogue that may be triggered by 

historical trauma? 

2. What does wellness and good health care look like to you? 

3. What opportunities exist that support collaborative approaches to emergency 

care services? 

4. What aspects of emergency care services influence how or when First Nations 

Elders access services? 

5. What supports are needed to enhance collaboration between hospital emergency 

care service providers and local First Nations to enhance trauma informed care? 

6. How can collaborative efforts of all with responsibilities of health service 

delivery be sustained? 

Study Findings 

Data analysis revealed four themes:  
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1. Building Cultural Awareness,  

2. Building Relationships and Trust,  

3. Capacity Building,  

4. Collaboration. 

Finding 1: Building Cultural Awareness.  Information gleaned from all phases of 

research touched on the importance of cultural awareness. Central to cultural awareness are 

themes around differing views on ways of being, and cultural safety. First and foremost is the 

need to understand that First Nations are the People of the land, they are connected to the land, 

water and resources.  Relational Way of Being. All talking circle and PhotoVoice participants 

had a relational approach to their responses. In defining what supports they needed to participate 

in this research inquiry, and in defining what wellness and good health care looked like to them, 

responses consistently reflected familial, community, Nation, and environmental connections. 

There is a deep sense of responsibility that is held in high regard by First Nations People. Atleo 

(2004) articulated this way of being in his description of the Nuu-chah-nulth teaching of 

heshook-ish tsawalk, everything is one and all is connected. There are generations of First 

Nations People who have been invisible in their own lands, removed from their traditional 

territories and stripped of their ability to access traditional resources. Stories shared in the talking 

circle sessions highlighted the importance of connection in First Nations beliefs and value 

systems. This included familial and community connections, connections to traditional lands and 

resources, and connections to spirit and ceremony.  PhotoVoice Participant P1-01 spoke of 

family responsibility to look after young ones, and the roles of aunts, uncles, grandparents and 

extended family in raising and teaching children. They went on to explain how teachings were 

shared at community events, noting that “it is important to listen to the person who is talking, 
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listen to what they have to say and maybe you can gain some knowledge.” In a modern context, 

Participant P2-1 spoke of community health staff coordinating workshops to share knowledge 

and information as a means of sharing teachings. Processes of colonization have disrupted 

traditional practices and ways of teaching. It is important to understand that in today’s world, 

many First Nations struggle with the relational way of being. Many struggle as result of 

intergenerational trauma and negative experiences of care. This can present itself in forms such 

as mental illness, addictions, and chronic medical conditions. Unfortunately, in today’s society 

there remains lack of understanding, social inequity and racism that all contribute to negative 

experiences in the health care system.  

Cultural Safety and Humility. Participants asserted their understanding of impacts of 

colonization, including the education, health, governing and economic systems that were put in 

place in attempts to assimilate First Nations. These systems were intentionally exclusionary and 

oppressive. Western or Colonial systems minimize attachment that is in direct opposition to First 

Nations traditional ways of being. Participant TC2-02 noted that “Elders experience poverty 

abuse, neglect and abandonment – we were known as a race who takes care of our Elders (but we 

are now) moving toward mumulthnii (white) ways…Elders harbour a lot of trauma. It took ten 

generations to colonize and will take ten generations to decolonize.” Participants touched on the 

lack of awareness and assumptions about who First Nations People are. Participant TC2-02 

talked about how processes of colonization banned First Nations traditional governance systems 

and denied them access to participate in the colonial political systems. In Canada, First Nations 

were not given the right to vote until 1920, and could only gain the right if the gave up their First 

Nations status. It was not until 1960 that all “registered Indians” gained the right to vote 

(Elections Canada 2019).  Many participants shared their reflections on the impacts of the Indian 
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residential school system. Participant TC2-01 recalls being taken away from their family at the 

age of six and being placed in residential school. They recounted traditional ways of haa-huupa 

(teaching), communal harvesting, gathering and feasting. Traditional ways and teachings are not 

completely lost and there was an openness to sharing across cultures. Elders spoke about the 

need for cross-cultural sharing to gain deeper understanding of health systems and processes, and 

to provide opportunity to health service providers to gain deeper understanding of First Nations 

People, culture, and lived experience that influence how they interact with the health system. 

FNHA continues to do work supporting this approach to promote culturally safe and humble 

approaches to health service delivery that encourages providers and leadership to understand 

how their own lived experiences, and places of privilege, impact how they interact with others.  

Achieving cultural safety and humility is not the sole responsibility of care providers or First 

Nations; rather, it is something that will take leadership from all in order to create and sustain 

health system changes that is free of discrimination and racism, and that upholds mutual respect 

and accountability.  

Through data analysis it became very evident that Elders would not isolate their own 

experience from that of their parents, grandparents, children, grandchildren and extended family 

members. Although the talking circle question asked what supports Elders felt they needed to 

support their participation in the research project, the responses were completely reflective of 

traditional teachings around the interconnectedness of all things. Thematic analysis of talking 

circle data gleaned the limitation of seeking Elder reflections in isolation of their family support 

networks. This analysis offered an opportunity to adjust the approach to be respectful of what 

had been heard from the Elders and to ensure the balance of research inquiry maintained a 
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culturally appropriate way of engaging participants in this project. PhotoVoice participation was 

expanded to include invitations of family supports for Elders.  

Finding 2: Building Relationships and Trust.  A core tenet of the Nuu-chah-nulth 

teaching of heshook-ish tsawalk is relationship. Atleo (2011) talks of the connection between the 

physical and spiritual realms, the connection between human and nature, and the nature of 

existence. Respect and communication are key to strong relationships and trust. 

 Isaak (Respect). Respect is foundational to building relationships and trust. Elders 

reminisced about long established traditional practices of visiting. Taking children along to visit 

grandparents, Elders, and extended family members was a common practice. Children were 

taught to help their Elders where it was needed, and to be kind to one another. This practice 

fostered relationships within and across communities. It also contributed to establishing a sense 

of belonging and worthiness. Colonial practices broke relational bonds between children and 

their families for generations.  Colonial systems, policies and practices defined relationships 

between First Nations and the broader society. The Indian Act was passed 1876 and essentially 

defined who was an Indian, how lands were administered and how Indians were governed (Kelm 

& Smith, 2018). The lived experience of Elders in education and health care systems have 

created a high level of distrust in the system. Particularly, Elders noted multiple incidents of 

being disrespected in both emergency care services and the broader health care systems. This has 

impacted how First Nations Elders interact with the health care system and avoid seeking 

medical assistance until health conditions deteriorate to a point of complexity or fatality. The 

lack of respect impacts a sense of self-worth and Elders’ openness to express concerns when 

incidents of racism, prejudice or assumptions occur. Further to this communication shuts down.     
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Communication. Communication has significant impacts on relationship building and 

trust. Analysis of data indicated how and what is communicated impacts relationship building, 

and broader organizational communication impacts how First Nations Elders receive care. Elder 

participants touched on the importance of communication in relation to personal interactions 

within family/community as well as between service providers and patients, and between health 

service providers and organizations. First Nations come from an oral tradition where teachings 

were passed from generation to generation through stories. Traditional ways of teaching were to 

let children or others know what to expect. Reviewing the data, it is notable that there is a 

perception that often medical procedures, prescriptions and processes are not communicated, 

which leads to uncertainty, lack of understanding and negative experiences in the health care 

system. Understanding a First Nations world view where community leaders are looked to for 

guidance, health service providers would also be looked to for that guidance in the context of 

interactions with the health system. A common reflection of Elders in talking about interaction 

with the health system and emergency care services, was that communication is very low, with 

patients sometimes waiting for hours on end with no explanation of what is going on and without 

any hospital staff checking in on them. Increased communication could provide clarity on 

processes and procedures in a manner that would foster trust and build relationship with health 

service providers.  

Acknowledging that there are many health service providers beyond the hospital 

emergency room staff that can support patient experience, it is important that all who hold 

responsibility to provide health services for Fist Nations Elders communicate effectively to 

ensure effective and seamless health care. This is of key consideration for discharge and care 
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planning.  It is important that there are strong relationships between First Nations health service 

organizations, First Nations communities, hospital and Regional Health Authority staff.   

Finding 3: Building Capacity. Data analysis showed that building capacity at an 

organizational and individual are of equal importance.  Cross Cultural Orientation. In an 

organizational context, there was strong feedback from participants about creating space for 

cross-cultural orientation. Hospital staff and health service providers need education and 

awareness of who the local area First Nations are – respecting and acknowledging traditional 

territories. Another common theme among all participants was the need to increase education 

and awareness of First Nations history and lived experience.  Participant TC2-2 noted “hospital 

staff (need) to have cultural orientation to understand who we are as Nuu-chah-nulth (People). 

Why we act the way we do, why there are labels placed on us.  Understand tolerances to 

substances. Need to dismiss myths.”   Further to this there was general consensus among all 

participant that there is a significant lack of understanding of Canadian history, including Indian 

residential schools, Indian hospitals, the Indian Act and policies put in place to assimilate First 

Nations People into the dominant society. 

Health Literacy and Promotion. There was a recognition that it is impossible to 

completely go back to the way things were prior to colonization and a need to understand 

different health conditions. The Canadian Public Health Association (CPHA) Expert Panel on 

Health Literacy noted correlation of negative health outcomes to barriers such as low literacy, 

socio-economic barriers and childhood experiences of violence and abuse (CPHA, 2008). There 

were 21 references throughout the talking circle and PhotoVoice data that related to increasing 

awareness and understanding of various health conditions, and nutrition. There were numerous 

references to the benefits of traditional foods and the need to advocate for incorporating 
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traditional foods into hospital meus. Participants also identified the need for culturally 

appropriate resource material as well as education and awareness to support self-empowerment.  

Participant P2-1 stated “health and wellness starts at home.”  

Cultural Practices and Ceremony. Further analysis surfaced the benefits of self-care. 

The majority of participants noted the need for healing. Dialogue touched on historical traumas, 

experiences of First Nations People as well as the resiliency and strength of First Nations People 

that is rooted in cultural practices and ceremony. Six participants shared personal experiences of 

ceremonial practices supporting positive health outcomes. Current work among BC First Nations 

is advocating for a more holistic approach to health.  FNHA provides a visual depiction of the 

First Nations Perspective on Wellness (FNHA, n.d.d) that shows all of the circles of influence 

that impact a persons’ wellness. This perspective highlighted that supporting wellness cannot be 

done in silos, but will require a collaborative approach that recognizes all of the aspects that 

impact a persons’ well-being.  

Finding 4: Collaboration. Participants in this inquiry consistently connected their 

responses to family, community, Nation and society.  In addressing the research questions, it is 

important to acknowledge that collaboration is a key theme that arose out of the thematic 

analysis; particularly collaboration in in terms of leadership, advocacy and partnership.   

Leadership.  Leadership presented in the form of traditional First Nations familial and 

community leadership, as well as leadership of hospital, regional health authority and Health 

Service Organization staff to make changes.  Participants shared past First Nations Leadership 

strength in upholding traditional values and teachings to look out for the best interests of their 

People. Talking circle Participant TC2-1 spoke about advocating for changes to hospital policy 

to accommodate culturally appropriate family support for young patients who may make health 
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decisions contrary to their own good. The Western medical system, as it currently exists, lacks 

cultural awareness to accommodate a holistic approach to health and wellness; rather it is set up 

to protect individual patient privacy and confidentiality; which, excludes other areas that support 

individual wellness. Other aspects of leadership included hospital site and health authority staff 

leadership in addressing negative experiences of care. There is a need for honest 

acknowledgement of things such as racism, discrimination, and judgements made in relation to 

service provided to First Nations patients; and furthermore, a need to take steps to change 

policies and procedure to address negative attitudes, assumptions and stereotypes.  

Advocacy. Responses to defining what supports were needed to participate in this 

research inquiry, and to defining what wellness and good health care look like, noted the need for 

First Nations political and health service organization advocacy.  Participant TC2-1 noted that 

“Elders were the first to speak at meetings, they set the tone and provide guidance.” There were 

trained orators that held responsibilities for communicating at larger social gatherings. Orators 

spoke at length about community responsibility and things that support wellness. First Nations 

Elders hold traditional teachings, have knowledge of traditional medicines, practices and 

ceremonies that contributed to a holistic sense of well-being that First Nations experienced prior 

to colonization. Participant P1-1 spoke of recent history of community leadership influencing 

policy and procedure around conduct and at the Nation level to hold themselves accountable.  It 

is about taking a stand and embracing traditional values and ways of being to better support 

wellness from a First Nations perspective.  

Partnership. Participants acknowledged the work of the NTC and the FNHA to improve 

health for First Nations. Analysis of the stories shared highlighted the nature of family 

connections and how whole communities supported each other. Health and wellness was rooted 
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in the sense of community and working together. Through the full data set, there were 18 

references to areas where partnership can contribute to support and wellness. Partnerships 

include working with organizations like the NTC or individual First Nations communities 

working with hospital staff. Themes emerging from the data included partnership with agencies 

or organizations in areas connected to social determinants of health, including, but not limited to: 

educational institutions, RCMP, child welfare, social housing, long term care homes, hospice and 

palliative care. 

 

Study Conclusions 

From the study findings I drew the following three conclusions in response to the 

question, how can local First Nations inform and influence collaborative efforts to support 

establishment of processes that better support trauma informed care for First Nations Elders 

accessing emergency care services:   

1. Processes that foster connection are foundational to supporting wellness.  

2. There is a desire for First Nations inclusion,  

3. There is a need for leadership development and capacity building. 

Conclusion 1: Connection is foundational to supporting wellness. As discussed in 

chapter two, connection is a central aspect of Indigenous and First Nations world view, culture 

and ways of being. Throughout the data collection, participant responses consistently included 

reference to family, community and Nation. These aspects inform a personal sense of identity 

and belonging. When individuals have a strong sense of connection to family, community, 

Nation, and culture they are better positioned to have a sense of self-respect and take care of 

themselves and others. Several studies, outlined in chapter two (Starblanket, 2018; Linklater, 
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2014; Ross, 2014) also outlined the intergenerational, detrimental impact that intentional and 

forceful disconnection of children from families has had on First Nations individual and 

community wellness. Linklator (2014) talked about “ethnostress” and the multiple facets of 

injury, oppression and dehumanization as a result of colonization (p.32). Cyclical impacts of 

disconnection related to social determinants are also discussed in several studies (Cuervo Tilson, 

2018; Rootman et al., 2008; Reading et al., 2009). With the multitude of, and multi-generational 

impacts of trauma, it is of utmost importance to have service providers who are experienced in 

trauma work and service providers who understand the impacts of forced and systemic 

disconnection as it relates to First Nation Nations People in Canada. In contrast, participants 

spoke specifically of wellness related to cultural practices and ceremony.  Nuu-chah-nulth stories 

underscored the importance of connection in all aspects of life (Atleo, 2004, 2011). Connection 

is a natural way of being for local First Nations that could benefit overall wellness initiatives. 

Participants often reminisced of childhood memories of family and extended family visits 

between homes, or traveling to neighboring communities. Connection provided the foundation of 

relationship, kindness, generosity and reciprocity.  

Conclusion 2: There is a desire for First Nations inclusion. Drawing on my inquiry 

findings, I have concluded that First Nations Elders and community members have a genuine 

desire for inclusion. In the context of Indigenous research, scholars such as Tuhiwai Smith 

(1999), and Wilson (2008) articulated concerns around historical practices of research “on” 

Indigenous People. They further articulated means of decolonizing research so that Indigenous 

People are part of and informing research every step of the way.  In the context of looking at 

supporting localized solutions for improving trauma informed care, themes arose noting interest 

in supporting cultural awareness initiatives with local hospital staff, RCMP, education and other 
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agencies. Based on responses to defining what wellness and good health care looks like, 

including First Nations in development of solutions was important. Inclusion meant providing 

opportunities to share stories and lived experiences as well as sharing strengths of community 

and culture.  

Conclusion 3: There is a need for leadership development and capacity building. 

Across all participants, themes around negative experiences of care came up along with themes 

related to the need for leadership development and capacity building to support advocacy. The 

conclusion is related to both community leadership as well as organizational leadership. Chapter 

two outlined a long history of negative influences that have affected First Nations Peoples ability 

to lead and govern themselves. Some are related to trauma, some are related to imposed policies 

that negated traditional forms of governance and leadership. Jackson and Parry (2011) described 

the study of leadership in relation to learning and development. Multiple participants noted the 

strength of past First Nations leaders who fought for health and wellness. The complexity of 

colonial history has interrupted traditional forms of leadership. In that sense, capacity 

development at the local First Nations community level is needed.  Further to this, capacity 

development at the health service organization and regional health authority level is equally 

important. Chapter two outlined the lack of understanding of First Nations perspectives and ways 

of being. Participants themselves demonstrated a form of leadership in expressing their 

willingness to support cultural orientation. Of equal importance, was having organizational 

leadership that is willing to embrace new knowledge that is respectful and culturally appropriate 

to transform health service delivery in a manner that better meets the needs of First Nations, this 

also included organizational leadership addressing negative attitudes and behaviors that 

contribute to culturally unsafe care and inequitable access to health care.  
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Overall the conclusions drawn from the inquiry findings articulated that connections are 

foundational to supporting First Nations wellness. This has been stated multiple times in various 

contexts. Inclusion of First Nations in developing solutions to health system transformation was 

imperative to addressing improved trauma informed care. Finally, development of community 

and organizational leadership is key to building capacity both in community and within the 

health system.  

Scope and Limitation of the Inquiry 

The intent of the research team was to look at how local First Nations can influence 

improved trauma informed emergency care services at WCGH.  

The original intent was to limit participation to a small sample size (two Elders from each 

of the five Nations surrounding the Port Alberni area whose primary point of access for 

emergency care services would be WCGH). This was to garner initial feedback to set the stage 

for future, more in-depth study.  The population was identified at random and did not necessarily 

reflect a representative population.  The inquiry did not include outreach to off-reserve 

populations, but future study would benefit from inclusion of that population and other health 

service providers that are mandated to provide service for off-reserve First Nations populations. 

Future consideration would be strongly encouraged to meet the broader Aboriginal Health 

mandate of Island Health that includes status/non-status First Nations, Inuit and Metis.  

The scope of inquiry was limited to WCGH emergency services. This posed challenging 

as participants were compelled to respond in a more holistic manner that looked at health 

services more broadly, including general hospitalizations, discharge planning, home care, long-

term care, services of family physicians, and chronic conditions.  Accessibility of long-term care 

and home care services are beyond the scope of the local hospital site.  There are a broad range 
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of underlying factors that impact accessibility of these services that would require a partnered 

approach to addressing as well as longer term promotion of recruitment initiatives. Addressing 

chronic conditions is also beyond the scope of work that can be addressed at one specific site. 

This is an area that would require a multi faceted approach to address.  It would require 

education at an individual patient level, work with pharmacists and primary care providers to 

support individuals with chronic conditions as well as work with local health service 

organizations on health promotion initiatives. 

 In consideration of these, it may be beneficial to expand future inquiry by hospital 

department as well as to seek partnerships for community-based health care service evaluation. 

Recommendation came from one inquiry team member related to the importance of looking at 

gender specific experiences of care. There are implications with specific trauma that some may 

not be comfortable talking about in front of the opposite gender, there are also consideration for 

gender-based violence issues (i.e. missing and murdered Indigenous women and girls).  

Another limitation is the access to Aboriginal or First Nations specific data. Island Health 

does not have an Aboriginal patient identifier. Addressing the need for an Aboriginal Patient 

Identifier has broader Regional Health Authority implications and is not something that can be 

addressed at one site. This is a common issue across the province and would, at minimum, 

require a regional approach to address. There is no way to articulate how many emergency room 

patients are Aboriginal or First Nations and no way to readily identify, with certainty, whether 

those patients are from local First Nations or from Nations outside of the local area. This type of 

data analysis could be garnered through health system data match partnerships, with a limitation 

that the information is not current state. Similarly, it is not clear that the statistics provided in the 

Island Health Alberni-Clayoquot Local Health Area Profile include on reserve demographics.  
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Generally, First Nations on—reserve population data and demographics are not included in 

Provincial health authority statistics.  

Additional limitation of this inquiry is the subjective nature of qualitative data analysis.  I 

acknowledge that I am an Indigenous researcher, with lived experience that is aligned with 

responses from research participants. Interpretation and analysis of an external researcher may 

vary as they many not have a similar cultural context to ground the work. Further to this, I have 

intentionally relied on works of Atleo (2004, 2011) as foundational references to highlight Nuu-

chah-nulth world view and perspectives out of respect for the traditional territory on which 

WCGH is situated. There are very few published resources of this nature that capture traditional 

teachings, and ways of being for each distinct cultural group. The ability to replicate, such 

foundational references may pose challenging and would result in more broad-based regional 

references that are not necessarily Nation specific.   

 

Chapter Five: Inquiry Implications 

Study Recommendations  

The inquiry served to address the primary question: how can local First Nations inform 

and influence collaborative efforts to support establishment of processes that better support 

trauma informed care for First Nations Elders accessing emergency care services. Sub-questions 

for the first two data collection sessions included: 

1. What types of assistance would be appropriate and welcomed to ensure Elder 

PhotoVoice participants are supported in dialogue that may be triggered by 

historical trauma? 

2. What does wellness and good health care look like to you? 
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Collaborative action planning (Make-it-happen) session addressed the questions: 

1. What opportunities exist that support collaborative approaches to emergency 

care services? 

2. What aspects of emergency care services influence how or when First Nations 

Elders access services? 

3. What supports are needed to enhance collaboration between hospital emergency 

care service providers and local First Nations to enhance trauma informed care? 

4. How can collaborative efforts of all with responsibilities of health service 

delivery be sustained? 

This chapter will address recommendations that flow from data collection, findings and 

conclusions. 

Recommendation One: Continue promotion of cultural safety training for emergency 

room/hospital staff/physicians and advocate for this to become mandatory. WCGH endeavours 

to promote and encourage Provincial Health Services Authority (PHSA) San’yas (online cultural 

safety training) and Island Health Next Seven Generations as necessary requirements for all staff 

as well as physicians to take. It was widely acknowledged that First Nations still have negative 

experiences of care at WCGH as well as other acute care centres across the region and 

throughout the Province. Systemic racism still exists in today’s society.  Creating a Climate for 

Change describes system racism as social exclusion and isolation of ethnic/racial groups by 

means of policy, procedures, conditions and practices that maintain inequity among those 

groups. (FNHA, n.d.b). An important aspect of addressing such inequities is taking an approach 

of cultural humility – understanding your own lived experience and how that influences how you 

interact with others. “Cultural humility involves humbly acknowledging oneself as a learner 
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when it comes to understanding another’s experience” (FNHA, n.d.b). There is an openness 

among WCGH and Island Health project partners to work with local area First Nations to 

support increased education and awareness of First Nations cultures and values. FNHA asserts 

that  

“when health care professionals engage with First Nations peoples from a place of 

cultural humility, they are helping to create a safer health care environment where 

individuals and families feel respected. First Nations people are therefore more 

likely to access care when they need it and access care that is appropriate to their 

wellness beliefs, goals and needs” (FNHA, n.d.b).   

It was further acknowledged that there is opportunity to connect with the established Cultural 

Safety Committees to support collaborative efforts to implement localized cultural safety 

training. It will be important for local and regional Island Health leadership set clear expectations 

with respect to cultural safety and humility agendas. It will take concerted efforts to address 

resistance of individuals who may not be open to broadening their own perspectives as a result of 

their own conditioned ways of being.  It has been acknowledged that Island Health staff are 

supported to take cultural safety training; however, there are long wait lists and staff are required 

to participate in addition to their regular duties. Advocating for incorporation of cultural safety 

training initiatives in health career curriculum can be one avenue to support mitigation of 

resistance that results from work load demand.  

Recommendation Two: Incorporation of localized First Nations History training 

resources into cultural safety initiatives. As part of leadership development and capacity 

building it was recommended that cultural safety training include available video resources on 

local First Nations history. This is key to understanding who First Nations are and honors the 
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traditional territories on which health staff are working.  In addition to this, the video resources 

can be placed on public display within the hospital. Goleman et al. (2013) discussed aspects of 

human nature that resonate with connection, much like ancient hunter-gatherers relied on 

connection, understanding and cooperation were key to survival. They noted that in an 

organizational context, the same principles are key to building resonant and sustaining 

organizations. They further articulated the importance of leadership in creating such 

organizations (p. 218).  A critical aspect of this recommendation will be to have hospital 

leadership that can support introspective work to gain the deep understanding of the hospital as 

an organization as well as work to understand the external environment and influences in relation 

to the broader community. Burke (2008) asserted that “organization change occurs primarily as a 

reaction to some change in the environment (p. 743).  In the context of WCGH and Island Health 

there is certainly a change in environment with the provincial and regional commitments, and 

this inquiry in itself lends well to supporting work around organizational change and broader 

health system change.  The leadership role is to have a clear understanding of the need and the 

environment to appropriately prepare for change. Leadership also set the tone and role model by 

taking personal initiative to learn about local First Nations history, territory, culture and 

language. This is of particular importance in recognition of the high number of physicians and 

health service providers that move here from other countries.  

Recommendation Three: Seek Opportunities for Hospital/Community Nursing 

Exchange. Nuu-chah-nulth Tribal Council and WCGH have previously engaged in a 

hospital/community nursing exchange initiative were hospital nurses shadowed with community 

nurses traveling to First Nations communities, and community nurses shadowed with hospital 
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nurses in the hospital. The initiative was viewed as beneficial to both parties. This is likened to 

Kolb’s model of experiential learning referred to in Chapter two. 

Recommendation Four: Work in collaboration with First Nations community health 

staff and health service organizations to establish and advocate position. Advocacy 

consistently came through as an area where focus was needed, particularly in the emergency 

room setting where patients have experienced long wait times with little to no connection to 

emergency room staff checking on them. WCGH can work to communicate more effectively 

Aboriginal Liaison Nurses who are a are a wonderful resource to connect with patients and their 

families. This could be an opportunity to partner with community to increase capacity and 

communication between the two. Further to this community health leadership can work with 

families to identify a single point of contact to mitigate multiple family members contacting 

hospital staff regarding patient conditions. Atleo (2011) articulated roles of various community 

members in his work around Nuu-chah-nulth world view.  

Recommendation Five: Increase education and awareness of Nursing Support 

Services. Work with local First Nations communities, health service organizations and urban 

Aboriginal organizations to increase education and awareness of available nursing support 

services. Two key services include the Aboriginal Liaison Nurses that are based in hospital and 

the Island Health/FNHA shared community-based Nurse Navigator services. It is important to 

increase awareness among community members, and health service organizations about both 

support services. It is quite common for Aboriginal/First Nations patients to not know of 

Aboriginal Liaison Nurse services or what they can help with. Fostering improved connection 

will better support discharge and care planning for Aboriginal patients, as well as health literacy 

and translation of medical terminology. This supports conclusions around capacity building.    
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Recommendation Six: Support ongoing Elder Gatherings to support work around 

addressing health system changes.  Vance, McGraw, Winther and Rayner (2016) asserted that 

efforts to address Indigenous Health disadvantage are unsuccessful because approaches are 

rooted in Western ideologies and methodologies that are in opposition to Indigenous ways of 

knowing being and doing. They provided context from efforts in Australia to improve culturally 

safe care. One approach they highlighted was the establishment of a Board of Elders for social 

and political supervision and monitoring (p. 252). Recognizing the commonality of experience 

between Australian Aborigines and Canadian Indigenous populations, there would be a high 

degree of validity in looking at how similar approaches can work in a more localized context. 

Historically, Elders held positions of high regard, where they were turned to for guidance and to 

set the tone of gatherings. Elders grounded their work in traditional knowledge and ways of 

being that was respectful of all. Atleo (2011) grounded his work in connection to his great-great 

grandparents, grandparents and parents. There is a level of reverence in the stories, teachings, 

and protocols that are outlined as he eloquently connected them directly to family, community, 

Nation and Creation.  In my professional experience, I have observed very differing behaviors 

when Elders are present.  In instances that may be politically charged, there is a greater sense of 

calm with Elder presence and people tend to be more mindful of traditional values and protocols. 

Recognizing the nature of this work in bridging cultural barriers, Elders would be an asset to 

support a respectful approach to keep the work grounded.  

Recommendation Seven: Maintain efforts to strengthen relationships between hospital, 

community and First Nations Health Service Organizations. There was consensus among all 

participants that the days’ dialogue was a positive step in establishing strong collaborative 

relationships. Bolman and Deal (2013) contend that “leaders fail when they take too narrow a 
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view. Unless they can think flexibly and see organizations from multiple angles, they will be 

unable to deal with the full range of issues they inevitably encounter” (p. 433).  A multi-pronged 

approach will be necessary to address the underlying complexities of this inquiry. It is not 

something that can be done in silo. Much like the traditional Nuu-chah-nulth world view of 

connection and relationships, each organization has a role and responsibility for addressing the 

underlying issues. Connection is key to First Nations and Indigenous world view. Connection 

fosters a sense of well-being and identity. Existing cultural safety committees are one avenue to 

maintain connection; however, the recommendation seeks to enhance how and when partners 

engage to sustain meaningful and strong relationships.  

Recommendation Eight: Work to create a public display of the United Nations 

Declaration on the Rights of Indigenous People. In efforts to honor and uphold the 

commitments of the United Nations Declaration on the Rights of Indigenous People (UNDRIP) 

it is recommended that the declaration be mounted and put on public display within the hospital, 

as well as translated into the Nuu-chah-nulth language. UNDRIP recognizes historic injustices 

against Indigenous peoples. It works to establish standards in support of removal of 

discrimination and marginalization (United Nations, 2007).  Island Health is mandated to uphold 

this declaration and feels it is pertinent to have a visual display in honor of their partnerships 

with Indigenous populations. Atleo (2011) asserted that “at contact, European and Aboriginal 

Nations began a relationship that was marked, in very large measure, by a lack of experience and 

knowledge about one another” (p. 90). He went on to refer to this as an immature relationship, 

one that neither party was prepared for which resulted in the need for UNDRIP in the twentieth 

century. Atleo provided a brief summation of the Nuu-chah-nulth perspective of the ongoing 

struggle for understanding and the struggle to maintain balance and harmony. With this in mind, 
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he proposed a hope that one day European and Aboriginal Nations would one day have the 

experience that would allow them to recognize the value in each other (p.91). It is important to 

note here, that Elders felt it was necessary to ensure that cultural safety and humility training be 

completed prior to implementation of this recommendation. There was a feeling that we are not 

yet at a place of common or shared understanding of the intention of this declaration and there is 

still work to do to ensure it has a more meaningful impact. There is also a need to support First 

Nations people in building understanding of their rights.   

  

Organizational Implications 

The collaborative planning (“Make-It-Happen”) session was scheduled with my project 

sponsor, Island Health, and staff from WCGH, NTC Nursing, and FNHA Primary Care and 

Community Engagement, as well as local First Nations Elder representatives. There are both 

internal and external implications of this inquiry. Internally, my project sponsor will need to 

identify any structural changes needed, address communication, commitments, and change 

management initiatives. Externally, my project sponsor will need to continue collaborative 

efforts to ongoing engagement with local area health service organizations, First Nations 

communities and other appropriate partner organizations to solicit and develop culturally 

appropriate and respectful solutions to challenges and barriers faced by First Nations and 

Aboriginal patients.  

The results of this inquiry will require my project sponsor and local hospital site 

leadership to uphold commitments to collaboration and change initiatives. The broader scale 

magnitude of recommendations and their implications will require leadership from all facets of 

the organization. Creating a shared vision will be essential to achieve the longer term goals that 
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this project forms the foundation for. Senge (2006) noted that a “shared vision is vital for the 

learning organization because it provides focus and energy for learning” (p. 192). It is equally 

important that all parties feel connected to the vision in a way that resonates with their own 

values in a manner that sustains integrity and support to move the work forward (Goleman et al, 

2013, p. 220).  Atleo (2011), in using Nuu-chah-nulth principles for addressing global crisis, 

stated that “the ancient Nuu-chah-nulth began to address the reality of this diversity of being by 

applying constitutional principles of recognition, consent, and continuity, which are founded 

upon sacred respect for all life forms” (p. 169). In the context of this inquiry, the same 

sentiments can be used on a more localized and regional level by application of the principles to 

the collaborative work that is required to generate meaningful solutions to health systems 

change. Including Elders in the change process will be key. Not only do Elders carry knowledge 

and wisdom of ancestral teachings, but they also bring with them lived experience. Processes 

will need to be established to ensure that Elder involvement is meaningful, that their knowledge 

and contributions are appropriately and equitably recognized, and that there are support networks 

put in place to mitigate any risk of burn out or triggering.  As previously noted by Vance et al. 

(2016), Western approaches historically have not been able to address health inequities in a 

meaningful way; they lack the insight and relational context of Indigenous ways of being. As 

such, it is my hope that the results of this inquiry support WCGH and Island Health in 

development of plans, partnerships and collaborative efforts to address the challenges faced by 

local area First Nations Elders. Bolman and Deal (2013) asserted that “an organization with out a 

plan is in peril of being seen as reactive, short-sighted, and rudderless” (p. 294). Communication 

internally among site staff will be key to building a shared understanding and common vision, 

which, Senge (2006) noted garners longer term commitment (p.12). Kotter (2012) emphasized 
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the importance of establishing common understanding of goals and direction (p. 87). Some 

comments in the collaborative action planning session noted hesitation in mandating cultural 

safety training. Site leadership will need to be prepared to have difficult conversation to identify 

and address resistance to culturally safety training. This is no small task, and will require buy-in 

and leadership from the most senior level of the organization through to the frontline. Staff will 

need to feel as though are part of the process.  Change is difficult and often times is mired with 

resistance. WCGH and Island Health leadership will need courage to have frank, open and 

honest conversations to understand where the resistance is coming from. Scott (2002) asserted 

that “we effect change by engaging in robust conversations with ourselves, our colleagues, our 

customers, our family, the world…your ability to effect change will increase as you become 

more responsive to your world and the individuals who are central to your happiness and 

success” (p. 246).  Senge (2006) offered a word of caution that, as important as creating a vision 

is, it is critically important that the process is inclusive, otherwise it will “command compliance-

not commitment” (p.192). Burke (2008), speaking to leading organization change, noted that it is 

important to be patient and persistent to allow time and space for creativity to allow the 

solutions/changes to emerge (p. 751). 

There are a number of recommendations to cultural safety education and training. These 

will require dedicated human and financial resources, as well as process to set standards and 

expectations with respect to any necessary requirements to take such training. Further to this, it 

will be important for site leadership to role model behaviors and attitudes that are aligned with 

the intentions behind cultural safety training.   

Externally, WCGH and Island Health leadership will need to maintain commitment to 

collaboration. NTC nursing department was supportive of the idea of re-establishing an 
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organizational exchange opportunity.  Both Island Health and NTC would need to work on 

defining roles and responsibilities in collaborative nursing exchange.  It would mean revising 

what past practice has been and taking an opportunity to build on the successes of previous 

experience.   

 

Implications for Future Inquiry 

First and foremost, this project is part of the larger CIHR DESTINED Research project.  

There is a concurrent study under way in the Victoria area, that is engaging with Victoria area 

Elders and Victoria General Hospital. There is potential to expand this research focus further 

upstream to include physicians and other health professionals as well as to extend across all of 

Vancouver Island region on its’ own or in correlation with parallel research being done by 

FNHA that Island Health WCGH is also involved in, looking at Trauma Informed Care (TIC) for 

First Nations Elders. It would be pertinent to bridge the two projects. As this work has proceeded 

in parallel to the other project, I would recommend that my project sponsor coordinate a 

comparative analysis of my thesis and the final TIC report once it is completed to identify 

commonalities or differences. In recognition that the TIC project has an expanded scope beyond 

Port Alberni to include all Nuu-chah-nulth Nations, there is opportunity to examine successes 

and challenges with each project.  Furthermore, I am aware of expressed interest to use the Port 

Alberni WCGH TIC model of work to support Elder TIC engagement in the Southern Vancouver 

Island area. This type of expansion requires greater Island Health leadership commitment, cross-

geography coordination, and collaboration with other stakeholders such as FNHA and First 

Nations from across Vancouver Island region. It is also important to note that the FNHA Chief 

Executive Officer attended a preliminary presentation of data collection results, and expressed 
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commitment to working with Island Health Executive to implement recommendations. FNHA 

Executive staff are also aware of the TIC work and supportive of moving it forward. 

Island Health has a significant focus on addressing cultural safety and cultural humility 

across all program areas. More broadly this is a key area of focus among Regional Health 

Authorities across the Province of BC, with health regulatory bodies, and most recently National 

interest in commitment to addressing cultural safety and humility.  At this moment in time, social 

conditions within BC are ideal for advancing new bodies knowledge, grounded in the teachings 

of First Nations ancestors, that will focus on wellness for the generations yet to come.   

 

Thesis Summary 

My inquiry examined wellness perspectives to articulate recommendations for localized 

health system change. My research question was: How can local First Nations inform and 

influence collaborative efforts to support establishment of processes that better support trauma 

informed care for First Nations Elders accessing emergency care services. Due to the nature of 

the inquiry it was important to provide an opportunity to define what types of supports would be 

needed or welcomed by Elder participants.  I followed this by providing an opportunity for First 

Nations Elders and their family supports to employ a PhotoVoice method to define what 

wellness and good health care looks like to them in the context of this inquiry.  

Through data analysis I have concluded that: processes that foster connection is 

foundational to supporting wellness, there is a desire for First Nations inclusion, and there is a 

need for leadership development and capacity building. Working with my project sponsor, local 

area First Nations health service organizations and local Elders, the following eight key 

recommendations for Island Health/WCGH to consider for implementation:  
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1. Continue promotion cultural safety training for emergency room/hospital staff. 

2. Incorporation of localized First Nations History training resources into cultural 

safety initiatives. 

3. Seek Opportunities for Hospital/Community Nursing Exchange. 

4. Work in collaboration with First Nations community health staff and health 

service organizations to establish and advocate position. 

5. Increase education and awareness of Aboriginal Liaison Services and Scope of 

Work. 

6. Support ongoing Elder Gatherings to support work around addressing health 

system changes. 

7. Maintain efforts to strengthen relationships between hospital, community and 

First Nations Health Service Organizations. 

8. Work to create a public display of the United Nations Declaration on the Rights of 

Indigenous People. 

There are a number organizational implications coming out of these recommendations, all 

of which will require continued partnership and collaboration with First Nations. Elders hold a 

vital role in supporting health system transformation that includes sharing their knowledge and 

wisdom with others in the health system as well as garnering new knowledge as they walk along 

side this valuable work. It is far too common in the Western Medical model to focus on sickness; 

it is my hope that, through this inquiry, we can take another step forward in bridging cultural 

barriers to focus on wellness.  

 

  



BRIDGING CULTURAL BARRIERS  77 

  

 

References 

Archibald, J., Bol Jun Lee-Morgan, J., De Santolo, J. (2019). Decolonizing research: Indigenous 

storywork as methodology. London: Zed Books Ltd.  

Aserson, Greymorning, Miller & Wilde (2013). Cultural Safety Circles and Indigenous Peoples’ 

Perspectives: Inclusive Practices for Participation in Higher Education, Contemporary 

Issues in Education Research – Fourth Quarter 2013, Volume 6, Number 4. Retrieved 

from: https://eric.ed.gov/?id=EJ1073191   

Atleo, E.R. (2004). Tsawalk: A Nuu-chah-nulth worldview. Vancouver, Canada: UBC Press. 

Atleo, E.R., (2011). Principles of tsawalk: An Indigenous approach to global crisis. Vancouver, 

Canada: UBC Press. 

BC Provincial Mental Health and Substance Use Planning Council. (2013). Trauma-Informed 

Practice Guide. Retrieved From:  http://bccewh.bc.ca/wp-

ontent/uploads/2012/05/2013_TIP-Guide.pdf      

Bolman, L. G., & Deal, T. E. (2013). Reframing organizations (5th ed.). San Francisco, CA:  

 Jossey-Bass. 

Bordas, J. (2012). Salsa, soul and spirit: leadership for a multicultural age (2nd Ed.). Oakland, 

CA: Berrett-Koehler Publishers Inc. 

Braun, V. and Clark, V. (2006). Using thematic analysis in psychology. Qualitative Research in 

Psychology, 3(2). Pp. 77-101. Retrieved from:  

https://www.researchgate.net/profile/Virginia_Braun/publication/235356393_Using_The

matic_Analysis_in_Psychology/links/00b7d52c9e6303d840000000/Using-Thematic-

Analysis-in-Psychology.pdf?origin=publication_detail, November 9, 2019. 



BRIDGING CULTURAL BARRIERS  78 

  

 

Bryson, J.M. (2011). Strategic planning for public and non-profit organizations: a guide to 

strengthening and sustaining organizational achievement (4th edition). San Francisco, 

CA: Jossey-Bass. 

Burke, W. (2008). Leading organization change. In Burke, W., Lake, G. & Paine, J. (Eds.), 

Organization change: A comprehensive reader (pp. 737-761). San Francisco, CA: 

Jossey-Bass. 

Canadian Institute for Health Research, Natural Sciences and Engineering Research Council of 

Canada, & Social Sciences and Humanities Research Council of Canada (2014). Tri-

council policy statement: Ethical conduct for research involving humans. Retrieved from: 

http://www.pre.ethics.gc.ca/pdf/eng/tcps2-2014/TCPS_2_FINAL_Web.pdf   

Coghlan, B. & Brannick, T. (2014). Doing action research in your own organization 4th edition. 

Los Angeles CA: Sage Publications Ltd. 

Cuervo Tilson, E. (2oo8). Adverse childhood experiences (ACE’s): An important element of a 

comprehensive approach to the opioid crisis. Raleigh, NC: North Carolina Institute of 

Medicine and the Duke Endowment.  

First Nations Health Authority (n.d.a). About. Retrieved from: http://www.fnha.ca/about, 

January 19, 2019. 

First Nations Health Authority- (n.d.b). Creating a climate for change. Retrieved from: 

http://www.fnha.ca/Documents/FNHA-Creating-a-Climate-For-Change-Cultural-

Humility-Resource-Booklet.pdf, January 25, 2019. 

First Nations Health Authority (n.d.c). Declaration of commitment on cultural safety and 

humility in health services. Retrieved from: http://www.fnha.ca/Documents/Declaration-

of-Commitment-on-Cultural-Safety-and-Humility-in-Health-Services.pdf    



BRIDGING CULTURAL BARRIERS  79 

  

 

First Nations Health Authority (n.d.d). First Nations perspective on wellness. Retrieved from: 

http://www.fnha.ca/wellness/wellness-and-the-first-nations-health-authority/first-nations-

perspective-on-wellness 

First Nations Health Authority (n.d.e). Vancouver Island Partnership Accord. Retrieved from: 

http://www.fnha.ca/Documents/FNHA-Island-Health-Partnership-Accord.pdf 

Glesne, C. (2016). Becoming qualitative researchers: An introduction (5th Ed.). Boston, MA: 

Pearson. 

Goleman, D., Boyatzis, R & McKee, A. (2013). Primal leadership: Unleashing the power of 

emotional intelligence. Boston, MA: Harvard Business Review Press. 

Hickman, G.R. (Ed.) (2015). Leading organizations: Perspectives for a new era (3rd ed.), 

Chapter 30: Strategic leadership. (Robert E. Hoskisson, Michael A. Hitt, R. Duane 

Ireland, & Jeffrey S. Harrison), pp.500-532.  Thousand Oaks, CA: Sage Publications 

Howell, Auger, Gomes, Brown, Leon (2016). Sharing our wisdom: a holistic aboriginal health 

initiative. International Journal of Indigenous Health. Vol.11, Issue 1, 2016. 

Indian and Northern Affairs Canada (n.d.). First Nations Profiles. Retrieved from: http://fnp-

ppn.aandc-aandc.gc.ca/fnp/Main/Search/FNListGrid.aspx?lang=eng, June 5, 2019. 

Island Health (2017). Aboriginal health strategic plan 2017-2021. Retrieved from: 

https://www.islandhealth.ca/sites/default/files/2018-09/aboriginal-health-strategic-plan-

optimized.pdf, July 22, 2019. 

Island Health (2018a). Island Health Alberni-Clayoquot Local Health Area Profile. Retrieved 

from: https://www.islandhealth.ca/sites/default/files/2018-08/alberni-clayoquot-local-

health-area-profile.pdf, August 3, 2019. 



BRIDGING CULTURAL BARRIERS  80 

  

 

Island Health (2018b). Vancouver Island Health Authority 2017/18-2019/20 service plan. 

Retrieved from: https://www.islandhealth.ca/sites/default/files/2019-01/island-health-

service-plan-2018-19-2020-21.pdf , July 9, 2019. 

Island Health (n.d.). Cultural Safety. Retrieved from: https://www.islandhealth.ca/about-

us/accountability/strategic-direction/cultural-safety, August 3, 2019. 

Jackson, B., & Parry, K. (2011). A very short, fairly interesting and reasonably cheap book about 

studying leadership. London: Sage Publications Ltd.  

Kelm, M. & Smith, K. (2018). Talking back to the Indian act: critical readings in settler colonial 

histories. North York, ON: University of Toronto Press.  

Kouzes, J. & Posner, B. (2012). The leadership challenge: How to make extraordinary things 

happen in organizations. San Francisco, CA: The Leadership Challenge. 

Linklater, R. (2014). Decolonizing trauma work: Indigenous stories and strategies. Winnipeg, 

MB: Fernwood Publishing. 

McLeod, S. (2013). Kolb – Learning Styles. Retrieved From: 

https://simplypsychology.org/learning-kolb.html   

Nuu-chah-nulth Tribal Council (1996). Indian residential schools: The Nuu-chah-nulth 

experience. Canada: Canadian Cataloguing in Publication Data. 

Pranis, K. (2005). The little book of circle processes: A new/old approach to peacemaking. 

Intercourse, PA: Good Books. 

Reading, C. L. & Wein, F. (2009). Health inequities and social determinants of Aboriginal 

people’s health. Prince George BC: National Collaborating Centre for Aboriginal Health. 

Research. (2019). In Merriam-Webster. Retrieved from: https://www.merriam-

webster.com/dictionary/research, July 22, 2019. 



BRIDGING CULTURAL BARRIERS  81 

  

 

Rootman, I., Gordon-El-Bihbety, D. (2008). A vision for a health literate Canada: Report of the 

expert panel on health literacy. Ottawa ON: Canadian Public Health Association. 

Ross, R. (2014). Indigenous healing: Exploring traditional paths. Toronto ON: Penguin. 

Rowe, W., Graf, M., Agger-Gupta, N., Piggot-Irvine, E., & Harris, B. (2013). Action research 

engagement: Creating the foundations for organizational change. ALARA Monograph 

Series (Action Learning Action Research Association Inc.) (Monograph No. 5). 

Retrieved from: 

https://www.researchgate.net/publication/259932785_Action_Research_Engagement_Cr

eating_the_Foundations_for_Organizational _Change    

Royal Commission on Aboriginal People (1996). Highlights from the report on the royal 

commission on aboriginal peoples. Minister of Supply and Services Canada 1996. 

Retrieved from: https://aandc-aandc.gc.ca/eng/1100100014597/1100100014637. 

September 15, 2019. 

Running Wolf, P. & Rickard, J. (2003). Talking Circles: A native American approach to 

experiential learning, Journal of Multicultural Counseling and Development, January 

2003, Vol.31.  Retrieved from: http://onlinelibrary.wiley.com/doi/10.1002/j.2161-

1912.2003.tb00529.x/pdf, October 25, 2017 

Scott, S. (2002). Fierce conversations: Achieving success at work and in life, one conversation at 

a time. New York, NY: Berkley Publishing Group.  

Senge, P. (2006). The fifth discipline: The art & practice of the learning organization. New York, 

NY: Crown Business. 

Starblanket, T. (2018) Suffer the little children: Genocide, Indigenous nations, and the Canadian 

state. Atlanta, CA: Clarity Press Inc. 



BRIDGING CULTURAL BARRIERS  82 

  

 

Stringer, E. (2014). Action research (4th Ed.). Thousand Oaks, CA: Sage. 

Truth and Reconciliation Commission of Canada (2015). Honoring the truth, reconciling for the 

future: Summary of the final report of the truth and reconciliation commission of Canada. 

Retrieved from: 

http://nctr.ca/assets/reports/Final%20Reports/Executive_Summary_English_Web.pdf, 

January 25, 2019. 

Truth and Reconciliation Commission of Canada (2015). Truth and reconciliation commission of 

Canada: Calls to action. Retrieved from: 

http://nctr.ca/assets/reports/call_to_action_English2.pdf, January 16, 2019. 

Tuhiwai Smith, L (1999). Decolonizing methodologies: research and Indigenous peoples. 

London: Zed Books. 

United Nations (2007). United nations declaration on the rights of indigenous people. Retrieved 

from: https://www.un.org/esa/socdev/unpfii/documents/DRIPS_en.pdf, July 26, 2019. 

Vance, A., McGraw, J., Winther, J., Rayner, M. (2016). Towards an Aboriginal knowledge 

place: Cultural practices as a pathway to wellness in the context of a tertiary hospital. 

International Journal of Indigenous Health. Vol.11, Issue 1, 2016. 

Wilbur, J., Wilbur, M, Tlanusta Garrett, M. & Yuuhas, M. (2008). Talking circles: Listen, or 

your tongue will make you deaf, The Journal for Specialists in Group Work, 26:4, 368-

384, DOI: 10.1080/01933920108413785.  Retrieved from: 

http://www.tandfonline.com/doi/pdf/10.1080/01933920108413785?needAccess=true, October 25, 

2017.  

Wilson, S. (2008). Research is ceremony: Indigenous research methods. Winnipeg, MB: 

Fernwood Publishing  



BRIDGING CULTURAL BARRIERS  83 

  

 

Appendix A: Inquiry Team Letters of Agreement 
 

Draft Template: Inquiry Team Member Letter of Agreement 

 

In partial fulfillment of the requirement for a Master of Arts in Leadership Degree at 

Royal Roads University, Eunice Joe (the Student) will be conducting an inquiry research study at 

West Coast General Hospital, Island Health to examine how local First Nations can inform and 

influence collaborative efforts to support establishment of processes that better support trauma 

informed care for First Nations Elders accessing emergency care services. The Student’s 

credentials with Royal Roads University can be established by calling Dr. Catherine Etmanski, 

Director, School of Leadership, at [telephone number] or email [email address]  

 

Inquiry Team Member Role Description 

As a volunteer Inquiry Team Member assisting the Student with this project, your role 

may include one or more of the following: providing advice on the relevance and wording of 

questions and letters of invitation, supporting the logistics of the data-gathering methods, 

including observing, assisting, or facilitating an interview or focus group, taking notes, 

transcribing, or reviewing analysis of data, to assist the Student and the West Coast General 

Hospital, Island Health organizational change process. In the course of this activity, you may be 

privy to confidential inquiry data. 

 

Confidentiality of Inquiry Data 

In compliance with the Royal Roads University Research Ethics Policy, under which this 

inquiry project is being conducted, all personal identifiers and any other confidential information 

generated or accessed by the inquiry team advisor will only be used in the performance of the 

functions of this project, and must not be disclosed to anyone other than persons authorized to 

receive it, both during the inquiry period and beyond it. Recorded information in all formats is 

covered by this agreement. Personal identifiers include participant names, contact information, 

personally identifying turns of phrase or comments, and any other personally identifying 

information. 

 

Bridging Student’s Potential or Actual Ethical Conflict 

In situations where potential participants in a work setting report directly to the Student, 

you, as a neutral third party with no supervisory relationship with either the Student or potential 

participants, may be asked to work closely with the Student to bridge this potential or actual 

conflict of interest in this study. Such requests may include asking the Inquiry Team Advisor to: 

send out the letter of invitation to potential participants, receive letters/emails of interest in 

participation from potential participants, independently make a selection of received participant 

requests based on criteria you and the Student will have worked out previously, formalize the 

logistics for the data-gathering method, including contacting the participants about the time and 

location of the interview or focus group, conduct the interviews (usually 3-5 maximum) or focus 

group (usually no more than one) with the selected participants (without the Student’s presence 

or knowledge of which participants were chosen) using the protocol and questions worked out 

previously with the Student, and producing written transcripts of the interviews or focus groups 
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with all personal identifiers removed before the transcripts are brought back to the Student for 

the data analysis phase of the study.  

 

This strategy means that potential participants with a direct reporting relationship will be 

assured they can confidentially turn down the participation request from their supervisor (the 

Student), as this process conceals from the Student which potential participants chose not to 

participate or simply were not selected by you, the third party, because they were out of the 

selection criteria range (they might have been a participant request coming after the number of 

participants sought, for example, interview request number 6 when only 5 participants are 

sought, or focus group request number 10 when up to 9 participants would be selected for a focus 

group). Inquiry Team members asked to take on such 3rd party duties in this study will be under 

the direction of the Student and will be fully briefed by the Student as to how this process will 

work, including specific expectations, and the methods to be employed in conducting the 

elements of the inquiry with the Student’s direct reports, and will be given every support possible 

by the Student, except where such support would reveal the identities of the actual participants. 

 

Personal information will be collected, recorded, corrected, accessed, altered, used, disclosed, 

retained, secured and destroyed as directed by the Student, under direction of the Royal Roads 

Academic Supervisor. 

 

Inquiry Team Members who are uncertain whether any information they may wish to share about 

the project they are working on is personal or confidential will verify this with Eunice Joe, the 

Student. 

 

Statement of Informed Consent: 

 

I have read and understand this agreement. 

 

 

 

 

 

________________________ _________________________ _____________ 

 
Name (Please Print)   Signature    Date 
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Appendix B: Invitation: Research Participant Talking Circle  

 

Invitation: Research Participant Talking Circle 

 

Dear Participant,  

 

“Developing Elders’ Support through Trauma Informed Emergency Departments” (DESTINED) is a 

research project develop to provide recommendations that support improved trauma informed care for 

First Nations elders accessing emergency care services and capacity building at West Coast General 

Hospital or Victoria General Hospital.  

 

Elders are invited to participate in a Talking Circle that is scheduled to take place: 

  

DATE:  [date] 

 TIME:  [time]  

 LOCATION: [address]  

 

Who can participate? 

• elder (60 years or older) from a local area First Nations Community 

 

Participants are invited to participate in a Talking Circle that will take approximately four hours to 

collaborate on identifying recommendations that support improved collaboration with local First Nations 

that can support improved trauma informed emergency care services for First Nations elders. Key 

Questions for consideration include: 

 

What types of assistance would be appropriate and welcomed to ensure Elder PhotoVoice 

participants are supported in dialogue that may be triggered by historical trauma? 

 

Participation: 

Your participation is free and voluntary. To respect the integrity of the Circle, one (1) note taker will be 

identified to record themes of the discussion and recommendations. Following the Circle, a summary of 

recommendations will be shared with participants for validation. Once data is validated by participants 

the data will be implemented into phase two of this project (PhotoVoice). The final thesis, along with 

recommendations will be provided to Island Health for collaborative planning and implementation 

purposes. 

 

Participation is voluntary and is unrelated to your health care services. All participants will be asked sign 

a participant consent form.   

 

To confirm interest in participation please contact Eunice Joe by email: [email address] or phone: 

[telephone number].   

 

Your participation is appreciated. If you have any questions or concerns, please do not hesitate to contact 

me directly.   

 

Kind Regards, 

 

Eunice Joe   
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Appendix C: Talking Circle Informed Consent Form  

 
 

Developing Elders’ Support through Trauma Informed 
Emergency Departments 

 
TALKING CIRCLE PARTICIPANT INFORMATION & CONSENT FORM 

 
 
PRINCIPAL INVESTIGATOR AND STUDY TEAM: 
 
Principal Investigator Name and Affiliation/Title: Eunice Joe, Royal Roads University Graduate 
Student 
Address: [mailing address] 
Phone Number: [telephone number] 
Email: [email address] 
 
What is Talking Circle? 

The Circle methodology has been a narrative and relational approach utilized by Indigenous 

populations as a means of teaching, listening and learning (Running Wolf & Rickard, 2003).  

Historic applications have been used to obtain consensus-based decision-making (Aserson, 

Greymorning, Miller & Wilde, 2013), building a sense of community, as well as a form of 

ceremonial or spiritual healing (Wilbur, Wilbur, Tlanusta Garret & Yuhas, 2001).  Pranis (2005) 

notes use of the circle to gather as a community to solve problems, support one another and 

connect to each other. 

Background and Purpose of the Study 

You are invited to participate in a research study. Your participation must be free and voluntary. 
You are free to withdraw at any time. The purpose of this study is to develop and provide 
recommendations that support improved trauma informed care for elders accessing emergency 
care services and capacity building at West Coast General Hospital or Victoria General Hospital 
using a Talking Circle as a medium that is rooted in Indigenous ways of teaching, listening and 
learning.   
 
You are being asked to participate in this study because you are an elder (60 years or older) from 
a local area First Nations Community. 
 

West Coast General Hospital Victoria General Hospital 

Tseshaht Esquimalt 
Hupcasath Songhees 
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Uchucklesaht Scia New (Beecher Bay) 
Huu-ay-aht  T’Sou-ke 
Ditidaht Tsawout 

 
Location of Research 

This research study will be conducted at two sites: Port Alberni and Victoria 
 

Number of Participants 

Roughly 20 participants will be included in this study including about 10 participants from Port 
Alberni and 10 from Victoria. 
 
Project Funding 

This project is being funded by the Canadian Institute of Health Research.  
 

What is Required if I Participate? 

If you decide to participate in this study, you will be invited to participate in a talking circle at 
either Port Alberni or Victoria area. The talking circle will begin with a cultural ceremony followed 
by an overview of the study. Participants will then be asked to discuss types of assistance would 
be appropriate and welcomed to ensure elder participants are supported in dialogue that may 
be triggered by historical trauma. To respect the integrity of the Circle, 1 note taker will be 
identified to record themes of the discussion and recommendations. Following the Circle, a 
summary of recommendations will be shared with participants for validation. Validation will be 
achieved upon participant consensus on final recommendations to be put forward to be 
implemented in phase two of the project (PhotoVoice).  
 

What are the Possible Risks or Inconveniences of Participating?  

You may be exposed to the following risks and inconveniences: 
 

• Psychological or emotional risk of harm due to feeling uncomfortable, or triggered from 
past negative experiences of care. 

• Participation will require a minimum 4-hour time commitment that allows for 
uninterrupted, focused dialogue.  

 
To reduce these risks, the following steps will be taken: 
 

• Principle investigator will take great care to set the context from the beginning to focus 
on solution oriented dialogue.   

• cultural support: 
o Port Alberni: Nuu-chah-nulth Quu’asa Team [telephone number] 
o Victoria: Tsow Tun Le Lum [telephone number] 

• clinical supports: 
o Port Alberni: Nuu-chah-nulth Teechucktl Mental Health Team [telephone number] 
o Kuu-us Crisis Line Society [telephone number] 
o Trauma psychologist specializing in Indigenous care. 



BRIDGING CULTURAL BARRIERS  88 

  

 

• Principle investigator will follow up with participants following Talking Circle to confirm if 
any additional supports are needed.  

 

What are the Possible Benefits of Participating? 

The possible benefits of your participation include: 
 

• Contributions can influence health system changes to better support trauma informed 
care for First Nations elders 

• Contributions can support capacity building related to cultural safety and humility.   
• Participant contribution will help advance knowledge in the area of trauma informed 

care, cultural safety and cultural humility. 
 
Do I Have to Take Part? 

Participation is voluntary. Contributions to the Talking Circle dialogue is open and participants are 
at liberty to share as much or as little as they choose.  The nature of the circle is intended to 
create a safe environment for teaching, learning and listening. Participants can choose to 
withdraw from the study at any time.   
 
You are free to choose to participate or not. If you decide not to participate, your regular care or 
service will not be affected in any way. By consenting, you have not waived any rights to legal 
recourse connected to research-related harm. If you do decide to participate and then change 
your mind later, you can withdraw without any consequences or explanation.  If you do withdraw 
from the study, we will ask you if we can still use your collected data.  
 
Will I be Paid for Taking Part? 

First Nations elder participation: As a way to thank you for your time and participation, you will be 
given a half day honorarium in the amount of $150.00. This is not meant to influence your 
decision to participate.  
 

Researcher’s Relationship with Participants 

As the researcher, I am a I am a member of Tseshaht First Nations with family connections 
extending to Hupcasath, and Huu-ay-aht First Nations, which may result in a familial relationship 
to some participants. To help prevent my relationship from influencing your decision to participate, 
the following steps have been taken: 

• Invitation to participation will be an open invitation to all local area elders. 
• Existing work-related networks will be utilized to promote participation. 
• Research Assistant (insert name upon completion of recruitment) can Research will be 

supported by an additional student who can support in the event of real or perceived 
conflict of interest. Assistant may support note taking, group facilitation, collect photos, 
de-identify and categorize any photos from individuals wishing to have their input kept 
confidential from the researcher. 

 
On-Going Consent 

If new information becomes available, or if this project takes place over a longer period of time, 
we will ask you to renew your consent to participate.  
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Confidentiality & How my Personal Information will be Used 

• Participant name will be collected as part of the participant consent form. 
• Data will not include identifiable information.  
• Recommendations that come out of the Talking Circle will by anonymized and validated 
by participants prior to inclusion in final report or any other future publication or presentation. 
• Your consent to collect your information for the purpose of this research project will 

expire when you complete the study. 

 
The data collected on you for this research project will be stored in the Canada at Royal Roads 
University for the purpose of returning photos to you upon completion of the study.  
 
Studies involving Focus Groups and Interviews: 

For participants who choose to withdraw after they begin Talking Circle activities; it will be 
logistically impossible to remove individual data from a group session. 
 
While Talking Circle participants will be requested to maintain confidentiality of all focus group 
discussions, confidentiality cannot be guaranteed. 
 
 

Future Use of Data 

Data will be de-identified at the conclusion of the study resulting in the inability to re-contact for 
purposes of consent. 
 

Disposal of Data 

Your data from this study will be disposed of in the following manner:  
 

Data Source How Destroyed When Destroyed 

Talking Circle Notes Shredded These will be retained for 7 years after 
study completion. This is required by 
my funding agency. 

 

Sharing of Study Results 

Following the Talking Circle, a summary of recommendations will be shared with participants for 
validation. Once data is validated by participants the data will be Implemented into phase two of 
this project (PhotoVoice). 
 
 
Final study results will be presented to Island Health and Royal Roads to meet requirements of 
Master of Arts Leadership (Health Specialization) degree requirements.   
 

Who Should I Contact if I Need More Information or Help? 
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The contact information for the Principal Investigator is provided on the first page of this Informed 
Consent Form. 
  
 
For questions or concerns about your rights as a research participant, please contact the Island 
Health Research Ethics Office in Victoria at [telephone number] or email: [email address]. 
 

CONSENT 

 
Your signature below indicates that: 

1. All sections of this Consent form have been explained to your satisfaction 
2. You understand the requirements, risks, potential and responsibilities of participating in  

the research project, and; 
3. You understand how your information will be accessed, collected and used. 
4. All of your questions have been fully answered by the researchers. 

 
 
 
 

    

Name of Participant  Signature  Date 
                   (print) 

 
 
 

    

Name of Person Administering 
Informed Consent 

 
__________________________

_ 
Researcher 

 

 Signature  Date 

 
A copy of this consent form will be given to you, and a copy will be kept by the researcher. 
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Appendix D: Researcher Letter of Commitment 

Research Letter of Commitment 
 

Between 
Researcher, Eunice Joe 

And 
 

___________________________(Elder) 
 

 
Parties 

This document constitutes Researcher Commitment to First Nations Elder Research participants. 
Eunice Joe, Researcher – Graduate Student, Royal Roads University and 
__________________________ (participant name). 
 
Purpose 
The purpose of this Letter of Commitment is to establish a set of principles that outline Researcher 
commitment to the First Nations Elders participating in the research project, Developing Elders’ 
Support through Trauma Informed Emergency Departments” (DESTINED). In short, this letter 
acknowledges the importance of incorporating cultural values and perspectives into the research 
process. 
 
Records 

The Principal Investigator (PI) / Principle Knowledge User (PKU) and project coordinator will 
coordinate all administrative matters relating to the above-named research project. The PI/PKU or 
project coordinator will provide each First Nations Elder participant with a summary of PhotoVoice 
data, Talking Circle notes, final recommendations of the Talking Circle, full final report and 
summarized final report within a reasonable time frame. 
 
Ethical Considerations 
Ethical codes of conduct for research in Aboriginal communities have been articulated in the Tri-
Council Policy Statement 2 (TCPS 2), 2, specifically Chapter 9 (http://www.pre.ethics.gc.ca/pdf/eng/tcps2-

2014/TCPS_2_FINAL_Web.pdf). However, each member of the research team collectively shares the 
responsibility for raising ethical concerns and issues. Ethical dilemmas are resolved on the basis of 
the research team striving for a significant degree of consensus. 
 
 
IN WITNESS WHEREOF, the Research hereto commits to this letter. 
 
 

(Date) 

 
 

(Signature) 
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Appendix E: Talking Circle Script 

DESTINED: Talking Circle Script 

Welcome, 

My name is Eunice Joe.  I am Nuu-chah-nulth from the Tseshaht First Nations with roots 

extending to Huu-ay-aht and Squamish Nation. Before we begin I would like to acknowledge 

the traditional territory of (insert appropriate Nation name).  At this time, we turn to (insert 

name) for welcome and opening prayer from the (insert Nation name). We would like to begin 

with a round of introductions. 

Thank you for agreeing to participate in this research study. Developing Elders’ Support through 

Trauma Informed Emergency Departments” is a research project develop to provide 

recommendations that support improved trauma informed care for First Nations elders 

accessing emergency care services and capacity building at West Coast General Hospital or 

Victoria General Hospital.  

 As a participant: Your participation is free and voluntary. You can skip any question at any time, 

refuse to answer any question, or even leave the study at any time. To respect the integrity of 

the Circle, one (1) note taker will be identified to record themes of the discussion and 

recommendations. Following the Circle, a summary of recommendations will be shared with 

participants for validation. Once data is validated by participants the data will be incorporated 

into the second phase of this project – PhotoVoice exercise. The final thesis, along with 

recommendations will be provided to Island Health for collaborative planning and 
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implementation purposes as well as Royal Roads University in completion of requirements for 

the Master of Leadership (Health Specialization) degree. 

Participation is voluntary and is unrelated to your health care services.  

A written record of dialogue will be recorded but your name will be replaced by a code. In the 

final report no identifying information about you will be included; all data will be de-identified 

and reported in aggregate form; however, quotes made by you may be used. 

I will let you know that confidentiality cannot be guaranteed when participants take part in 

group activities. However, there are steps that we can take to protect the group members’ 

confidentiality. This is accomplished by not discussing what others talked about in the group, 

and by not telling other people about who attended the group. Further, it is imperative we do 

not use the names or identifying details of individuals when discussing examples. 

The Talking Circle is intended to create a safe place for listening, learning and sharing.  It is 

ancient form of shared decision-making that has been widely used among Native American 

Peoples.  Although there is no set timeframe for the Talking Circle, we anticipate that the 

Talking Circle that will take approximately four hours to collaborate on identifying 

recommendations that support improved collaboration with local First Nations that can support 

improved trauma informed emergency care services for First Nations elders. Key Questions for 

consideration include: 

1. What types of assistance would be appropriate and welcomed to ensure Elder 

PhotoVoice participants are supported in dialogue that may be triggered by 

historical trauma?  
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We will be using an eagle feather as a sacred object to identify the speaker.  We ask that 

participants only speak while holding the feather.  We encourage participants to share as 

openly and honestly as they feel comfortable.   

We will proceed around the circle, each person passing the feather to the next once they are 

finished sharing.  After completing a full round, we will proceed with additional rounds as the 

group sees fit.  After a minimum of two round, the recorder will be invited to share a summary 

of themes and draft recommendations.  Additional rounds will commence to come to 

consensus on final recommendations.  At this time, I will pass the feather. 
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Appendix F: PhotoVoice Invitation Letter 

Participant PhotoVoice Invitation 

Dear Participant,  

 

Thank you for considering participation in my research inquiry. “Developing Elders’ Support 

through Trauma Informed Emergency Departments” is a PhotoVoice research project develop to 

provide recommendations that support improved trauma informed care for First Nations Elders 

accessing emergency care services and capacity building at West Coast General Hospital using 

photography as a medium to give voice to participants. We invite Elders, and their family 

support, from the local area First Nations to participate in the PhotoVoice data collection. Your 

photo would represent your own interpretation of the following research question:  

 “What does wellness and good health care look like to you?” 

Your participation is free and voluntary. Photos will be used in a multimedia format to display as 

part of the project to reflect on the question you answered. You may take and submit a new 

photo, or select a picture you have already taken in the past to represent your reflection on the 

question. Keep in mind it must be an original photo. Copyrighted or internet photos can not be 

accepted. Be creative! Please briefly explain your interpretation of photo is the text of your 

email!  

To manage privacy, please use images and landscapes that do not contain people without their 

permission. We will not place identifiers on your photos. Photos will be shared in the 

presentation to set the context for collaborative action planning following this exercise. They will 

be stored in an encrypted folder on an investigator’s laptop. 

Participation is voluntary and is unrelated to your health care services. All participants will be 

asked sign a participant consent form.  Participants are welcome to submit digital images from 

their own camera, or a supply of disposable cameras will also be available to mitigate any 

barriers to participation.  Collection of PhotoVoice submissions is via email or in person pick up 

can be arranged by phone. Electronic submission is through a secure and password protected 

address. In person pick up facilitates accessibility for participants who may not have access to 

email. Both submission options will ensure one point of contact for data collection.  All hard 

copy photos will be stored in a secure location with the researcher. You can withdraw your 

participation at any time by contacting Eunice Joe at [email address]. The study is complete upon 

fulfillment of all Master of Arts degree requirements.  Upon study completion, all photos will be 

returned to their owner. 
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To confirm interest in participation please contact Eunice Joe by email: [email address] or 

phone: [telephone number] by (insert date/time).   

Your participation is appreciated. If you have any questions or concerns, please do not hesitate to 

contact me directly.   

 

Kind Regards, 

 

Eunice Joe  

 

The use of photos can be an effective non-threatening method to support self-advocacy and 

greater insight into your perspectives (Stringer, 2014). 
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Appendix G: PhotoVoice Informed Consent Form 

 

 
 

 

Developing Elders’ Support through Trauma Informed 
Emergency Departments 

 
PHOTOVOICE PARTICIPANT INFORMATION & CONSENT FORM 

 
 
PRINCIPAL INVESTIGATOR AND STUDY TEAM: 
 
Principal Investigator Name and Affiliation/Title: Eunice Joe, Royal Roads University Graduate 
Student 
Address: [mailing address] 

Phone Number: [telephone number] 

Email: [email address] 

 
___________________________________________________ 

What is PhotoVoice? 

PhotoVoice is a research method that provides an innovative and creative way for individuals to 
share their unique perspectives and experience though visual and narrative means that 
supports articulation of more in depth context to the matter at hand. 
 

Background and Purpose of the Study 

You are invited to participate in a research study. Your participation must be free and voluntary. 
You are free to withdraw at any time. The purpose of this study is to develop and provide 
recommendations that support improved trauma informed care for Elders accessing emergency 
care services and capacity building at West Coast General Hospital.   
 
You are being asked to participate in this study because you are an Elder (60 years or older) or 
are family support to an Elder from a local area First Nations Community. 
 

West Coast General Hospital 

Tseshaht 
Hupcasath 
Uchucklesaht 
Huu-ay-aht 
Ditidaht 

 

 Location of Research 
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This research study will be conducted in Port Alberni. 
 
Number of Participants 

Roughly 20 participants will be included in this study. 
 

Project Funding 

This project is being funded by the Canadian Institute of Health Research.  
 
What is Required if I Participate? 

If you decide to participate in this study, you will submit digital images from your own camera, 
through a secure, password protected email address. A supply of disposable cameras will also 
be available to mitigate any barriers to participation; these photos will be collected in person to 
facilitate accessibility for participants who may not have access to email. Both submission 
options will ensure one point of contact for data collection.  I will also ensure that there is locked 
storage option for any hard copy submissions. You may take and submit a new photo or select 
a picture you have already taken in the past to represent your reflection on the question.  Keep 
in mind that it must be an original photo.  Copyrighted or internet photos cannot be accepted. Be 
creative! Please provide a brief description of your photo interpretation along with your 
submission. 
 
To manage privacy, please use images and landscapes that do not contain people unless 
formal permission is obtained.  I will not place identifiers on your photos unless explicitly 
requested to do so.  Photos will be used for the final reports and may be used for conference 
presentations and academic publications.  
 
Photos will be presented to participants during a debrief session where themes will be identified. 
A summary of themes and will be provided to Island Health for implementation planning in 
collaboration with First Nations Elders, Health Service Organization representatives and Island 
Health staff to identify recommendations that support improved collaboration with local First 
Nations that can support improved trauma informed emergency care services for First Nations 
Elders, and inform longer term research opportunities to inform larger scale system changes. 
 
Upon completion of the study all photos will be returned to their original owner. 
 
 

What are the Possible Risks or Inconveniences of Participating?  

You may be exposed to the following risks and inconveniences: 
 

• Psychological or emotional risk of harm due to feeling uncomfortable, or triggered from 
past negative experiences of care. 

 
To reduce these risks, the following steps will be taken: 
 

• Principle investigator will take great care to set the context from the beginning to focus 
on solution oriented dialogue.   

• cultural support: 
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o Port Alberni: Nuu-chah-nulth Quu’asa Team [telephone number] 
o Victoria: Tsow Tun Le Lum [telephone number] 

• clinical supports: 
o Port Alberni: Nuu-chah-nulth Teechucktl Mental Health Team [telephone number] 
o Kuu-us Crisis Line Society ([telephone number] 
o Principle investigator will follow up with participants following PhotoVoice 

submission to confirm if any additional supports are needed. 
o Trauma psychologist specializing in Indigenous care. 

 

What are the Possible Benefits of Participating? 

The possible benefits of your participation include: 
 

• Participants will have the opportunity to contribute to work defining wellness and good 
health care from a First Nations perspective 

• Contributions can influence health system changes to better support trauma informed 
care for First Nations Elders 

• Contributions can support capacity building related to cultural safety and humility.   
• Participant contribution will help advance knowledge in the area of trauma informed 

care, cultural safety and cultural humility. 
• Participation can support strengthened relationships between Island Health, local area 

Health Service Organizations and local First Nations. 
• Participation can inform ongoing engagement processes between organizations that is 

reflective and responsive to local need. 
 

Do I Have to Take Part? 

Participation is voluntary. Submission of a photo online or in person will imply your consent to 
participate.  For submissions sent electronically, a confirmation email will be sent to confirm 
receipt of your submission.  You can withdraw your participation at any time by contacting Eunice 
Joe at [email address] or ph.: [telephone number]. The study is completed upon fulfilling 
requirements for my Master of Arts in Leadership (Health Specialization) degree.  Upon 
completion of the study all photos will be returned to their original owner.  
 
You are free to choose to participate or not. If you decide not to participate, your regular care or 
service will not be affected in any way. By consenting, you have not waived any rights to legal 
recourse connected to research-related harm. If you do decide to participate and then change 
your mind later, you can withdraw without any consequences or explanation.  If you do withdraw 
from the study, we will ask you if we can still use your collected data.  
 
 

Will I be Paid for Taking Part? 

First Nations Elder participants will be given a half day honorarium in the amount of $150.00. This 
is not meant to influence your decision to participate.  
 

Researcher’s Relationship with Participants 

As the researcher, I am a member of Tseshaht First Nations with family connections extending to 
Hupcasath, and Huu-ay-aht First Nations, which may result in a familial relationship to some 
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participants. To help prevent my relationship from influencing your decision to participate, the 
following steps have been taken: 

• Invitation to participation will be an open invitation to all local area Elders. 
• Existing work-related networks will be utilized to promote participation. 
• Research Assistant (insert name upon completion of recruitment) can support in the event 

of real or perceived conflict of interest. Assistant may support with note taking, collect 
photos, de-identify and categorize any photos from individuals wishing to have their input 
kept confidential from the researcher. 

 
On-Going Consent 

If new information becomes available, or if this project takes place over a longer period of time, 
we will ask you to renew your consent to participate.  
 
Confidentiality & How my Personal Information will be Used 

• Participant name and phone number will be collected along with their photo submission.   

• All photos will be coded and stored in either a password protected electronic file or 
secured physical cabinet.  

• Only the principle investigator will have access to participant contact information. 

• Personal information will only be accessed directly from participant. 

• Upon receipt of photo submission, personal information will be coded by principle 
investigator prior to categorization and aggregation of data.   

• Aggregate data from PhotoVoice will be used to provide context support collaborative 
implantation planning processes. 

• Your consent to collect your information for the purpose of this research project will 
expire when you complete the study. 

 
 

The data collected on you for this research project will be stored in Canada at Royal Roads 
University for the purpose of returning photos to you upon completion of the study.  
 
Future Use of Data 

Data will be de-identified at the conclusion of the study resulting in the inability to re-contact for 
purposes of consent. 
 
Disposal of Data 

Your data from this study will be disposed of in the following manner:  
 

Data Source How Destroyed When Destroyed 

Hard copy Photo  Returned to owner Original photos (hard copy) will be 
given back to the participants who 
submitted it to the study. 

Digital photos  Returned to owner Digital images will be stored on 
electronic storage device (USB) 
and returned to participant who 
submitted the file. All electronic 
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files will be deleted from principle 
investigator files 

Summarized data from 
photos  

Shredded Will be retained for 7 years after 
study completion at which time 
they will be shredded. This is 
required by my funding agency. 

 
Sharing of Study Results 

A summary of the study results will be provided to you upon request.  
 
The study results will be published and presented to Island Health for collaborative planning along 
with local Aboriginal Health Service Organizations, First Nations Elders, local hospital staff and 
geography leadership in the implementation phase of this project.   
 
Final study results will be presented to Island Health and Royal Roads to meet requirements of 
Master of Arts Leadership (Health Specialization) degree requirements.   
 

Who Should I Contact if I Need More Information or Help? 

The contact information for the Principal Investigator is provided on the first page of this Informed 
Consent Form. 
  
 
For questions or concerns about your rights as a research participant, please contact the Island 
Health Research Ethics Office in Victoria at [telephone number] or email: [email address]. 
 
CONSENT 
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Your signature below indicates that: 

5. All sections of this Consent form have been explained to your satisfaction 
6. You understand the requirements, risks, potential and responsibilities of participating in the 

research project, and; 
7. You understand how your information will be accessed, collected and used. 
8. All of your questions have been fully answered by the researchers. 

 
 

 
 

    

Name of Participant  Signature  Date 
                   (print) 

 
 
 

    

Name of Researcher Informed 
Consent 

 
 

 Signature  Date 

 
A copy of this consent form will be given to you, and a copy will be kept by the researcher. 
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Appendix H: Collaborative Action Agenda 

DESTINED: Collaborative Action Planning 

Friday, March 8, 2019, 9:00 am – 12:00pm 

Tseshaht First Nation Great Room [address] 

 

 

9:00 am Opening Prayer Elder TBC 

9:05 am Introductions All 

9:15 am DESTINED Project Overview 

•  

Elizabeth Hartney 

Eunice Joe 

Marie Duperreault/Pam 

Rardon 

9:45 am Health Break 

10:00 am Collaborative Action Planning: 

1. What opportunities exist that 

support collaborative approaches 

to emergency care services? 

2. What aspects of emergency care 

services influence how or when 

First Nations elders access services?  

3. What supports are needed to 

enhance collaboration between 

hospital emergency care service 

providers and local first nations to 

enhance trauma informed care?  

4.          How can collaborative efforts of all 

with responsibilities of health 

service delivery     be sustained? 

 

 

11:45 am Closing Comments & Summary of Next Steps All 

12:00 pm Lunch (provided) 
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Appendix I: Collaborative Action Information Sheet 

 

DESTINED Collaborative Action Planning  

Information Sheet 

 

 “Developing Elders’ Support through Trauma Informed Emergency Departments” 

(DESTINED) is a research project developed to provide recommendations that support improved 

trauma informed care for First Nations Elders accessing emergency care services and capacity 

building at West Coast General Hospital.  

 

Over the last few months I have been working with local area Elders and community members to 

get input on what supports might be needed to participate in research and have facilitated a 

PhotoVoice session for participants to share their vision of wellness and good health are in 

relation to emergency care services at West Coast General Hospital.   

 

As my research is taking an Action Research Engagement Approach, the next step is to support 

my sponsor in making it happen.  A collaborative action planning session with all local area 

partners (WCGH, Island Health, Nuu-chah-nulth Tribal Council, and FNHA) will take place 

Friday, March 8, 2019 in Port Alberni.  An overview of the project will be provided along with 

recommendations that have come out of data collection.  The session will be audio recorded and 

supported by a graphic facilitator to capture a visual depiction of the days’ discussion. 

 

Participation is voluntary and is unrelated to your health care services. All participants will be 

asked provide oral consent on site. You can withdraw your participation at any time. The study is 

complete upon fulfillment of all Master of Arts degree requirements.  Upon study completion, 

audio recording will be destroyed. 

 

 

Your participation is appreciated. If you have any questions or concerns, please do not hesitate to 

contact me directly by email: [email address] or phone: [telephone number].   

 

Kind Regards, 

 

Eunice Joe  

 


