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Abstract

Set against the backdrop of increased accessibility to Medical Assistance in Dying (MAiD)
across Canada, and an emerging sense of urgency around addressing racism in health care in BC,
this First-Person Action Research (AR) thesis explored the question “How do I, as a settler health
care leader, support patients and programs areas with needs related to cultural safety and/or
MAiD?” Adopting a storytelling approach to First-Person AR, study methods included reflexive
experiential learning, structured journaling, and semi-structured “talking story”-inspired dialogues
with Cynthia Robinson, a Kitasoo/Xai Xais health care leader. Over the course of the research
process, I found an extensive number of resources and recommendations exist to support cultural
safety. Through my own process of learning and unlearning I recognized I have a role to play to
support cultural safety in the context of MAiD; however, this role must by grounded in
relationships and accountability. Key findings included: recognizing the importance of
relationships; healing can occur through exploring and sharing culture; I can “model the way” for
others; and I must ensure I am putting Indigenous people and voices first. While these findings are
personal in nature, they are also applicable in organizational contexts and settings. This research
offers recommendations to support settler leaders via reflective practice, as well as through
education and the development of relationships with others. This research also emphasizes the
need for further research into cultural safety in MAiD, ideally led by Indigenous peoples for
Indigenous peoples.
Key Words:
First-Person Action Research; cultural safety; cultural sensitivity; cultural awareness; Indigenous
health; Medical Assistance in Dying

TALKING EACH OTHER HOME

5

Acknowledgements
When the Rabbi offered to carry my prayer to the Wailing Wall in April 2013, I was
almost afraid to ask if you were the person who had been intended for me. My prayer has been
answered every day, but that answer has been loudest whenever you have prioritized my studies
over anything else happening in our home (which has been nearly every day for the last two
years). Thank you for your endless support through this journey, Kelsey. I love you.
Cynthia, your friendship and wisdom are the greatest treasure, and I am deeply grateful
for your partnership in this project. This work would not exist without you.
Cheryl and Susanne, thank you both for your patience, your counsel, and especially your
kindness.
Nicole, Rebecca, and Celeste and Cynthia (again!) – my only regret is that the Sisterhood
was unable to reunite for Year Two. You all have a permanent welcome in our home.
Leta, thank you for the walks, the coffee, and for caring so deeply.
Warren, thank you for the memes, the fried chicken, and for not caring, not even a little.
Joey, thank you for the moral support, practical advice, and for letting me borrow your
wife and daughter as part of my de-stressing routine.
Noah, for modeling the style of (enthusiastic, effective, inclusive) leadership I hope to
someday embody. Thomas, for your stunning calm (and for always eating my stress-baking).
Rachel, Savannah, Lara, and Breanne, for all of your support, encouragement, and input
throughout the project. Cynthia reminded me of the importance of relationship, and you helped
me live it. Maarsii.
Mom and Dad, for everything.

TALKING EACH OTHER HOME

6

Table of Contents
Creative Commons Statement ................................................................................................ 3
Abstract................................................................................................................................. 4
Executive Summary............................................................................................................. 10
Terminology ........................................................................................................................ 16
Acronyms ............................................................................................................................ 19
Chapter 1: Focus and Framing ........................................................................................... 21
Introduction................................................................................................................................ 21
Rationale for First-Person Action Research ................................................................................ 26
Significance of the Inquiry .......................................................................................................... 27
Leadership .........................................................................................................................................................27
Commitment Towards Reconciliation and Cultural Safety .............................................................................28
Medical Assistance in Dying .............................................................................................................................29
The Little Nudge That Could ............................................................................................................................30
Respect for Indigenous Community Concerns .................................................................................................30

Personal Motives......................................................................................................................... 39

Chapter 2: Literature Review ............................................................................................... 44
Introduction................................................................................................................................ 44
Cultural Safety ........................................................................................................................... 44
Indigenous Worldviews and Cultural Safety .................................................................................................... 50

The Settler-Driven History of MAiD ........................................................................................... 56
Settler Leadership, Cultural Humility, and Indigenous Spaces ................................................... 60
Summary .................................................................................................................................... 63

Chapter 3: Methodology ...................................................................................................... 65
Introduction................................................................................................................................ 65
First-Person Action Research ..................................................................................................... 65
First-Person Action Research and Cultural Safety..........................................................................................66
First-Person Action Research and Leadership ................................................................................................67
Drawbacks to First-Person Action Research ...................................................................................................68

Storytelling Methodology ............................................................................................................ 69
Storytelling as Action Research ........................................................................................................................70
Storytelling and Indigenous Ways of Knowing ................................................................................................71
Storytelling for Culturally Safe Research ........................................................................................................71
Challenges of Storytelling .................................................................................................................................72

First-Person Action Research and Storytelling as Balance .......................................................... 74
Project Participants .................................................................................................................... 75
Cynthia Robinson (Kitasoo/Xai Xais): Indigenous Inquiry Team member, Knowledge Partner, and
Feedback Partner ..............................................................................................................................................75

TALKING EACH OTHER HOME

7

Inclusion Criteria & Participant Selection .......................................................................................................76

Data Collection Methods............................................................................................................. 77
Journaling .........................................................................................................................................................77
Feedback Partner Dialogues ............................................................................................................................78

Inquiry Conduct ......................................................................................................................... 81
Review of Inquiry and Ethical Approval ..........................................................................................................81
Feedback Partner Recruitment and Conduct ...................................................................................................81
Analysis and Presentation .................................................................................................................................81

Data Analysis and Validity ......................................................................................................... 82
Analysis..............................................................................................................................................................82
Validity ...............................................................................................................................................................83

Ethical Implications .................................................................................................................... 84
Respect for Persons ...........................................................................................................................................84
Concerns for Welfare ........................................................................................................................................85
Justice ................................................................................................................................................................87

Capstone Outputs ....................................................................................................................... 87
Contribution and Application ..................................................................................................... 88

Chapter 4: Findings and Conclusions .................................................................................. 89
Overview .................................................................................................................................... 89
Understanding the Findings ........................................................................................................ 90
Findings ...................................................................................................................................... 93
Finding 1: Relationship are central to my practice as a leader and relationships sometimes supersede the
issues that are important to me, such as how I can offer more culturally safe care. ......................................93
Finding 2: Per Cynthia, “Healing isn’t linear” – My Western mental model is deeply engrained; I will
experience failure and setbacks as I engage in a process of learning and unlearning. .................................96
Finding 3: As a leader, I can model the way. .................................................................................................100
Finding 4: Learning and sharing about and through culture is medicine. .................................................. 101
Finding 5: I must put Indigenous people and voices first. ...........................................................................104
Finding 6: I care deeply about supporting care in rural and remote communities, but I don’t understand
the needs of these communities.......................................................................................................................107

Summary .................................................................................................................................. 110
Conclusion One: I am taking steps to be accountable in my practice cultural safety by exploring my own
identity, practicing deep listening, and by hiring and promoting Indigenous staff. .....................................112
Conclusion Two: Cultural safety is ongoing, lifetime work which settlers must carry while understanding
only Indigenous peoples can determine if the work is successful. ................................................................114
Conclusion Three: To support more cultural safety in health care, we must engage with, hire, and promote
Indigenous peoples to design, implement, and evaluate policies and practices and principles. ...................115
Conclusion Four: Accountability and relationship are fundamental grounding principles to culturally
safety in MAiD, and health care more broadly. .............................................................................................117

Scope and Limitations of the Inquiry ........................................................................................ 118

Chapter 5: Recommendations and Implications ................................................................. 119
Introduction.............................................................................................................................. 119
Recommendation: Commit to Ongoing Learning/Unlearning................................................... 120
Individual settlers .............................................................................................................................................120

TALKING EACH OTHER HOME

8

Organizations ...................................................................................................................................................121

Recommendation: Consult, Hire and Promote Indigenous Peoples........................................... 121
Individual settlers .............................................................................................................................................121
Organizations ...................................................................................................................................................121

Recommendation: Explore Identity .......................................................................................... 121
Individual settlers .............................................................................................................................................121
Organizations ...................................................................................................................................................121

Recommendation: Nurture Relationships ................................................................................. 122
Individual settlers .............................................................................................................................................122
Organizations ...................................................................................................................................................122

Recommendation: Include a Focus on Rural and Remote Communities ................................... 122
Individual settlers .............................................................................................................................................122
Organizations ...................................................................................................................................................122

Recommendation: Remember Culture is Medicine ................................................................... 123
Individual settlers .............................................................................................................................................123
Organizations ...................................................................................................................................................123

Recommendation: Maintain Accountability through Transparency ......................................... 123
Individual settlers .............................................................................................................................................123
Organizations ...................................................................................................................................................123

Recommendation: Model the Way ............................................................................................ 124
Individual settlers .............................................................................................................................................124
Organizations ...................................................................................................................................................124

Recommendation: Uphold the unique and individual needs of diverse Indigenous people by
asking: “What does _____ look/feel like to you?”...................................................................... 124
Individual settlers .............................................................................................................................................124
Organizations ...................................................................................................................................................125

Organizational Implications ..................................................................................................... 125
Implications for Settler Leaders......................................................................................................................125
Implications for the MAiD Oversight Unit ..................................................................................................... 125
Implications for the Ministry ..........................................................................................................................126

What’s Next? ............................................................................................................................ 128
Implications for Future Inquiry .....................................................................................................................129

Thesis Summary ....................................................................................................................... 129

References ........................................................................................................................ 132
Appendix A ............................................................................................................................... 147
Appendix B ............................................................................................................................... 153
Appendix C ............................................................................................................................... 154
Appendix D ............................................................................................................................... 155
Appendix E ............................................................................................................................... 157
Appendix F ............................................................................................................................... 158

TALKING EACH OTHER HOME

9

List of Figures
Figure 1: My Flower of Power diagram (Filson, 1993) suggests I benefit more than I experience
disadvantages (54% priviledged, 36% disadvantaged) ................................................................. 40
Figure 2: Cultural safety builds on awareness, sensitivity, and competence, as explained by Gurm
& Cheema (2013). Ultimately, awareness and sensitivity are the responsibility of individuals,
while competency is implemented by organizations that expect a minimum standard of
awareness and sensitivity from employees. Safety can only be determined by the person or
community receiving care (Campina-Bacote, 2002; Gurm & Cheema, 2013). Figure created by
author. ........................................................................................................................................... 46
Figure 3: Journal illustration of how I understand Indigenous worldviews, highlighting
interrelated themes and relationship. Figure from author’s personal journal. .............................. 50
Figure 5: Journal entry illustrating the balance between First-Person AR and Storytelling. Figure
produced by author. ...................................................................................................................... 74
Figure 6: My emotional support monster. Photo taken by author. ............................................... 86
Figure 7: I am in relationship with my self, my identity, my knowledge, and others; I am
accountable to myself, I hold myself accountable for how my actions impact others, and for how
my actions can shape the future. Figure produced by author. ...................................................... 92
Figure 8: Evaluation of how I listened over time. Figure produced by author. ............................ 98
Figure 9: Evaluation of recommendation implementation over time. Figure produced by author.
....................................................................................................................................................... 98
Figure 10: Preserved lemons and limes, croissant croque madame, halvah tahini breakfast buns,
and everything challah. Photographs taken by author. ............................................................... 103
Figure 11: Envisioning recommendations as a puzzle. Figure created by author. ..................... 120

TALKING EACH OTHER HOME
Executive Summary
For this project, I have developed a virtual Executive Summary, which can be accessed here:
www.culturalsafetyinmaid.com
For convenience, I have also included screenshots of the virtual summary below.

10

TALKING EACH OTHER HOME

11

TALKING EACH OTHER HOME

12

TALKING EACH OTHER HOME

13

TALKING EACH OTHER HOME

14

TALKING EACH OTHER HOME

15

TALKING EACH OTHER HOME

16

Terminology
Below, I offer definitions of key concepts explored in this thesis. I recognize there are
often multiple definitions for each term, and the preferred terminology may change over time.

Cultural awareness: A reflective practice in which the clinician recognizes their own
culture, positional power, and the colonial context of the health care system (Caxaj & Schill,
2019; Campina-Bacote, 2002).
Cultural sensitivity: A clinician’s recognition of and respect for other cultures and
backgrounds (Campina-Bacote, 2002).
Cultural competency: A clinician’s awareness, knowledge, and skill as applied to
interactions with patients whose cultures differ from their own (Caxaj & Schill, 2019).
Cultural humility: A process of self-reflection in which the individual humbly
acknowledges they are learning, examines their personal and systemic biases, and strives to
develop relationships and processes based upon mutual respect and trust (FNHA, 2016).
Cultural safety: Determined by the patient and defined as a patient’s experience of
respect for and inclusion of their cultural values in their care (Gurm & Cheema, 2013; Caxaj &
Schill, 2019; Connor & McEldowney, 2011).
Cultural unsafety: Any action that diminishes, demeans, or disempowers the cultural
identity or wellbeing of an individual (Nursing Council of New Zealand, 2015).
Decolonization: A process of dismantling both physical and ideological colonial
structures and rebuilding new systems that reflect a balanced power dynamic, equal
representation, and non-Western ideology (Iseke-Barnes, 2008; Antoine et. al., 2018).
End-of-life care: Physical, emotional, social, and spiritual support provided to patients
and families when a patient is nearing the end of their life and has declined further treatment for
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a disease or condition (National Cancer Institute, 2020; Fowler & Hammer, 2013). End-of-life
care may include palliative care, supportive care, or hospice (National Cancer Institute, 2020).
MAiD could be considered an end-of-life care treatment option.
First Nations: A term used to describe Aboriginal peoples of Canada who are ethnically
neither Métis nor Inuit. In plural form, First Nations refers to ethnicity, while in singular form,
First Nation may refer to a specific community (UBC First Nations Study Program, 2009).
Indigenous: An umbrella term used in this paper to refer to First Nations, Métis, and Inuit
peoples in BC. It is essential to understand that within each demographic there exist a wide
variety of cultural values and practices (UBC First Nations Study Program, 2009).
Indigenous paradigm/worldview: An Indigenous way of being with and seeing the world
(Wilson, 2008).
Inuit: People who generally live in the far north who are not legally First Nations under
Canadian law (UBC First Nations Study Program, 2009).
Métis: A collective culture and identity that arose from unions between Indigenous
peoples and European settlers (UBC First Nations Study Program, 2009). Legally, Metis refers to
the decedents of specific communities. The Metis Nation BC represents 38 chartered
communities (MNBC, 2021).
Palliative care: One end-of-life care option, which seeks to improve the quality of life of
a dying patient without either hastening or preventing their demise (National Cancer Institute,
2020; Fowler & Hammer, 2013).
Reconciliation: A process by which wrongs are addressed by restoring what can be
restored, returning what can be returned, and repairing what can be repaired (TRC, Craft &
Fontaine, 2016).
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White Savior Industrial Complex: Coined by Cole (2012), this term combines “white
savior” and “military-industrial complex” to illustrate the relationship between colonialism,
salvation, and the defense industry. Cole uses the term to refer to colonialism in Africa; here I
draw parallels to colonialism, salvation, and public policy in the health care field in Canada.
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Acronyms

AR – Action Research.
CAMAP – Canadian Association of MAiD Assessors and Providers.
FNHA – First Nations Health Authority. Unlike the regional health authorities, FNHA is not
geographically bound.
HA – Health Authority. A regional organization responsible for the delivery of health services to
patients within that geographic boundary.
IH – Indigenous Health. In this case, the acronym refers specifically to the department within
VIHA.
ILN – Indigenous Liaison Nurse.
MAiD – Medical Assistance in Dying, a legal treatment option to relieve end-of-life suffering.
MIRR – Ministry of Indigenous Relations and Reconciliation.
MMHA – Ministry of Mental Health and Addictions. A new and innovative policy-based
Ministry with a mandate to improve access to mental health services. Service delivery for mental
health care lies within the Ministry of Health.
MOH/the Ministry – The BC Ministry of Health.
OIH – Office of Indigenous Health. A branch within the BC Ministry of Health.
OPHO/PHO – Office of the Provincial Health Officer, Provincial Health Officer. Dr. Bonnie
Henry and team, and the source of the public health orders during the COVID-19 pandemic.
OSA – Office of the Senior’s Advocate. Arm’s length from the MOH.
PCQO – Patient Care Quality Office. A health authority-based mechanism for care quality
improvement through patient feedback (complaints and compliments), with some ability to
investigate and offer non-monetary and non-punitive resolution to concerns.
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PCQRB – Patient Care Quality Review Board. A Ministry-based, province-wide oversight body
for the regional PCQOs, with a responsibility to examine policy and systemic issues, and to
report back to the Minister of Health.
PCR – Patient and Client Relations. An office within Corporate Issue and Client Relations in the
BC Ministry of Health, responsible for recording feedback from the public and answering
questions related to health care in BC.
VIHA – Vancouver Island Health Authority. The regional HA for Vancouver Island, the Gulf
Islands, and some of the BC Central Coast.
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Chapter 1: Focus and Framing
In this chapter, I present the focus and framing of this thesis. First, I introduce the topics
of cultural safety and Medical Assistance in Dying (MAiD) and explain their significance, both
individually and woven together. Then, I introduce myself as a researcher, and offer a systems
analysis of my workplace, the Ministry of Health, for additional context of my scope and role.
Finally, I introduce the Inquiry Team and the second committee member, whose voices and
visions as Indigenous people informed every aspect of this inquiry.
Introduction
In BC health care, the concept of cultural safety is gaining increasing attention. By
definition, cultural safety is determined by the patient, and is a patient’s experience of respect for
and inclusion of their cultural values in their care (Gurm & Cheema, 2013). An absence of cultural
safety in health care has deeply impacted Indigenous peoples, leading to a reluctance to seek care
which can result in undiagnosed conditions, higher rates of morbidity and mortality compared to
white settler populations, and further intergenerational trauma as children and grandchildren
remember hospitals as places their elder family members did not feel safe attending (Canadian
Virtual Hospice Society, 2021; Turpel-Lafond, 2020). Efforts to support cultural safety in BC have
included the establishment of the First Nations Health Authority, implementation of Indigenous
Nurse Liaisons, and mandated San’yas training in some of the regional health authorities. Although
these efforts are considered steps in the right direction, much more work needs to be done. In the
landmark report In Plain Sight, which examined systemic racism in BC’s health care system,
investigator Mary Ellen Turpel-Lafond called for “a refreshed approach to anti-racism, cultural
humility and trauma-informed training for health workers” and for “the B.C. government, in
consultation and cooperation with Indigenous peoples, [to] consider further truth-telling and public
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education opportunities that build understanding and support for action to address Indigenousspecific racism in the health care system” (Turpel-Lafond, 2020, p. 205).
As cultural safety has become more prominent in BC and Canada’s health care system,
the introduction of Medical Assistance in Dying (MAiD) legislation also occurred. MAiD was
introduced as an amendment to the Criminal Code, such that the amendment allows patients to
seek a physician’s help ending their life when they are facing a painful and ‘reasonably
foreseeable’ death (Carter v. Canada, 2015; Health Canada, 2019). ‘Reasonably foreseeable’
became a legal sticking point, and with barely half a decade of MAiD in our collective
experience, the federal government passed Bill C-7 on March 17, 2021 (Health Canada, 2021).
Bill C-7 is a controversial piece of legislation which eliminates the requirement of a ‘reasonably
foreseeable’ death, expanding MAiD’s availability to more patients than ever before (DoJ,
2020).
Compounding the controversial nature of MAiD is an awareness that the legislation was
designed without any “meaningful engagement” with Indigenous groups (Koenig, 2016), raising
questions about the cultural safety of MAiD policies and practices. However, according to the
Indian Residential Schools Settlement Agreement (2006) and the consequential Truth and
Reconciliation Commission of Canada (TRC, 2015; Government of Canada, 2020), the United
Nations Declaration on the Rights of Indigenous Peoples (United Nations Department of
Economic and Social Affairs, 2021), and countless other documents and events, it is clear
engagement with Indigenous peoples is critical to ensure programs and policies protect the wellbeing of Indigenous Peoples and do not cause further harm.
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Burassa1 and Owl (N.D.) expressed concern for MAiD being incorporated into Canadian
health care so soon after the need for culturally safe care had entered the national conversation.
[When we] introduce new controversial legislation without first ensuring that standards are
being met, how can individuals and communities reasonably be assured that culturally safe
protocols are being utilized in order to ensure informed consent is being obtained of the
patient let alone that the family and community understands the process of medically
assisted dying? (Burassa & Owl, N.D., p. 2)
Dene leader Francois Paulette explained that assisted dying did not fit into an Indigenous
worldview and called on the government to consult with Indigenous peoples before passing Bill
C-14 (Koenig, 2016). Further, Dr. Alika Lafontaine, the then-president of the Indigenous
Physicians Association, stated the bill might not be practical for rural Indigenous communities
(Koenig, 2016). Bourassa and Owl elaborated:
There are more specific concerns about the legislation. First, when two medical opinions
are required of patient's condition and when jurisdictional issues of funding are still
present, is this feasible in the north where access to care is limited as it is and who will
cover the costs of transporting patients for the second opinion? Secondly, the legislation
would also ensure that where the patient could not write or sign, someone could do so on
their behalf. Who decides who can do this? Thirdly, who decides who the two
independent witnesses to the informed consent are? Fourthly, will there be cultural
advisors/cultural brokers/Aboriginal navigators provided in remote/rural locations? If so,

1

Dr. Bourassa’s identity as an Indigenous person has recently been called into question (Leo, 2021). For this reason,
it is important to consider Indigenous people may not continue to consider her work representative of the
community’s larger vision and values. I have kept this citation because it was cowritten with Natalie Owl, a doctoral
candidate focused on Indigenous language preservation. Owl grew up on the Sagamok Anishnawbek First Nation
(University Advancement and Communications, 2021).
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who will provide the training for these individuals - will it be collaborative between the
federal government and First Nations Elders/Traditionalists - and who will financially
provide for the training? (Bourassa & Owl, N.D., p. 3)
To date, no research on MAiD in Canada has focused on cultural safety, nor has research
on MAiD been led by Indigenous communities (Hemlock AID, 2020). Furthermore, while the
legislation allows faith-based facilities to decline to provide MAiD, neither the legislation nor the
forms establish a clear framework for ensuring patients’ spiritual needs – Indigenous or
otherwise - are met (Carter v. Canada, 2015; BC Ministry of Health, 2020). However, death does
not discriminate. People who self-identify as Indigenous will experience death in the health care
system, and some may request MAiD. Cultural safety is just as important for a medically assisted
death as it is for care in a cardiac unit, pain clinic, or medical imaging facility, and cultural safety
cannot take place if the health care system is neither culturally sensitive nor culturally aware
(Caxaj & Schill, 2019). There is a critical need to explore cultural safety for Indigenous peoples
in the context of MAiD.
In recognition of the need for cultural safety research in MAiD, I initially sought to
engage Indigenous patients and families in a storytelling inquiry that might lead to patientcentric changes in MAiD policy. FNHA was initially interested in this project design and asked
me to share my proposal; however, the second committee member on this project expressed
concern about the potential for challenges with the initial study design related to navigating
power and supporting cultural safety. In response, I redrafted the research to focus on engaging
with settler-identified policy analysts and MAiD providers to talk about cultural sensitivity and
awareness; however, FNHA advised this design did not feel Indigenous-centered enough. As
such, the research design presented in this thesis has been constructed to honor the concerns
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voiced by FNHA and the project second committee member – it is a First-Person AR focused
study exploring my own leadership in the context of MAiD. This approach does not expose
patients anticipating MAiD or their family members to any additional trauma and does not place
settlers in a position to make decisions that will impact Indigenous communities. Rather, it
explores my own experiences as a settler-identified leader who would like to appropriately apply
cultural safety to their MAiD-related practices, and actively engages Indigenous people to offer
feedforward throughout the study and support my ongoing learning and unlearning. Further, it
offers an opportunity for me as a health care leader to critically examine my own biases,
relationships, and actions, work to understand what culturally safe leadership might look like in
the context of MAiD (Connor & McEldowney, 2011; FNHA 2016), and consider how I can be
more culturally safe in my leadership.
The question at the heart of this inquiry was: “How can I become a more culturally safe
leader in the context of MAiD?” My sub questions were inspired in part by the present and future
state model proposed by Beckhard and Harris (2009), whereby it is important to understand the
current state to promote an ideal future state. My sub questions were:
1. “How do I currently support patients and programs areas with needs related to
cultural safety and/or MAiD?”
2. “What barriers make it difficult for me to become a more culturally safe leader in the
context of MAiD?”
3. “What opportunities might help me support the diverse cultural values and needs of
Indigenous peoples in BC in the context of MAiD?”
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Rationale for First-Person Action Research
The reason I have chosen to focus on my own leadership, cultural awareness, and
sensitivity is threefold. First, as a researcher of settler background, it is more appropriate for me
to evaluate my own actions rather than to ask Indigenous peoples to participate in yet another
settler-designed project. Evaluating my own practice is more appropriate because research about
Indigenous peoples needs to be designed and led by Indigenous peoples. While this work can be
seen as an opening to the conversation about cultural safety in MAiD, research that has the
potential to significantly impact Indigenous peoples and communities should be led and designed
by Indigenous communities. Secondly, many Indigenous-led and designed inquiries have already
been presented, such as The TRC Calls to Action and In Plain Sight, and at some point, the
burden of reconciliation needs to fall back on settlers (Turpel-Lafond, 2020).
While the work of addressing racism in the health care system must be done together, we
know that the responsibility and burdens of this work lie with non-Indigenous
individuals, communities, organizations and governments. It is amongst those
populations, contexts and structures where change needs to occur. At the same time,
those that experience the problem of racism in the health care system must be intimately
involved in developing solutions. The experience and knowledge of Indigenous peoples
must guide this work, including illustrating when racism is being successfully confronted.
(Turpel-Lafond, 2020, p. 182- 183)
Now is the time to show we [settlers] have listened and can deliver on the promises we
have made (TRC, 2015; Turpel-Lafond, 2020). Finally, while cultural safety can only be
identified by the patients experiencing care, cultural safety cannot happen without the building
blocks of provider cultural awareness and cultural sensitivity (Caxaj & Schill, 2019; Campina-
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Bacote, 2002). Given an exploration of cultural safety in MAiD has not yet begun, it makes
sense for me to open the conversation at the beginning, with cultural sensitivity and awareness.
Thesis Organization
This thesis is organized into five chapters, the first three of which follow a very
traditional thesis paper format. The first chapter, Focus and Framing, introduces the thesis topic,
explores its significance, identifies the people involved in this inquiry, and examines the
organization context and systems in which this issue sits. The second chapter, Literature Review,
presents the literature on cultural safety and Indigenous worldviews, the settler-driven history of
MAiD, and how settler leaders can support Indigenous peoples in reconciliation. The third
chapter, Methodology, explains why a hybridized First-Person AR and Storytelling methodology
were used in this inquiry, presents the methods that were used to gather data, and identifies the
ways in which research ethics were upheld. The fourth and fifth chapters, Findings and
Recommendations and Conclusions, respectively, are presented in a purposefully un-ordered
fashion, to emphasize the equal importance of the findings and recommendations, and to
encourage their implementation in a way that makes sense to the reader, rather than a
predetermined, imposed approach.
Significance of the Inquiry
In this section, I explore the potential benefits of this research as it relates to leadership,
commitment towards reconciliation and cultural safety, and MAiD. I also suggest that this
research offers an opportunity for proactive engagement rather than retroactive problem-solving.
Leadership
This study is significant to leadership at an individual and collective level. Specifically, it
offers an example of how leaders might approach exploring cultural safety in their own
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leadership practices and model their learning at an organizational and societal level (Senge,
2006). Additionally, the module produced as an output through this inquiry, accessible online at
www.culturalsafetyinmaid.com, offers a platform for leaders to examine their own practices and
build upon the findings from this study, or generate new findings entirely.
Commitment Towards Reconciliation and Cultural Safety
This research also demonstrates a commitment to reconciliation and cultural safety in
action at an individual level. Specifically, it demonstrates my steps as a researcher to implement
the recommendations from several seminal documents including the Indian Residential Schools
Settlement Agreement, the TRC, UNDRIP, In Plain Sight, and BC’s Cultural Safety and
Humility Standard. As the ongoing recovery of children buried at residential schools has shown,
settler leaders like me need to recognize reconciliation will be a long journey.
On May 27, 2021, Tk’emlúps te Secwépemc Kukpi7 (Chief) Rosanne Casimir confirmed
the remains of 215 children have been located on the grounds of the Kamloops Indian
Residential School, with the help of a ground penetrating radar specialist (Tk’emlúps te
Secwépemc First Nation, 2021). This announcement unveiled a number of ugly truths: first, the
number of non-Indigenous Canadians who insisted they had not known about the deaths of
children in the residential schools revealed there is either a lack of sufficient education on the
topic, or not enough people paid attention to the 2015 TRC Report, or both (McIntyre, 2021;
Wherry, 2021). Secondly, a valid angry reaction to the flurry of “I didn’t know” statements
served as a reminder of the importance of active and engaged listening (McIntyre, 2021). Finally,
the prevalence of leaders referring to residential schools as “a dark chapter in Canadian history”,
or journalists using passive language to describe the events both showed reconciliation still has a

TALKING EACH OTHER HOME

29

long way to go, and Canadians need to learn how engage safely with Indigenous peoples in the
context of trauma and death (McIntyre, 2021).
While both MAiD and reconciliation have been receiving national attention, lasting and
meaningful change will arrive in small steps, as individual health care leaders commit to
education and change. It is plausible that by demonstrating how my own leadership, cultural
sensitivity, and cultural awareness have the potential to impact cultural safety in MAiD, I might
inspire other leaders to take actionable steps to approach MAiD in a way that honors the death
and dying practices of BC’s First Nations, Métis, across the country and support others in their
journey towards culturally safer leadership.
Medical Assistance in Dying
Although MAiD was legalized and enacted at a federal level, each province has been
responsible for implementing the legislation, collecting forms and data, and reporting back to the
federal government (Health Canada, 2019); hence the focus of my research is within BC. BC has
been center stage in many of the MAiD developments, as it is the province in which two of the
major court cases regarding MAiD originated (Rodriguez v. British Columbia in 1993 and Carter
v. Canada in 2015) and is the province with the third highest number of MAiD recipients
nationally (Health Canada, 2019). Neither HLTH 1632, the form patients use to request MAiD,
nor HLTH 1633, the form providers use to assess a patient’s eligibility for MAiD, provide an
opportunity for a patient’s ethnic identity to be reported. For this reason, it is unknown how
many MAiD recipients have been Indigenous (BC Ministry of Health, 2020).
This research shines a light on a research gap in a space where a yawning void currently
exists. To date, no Canadian research has been conducted on cultural safety in MAiD, and very
little research on cultural safety in end-of-life care more generally (Hemlock AID, 2020; Caxaj
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& Schill, 2019). It is very possible that in addition to beginning a dialogue about cultural safety
in MAiD, this research will inspire inquiry into other concerns Indigenous peoples may have
about end-of-life care. Since dying is the only guaranteed outcome in life, it is essential for
health care leaders within the Ministry to do what we can to support culturally safe death care for
Indigenous peoples, through MAiD and beyond.
The Little Nudge That Could
Lastly, this inquiry serves as a proactive nudge to individuals, ministries, and sectors, to
begin to envision what culturally safe leadership could look like now, rather than reaching to a
future MAiD experience that might be culturally unsafe. It supports settler leaders to reflect on
their identity and context while they work to cultivate a stronger sense of relationship and trust
between themselves and Indigenous peoples. It also identifies the need for Indigenous patients to
have a seat at the table when the time comes to make MAiD-related policy and program changes.
Respect for Indigenous Community Concerns
Further, with the recent passage of Bill C-7, MAiD is facing some changes that have
made some Indigenous community leaders feel uneasy (Wyld, 2020). Tyler White, CEO of
Siksika Health Services, argued that loosening restrictions around assisted death devalues life,
and contradicts the Elders that are working to address an Indigenous youth suicide crisis (Wyld,
2020). In BC, concerns about youth suicide are particularly relevant, as more than 90% of youth
suicides occur in only 10–15% of the First Nations Bands (Chandler & Lalonde, 2004).
Additionally, with approximately 39% of Indigenous populations in BC living in rural areas, it is
essential for MAiD to be accessible outside of urban locations (Government of BC, 2017;
Bourassa & Owl, N.D.). These concerns need to be heard, and Indigenous communities need to
be involved in the creation of assisted death policies and practices. This research offers an initial
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step in that direction, by developing the cultural awareness and sensitivity needed for cultural
safety more broadly.
Organizational Context and Systems Analysis
Although this project was conducted as First-Person AR rather than an AR project in
partnership with an organization, I feel it is important to understand the Ministry of Health as an
organization, as it provides context for my work and the sphere of leadership in which I operate.
My Leadership Sphere: The Ministry of Health and its Partners
In BC, health- and death care are governed by the Ministry of Health in partnership with
the provincial and regional health authorities. The Ministry is policy-oriented, responsible for the
creation of regulations or guidelines for the health care system, while the five regional health
authorities (Fraser, Vancouver Coastal, Vancouver Island, Interior, and Northern Health) and the
province-wide Provincial Health Services authority (PHSA), are responsible for enacting these
policies and delivering care (Ministry of Health, 2018). Further, there are two additional
Indigenous health authorities, First Nations Health Authority (FNHA) and Nisga’a Valley Health
Authority (NVHA) (Ministry of Health, 2018; Nisga’a Health, 2020). FNHA is responsible for
planning, designing, managing and funding the delivery of First Nations health programs across
British Columbia, and is a partner with the Federal and British Columbia Ministers of Health as
per the legally binding 2011 BC Tripartite Framework Agreement on First Nation Health
Governance (Public Health Agency of Canada, 2018). On the other hand, NVHA is responsible
for service delivery in its region, K'alii-Aksim Lisims (the Nass Valley) (Public Health Agency
of Canada, 2018; Nisga’a Health, 2020). NVHA receives funding from the Ministry of Health
but follows the guidance of its own tribal council (Nisga’a Health, 2020) and is rarely mentioned
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in public facing Ministry documents. One could view Nisga’a as either independent or excluded
from the Ministry of Health, depending on context or perspective.
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Ministerial Partnerships
The Ministry of Health is responsible for ensuring quality, appropriate, cost effective and
timely health services to British Columbians (BC Ministry of Health, 2021). “Quality” and
“appropriate” can be interpreted to include cultural safety. Minister of Health Adrian Dix ordered
an investigation into systemic racism in health care in June 2020, after rumors of a Price is Right
betting game on the blood alcohol levels of Indigenous patient surfaced (Turpel Lafond, 2020).
Minister Dix promised to implement the report’s recommendations and said, “we are committed
to continuing the work and engagement that brought these reports forward and will be working
together with Indigenous health and community leaders on next steps” (GCPE, 2020).
To fulfill its responsibilities, the Ministry of Health sometimes works collaboratively
with other ministries where there is ministerial overlap, such as the Ministry of Mental Health
and Addictions (MMHA), the Ministry of Social Development and Poverty Reduction (SDPR),
and the Ministry of Child and Family Development (MCFD). In response to the
recommendations outlined by Turpel-Lafond (2020), it is likely that the Ministry of Indigenous
Relations and Reconciliation (MIRR) may work in collaboration with the Ministry of Health;
however, to date I have not found any public-facing documentation to support evidence of a
working relationship between the Ministry and MIRR.
Members of the public are able to engage with the Ministry and provide feedback on
policies and programs through two patient complaints channels: first, Patient and Client
Relations (PCR) within the Corporate Issues and Client Relations (CICR) branch of the Ministry,
and second, the Patient Care Quality Review Board (PCQRB), and arms-length body responsible
for oversight of the Patient Care Quality Offices (PCQO) (Ministry of Health, 2019). These are
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negative feedback loops with low to moderate potential as leverage points for implementing
change (Meadows, 2012).
The Ministerial Mandate and the Service Plan
The Ministerial Mandate Letter (the Mandate) calls for the Minister of Health (the
Minister) to prioritize five foundational principles, two of which speak to the importance of
cultural safety within the Ministry: equity and anti-racism, and lasting and meaningful
reconciliation (Horgan, 2020). Specifically, the Mandate asks the Minister to “work with rural
and Indigenous communities to ensure the success of our rural collaborative framework to
deliver more immediate and culturally safe care closer to home” (Horgan, 2020, p. 4). The
remaining three foundational principles include “putting people first”, which is described as a
person-centric approach to enhancing public services, creating a better future by fighting climate
change, and developing a strong, stable post-pandemic economy (Horgan, 2020, p. 4). An
example of these directives in action is the COVID-19 vaccine rollout, which prioritized remote
and isolated Indigenous communities in Phase One, and Elders, Indigenous seniors age 65 and
over, and Indigenous communities not immunized during Phase One in Phase Two (Government
of BC, 2021). Time and feedback from BC’s Indigenous communities will tell if Horgan’s
directive has positive impact.
The 2020/21 – 2022/23 Service Plan (the Plan) clearly identifies addressing the needs of
a diverse patient population as a key focus of the Ministry’s strategic direction. The Plan
dedicates an entire section to the Ministry’s Commitment to Indigenous Health and
Reconciliation, in which it promises: “The Ministry is deeply invested in the principles of
reconciliation, cultural safety and humility, and reciprocal accountability” (Office of the Minister
of Health, 2020, p. 5). Further, in reference to end-of-life care, the Plan states that the Ministry
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will “continue work to improve accessibility, responsiveness, and quality of community-based
palliative care, and continue to provide end-of-life care services including hospice and homebased palliative care to support those at the end of life with greater choice and access” (Office of
the Minister of Health, 2020, p. 7). MAiD is not explicitly identified in the Service Plan;
however, the mention of palliative care is key for MAiD services, as 20.6% of MAiD recipients
are in palliative care at the time that they receive services (Health Canada, 2020).
On April 10, 2021, the Ministry of Health published its new 2021/22 – 2023/24 Service
Plan. It opens with recognition of the impacts of the ongoing COVID-19 pandemic, and it
highlights anti-racism work as key to BC’s recovery (Office of the Minister of Health, 2021).
The new service plan also doubles down on the Ministry’s commitments to Indigenous peoples,
stating, “The Ministry will continue its collaborative commitment with health system partners to
embed cultural safety through cultural humility, using the In Plain Sight Report as a blueprint for
action, and work to honour Indigenous self-determination and reciprocal accountability. These
approaches contribute toward the Ministry’s mandate of advancing the shared journey of
reconciliation, applying equity and anti-racism as a lens, and addressing systemic racism in the
health system” (Office of the Minister of Health, 2021, p. 6).
From the commitments outlined in the Mandate and Plan, it is clear the Ministry is
focused on improving the health care services and experience of Indigenous peoples in British
Columbia and is also committed to supporting palliative care and end-of-life care. As such, an
inquiry about cultural sensitivity and awareness within MAiD that seeks to support more
culturally safe care for Indigenous peoples is well aligned with the current strategic directives of
the Ministry.
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The Ministry and MAiD
As noted previously, MAiD is a federal amendment to the Criminal Code, and the
provinces are expected to implement MAiD. Legislated Services Branch, 2020). As an
amendment to the Criminal Code, which is a federal law, MAiD is under the jurisdiction of the
federal government (Health Canada, 2020). BC cannot change MAiD; however, it can create
additional policies or programs that still meet federal requirements (Health Canada, 2020).
Specifically, the Ministry has responsibility for reviewing all MAiD deaths in BC and ensuring
they comply with the federal and provincial regulatory frameworks (Health Canada, 2020). To
fulfill these commitments, the Ministry established the MAiD Oversight Advisory Committee
(the Committee) in 2019. The Committee is comprised of individuals from the Ministry of
Health, provincial regulatory colleges, Health Authorities, practitioners and pharmacists who are
involved in the assessment and provision of MAiD, and patient partners (BC Patient Safety &
Quality Council, 2019). The role of the Committee is to maintain effective oversight of all MAiD
cases in support of improved provincial policy and accountability. Members of the committee
review confidential case materials, aggregate data and additional MAiD related documentation.
The patient partners on the Committee were recruited through the Patient Voices Network were
asked to provide insight into what mattered most to them as patients and families, and to advise
the Ministry on how MAiD services could be better designed to meet their needs. A single
representative for FNHA is on the Committee, but none of the current or former Ministry
employees or patient partners involved in MAiD have identified as Indigenous (Verite, G.,
2020).
My Role and Ministerial Partner Perceptions
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I supported patients with care-related concerns in my past role as a PCQO Liaison and in
my current position as Team Lead for the PCR phone team. As a Liaison, I used interviews to
identify patients’ needs and propose solutions, and I partnered with Island Health’s Indigenous
Health Office to create an anti-colonial, storytelling-based approach to the complaints process.
By accepting verbal referrals from ILNs, meeting patients in person immediately upon request,
including family members in the complaints process, and offering clients an opportunity to
review all documentation of their concern before it was submitted, I was able to foster trust
within the community in the greater Victoria area. I considered this work a success when
families would reach out when a new incident arose, or when patients were referred by someone
I had supported previously.
Within the Ministry, I am the Team Lead for the Patient and Client Relations (PCR)
Phone Team. I support a staff of five full-time employees by providing training, pulling
approved messaging, identifying resources, and brainstorming possible solutions to patient and
client concerns – approximately 12,000 of them so far in 2021 alone. I also share managerial
responsibilities with the General Correspondence and COVID-19 Team Leads, and I provide
director-level coverage as needed. As a communications lead, I have somewhat outsized
influence for my responsibilities, because my decisions impact the way information is given to
hundreds, sometimes thousands, of people each month. My staff act as the Ministry’s voice over
the phone, which means a team focus on cultural safety has the power to impact the way
members of the public see and experience the Ministry. As changes occur in MAiD legislation
and policy, my team needs to be prepared to answer questions about these changes. It is
important to me that we are able to answer questions about MAiD in a culturally safe way.
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In both my PCQO and PCR roles, I have observed the Ministry has not made it clear to
patients which aspects of health care ‘belong’ to the Ministry versus the health authorities and
which fall under federal jurisdiction. It’s not clear that there are aspects of MAiD – like the
waiting period, the “reasonably foreseeable death”, and the multiple requests for service – that
cannot be changed through the provincial Ministry. However, there are things the Ministry can
do, such as direct the health authorities to allow extended families to attend the provision of
MAiD, collaborate with Indigenous communities to support end-of-life ceremonies with patients
who are in care, and support increased Indigenous recruitment within health care education
programs and BC Public Service hiring practices.
Inquiry Team and Second Committee Member
According to Turpel-Lafond (2020), no projects with the potential to impact the lives of
Indigenous peoples should move forward without the inclusion of Indigenous peoples. During
this project’s conception, I consulted with colleagues in the OIH at the Ministry, the Indigenous
Health office at VIHA, and fellow students from Indigenous communities. Cynthia Robinson is
one of those students, and when I shared my initial proposal, she volunteered to act on the
Inquiry Team. Her wisdom guided the project design, and she provided input on the analysis and
final recommendations. I am deeply appreciative for the opportunity to work alongside her.
While I walked alongside Indigenous peoples in this inquiry, it was also important for me
to request Indigenous leadership, particularly because this line of inquiry was not specifically
requested by a community. Dr. Susanne Thiessen (SahSen, Haida) generously took the role of
second committee member, and her advice and suggestions actively shaped this work. I am
thankful to learn from Susanne and the many Indigenous peoples who supported this inquiry
from start to finish.
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Personal Motives

Figure 1: My Auntie Ginger (‘Awapuhi) at her graduation, with my Grandpa Lloyd (Source:
Charles Colton, 2018).
Figure 2: At my high school graduation in 2008, with my parents (own photo).
This inquiry is significant to me on both a personal and a professional level. I am a settler
of many generations, going as far back as the Mayflower, the first settler ship to the United
States, on my mother’s side. My father’s family were settlers from Prussia, but my father was
born in Hawai’i and he grew up with Hawaiian Indigenous customs, siblings with Hawaiian
language names, and he speaks Hawaiian at times of ceremonial importance, like my wedding. I
am also an immigrant to Canada and am on a journey of reclaiming my Jewish identity and
heritage. For me, this means I am three times a colonizer – of the United States, of Canada, and
of Israel. I am proud of my complex identity, but I am sometimes unsure where to draw the line
between cultural appreciation and cultural appropriation. No matter where my career takes me, it
is important to understand my privilege (illustrated in the Flower of Power exercise below), my
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role within the larger system of colonization, and to do everything within my abilities to address
the harms and dismantle the structures that keep white people in power. This is my life’s work.

Figure 1: My Flower of Power diagram (Filson, 1993) suggests I benefit more than I experience disadvantages (54%
priviledged, 36% disadvantaged)

Professionally, I began to recognize the longstanding negative impacts of colonization as
a dental hygiene student, while I was completing an internship in the Indian Health Services
(IHS) Hospital at Oglala Nation, in South Dakota. The systemic nature of racism in health care
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became more apparent when I began to work for the University of Colorado’s Center for Native
Oral Health Research (CNOHR), where I had conversations with Navajo and Hopi individuals
about their experiences of racism in IHS hospitals, and then again during my career in private
practice, listening to health care professionals talking about skipping diabetes or nutritional
conversation with Indigenous patients “because they’re lazy” or “they won’t listen anyway”, and
realizing how reluctant some offices were to accept insurance plans from local nations.
When I married and moved to Canada, I left dental hygiene for a position in the PCQO,
where I hoped to contribute towards positive systemic changes. I was integrated into an
established project that paired PCQO Liaisons with Indigenous Liaison Nurses (ILN), with a
goal of increasing Indigenous engagement with the PCQO. During my first meeting with Cathy,
the ILN with whom I was partnered, I admitted “I know enough to know I don’t know” and
explained that my goals were to listen and do whatever was asked when I was called to a
conflict. With that in mind, we developed a system. Cathy would share my name with patients
while she worked, and if anyone told her they wanted to see me, I would drop whatever I was
doing to attend the patient bedside. I would listen to them, to any family members in the room,
and when the patient was finished telling me what had happed, I would confirm that I had not
only heard but understood. I gave everyone a chance to review any notes I had taken. I
acknowledged the injustices they had experienced, thanked them for trusting me, and invited a
discussion about what could be done to address the experience. By the time my work contract
was up, engagement with Indigenous patients in my geography had increased by 800%, and
Cathy and I had started to broach the idea of going into either communities or homeless
populations together.
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During my time as a PCQO Liaison, I supported two patients whose concerns were
related to MAiD. Listening to the patients’ experiences and fears while working with the MAiD
providers to address the patients’ concerns sparked a profound interest in this area of health care.
I began to take on any projects or reading that would help me learn more about MAiD, and at the
same time, I continued to develop my relationships within VIHA’s Indigenous Health
department.
In my current role in the Ministry as Team Lead for the PCR Phone Team, I am more
removed from patients, but I still make a daily effort to amplify patient stories, I still look for
opportunities to support MAiD patients, and I use my leadership position to nudge my branch
and division towards justice. Since taking the Team Lead position, I have required all of my staff
to complete San’yas training, and each team member has incorporated a land or treaty
acknowledgement into their email signature. While the land acknowledgement is a small gesture,
I believe it is important because it serves as a daily reminder that the actions of the past still
influence the present, and the work of reconciliation is ongoing. I keep a library of books about
Indigenous leadership, Indigenous experience in health care, and systems change on my desk,
and encourage staff to borrow and read the books freely. Staff are also encouraged to connect
regularly with the Office of Indigenous Health (OIH), to support Indigenous clients and review
the language in our letters and phone calls to ensure we are promoting culturally safe practice.
PCR has the ability to flag issues for leadership awareness, and when we identify problems, we
can influence how quickly something is done to address them. If our office does not feel like a
safe space to Indigenous peoples, then we can’t use the small amount of power we hold to help.
As we have developed our relationship with OIH, we have been able to support Indigenousidentified individuals who wanted to participate in the report on systemic racism, we have shared
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COVID-19 prevention wisdom from Elders with the Office of the Provincial Health Officer
(PHO), and we have reported issues with vaccine distribution in communities to Populations and
Public Health (PPH) and COVID Response Health Emergency Management (CRHEM). Like the
land acknowledgement, these actions are small, but it is my hope that they contribute positively
to the lives of Indigenous peoples in BC.
This inquiry is an opportunity for me to uphold my personal values of integrity and
transparency and contribute to the ongoing effort to address systemic racism in health care. It
offers an opportunity to consider how I, as a leader who regularly interacts with patients, might
become more culturally safe in my practices in the context of MAiD. The findings will likely
have a direct impact in my program area of PCR, as I will be leading by example through
reflection, relationship, respect, and commitment to continuous learning and improvement. It is
possible that this first-person exploration of cultural safety, may influence enough staff within
the Ministry to potentially influence practices and policy in BC, while also influencing national
and provincial efforts for more culturally safe MAiD practices.
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Chapter 2: Literature Review
Introduction
As noted previously, this First-Person Action Research study explored cultural safe
leadership within the context of MAiD. For my literature review, I explored the definition and
application of cultural safety in health care. As cultural safety can only be determined by the person
receiving care, I ended this section with additional focus on Indigenous worldviews, to help me
understand how cultural needs could be considered in health care. I then delved into the history of
MAiD and how it was developed. Finally, I reviewed the appropriate roles and actions of settler
leadership to support culturally safe leadership in health care with Indigenous communities.
Exploring cultural safety in health care was integral to my research as it provided context and
understanding to the term cultural safety and considered how cultural safety is currently being
applied in health care practice. Within my exploration of cultural safety, understanding Indigenous
worldviews was essential, because I do not have lived experience as an Indigenous person, and
without learning more about Indigenous worldviews, it is possible that I could have made incorrect
assumptions or crossed a boundary that was unsafe. Learning the history of MAiD was crucial to
understand MAiD’s significance, the parties who advocated for its passage, and details about who
was consulted during the development and passage of Bill C-14 and Bill C-7. An understanding
of appropriate actions and roles for settlers in the context of Indigenous communities added an
additional layer of safety to this inquiry.
Cultural Safety
Dr. Irihpati Ramsden and her Maori nursing colleagues coined the term “cultural safety”
in the 1980s in response to a growing feeling that Indigenous people were unsafe in New
Zealand’s colonial health care system (Connor & McEldowney, 2011; McKenna, 2020; Papps &
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Ramsden, 1996). Cultural safety literature offers several possible definitions for cultural safety,
perhaps in a fair representation of how different cultures view their needs, but the Nursing
Council of New Zealand’s (2005) definition is the most succinct: “[cultural safety is] the
effective nursing practice of a person or family from another culture, and it determined by that
family” (p. 4). That safety is determined by the patient or family is included in all the definitions
of cultural safety that I encountered. The Nursing Council of New Zealand (2015) later
introduced the concept of cultural unsafety, and described it as “any action that diminishes,
demeans, or disempowers the cultural identity or wellbeing of an individual” (p. 4).
Cultural safety is a three-part practice. It involves recognition of and reflection upon the
colonial origins of the health care system, recognition and reflection upon a provider’s own
biases and background and their role in a power dynamic, and an active and ongoing
commitment to social justice, equity, and respect (Caxaj & Schill, 2019). Although it is both the
system and the provider’s role to reflect, deconstruct, and advocate, only a patient or family at
the center of care can determine whether or not their experience of care was culturally safe
(Connor & McEldowney, 2011; Caxaj & Schill, 2019).
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Figure 2: Cultural safety builds on awareness, sensitivity, and competence, as explained by Gurm & Cheema (2013). Ultimately,
awareness and sensitivity are the responsibility of individuals, while competency is implemented by organizations that expect a
minimum standard of awareness and sensitivity from employees. Safety can only be determined by the person or community
receiving care (Campina-Bacote, 2002; Gurm & Cheema, 2013). Figure created by author.

Cultural safety in health care is at the pinnacle of a pyramid that also includes cultural
awareness, cultural sensitivity, and cultural competence (Gurm & Cheema, 2013). Cultural
awareness and cultural sensitivity in health care form the base of the pyramid and respectively
involve an awareness of one’s own background and biases towards other cultures and knowledge
of and respect for other cultures and backgrounds (Campina-Bacote, 2002; Gurm & Cheema,
2013). Cultural competence is an intermediate step, in which a system has developed enough
awareness to provide care to a diverse range of patients (Kubokawa & Ottoway, 2009; Gurm &
Cheema, 2013). Some scholars worry that cultural competence stifles cultural safety, as it creates
the potential to ignore the fact that culture is dynamic and fluid and does not encourage reflection
on personal and institutional biases, which can then encourage providers to lean on stereotypes
that can damage relationships and lead to harm (Gurm & Cheema, 2013; Schill & Caxaj, 2019).
Others argue that culturally competent activities can be the first step in a culturally safe
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approach, provided they are part of a complex and thoughtful plan to propel an institution
towards cultural safety (Caxaj & Schill, 2019).
Connor and McEldowney argued that cultural safety is both an ethic of care and a
praxiological process, meaning “new knowledge and understanding develops from critical and
structured reflection in and on action in the practice context” (2011, p. 334). Cultural safety
should not be seen as an endpoint in a journey, but rather a state of being in a dynamic
environment. Health care encounters are complex, relational, and contextual, and providers need
to be able to be present in and aware of their actions and decision-making processes (Connor &
McEldowney, 2011). Providers need to assume they never will have learned ‘enough’ – some
days they may provide care that their patients would describe as culturally safe, and the very next
day they may have a care interaction that leaves the patient feeling insecure. That does not mean
the provider is incapable of engaging in culturally safe care, it just means they have more to
learn. Cultural safety requires care providers to be comfortable with being forever involved in a
cycle of engaging purposefully, reflecting, and growing (Connor & McEldowney, 2011).
For providers, one of the most challenging pieces of cultural safety may be the need to
recognize that ethnicity does not equate culture (Schill & Caxaj, 2019; Browne et. al, 2009). An
individual’s culture is shaped by many factors, including language, depth and breadth of
traditional knowledge, and their familiarity with and attachment to traditional cultural practices
(Schill & Caxaj, 2019). For example, an individual of Métis descent who grew up surrounded by
extended family in rural Manitoba is going to have a different cultural context and experience
than an individual of Métis descent who was adopted and grew up in Winnipeg. Even if both
individuals live in the same apartment building today, their requirements for a culturally safe
health care experience are going to be different.
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In the same way as individuals who experience culture differently, countries experience
culture differently (Browne et. al., 2009). Although Canada, like New Zealand, is a former
colony of the British Empire, Canada is multi-cultural rather than bi-cultural and has engaged in
far fewer treaties and legal processes with its diverse Indigenous populations than New Zealand
has (Browne et. al., 2009). These differences should be taken into account if Canadian health
care leaders look to New Zealand’s successful cultural safety practices for inspiration.
This is not to say that Canada has not had its own cultural safety successes. In July 2015,
a Declaration of Commitment was signed by all the BC HA Chief Executives demonstrating a
commitment to change and prioritizing cultural humility and cultural safety within health
services as quality and safety issues (FNHA, 2016). This declaration states “cultural safety must
be embraced, understood and practiced at all levels of the health care system including
governance, health organization, and within individual professional practice” (FNHA, 2016).
San’yas Indigenous Cultural Safety Training, delivered by the Provincial Health Services
Authority, is a mandatory course for health authority and government employees (San’yas,
2021). The training examines the history of Indigenous peoples in Canada, the harms caused by
colonization, and the way in which trauma ripples through generations and impacts Indigenous
patients today (San’yas, 2021). On hospital campuses, Indigenous Liaison Nurses (ILNs) are
available to support patients with navigating the complexities of the health care system and will
sometimes act as advocate on a patient’s behalf (VIHA, 2021). In BC, the ILNs are seen as a
positive outcome of efforts towards cultural safety, as their position was developed with
extensive consultation with Indigenous communities, and their programs have identified gaps in
the system and improved access to care (Baba, 2013).
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In conclusion, it is important to note that cultural safety can only be affirmed by the
recipients of care and requires both providers and the system to be aware of their own biases and
sensitive to the diversity within the populations they serve. While competency does not
guarantee safety, it can provide a framework for training and establish a minimum standard.
Successful cultural safety improvements in health care across the globe have shown that
measures to improve cultural safety do well when populations are included in designing change.
For MAiD to be culturally safe for Indigenous peoples, they must be included in the long-term
development and design of the programs, and their worldviews (described in the next section)
must be honored.
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Indigenous Worldviews and Cultural Safety

Figure 3: Journal illustration of how I understand Indigenous worldviews, highlighting interrelated themes and relationship.
Figure from author’s personal journal.

Recognizing that Indigenous people determine if, how, and when care is culturally safe,
it was important for me to explore some the shared worldviews of the rich and varied Indigenous
communities in BC. Specifically, understanding Indigenous worldviews is important for settler
leaders seeking to become more culturally safe, because these worldviews can inform
considerations for care. In exploring these shared Indigenous worldviews, it is important to note
that each community is unique, and the best practice for policy or program design is a regional,
community-based approach (Greenwood et. al, 2015). In BC, Indigenous is an umbrella term
which includes First Nations, Métis, and Inuit peoples, and there are more than 200 unique
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Indigenous First Nations, none of which should be treated as if they are culturally
interchangeable (Greenwood et. al., 2015, p. 81).
Heshook-ish tsawalk. Heshook-ish tsawalk is a Nuu-chah-nulth expression which means
'everything is one' and represents connection between both the spiritual and physical worlds
(Atleo, 2004). While a Western worldview often involves breaking a larger idea down into its
parts – an ecosystem into animals which are then sorted by taxonomy, understanding a cell by
looking at its individual structures, and a separation of the spiritual and physical planes – an
Indigenous worldview is more holistic (“Murdena says, “Spell that last word with a w to remind
us of “whole”, not “hole”) (Greenwood et. al., 2015, p. 18). With an understanding that all of
creation, including the supernatural, is intricately connected, relationship, reciprocity, and
balance become a primary focus of existence (Greenwood, 2015). Land, language, relationship,
the wisdom of Elders, and death are all part of a wholistic understanding of life, and by
extension, health (Greenwood, 2015; Canadian Virtual Hospice, 2021). “Health is a holistic
phenomenon that cannot be adequately addressed through interventions into or focuses on the
body and the body alone” (Greenwood et. al., 2015, p. 97). Health can be as much a spiritual
journey as a physical one, can involve a large, extended community playing important
supporting roles, including the land or natural elements in the healing process, and importantly
for this inquiry, health means recognizing that death is equally important as birth (Canadian
Virtual Hospice, 2021).
Land. Land is inextricably tied to both an Indigenous identity and an Indigenous
worldview. It is “reflected in the language, culture, and spiritual values of all Aboriginal
peoples” (Government of Canada, 1996, np, as in Greenwood et. al., 2015, p. 94). Greenwood
observed Indigenous knowledges and language are geographically specific, describing them as
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“rooted”, and further explained “in many Indigenous cosmologies, physical geographies – the
soil, earth, mountains, rivers, ecological non-human organic matter – are understood as animate
and powerful, constitutive of human life, but certainly not defined by us or behooved to us”
(Greenwood et. al., 2015, p. 95). Greenwood et. al. (2015) noted that the Canadian government
recognized and purposefully used Indigenous connections to the land to disrupt Indigenous
societies and culture. Removing Indigenous peoples from their traditional homelands and placing
them on reserves physically, emotionally, and spiritually disconnected people from their
identities. It is essential to understand that although some First Nations have reserves, BC is
unsettled treaty territory. Indigenous peoples never “gave up” the land (Greenwood et. al., 2015).
Some hospitals or care facilities may support the spiritual importance of land for Indigenous
patients by keeping a garden of traditional plants or maintaining outdoor areas that are accessible
to patients (Greenwood et. al., 2015; Canadian Virtual Hospice, 2021).
Relationships. Relationships are an expansion of the connectedness of everything, but I
use relationship here rather than ‘connectedness’ to denote the intimacy and importance of
relationship in an Indigenous worldview. Relationship can describe an immediate or extended
family, the same way a Western or Eurocentric person might consider relationship, but more
broadly, relationship is about harmonious connection between at least two beings. As Makokis
and Bodor (2014) explained, “Relationships are key in an Indigenous epistemology and
ontology. Knowledge does not and can not exist without relationship between at least two
beings. . .the sacredness of relationships within the circle is tantamount. Creation and
transmission of knowledge is a sacred trust” (p. 65). If knowledge cannot exist without
relationship, then it becomes clear that relationship is central to the health provider-patient
exchange. A care provider must take the time to connect with their patient (and very likely the
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patient’s family and community) in order to become properly immersed in a relationship through
which a patient’s knowledge of their experience and a provider’s knowledge of medicine can be
exchanged (Canadian Virtual Hospice, 2021).
A Haudenosaunee value known as the Seventh Generation also speaks to the significance
of relationships, particularly intergenerational ones, in Indigenous culture (Haudenosaunee
Confederacy, 2021). Seventh Generation informs decisions making practices and requires
Indigenous leaders to consider how a choice would impact those who have not yet been born
(Haudenosaunee Confederacy, 2021). Health care practitioners may be familiar with this value,
as it is introduced in the San’yas (n.d.) CORE training module.
Language. With more than 200 distinct First Nations in British Columbia, it is no
surprise that there are many different and diverse languages spoken by Indigenous peoples
(Greenwood et. al., 2015). One of the roles of residential schools was to silence these languages
and reclaiming them has been part of a process of recovering from cultural starvation
(Greenwood et. al., 2015, p. 19; TRC, 2015). In addition to healing cultural wounds, languages
are significant for Indigenous peoples because they are rooted in Indigenous worldview. “I use
the Cree language to describe our experiences, realities, and aspirations because it provides a
ready and relevant window into our society and our health. Cree is very fitting for this because it
is verb-based, gender-neutral, collective, and embedded with original instructions.” (Greenwood
et. al., 2015, p. 143). Atleo (2004) took great care to explain how an English-speaking reader
might understand the Nuu-chah-nulth words and concepts he was presenting, as he pointed out
Indigenous languages do not always translate well in English.
Some hospitals and health facilities have supported the significance of language through
naming practices. For example, Saanich Peninsula Hospital was gifted a new name by the
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W̱SÁNEĆ people in 2020. The hospital is now also known by its W̱SÁNEĆ name,
ŁÁU,WELNEW,ÁUTW, which translates to “a place of healing”. By giving the hospital a
W̱SÁNEĆ name, Indigenous community members hope the facility becomes a more welcoming
place for Indigenous peoples to receive care (Gaetz, 2020).
Stories. Traditionally, an Indigenous child’s learning experience would have begun very
early in their life, and their lessons would have been given in the form of story (Greenwood et.
al., 2015, p. 21). Stories are a vehicle of cultural transmission, they are healing, and they create
important connections (Greenwood et. al., 2015; Wilson, 2008). “Storytelling can nurture a
child’s spirit of interconnectivity. . .we need also to use our Aboriginal stories to pinpoint
possible solutions and to study the plant world, to relearn to use the proper herbs, plants, and
trees for our good health and well-being.” (Greenwood et. al., 2015, pp 18-19). Unlike a Western
Eurocentric approach to knowledge, where information is bound to place (school), the written
word (books), and authority (teachers) to be considered valid, for Indigenous peoples, everyone
has the potential to share knowledge as a storyteller, and everywhere can be the right place to
share a story (Greenwood et. al., 2015). It is essential for health care providers to recognize the
significance of story, and to not rush a storyteller or to ask them to “get to the point”.
Elders. As keepers of traditional wisdom, language, and spiritual practices, Elders are
deeply respected members of Indigenous society (Greenwood et. al., 2015; Canadian Virtual
Hospice, 2021; Wilson, 2008). This respect is apparent even in writing, as the title “Elder” is
written by Indigenous peoples with a capital ‘e’. Elders represent a link between the present day
and that of one’s ancestors, and so Elders’ input is often sought on matters of significance or
ceremonial importance. Blue Quills University has established consulting elders through
traditional protocol and ceremony as a standard of practice whenever new programming or
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research is being considered (Greenwood et. al., 2015, p. 157). Several BC Universities,
including the University of Victoria, Camosun College, and Royal Roads University host
councils of Elders, called Elders in Residence at the University of Victoria, the Elders Initiative
at Camosun College, and the Heron People Circle at Royal Roads University (University of
Victoria, 2017; Camosun College, n.d.; Royal Roads University, 2021). The role these Elders
have taken on is to guide members of the learning community, including students, staff, faculty
and administration, in Indigenous ways of knowing and being.
Transitioning. Finally, and perhaps most important for this inquiry, it is importing to
understand death for Indigenous peoples is not ‘the end’ in the same way that Western
Eurocentric people may view it (Canadian Virtual Hospice, 2021). For Indigenous peoples, death
is a transition, and entrance into the spirit world, and could be considered more of a next chapter
than the last page in a book (Canadian Virtual Hospice, 2021). Death as an event involves a
larger community, may include traditional and non-traditional practices, Elders, spiritual
advisors, and representatives to speak for the family while they focus on their loved one
(Canadian Virtual Hospice, 2021). Western hospitals are often unwelcoming and exclusionary
towards these types of traditional transitioning practices. Smudging may set off a smoke
detector, visitation from an extended community might be in violation of visitor policies, and
having a representative speak for family may go against established consent processes (Canadian
Virtual Hospice, 2021).
To honor Indigenous cultures, non-Indigenous leaders should consider whether their
approach to health is “wholistic” or siloed, and if they include consideration for concepts like
Heshook-ish tsawalk or respect the significance of land, language, relationships, stories, Elders,
and transitioning practices. Non-Indigenous leaders must remember that each patient’s culture is
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unique to them, and that while these worldviews are a good place to begin, ultimately each
individual patient will determine if their beliefs have been included and respected.
The Settler-Driven History of MAiD
Unlike the Indigenous worldviews shared above, MAiD is not grounded in land,
language, relationship, or the wisdom of Elders – but it does begin with a story about a patient
and their personal values and beliefs.
Although MAiD became law in 2016, it entered the national conversation much earlier,
with a court case led by Sue Rodriguez and the BC Civil Liberties Association (BCCLA)
(Rodriguez v. British Columbia, 1993). Sue Rodriguez was facing a terminal diagnosis of
amyotrophic lateral sclerosis (ALS), and she chose to challenge section 241(b) of the Criminal
Code, which prevented physicians from helping patients end their lives (Rodriguez v. British
Columbia, 1993). Rodriguez argued that preventing physician-assisted dying was a violation of
Sections 7, 12, and 19 of the Canadian Charter of Rights and Freedoms (the Charter) (Rodriguez
v. British Columbia, 1993). Section 7 refers to a person’s right to life, liberty, and security,
Section 12 protects against cruel and unusual punishment, and Section 15 concerns equality
(Rodriguez v. British Columbia, 1993). Ultimately, the court decided in a 5-4 vote not to amend
the Criminal Code, citing a belief that the Charter had not been violated (Rodriguez v. British
Columbia, 1993).
The BCCLA returned to the courts in 2011, this time on behalf of several patients,
including the family of Kay Carter, a woman who had sought a physician assisted death in
Switzerland (Carter v. Canada, 2015). The BCCLA again chose to argue that section 241(b) of
the Criminal Code violated the Charter, but this time, they narrowed their focus to sections 7 and
15 only (Carter v. Canada, 2015). The Supreme Court of British Columbia (SCBC) ruled in
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BCCLA’s favor, but the federal government appealed the SCBC ruling to the Court of Appeal
for British Columbia, which overturned the ruling (Carter v. Canada, 2015). The BCCLA then
filed a leave to appeal to the Supreme Court of Canada (SCC) (Carter v. Canada, 2015). In a
unanimous decision, the SCC decided in favor of Carter and the BCCLA (Carter v. Canada,
2015). The SCC specified that a medically assisted death should be granted to a competent adult
who consents to the termination of life and has a grievous and irremediable medical condition
that causes enduring, intolerable suffering (Carter v. Canada, 2015). The SCC also noted they
felt medically assisted dying was a process that should be closely monitored (Carter v. Canada,
2015). The SCC gave the federal government one year to implement the amendment to the
Criminal Code and advised applications for MAiD be considered on a case-by-case basis until
the amendment had passed (Carter v. Canada, 2015).
In June 2016, the federal government passed bill C-14 (Health Canada, 2020; Parliament
of Canada, 2016). C-14 permitted patients who were eligible for government-funded health
insurance in Canada, aged 18 or older, with a grievous and irredeemable medical condition (as
defined by Section 241.2, para. 2 of the Criminal Code) to make a request for medically assisted
dying, provided their request was made voluntarily and without external pressure, and they could
provide informed consent after being given all possible treatment options, including palliative
care (Health Canada, 2020; Parliament of Canada, 2016).
For a person’s medical condition to be considered grievous and irredeemable, it had to
meet all the following criteria:
1) Be a serious, incurable illness.
2) Be in an advanced state of irreversible decline.
3) Subject the patient to intolerable physical and psychological suffering.
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4) As a result of this condition, the patient’s death is reasonably foreseeable. (Health
Canada, 2020; Parliament of Canada, 2016).
C-14 allowed physicians and nurse practitioners to provide MAiD and included
professionals with liability coverage under an umbrella of health providers who assist with the
process of assessing eligibility or administering MAID, including but not limited to social
workers, pharmacists, nurses, and lawyers (Health Canada, 2020; Parliament of Canada, 2016).
If a practitioner objected to MAiD on personal or moral grounds, they could decline to facilitate
the treatment themselves, provided they referred the patient to a practitioner who could help
them (Health Canada, 2020; Parliament of Canada, 2016).
The bill also outlined safeguards, intended to protect patients from predatory individuals
or organizations. One of those safeguards was a written request for MAiD, which patients were
required to make in the presence of two witnesses (Health Canada, 2020; Parliament of Canada,
2016). Both witnesses needed to be 18 or older and understand the nature of a MAiD request
(Health Canada, 2020; Parliament of Canada, 2016). In addition, neither witness could be one of
the patient’s care providers, an owner or operator of a facility where they received treatment, or a
beneficiary of their will (Health Canada, 2020; Parliament of Canada, 2016). Besides requiring
two independent witnesses for a patient’s written request, C-14 required two doctors to agree that
a patient was eligible for MAiD (Health Canada, 2020; Parliament of Canada, 2016). C-14 also
outlined a mandatory 10-day waiting period, to allow patients to reflect (Health Canada, 2020;
Parliament of Canada, 2016); however, did not allow patients to make an advance request for
MAiD (Health Canada, 2020; Parliament of Canada, 2016).
Some considered the language in the bill too restrictive, as it specified that only patients
with a reasonably foreseeable death qualified (Lunn, 2016). These limitations were overturned in
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September 2019 through Truchon v. Attorney General of Canada, when the courts found that
limiting MAiD to patients nearing the end of their life was unconstitutional (DoJ, 2020).
Following this decision, the federal government was instructed to update the MAiD legislation,
to make it more accessible to Canadians (DoJ, 2020). To support these updates, the Government
of Canada launched consultations on MAiD online through a short questionnaire (DoJ, 2020).
This questionnaire was open to all members of the public from January 13, 2020 to January 27,
2020 (DoJ, 2020). The federal government also held consultations with experts and stakeholders
via a series of ten roundtables between January 13, 2020 and February 3, 2020. Though the
federal government stated Indigenous peoples were part of this consultation, the final report
makes no mention of any feedback from Indigenous communities (DoJ, 2020; Government of
Canada, 2020).
Bill C-7 obtained royal assent on March 17, 2021 (Parliament of Canada, 2021). The new
legislation removes the requirement for a patient’s death to be reasonably foreseeable, adds a
sunset clause for patients whose sole underlying medical condition is a mental illness, allows
MAiD to proceed in cases when a dying patient is no longer able to consent, permits medical
practitioners to administer a second medication if a patient does not die and is unable to consent
after taking a first medication, and provides two new safeguards to prevent the law from being
abused (Parliament of Canada, 2021). The bill does not address any issues related to cultural
safety.
Since Bill C-14 was passed in 2016, two federal annual MAiD summary reports have
been published. The first annual report was published in 2020 and contained information
collected from practitioners and pharmacists on written requests for and cases of MAiD across
Canada in 2019 (Health Canada, 2020). The second report was published in 2021, with the same
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scope and data collections methods (Health Canada, 2021). The data for these reports were taken
from the federal monitoring system for MAID, which launched on November 1, 2018 (Health
Canada, 2020). In their analysis of the “average” MAiD patient, both reports highlight
underlying conditions, age, and gender, but not ethnicity. Cancer patients, persons in palliative
care or those accessing disability support services, and those over the age of 65 were most likely
to request MAiD (Health Canada, 2020; Health Canada 2021). BC had the third highest number
of applications for MAiD, after Ontario and Quebec (Health Canada, 2020; Health Canada
2021).
Given the way MAiD has been driven by settler individuals and governments, and the
absence of reporting on the feedback or experiences of Indigenous patients or families, it is clear
the current state of MAiD needs to become more culturally safe. In the next section, I will
examine the possible appropriate roles for settler leaders to take to support change towards
cultural safety in MAiD.
Settler Leadership, Cultural Humility, and Indigenous Spaces
If cultural safety can only be determined by individuals receiving care, how can a settler
working in health care become a leader or champion of social justice in Indigenous spaces? It is
tempting, when a person has experienced a lifetime of priority access to resources, education,
and job opportunities, to envision oneself as a sort of white knight (maybe literally), doing the
work to make others’ lives better. However, the literature on appropriate settler engagement in
Indigenous spaces provides a clear answer on how to do this: even if your intentions are good,
don’t (DiAngelo & Dyson, 2018; Tuck & Yang, 2012; Cole, 2012).
Tuck and Yang (2012) offer these reflections about leading in Indigenous spaces:
“Because settler colonialism is built upon an entangled triad structure of settler-native-slave, the
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decolonial desires of white, non-white, immigrant, postcolonial, and oppressed people, can
similarly be entangled in resettlement, reoccupation, and re-inhabitation that actually further
settler colonialism” (p. 1). In essence, they are arguing that a settler attempting to lead in
Indigenous spaces is committing an act of colonization by assuming they have superior enough
education, connections, and ideas to decide how to improve Indigenous lives for Indigenous
people. These assumptions may not be intentionally racist, but they uphold white supremacist
ideas and narratives in the form of the “white savior industrial complex”, which is inherently
damaging in Indigenous spaces (Cole, 2012).
In order to understand how settler leadership disrupts Indigenous spaces even when it is
well intentioned, it is helpful to understand how settlers disrupt Indigenous life more generally.
Settlers are not immigrants – although neither non-Indigenous person is invited, immigrants
observe Indigenous laws, while settlers follow only their own and justify their actions by
assuming a mantle of superiority, justice, or divine right (Tuck & Yang, 2012). When settlers
colonize, the consequences of their invasion impact Indigenous people every waking day, in a
way that renders colonizing an ongoing event that began on the date of invasion and continues
for as long as the land is occupied (Tuck & Yang, 2012). In order to rebuild cultural connections
and prevent the future loss of culture, colonialism must be acknowledged, investigated, and held
accountable for the turmoil it has unleashed on the world (Fanon, 1965).
All of the above does not mean that settlers cannot be social justice leaders. Rather, it
means that if settlers do engage in this work they must do so carefully, after reflecting on their
motives, learning terminology, and doing all of this within settler spaces (FNHA, 2016; Racial
Equity Tools, 2020; Swiftwolf, n.d.). In essence, settler leaders require cultural humility.
Cultural humility involves humbly acknowledging yourself as a learner in the context of the
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experience Indigenous peoples and calls for a commitment to a process of self-reflection to
understand personal and systemic biases, and to move forward by developing and maintaining
respectful processes and relationships based on mutual trust (FNHA, 2016). Instead of promoting
cultural competency, settler leaders can support cultural safety by adopting and promoting
cultural humility.
Cultural humility will look different for everyone, as it is a personal journey grounded in
reflection, unlearning, relearning, and developing relationships (FNHA, 2016). One person’s
cultural humility journey could involve donating money or volunteering time to Indigenous
organizations, as they consider the role of church-based charities and organizations in the
colonization of Indigenous peoples (True North Aid, 2020). Another person’s cultural humility
could involve listening to lectures by Indigenous peoples on the bus or while they take a walk, or
by reading literature by Indigenous authors. Cultural humility could be an experiential learning
journey through blanket exercises (True North Aid, 2020) or attending First Nations events, like
wacipi or pow-wow. Cultural humility could be modern and immersive, by watching Indigenous
films, following Indigenous content creators on social media platforms, or listening to
Indigenous music (True North Aid, 2020).
It is important when attending events, talking to others, or supporting Indigenous
influencers and causes to be wary of performative activism. Performative activism can be
understood as participating in social justice events or movements for ‘clout’ or social status,
rather than commitment to a cause (Ihaza, 2017). It is a “preoccupation with optics” that “is more
often than not frighteningly self-centered”, although the individual may not realize they are
engaging in performative activism unless they stop to question their motives (Ihaza, 2017).

TALKING EACH OTHER HOME

63

Cultural humility can be leadership as the reflection process allows a settler to consider
what kind of role would be appropriate for them to take on, given their biases and lack of
experiential knowledge (FNHA, 2016). Swiftwolf (n.d.) suggests framing one’s role in cultural
safety-oriented work as either an ally, accomplice, or co-resistor. An ally disrupts oppressive
spaces by educating others, while an accomplice works within a system to directly challenge
systemic racism by working against racist people, policies, and structures. A co-resistor
establishes relationships and becomes involved in a community. They listen, dedicate themselves
to learning and unlearning, and use their knowledge and privilege to disrupt oppressive systems.
Each of these roles – ally, accomplice, and co-resistor – are forms of leadership. They
lead by listening to an emerging future, hearing the words and needs of Indigenous peoples and
taking direction from them to address the ongoing injustices of colonization (Voyageur et. al.,
2015). They recognize that a system, like health care, that has not been developed by Indigenous
peoples can never be fully culturally safe, but through true and meaningful partnership with
Indigenous peoples, they could be culturally safer (Canadian Virtual Hospice, 2021). Ally,
accomplice, and co-resister are leadership mantles settlers can safely assume while working to
combat systemic racism, but they can only do so if they are willing to recognize the impacts of
colonialism, their own biases, privilege, and lack of lived experience, and commit fully to
lifelong learning and change through relationships.
Summary
The topics of cultural safety in health care, Indigenous worldviews, the history of MAiD,
and the appropriate roles and actions of settler leadership with Indigenous communities were
vitally important to inform my understanding of my appropriate potential to support cultural
safety in MAiD as a settler leader. Given cultural safety in health care can only be determined by
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patients, an understanding of Indigenous worldviews was helpful and essential for me as settler
leader to anticipate possible ways to support cultural safety in care generally and in the context
of MAiD. Further, although MAiD has historically been driven by settlers, it is likely that
Indigenous people may choose to access MAiD. Understanding MAiD and considering how it
can be culturally safe is integral to the future of MAiD policy and programs. At the same time,
settlers need to resist the desire to lead and instead take their direction from Indigenous peoples
as allies, accomplices, and co-resistors.
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Chapter 3: Methodology
Introduction
In this chapter, I present the blended methodologies that I used in this inquiry: FirstPerson Action Research and Storytelling. I explain the focus of each of these methodologies,
their benefits, and why I chose to weave them together. I then discuss my data gathering methods
of journaling and talking-story dialogue, my process of data analysis and validation, and how I
applied the principles of research ethics throughout this inquiry. Lastly, I close with an
explanation of the inquiry outputs and the contributions and applications for this research.
First-Person Action Research
My inquiry into exploring how I could become a more culturally safe leader in the
context of MAiD was rooted in a First-Person Action Research (First-Person AR) methodology.
First-Person AR is a transformative methodology which subjects the researcher’s perceptions,
assumptions, values, ways of thinking, strategies and behaviors to critical inquiry (Coghlan &
Brydon-Miller, 2014). Rather than focus on proving the researcher’s theories to be true, FirstPerson AR aims to improve the researcher’s practice (Coghlan & Brydon-Miller, 2014).
Torbert (1999) described first-person inquiry as one’s own awareness, second-person as
inquiry into the team or group with which the researcher is interacting, and third-person as
inquiry which explores the dynamics of a larger institution. All of these inquiries are
interconnected, and First-Person AR should be understood as a form of inquiry that seeks to
identify potential first-person actions within the second- and third-person contexts (Marshall,
1999; Reason & Torbert, 2001). Brydon-Miller and Coghlan (2019) suggest that because FirstPerson AR invites researchers to explore the thoughts and values behind their choices, it is an
important grounding process that could be considered before engaging in second- and third-
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person AR. Given the lack of literature and research with Indigenous peoples exploring cultural
safety in MAiD, and the need for settlers to deepen their practices of cultural awareness,
sensitivity, and cultural humility, First-Person AR was an appropriate methodology to explore
my own practices before engaging in second- or third-person AR with others.
Similar to second- and third-person action research, First-Person AR promotes a cyclical
process of action, reflection, and implementation, much like a professional development cycle
(Coghlan & Brydon-Miller, 2014). In the action stage, the researcher collects data from their
professional lives, with a focus on interactions or activities related to their area of study. In the
reflection stage, the researcher analyzes their data and searches for themes or patterns. The
analysis should include a review of relevant literature, as other researchers’ findings may present
an opportunity for further insights and new actions that might be carried into the implementation
stage (Denscombe, 1998). The researcher then incorporates the changes into their actions,
collects more data, and the cycle repeats.
First-Person Action Research and Cultural Safety
Cultural safety in health care is experienced by patients when providers and the systems
they occupy have engaged humbly in the practices of cultural awareness and cultural sensitivity,
to enough of an extent that they are able to achieve a basic cultural competency (FNHA, 2016;
Caxaj & Schill, 2019). The provider cannot determine whether or not the care they provide is
culturally safe – only the patient can. In this way, cultural awareness and cultural sensitivity are
first-person inquiries, while cultural safety is minimally a second-person inquiry and potentially
a third-person inquiry. Therefore, it was prudent for me as researcher to engage in First-Person
AR prior to engaging with Indigenous peoples or communities in cultural safety research, to
improve my understanding of my own biases, and how my background might impact my
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thinking and values in terms of understanding, respecting, and supporting others. Further,
because I am a settler, I need to establish cultural awareness and sensitivity in myself, both as a
researcher and as a leader before it is appropriate for me to engage in research alongside
Indigenous peoples. First-Person AR helped me explore and adjust my own practices and prepare
to engage in research with an Indigenous individual or a community should I be invited.
One advantage of First-Person AR in the context of this study is that by virtue of being
oriented towards improvement rather than proving something to be true, the methodology was
open-minded, relational, and invited feedback. It was not confrontational, and it did not seek to
displace other thoughts or ideas in favor of its own. This combination of traits allowed FirstPerson AR to be a culturally aware and sensitive research practice in and of itself. In the context
of this First-Person AR project, specifically, I had the opportunity to work with Cynthia as a
feedback partner. As Cynthia is Indigenous, this provided an invaluable opportunity to critically
reflect upon and receive feedback about how I engage in one of my relationships with an
Indigenous person. I recognize and respect that Cynthia’s unique viewpoint is her own, and not
representative of all Indigenous peoples.
First-Person Action Research and Leadership
Reason and Bradbury (2008) describe First-Person AR as a set of skills and methods
which help the researcher develop an inquisitive approach to their own life and conduct,
promoting awareness of everyday actions and their impacts. By conducting research through a
process of acting, reflecting, and implementing learnings from the reflections, a researcher gains
two important leadership opportunities. The first is an opportunity to experience and dig into
creative tension, where the leader-researcher experiences growth by looking deeply at their
current reality and comparing it to their vision of what could be (Senge, 2006). The second is an

TALKING EACH OTHER HOME

68

opportunity recognize that the act-reflect-implement cycle could be infinite, and that learning,
like leadership, is a lifelong journey (Senge, 2006). One might even consider an inquisitive,
curious leader to be a life-long First-Person AR researcher.
Drawbacks to First-Person Action Research
Potential drawbacks to First-Person AR, particularly in the context of cultural safety,
include that it can risk being self-centered or self-serving, that there is a possibility of selfdeception, and a risk of researcher blindness (Marshall & Mead, 2005; Coghlan & BrydonMiller, 2014; Hanne, 2005). The potential for self-centered inquiry was particularly off-putting
to me at first, but as Marshall & Mead (2005) observed, “if inquirers are not paying attention to
their own process and actions in the world, we doubt their abilities to engage with others in
respectful and mutual ways, especially if issues of power are involved” (p. 238). In addition,
paying attention to the self is the basis of cultural awareness, which must be in place for
conditions to support a patient’s cultural safety (Campina-Bacote, 2002; Gurm & Cheema,
2013).
Self-deception is another concern with using First-Person AR. Coghlan and BrydonMiller (2014) suggested the use of Argyris’s ladder of inference, left/right-hand column analysis,
or Torbert's (1999) strategy of paying attention to the incongruities between purpose, strategy,
action and outcome as methods to combat or overcome self-deception. I chose to use Argyris’s
left-hand column in my journaling practice (Argyris, 1990). I describe this practice in further
detail in the section on inquiry conduct in Chapter 3.
Lastly, a limited number of viewpoints can lead to researcher blindness, as there is no
outside voice to challenge to stories the researcher tells themselves (Marshall & Mead, 2005;
Hanne, 2005; Brown, 2018). By engaging in dialogues with Cynthia at multiple points
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throughout my inquiry, as well as speaking regularly with my thesis committee, I was able to
introduce external observers and disrupt a potentially blindered process.
Storytelling Methodology
My engaged, first-person AR inquiry into understanding how I could become a more
culturally safe leader in the context of MAiD was supported by a storytelling methodology
rooted in Indigenous traditions. Storytelling is a methodological framework that uses narrative
inquiry, or the study of experience as story, to understand experiences, interactions, and
identities (Clandinin & Huber, 2007; Rooney et. al., 2016; McCall et. al., 2019). Storytelling is
often considered to be a relational process that recognizes the power of the participant’s identity,
and it is relational from a systems-thinking perspective, whereby a story cannot be understood if
it is reduced or broken down into individual parts (McCall et. al., 2019). From a systems
perspective, storytelling promotes a holistic view or a focus on the whole in which relationships
between parts are important (Stroh, 2015). Furthermore, storytelling has the potential to reveal
cause-and-effect relationships that might not be immediately obvious, and it can identify how
seemingly minor changes can have a large impact on a system (Stroh, 2015).
I used stories in two ways: first, as an individual, I journaled my daily experience, and
second, I engaged in talking story-style dialogues with Cynthia every two weeks (Wilson, 2008).
By journaling, I was able to examine the stories in tell myself and how I see myself fitting into
relationships and the larger systems at play in health care (Marshall & Mead, 2005; Hanne, 2005;
Brown, 2018). By engaging in talking story with Cynthia, I was able to build my understand of
the cause-and-effect relationships that existed in my daily practice. Our dialogues were also
essential to this research because, as previously stated, cultural safety can only be determined by
Indigenous people. I cannot determine if my leadership is culturally safe on my own.
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Storytelling as Action Research
In addition to being relational and systems oriented, storytelling also has the potential to
be a form of Action Research, because it “interweaves lived experience with extensive research
to stimulate progressive and informed action” (Voyageur et. al., 2015, p. 3; Kendall & Kendall,
2012). By definition, Action Research (AR) is a process of research both for and by those taking
action (Sagor, 2000). It is intended to be a reflective practice which generates emotional energy,
validates experience, and promotes the retention of information through episodic memory, with
the teller and listeners’ reflection leading to continuous improvement (Sagor, 2000; Kendall &
Kendall, 2012; McNiff 2013). When the researcher is both telling the story and listening to it,
storytelling can create space for both compassionate and critical analysis. By utilizing Brown’s
(2018) “the story I tell myself” structure throughout my journaling practice, I was able to
validate my own observations and experience while reminding myself that my experience of
events was one story, with unique stories belonging to each participant in that experience.
The six major functions of storytelling are contextual grounding, bonding with others,
validating and affirming experiences, venting and catharsis, resisting oppression, and educating
others (Banks-Wallace, 1998). In this inquiry, journaling allowed me to ground my own
experiences by exploring my personal context, and venting. Talking story was an opportunity for
bonding, validating and affirming experiences, more venting, and to educate each other. Talking
story was especially important because it engaged me in a deeper listening practice. By speaking
out loud, I could hear myself in new ways, and by being vulnerable with Cynthia, our
relationship developed a deeper trust, which may help us work together on future inquiries or
projects (Greene et. al., 2018). The way we engaged each other shifted the power dynamic from
researcher and participant to co-creators of story. It is my hope that this style of engagement is an
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example to other researchers, as dismantling traditional power dynamics can inspire further
engagement from the communities steeped in research as the communities find themselves with
a platform and agency, which permits systems-level transformational change (Rowe et. al., 2013;
Voyageur et. al., 2015; Kendall & Kendall, 2012).
Storytelling and Indigenous Ways of Knowing
Storytelling as a methodology was also important in part because it can demonstrate
respect for “the rich oral histories and cultural practices of Indigenous communities” by leaning
into frameworks and ways of sharing knowledge that existed long before settlers began to disrupt
life on Turtle Island (Willox et. al., 2013). Storytelling’s historic role as a way of sharing
knowledge is essential in Indigenous-oriented research, because as Wilson (2008) observed, it is
easier to begin with a methodology already used by Indigenous communities than it is to try to
de-colonize a non-Indigenous methodology. As a settler, it was important for me to learn about
and apply a methodology that has alignment with Indigenous ways of being because I wanted to
practice acknowledging and respecting diversity (McNiff, 2013). As this research was intended
to lay the foundation for potential Indigenous-led research into cultural safety in MAiD, it was
also essential that my First-Person AR work used a methodology that was compatible with
Indigenous research methods and methodologies.
Storytelling for Culturally Safe Research
I chose a mixed First-Person AR and a storytelling methodology rooted in Indigenous
traditions over a purely Indigenous methodology because I am not an Indigenous researcher, and
I do not have strong ties to an Indigenous community. That made it difficult for this project to fit
into the framework of Indigenous research as a knowledge-seeking practice that is led by
Indigenous communities for Indigenous communities (Wilson, 2008). I cannot and do not want
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to presume that I know what Indigenous communities want or need. However, as a settler, I
believe it is lazy, bordering on abusive, for non-Indigenous leaders not to question their own
cultural awareness or sensitivity just because an Indigenous community has not had the time, the
opportunity, or experienced a great enough tragedy in care for there to be a need for that
community to lead the research. By using a storytelling methodology, I attempted cultural
sensitivity in research: I recognized my settler worldview and biases, demonstrated respect for
cultures outside my own, and requested permission to engage in co-creation with an Indigenous
colleague whose leadership I admire. I tried to begin a conversation out of concern that currently,
cultural safety does not appear to me a priority in MAiD policy or practice, and leaders do not
seem to have engaged with Indigenous peoples during their design phases. I hope I have modeled
the way for what more culturally safe leadership in the context of MAiD might look like, and
that there are Indigenous-led inquiries in the future.
Challenges of Storytelling
It is worth noting that even a well-aligned methodology can be used to exploit a
community, and researchers have done this with storytelling in the past (Hendry, 2007). Hendry
(2007) explained that while storytelling has been seen as less exploitative than other
methodologies, it has also been used by researchers to objectify, essentialize, or even further
marginalize communities. This tends to happen when non-Indigenous researchers either enter
into a storytelling exchange with preconceived notions and listen for parts of a story that confirm
their bias, or when researchers over-analyze the story they have been given (Hendry, 2007). As
both the researcher and the researched, conducting research on myself and engaging in dialogues
with an Indigenous participant, over-analyzing was a definite possibility. I navigated this by
journaling in free form after reading the prompts, and only editing my entries for grammar, not
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content. When I remembered details of my day I wanted to add later, I made note of the date and
time in which I did so and did not alter any of the original text. I also worked with Cynthia as an
Inquiry Team member to help me navigate and minimize my own biases. Cynthia was quite
comfortable calling me out when I was brushing off parts of my story that needed exploring, and
we had a lively exchange about shared cultural influences. Cynthia also reviewed my thematic
analysis of my journal and our dialogues to ensure I had fairly captured what we discussed.
Another challenge of a storytelling as a methodology is that the relationship and dynamic
between storyteller and listener can impact how the story is told and the details included and
excluded (Kendall & Kendall, 2012). I had to be careful not to tailor my journaling for a specific
audience out of fear of judgement, even though I worried about not sounding “Jewish enough”
by worrying about colonization in Israel, and that I might sound ignorant to an Indigenous reader
or someone who was more experienced in cultural safety work. I needed to be honest about my
thoughts and experience without attempting eliciting, or intruding upon my own story, in order to
extract more detail or direct the narrative in a particular direction (Kendall & Kendall, 2012).
I avoided eliciting in my dialogue sessions with Cynthia by practicing deep listening, a
form of listening to learn which requires suspension of judgement, no interruptions to the
speaker, and affirming the speaker’s words and meaning rather than my opinion as a listener
(Voyageur et. al., 2015).
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First-Person Action Research and Storytelling as Balance

Figure 4: Journal entry illustrating the balance between First-Person AR and Storytelling. Figure produced by author.

Storytelling and First-Person AR provide balance to each other as a blended
methodological approach. Both are reflective, both recognize the power of identity, and both lean
into experience and relationship. The primary differences are that in First-Person AR, the
researcher is the subject of their research, while in Storytelling, the researcher could still be the
subject of their own research (if they are examining what their stories reveal about themselves),
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or others could be the subject of the research. Where First-Person AR is inwardly focused,
Storytelling requires the researcher to listen outside of themselves. By thinking critically about
their own biases and judgements through First-Person AR, a researcher can also engage in
Storytelling with a stronger understanding of how their biases might influence which parts of a
story feel significant to them. This can help to mitigate the potential for a researcher using
Storytelling to confirm their biases or ideas. Secondly, Storytelling can strengthen First-Person
AR by inviting researchers to think about what they may have missed within themselves while
listening to someone else. Finally, combining First-Person AR with Storytelling is a
methodological reminder that we cannot seek to understand others without first understanding
ourselves. Or as Cynthia framed it in one of our dialogues, “We want to prescribe for others . . .
[but we have to] heal [ourselves] first.”
For these reasons, Storytelling grounded in Indigenous traditions and First-Person AR are
well-matched methodological partners, particularly for an inquiry into how settler leadership can
become more culturally safe.
Project Participants
A traditional thesis structure would introduce data before participants. Here, I have
chosen to place Cynthia ahead of the data, as the data would not have existed without her.
Cynthia Robinson (Kitasoo/Xai Xais): Indigenous Inquiry Team member, Knowledge Partner,
and Feedback Partner
As a non-Indigenous researcher, I purposefully requested Cynthia Robinson’s
(Kitasoo/Xai Xais) support as an Indigenous Inquiry Team member and Knowledge Partner, to
ensure my leadership practice was culturally safe as possible, since I cannot determine whether
or not my own conduct is culturally safe (Connor & McEldowney, 2011; Caxaj & Schill, 2019).
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Cynthia is First Nations and has been the Health Director on the Kitasoo Band Council. Both
personally and professionally, she has an interest in community wellness, and we worked
together on a presentation to promote community-led and community designed projects to the
Ministry of Health’s Innovation Hub. I have vast respect for Cynthia’s wisdom and leadership
and am humbled that she has been willing to join me on this journey.
Cynthia’s role in the Inquiry Team was distinct from her role as a Knowledge Partner. As
a Knowledge Partner, Cynthia was a participant in my study, and she provided feedforward on
my leadership and experiences via talking story-style dialogue over Zoom. In this role, she
contributes to the data I collected. As an Inquiry Team member, Cynthia acted as a trusted
advisor, providing feedback about the project itself, the findings, and the recommendations. In
the Inquiry Team role, Cynthia was instrumental in designing and approving the larger inquiry.
All of her suggestions were implemented as they were given.
Inclusion Criteria & Participant Selection
Cynthia was chosen as the Feedback Partner in this study in part for her Indigenous
identity, as cultural safety practices cannot be deemed such without the input of Indigenous
people. More importantly, Cynthia and I worked together on culturally driven projects in the
past, and we have developed a strong, trusting relationship reinforced by open dialogue and a
mutual desire to learn and lead. We do not work in the same organization and we view each
other as equals. Given the importance of relationships and respect within an Indigenous
worldview, this connection is valuable. Self-identifying as Indigenous, a relationship built on
equality, communication, and mutual respect were the inclusion criteria for this study.
Identifying as non-Indigenous and no established working relationship were exclusion criteria.
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Data Collection Methods
To conduct this research, I completed six weeks of structured journaling and reflection,
complemented by untimed, talking story-style dialogues with Cynthia in the role of feedback
partner to open my First-Person AR inquiry up for external feedback (Arieli et. al., 2009). The
structured journaling was particularly grounded in First-Person AR, while the dialogues reflected
a storytelling methodology rooted in Indigenous traditions.
Journaling
As a practice, writing is self-reflective, and can reveal significant information about the
researcher and the process (Marshal & Mead, 2005). I was excited to use writing in the form of
journaling (Appendix A), in which I collected my own thoughts, feelings, ideas and experiences,
in order to record my experience in a natural context (Hayman et. al., 2012). The journaling took
place over the course of six weeks, from May 10, 2021 to June 21, 2021. I knew one of the
challenges of journaling was consistency, so I scheduled my journaling sessions to occur
immediately after my workday ended (Hayman et. al., 2012). To support my sense of safety and
reduce the risk of feeling exposed, I structured my entries in a mixed storytelling and arts-based
format, with episodic-style narratives that addressed my daily experiences (Hayman et. al.,
2012). The mixed media helped me use images to express myself when words felt insufficient or
too raw. I reflected specifically upon my observations, reactions, judgements, and interventions.
I tied my observations back to the literature on leadership, Indigenous perspectives, and MAiD.
In particular, I identified links between my personal practice and the recent In Plain Sight report
and the Truth and Reconciliation Commission Calls to Action. When words did not fully capture
the ideas I was attempting to express, I supplemented with drawings. Initially, I journaled only

TALKING EACH OTHER HOME

78

during the work week, but towards the end of the project, I began to realize that I could not
divorce my work self from my whole self, and I continued to journal during the weekend.
At the end of each week, I considered my observations, reactions, and judgements, and
interventions again, and evaluated what I may have missed or could have done differently. I
conducted a thematic analysis of my journal entries and applied a quantitative lens to my actions
by evaluating the number of In Plain Sight recommendations I implemented, and how I felt I had
listened during each of the journaled interactions (Voyageur et. al., 2015). At the end of each
two-week period, I engaged in dialogues with Cynthia to identify “homework”, or actions she
felt were important for me to implement in the next two-week cycle. We discussed the themes I
had identified, challenges I had faced, and Cynthia’s experiences as a health care leader in her
own community. I repeated this cycle two more times and closed with a final dialogue with
Cynthia in which we focused on long-term strategies. One of these strategies was a website to
share this inquiry, which also functioned as a project output.
At the end of this inquiry, I had gathered 133 typed journal pages, and 7 pages of
drawings.
Feedback Partner Dialogues
Every two weeks of this six-week research cycle, I analyzed my data and discussed that
period’s findings with Cynthia in an untimed, talking-story style meeting over Zoom, for a total
of three meetings. One way in which the study deviated from the original plan was the format of
the dialogues between Cynthia and me. Initially, I submitted a meeting template with a similar
structure to how my Ministry meetings operate. We conducted the first dialogue, a pre-inquiry
chat, in that format, and quickly realized the hour limit was unrealistic, and that the structure did
not allow us to “wander together” with our thoughts, in a relational and story-telling way. Upon
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reflection, I should have been able to predict this. In my experience, stories are somewhat
unwelcome in Western government-style meetings, treated as a “distraction” from the agenda. I
am happy with the connection we were able to build after making room for exploration and
creation of knowledge together in the informal talking story format.
In the first session, discussion focused on the current state of my leadership in the context
of cultural safety in MAiD. During the second, we reviewed my implementation of feedforward
from the first session and identified any barriers or opportunities that exist within the context of
my leadership. During the final session, we reviewed my second cycle of feedforward
implementation, and discussed an ideal future state of my leadership in the context of cultural
safety in MAiD.
As we exchanged stories in this relational manner, Cynthia gently challenged my
perceptions, encouraged me to consider my motives and biases on a deeper level, and suggested
“homework” for the next two-week period. I repeated the cycle of journaling on my own and
dialoging with her a second and third time for four more weeks. After the six-week cycle
completed, I worked with Cynthia to create a website that reflected upon our purpose, process,
and findings.
First Session: Understanding the Current State. The Feedback Partner session centered
around understanding the current state of my leadership, and the ways in which I work to support
cultural safety in the context of MAiD. The session was hosted over Zoom and opened with a
land acknowledgement and a check-in. I then described emergent themes or issues related to my
leadership practice over the previous two weeks, including specific findings or learnings from
journaling and my reflective process. I shared specific incidents that occurred for additional
context. I then invited the Feedback Partner to offer observations, share their own leadership
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stories for insight, and suggest feedforward. I thanked them for their suggestions and verbalized
how I might implement their ideas. We then completed a check-out which included scheduling
the second meeting.
Second Session: Opportunities and Barriers. The second session centered around
learning from my implementation of feedforward from the first session and identifying any
barriers or opportunities that exist within the context of my leadership. The session was hosted
over Zoom and opened with a land acknowledgement and a check-in. I then described emergent
themes or issues related to my leadership practice over the previous two weeks, including
any specific findings or learnings from journaling and my reflective process. I shared
specific incidents that occurred for additional context. I then invited the Feedback Partner to
offer observations, share their own leadership stories for insight, and suggest feedforward. I
thanked them for their suggestions and verbalized how I might implement their ideas. We
completed a check-out which will included scheduling the second meeting.
Third Session: Ideal Future State. The third Feedback Partner session was about
building upon the newly established relationships and shared knowledge from the first two
sessions to define an ideal future state of my leadership in the context of cultural safety in MAiD.
The session was hosted over Zoom, on Indigenous People’s Day, and opened with a land
acknowledgement and a check-in. I then described emergent themes or issues related to my
leadership practice over the previous two weeks, including any specific findings or learnings
from journaling and my reflective process. I shared specific incidents that occurred for additional
context. I invited the Feedback Partner to offer observations, share their own leadership stories
for insight, and suggest feedforward. I thanked them for their suggestions and verbalized how I
might implement their ideas. We then completed a check-out that acknowledged the end of this
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stage of the research process, and established ideas on how we might carry to research forward in
new ways, including the website and a module that other leaders could complete to examine their
own practice.
I recorded 6 hours and 6 minutes of dialogue with Cynthia, for a total of 96 transcribed
pages.
Inquiry Conduct
Review of Inquiry and Ethical Approval
This research was approved by the Royal Roads University Research Ethics Board (RRU
REB) on May 4, 2021 in accordance with the TCPS 2 guidelines. My ethics application was
informed by and adhered to TCPS Chapter 9, FNHA’s 7 Directives and Mandate, and the First
Nations Principals of Ownership, Control, Access and Possession (OCAP).
Feedback Partner Recruitment and Conduct
I recruited Cynthia via Zoom, as purposefully and in as relational a way as we could
manage while still honoring the need for a socially distanced, pandemic-friendly research
method. In non-pandemic times, a face-to-face request would have been the most appropriate
way for me to ask Cynthia to participate. I followed up this verbal request with an email
containing the invitation letter, information letter, and consent documents (Appendices C, D, E,
and F). No time limits were applied to any of the Zoom meetings, to ensure conversation could
continue to completion rather than be constrained by a schedule (Appendix B).
Analysis and Presentation
I analyzed the journaling and dialogue data to through thematic analysis to identify key
findings, conclusions and recommendations. I worked with Cynthia as an Inquiry Team member
to help minimize researcher bias and ensure they key findings, conclusions, and final outputs
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reflect the perspectives and views of Cynthia as an Indigenous person, rather than my settler
interpretation of her views.
Once Cynthia as the Inquiry Team member is satisfied with the outputs, the final report
will be shared within the Ministry of Health, particularly the Office of Indigenous Health and the
Health Services Division, where MAiD is located, the Office of Indigenous Health, the Office of
the Provincial Health Officer, the Canadian Association of MAiD Assessors and Providers
(CAMAP), and any additional groups Cynthia feels would be appropriate.
Data Analysis and Validity
Analysis
I used thematic analysis (TA) to explore key themes or stories that emerge from the
research data. TA is an immersive method of analysis which requires a researcher to familiarize
themselves deeply with the data in order to identify, name, and link themes to context (Braun &
Clarke, 2019). TA finds value in the entirety of the narrative rather than attempting to break it
down into parts (e.g., key words, phrases, or emotions). TA supports a storytelling orientation
and demonstrates respect for an Indigenous worldview by being holistic and cognizant of
connections and relationships.
My thematic analysis involved six stages: familiarization with data, coding, generating
initial themes, reviewing themes, defining and naming themes, and writing up (Braun & Clarke,
2019). I familiarized myself with the journal data first by transcribing the events of the day
myself, by hand. I transcribed immediately after the end of the workday, while details remained
fresh in my mind, and I added ‘stage directions’ and Argyris’s left-hand column for additional
context (Saldana & Omasta, 2018; Argyris, 1990). Argyris’s left-hand column is an analysis of
the internal conversations that take place while we are interacting with others (Argyris, 1990).
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By examining the conversation I was having with myself, while I was engaged in an external
event or conversation with another person, I gained greater insights to my true motives and
mental models (Argyris, 1990).
At the end of each week, I coded my journal data and identified initial themes. After
emergent themes were broadly defined, I invited the Inquiry Team to help me name the emergent
themes, in an effort to honor the power of naming (Kappler, 2020) and ensure the themes are
culturally safe in nature. For the most part, Cynthia was comfortable with the working names I
gave the themes, but she did change “responsibility” to “accountability” when we discussed meta
themes. Findings were shared with Cynthia prior to finalizing, as an additional opportunity to
validate the findings.
Validity
While qualitative data is rich, engaging, and informative, it can be difficult to ensure its
validity (Whittemore et. al., 2001). Validity in qualitative research has been equated with
authenticity, plausibility, and even goodness, but researchers generally agree that credibility is
the most important aspect (Creswell & Miller, 2000). As a researcher, I had several options for
ensuring credibility, including member checking, peer review, and external audit. For this study,
I chose to ensure validity through member checking. Member checking is a process by which
participants review data and interpretations to either confirm or correct the research (Creswell &
Miller, 2000). This places responsibility for validity in the participants’ hands, therefore
continuing to deconstruct traditional power dynamics in research (Creswell & Miller, 2000).
Member checking was used to confirm the identification of themes, and prior to presentation of
final recommendations.
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Ethical Implications
Given the sensitive nature of this research, it was imperative that I strictly adhered to
ethical principles as outlined in the TCPS2 and OCAP, also that I adopted a culturally
responsive, relational, and reflexive process to ethics. Below I discuss how I adhered to the three
guiding principles of the TCPS2: respect for persons, concerns for welfare, and justice.
Respect for Persons
Respect for persons means recognizing that participants are whole, entire, feeling humans
being, not just data points, and as such, I need to honor participants’ limits and comfort (TCPS 2,
n.d.; IDEO, 2015). The participants in this study included me and Cynthia. Our research
dialogues covered a range of topics and included the impact of colonization on Indigenous
peoples, particularly Cynthia’s own community, the relationships between communities, the
significance of protocols, and death in Indigenous communities. There were times when we were
both either emotionally or professionally vulnerable. There was an additional layer of
vulnerability for Cynthia because she is from a community that has experienced widespread
abuse from the larger health care system in the past (Turpel-Lafond, 2020). I honored Cynthia by
respecting her decisions on how much information or advice she decided to disclose, thanking
and crediting her for her time and contributions, and ensuring that I was honest and transparent
throughout the research process. By respecting and crediting Cynthia, I upheld the ownership
and controls aspects of OCAP (FNIGC, 2021). I honored myself by not setting a time
requirement for my journaling, which I had initially wanted to do but worried would force me to
share more than I felt was relevant or less than I was comfortable with if I was trying to maintain
a consistent window.
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Concerns for Welfare
Concerns for welfare meant I ensured neither Cynthia nor I were exposed to any
unnecessary risks (TCPS 2, n.d.). As a settler, I was – and still am - not aware of all the ways in
which I could create a culturally unsafe research environment for Cynthia. To ensure my
research practices were culturally safe, I included Indigenous peoples in as many levels of this
inquiry as possible. I requested the guidance and wisdom of an Indigenous second committee
member, Dr. Susanne Thiessen (SahSen, Haida), whose suggestions for this research were
implemented without hesitation. As both Inquiry Team and Feedback Partner, I provided Cynthia
with many opportunities to verbally confirm that she feels comfortable with the inquiry design
and process. I protected our information on a password-encrypted flash drive and anonymized
my data sets (IDEO, 2015). My control over the data was approved by Cynthia, upholding the
OCAP principal of possession (FNIGC, 2021).
First-Person research can expose participants to other unexpected vulnerabilities, too. As
a participant focused inward on my own thoughts and practices, I felt some discomfort with the
self-centered nature of first-person research. On some occasions, I found myself feeling
hypercritical of my own thoughts and actions, and I worried about judgement from my
colleagues and cultural community (Marshall & Mead, 2005).
As a participant engaged in providing feedback, Cynthia carried significant emotional
labor on my behalf, and she risked vulnerability when she decided what stories or advice to share
with me. She may have experienced heightened stress as she considered what insights to offer,
how her advice might land, and whether or not I would take any of her suggestions poorly - or
perhaps worse, that I would not hear or accept them (Hartney, 2007). To address the potential for
vulnerability for Cynthia, I listened carefully while she spoke, thanked her for the advice and
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stories she offered, and verbally confirmed her “homework” suggestions before our sessions
ended so she could hear that I had listened and would be implanting her suggestions.
Our future wellbeing was also supported because I offered information on the free
counseling services that were available to both Cynthia and I as RRU students, prior to each of
our Zoom meetings (Royal Roads University, n.d.; IDEO, 2015). In addition, I supported my
own wellbeing by engaging in destressing activities like running, journaling, and baking
throughout the research process. I also bought a Jellycat stuffie in Royal Roads purple, to
snuggle for emotional support while I journaled.

Figure 5: My emotional support monster. Photo taken by author.
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Justice
Upholding the principal of justice required Cynthia and I to be treated fairly and equally
(TCPS 2, n.d.). In the context of research generally, fair and equal treatment means all
participants will be provided with the same information, processes, opportunities, postparticipation resources, and timely follow-up in the event that they have any questions. In the
context of truth and reconciliation as informed by UNDRIP (United Nations Department of
Economic and Social Affairs, 2021), The Truth and Reconciliation Commission (TRC, 2015),
and In Plain Sight (Turpel-Lafond, 2020), this inquiry was aligned with the principal of justice
by seeking to meaningfully explore my own leadership practice through a combination of
reflection and feedback from Cynthia, in the hopes of informing and transforming my own
leadership and behavior, which will impact the people I serve in the health care system.
Justice was also upheld by publishing our findings and the module used in this study
online. Free, public access to a study on how settlers can become more culturally safe leaders
upholds the access principal of OCAP (FNIGC, 2021).
Capstone Outputs
My capstone project produced three outputs. The first of these was my thesis document,
which will be submitted as a requirement of my Master of Arts in Leadership degree. I am the
sole author of the thesis; however, it was informed by Cynthia Robinson.
The second output is a website, which I co-created with Cynthia. The website highlights
the lack of cultural safety research in MAiD, and it chronicles this research process as well as
sharing information about MAiD, cultural safety, and appropriate ways settler leaders can
examine their role with helping to address the harms of colonization. Websites are democratic,
accessible ways of sharing knowledge and are in similar in spirit to the Indigenous methodology.
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In addition, Western societies are not very good at having conversations about death, and I
believe a website has the potential to encourage action and continuous improvement by possibly
sparking public conversation. It also may support future research initiatives by placing my
research more plainly in the public eye (Blanco & Vidal, 2015).
The third output is a self-guided journaling module, based off the one I completed for this
study. Originally, Cynthia and I had thought we would write a book, but feedback Cynthia
received from her own Indigenous teachers (described in detail in Chapter 4) informed our joint
decision to pivot to a module, available at www.culturalsafetyinmaid.com. Website visitors may
download the module and conduct their own First-Person AR project, which will also be a step
to ensure the continuity of this research.
Contribution and Application
This research sought to open a conversation about the role of leadership with regard to
cultural safety in MAiD – specifically, my own leadership - and to address a gap in the literature
about cultural safety in MAiD. This capstone opened a conversation about the role settleridentified leaders may or may not have regarding cultural safety in MAiD and generated further
knowledge for settler-identified leaders looking to understand how they might explore cultural
safety within their own practice. Additionally, this project added new insights about how settleridentified leaders might safely engage with Indigenous people on sensitive topics, and it
demonstrated my personal commitment as a leader within the BC Ministry of Health to
following the recommendations of Indigenous leaders like Mary Ellen Turpel-Lafond.
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Chapter 4: Findings and Conclusions
Overview
This chapter explores the seven deeply interrelated findings that emerged from this FirstPerson AR inquiry exploring how I can become a more culturally safe leader in the context of
MAiD, and the two “meta themes” focused on relationship and accountability that wove
throughout this research. The seven findings focus on my current leadership practices and my
intention to be more culturally safe, the barriers I experienced (and may continue to experience)
in my efforts to be more culturally safe, and the opportunities for me to continue to become a more
culturally safe leader. They include:
•

Relationship are central to my practice as a leader and relationships sometimes supersede
the issues that are important to me, such as how I can offer more culturally safe care.

•

Per Cynthia, “Healing isn’t linear” – My Western mental model is deeply engrained; I
will experience failure and setbacks as I engage in a process of learning and unlearning

•

As a leader, I can model the way.

•

Learning and sharing about and through culture is medicine.

•

I must put Indigenous people and voices first.

•

I care deeply about supporting care in rural and remote communities, but I don’t
understand the needs of these communities.

It is important to note that while the findings are presented in a structured manner in this
chapter, each finding is deeply interrelated with the others.
Given the findings presented are grounded in my own lived experiences and reflections
captured through my reflective journaling practice and rich dialogues with my feedback partner,
I have used different fonts to give added emphasis to these respective contributions. Journal
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experts, in the form of illustrations and written text are identifiable using Optima size 12 font
and dialogue quotes are identifiable in Calibri size 12 font. With the exception of Cynthia, all the
names in this text have been changed.
I close this chapter by presenting my conclusions and weaving my own experiences and
observations in with the literature presented in Chapter 2.
Understanding the Findings
As I conducted a thematic analysis of my journal entries, I sought to organize initially
the data into three thematic groupings, aligned with my sub questions: 1) “How do I currently
support patients and programs areas with needs related to cultural safety and/or MAiD?”, 2)
“What barriers make it difficult for me to become a more culturally safe leader in the context of
MAiD?” and 3) “What opportunities might help me support the diverse cultural values and needs
of Indigenous peoples in BC in the context of MAiD?”. In doing so, I very quickly realized the
deep interrelationships between the leadership practices, barriers, and opportunities I encounter
to become a more culturally safe leader. For example, I realized that: my attempts at support
sometimes imposed a barrier, or held potential for future opportunity, things I perceive as
barriers sometimes highlighted opportunities for improvement, and if approached the wrong
way, an opportunity had the potential to become a barrier. Recognizing these interrelationships, I
began to step back from the data to look for something bigger. I realized that each of the 27
themes I had identified could be organized into “something that I am responsible for” and
“something that happens together”. With my ever-present fondness for alliteration, I tentatively
offered “relationship and responsibility” as the overarching – or meta – themes in dialogue with
Cynthia, and in response, she suggested the meta-themes of “relationship and accountability”
might be more reflective of what I had been describing. Cynthia shared: “I think accountability is
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answering for your action. Responsibility is like ownership, owning a problem or solution.
Everyone needs to be accountable, but we [Indigenous people] should be responsible. We need
to be identifying the problem and creating the solution ourselves.” When she spoke these
words, I realized I struggled with the notion of taking ownership of cultural safety, as the
experience of cultural safety belongs to Indigenous patients. To me, accountability is ensuring
that Indigenous voices and visions come first, while relationship means recognizing the power
and bond between individuals and within communities. Taking responsibility for cultural safety
on my own would be inappropriate. Answering to and for the actions that support cultural safety
felt more appropriate. As such, the meta themes of relationship and accountability underpin this
work.
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Figure 6: I am in relationship with my self, my identity, my knowledge, and others; I am accountable to myself, I hold myself
accountable for how my actions impact others, and for how my actions can shape the future. Figure produced by author.

To help me better visualize the meta themes of relationship and accountability, I drew
them in my journal. I imagined the meta themes as hands. For me, hands were an important
metaphor because they are symbols of protection and healing in many cultures including mine
and Cynthia’s and are represented with the Jewish hamsah and the First Nations healing hand
respectively. Hands also build and create, and I wanted to present the meta themes as a set of
values upon which I was building my leadership practice journey.
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Findings
Finding 1: Relationship are central to my practice as a leader and relationships sometimes
supersede the issues that are important to me, such as how I can offer more culturally safe
care.
I have always known that relationships are an important aspect of working in health care
and this was reinforced throughout this inquiry -- I wrote about relationships nearly every day in
my journal, and they emerged in every dialogue with Cynthia. As a dental hygienist, cultivating
relationships with patients was important to me and my work because building relationships
meant they were more likely to take my professional advice seriously, which helped their oral
health. As a PCQO liaison, I worked to resolve patient concerns and to do this well meant that
developing a relationship with the patient helped me to understand their problem from their
perspective and then work with clinical staff and leadership to work together to identify and
move towards solutions. As a PCQO liaison, I worked to develop strong working relationships
with VIHA’s Indigenous Health department, as we worked together to develop a more culturally
safe reporting process. Now, as PCR Team Lead, I have committed to building relationships with
my team, with my leadership, the PCQOs, and our shared patient-clients, and I work closely with
program areas, particularly OIH, throughout the Ministry to gather information to help answer
client questions. In an effort to cultivate my culturally safe leadership practices, I was also
committed to building my relationship with Cynthia. In fact, my relationship with Cynthia was a
strong driver for this thesis. I am grateful for her friendship and leadership, and I chose to pursue
this thesis after receiving feedback from FNHA largely because the topic was very important to
Cynthia. Reflecting on my leadership style and practices, I realize that I have always envisioned
relationships as both necessary and positive to my ability to practice cultural safety.
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What I did not realize before this research, is that sometimes, important work
relationships can hold me back from being culturally safe, if I am worried that my priority for
cultural safety will negatively impact the relationship. I realized this after reflecting upon a client
resolution meeting between PCR and 811. Both of our offices were working to resolve a mutual
client’s unpleasant experience with 811, and the Manager for 811 expressed an earnest interest in
learning how 811 could designs and support Indigenous clients with a clear and unburdened
complaints process. As I wrote in my journal, “My ears perked up (metaphorically for sure,
possibly literally), and my Director seemed slightly wary about my enthusiasm (his tone was
guarded, and his face was slightly tense when I became more animated).” And later, “I was
excited up when 811 announced they felt we had an opportunity to align with IPS. I recognized
the flash of caution across Troy’s face and I wondered if I have become. . .predictable? A
problem? I know he believes I want to move “too quickly”, and I would like to think he was
mentally pumping the breaks, but I don’t know.” My Director and I have a fairly close working
relationship, and I am quite confident our values on cultural safety are aligned. His reaction
confused me, and in part due to my ability to read his expression and tone, and in part due to the
power dynamic, I curbed my enthusiasm for the remainder of the meeting, despite being excited
about the possibility of moving forward on an IPS recommendation. Following the meeting, I
also did not talk to him afterwards about my perceptions of what had happened, which meant I
missed an opportunity to understand the situation and an opportunity to create space for a more
culturally safe practice. The value I placed on our relationship and my fear of not wanting to
challenge a relationship with my direct report, meant that I did not press for a conflict resolution
conversation during that meeting and did not engage in a conversation that might have helped to
uphold one of the IPS recommendations.
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“There’s a selfishness to my fear. I didn’t push back because I respect my boss and want
his respect, because I like my leadership role, and because I desire upward mobility. I don’t
want to be seen as difficult to work with, or an unprofessional rabble-rouser. It’s not a great
reason to let an opportunity slip through your fingers, but these thoughts likely are not unique
to me. I am sure many other settlers within the Ministry have chosen not to push an
opportunity for cultural safety because they worried it might impact their career. If the
Ministry wants to foster a culture of innovation and commitment towards cultural safety, it
will be important for Ministry leadership to be vocal and supportive of cultural safety
conversations. “Speak up culture” will need to be encouraged (Turpel-Lafond, 2020).”
In conversation with Cynthia about the role of relationships in my leadership practice,
Cynthia kindly gave me some advice about relationships with people whose priorities differ from
mine. She said: “[When people disagree with you on reconciliation] you need to meet them
where they are at. Stop. Listen. You are charming and you inspire people to help you. Find ways
to help them, to learn about them, and they may help you with your own goals later.”
Moving forward in my leadership practice, I will heed Cynthia’s advice as I seek to
become a more culturally safe leader in the context of MAiD. I will be accountable to my
relationships. I will nurture my existing relationships, identify where new relationships need to
be developed and cultivate those, and I will approach disagreements between myself and others
with respect, curiosity, and a vision for a future that creates space for learning and growth and an
opportunity to speak up about things that matter to make change happen.
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Finding 2: Per Cynthia, “Healing isn’t linear” – My Western mental model is deeply
engrained; I will experience failure and setbacks as I engage in a process of learning and
unlearning.
I first discovered my Western mental models were not going anywhere in a hurry when I
realized I was uncomfortable with the idea of a purely qualitative analysis for this inquiry.
Quantitative data – numbers I could see and validate in front of me – felt less at risk for bias or
interpretation. I rationalized my discomfort by telling myself it because I obtained a sciencesbased undergraduate degree, but the likely source of my bias was that a Western-Eurocentric
worldview typically favors quantitative data over qualitative data in most cases.
Regardless of the source of my bias, I realized that emotionally, I needed to have a
quantitative measure to analyze my efforts to be culturally safe. Although my chosen quantitative
measurement was still imperfect and somewhat subjected, I decided to document how deeply I
listened during my interactions with others using Voyageur’s deep listening framework, and I
documented the number of IPS and TRC recommendations I supported each day (Voyageur et.
al., 2015; Turpel-Lafond, 2020; TRC, 2015). Deep listening is an immersive style of listening
which requires the listener to be simultaneously collectively mindful, present but “out of the
way”, comfortable with complexity and reluctant to simplify. It lends itself well to both cultural
safety and leadership by aligning with the attributes of a co-resistor, a settler who develops
relationships, integrates themselves into a community, and listens carefully (Swiftwolf, n.d). In
gathering this data, I had expected the data would reflect slow, steady progress, in a generally
upward trend, with increasingly deeper listening skills and an increasing number of
recommendations supported; however, this assumption or ‘hypothesis’ proved to be very wrong.
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Although my listening capacities developed in a positive trend over the first three weeks
of the study (Figure 2), the number of recommendations from IPS and TRC that I focused on
supporting were all over the place (Figure 3). I seem to have fully eliminated my downloading
listening behaviors during week four, but they crept back in at the very end, for week six. During
the middle of the inquiry, I upheld a more consistent number of recommendations steadily, but
some doubt crept in at the start of the fifth week and I wavered, only to suddenly experience
sudden inspiration and improvement in following through on my commitments in week six.
When I compared my charts to the events noted in my journal, I could see that the “dips” in
listening and supporting recommendations occurred when I was feeling overwhelmed, when
leadership needed me to prioritize other tasks, when I applied an engrained or restrictive way of
thinking, or when I became overconfident in my successes and stopped applying myself as
steadily.
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Figure 7: Evaluation of how I listened over time. Figure produced by author.
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Figure 8: Evaluation of recommendation implementation over time. Figure produced by author.
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An example of my “failure” occurring when I felt overwhelmed is captured in this entry,
in which I realized I had unfairly applied a Western mindset to learning, and limited my
journaling practice to workdays:
“By restricting myself to journaling about work-related events, I was behaving in a
siloed, Western way. That was selective. By not journaling my reactions to Te’kumlups, my
off-hours conversations with Cynthia, and the reading and learning I take on over the weekend,
I perpetuate the myth that my “work self” can be severed from the rest of me. . . I think I was
vaguely aware that my data collection plan did not honor an Indigenous holistic worldview, but
I buried that partially because I wanted “breaks” from journaling, and partly because I didn’t
realize how much of my learning occurs outside of work.”
Later in my research process, as I attempted to support my capacity to be a more
culturally safe leader, I sought out books written by Indigenous authors. I realized even some
well-intentioned attempts at learning might need to be unlearned when I discovered Joseph
Boydon, author of The Orenda, had made unsubstantiated claims of Indigenous decent.
“I have a copy of The Orenda on my bookshelf upstairs. Do I need to get rid of it? It
doesn’t feel right to have a book written by someone who pretended to be Indigenous, even if I
felt the story was more fair to Indigenous people than other literature.”
What these experiences told me was that this six-week experiment was the beginning of a
much longer journey, possibly a lifelong one, and I needed to get comfortable with my own
patterns of behavior and “failures” in order to learn and grow. My Western mental models are
deeply steeped – they have been present in me for as long as I have been alive. I don’t think I
will ever be able to dismantle them entirely, but that doesn’t mean I cannot try.
To support my ongoing learning and unlearning, which I describe as healing in the title of
this theme, I will be spending more time learning about my own biases and the Indigenous
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community in which I have settled. I will allow myself grace when I make a mistake, and frame
my failures as learning opportunities, to encourage myself to continue moving forward. I will
never be “done” learning about cultural safety, and I will seek every opportunity to deepen my
understanding.
Finding 3: As a leader, I can model the way.
Through this inquiry, I realize that I see behaviors and ways of being of people I admire,
and I model or emulate those behaviors. For example, my manager in the PCQO used to remind
staff, “every door should be an open door” regarding patient complaints, and when I became a
Team Lead, I adopted a similar mindset. My manager was also readily available to people - she
was always available by phone, even after hours and on weekends - and I have tried to be
similarly accessible to my team. Similarly, my current director is very supportive of staff health,
mental health, and work-life balance, and I choose to emulate his stance as a leader by
supporting my staff when they request last minute schedule changes, encouraging the full use of
vacation and breaks, and reminding the team that we have access to counseling when they have
challenging calls. In reflecting on my leadership, I recognized the influence my role models had
on my own behavior; however, seeing my potential to influence others was a blind spot for me,
until a member of my team, Meredith, left my office to take a temporary assignment in an arm’slength division. After trying to share my excitement about the Canadian Virtual Hospice Cultural
Safety Training with Troy and another coworker, and not getting any response, I opened up a
chat window with Meredith to share with her. She responded with interest and said she would
look into the module herself as it was relevant to her work. A few weeks later, she asked me for
advice on applying to host an Indigenous intern in her program area. She had heard I had worked
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with Troy to offer my area to an intern, and she wanted to do the same for hers. I realized she
saw me as a role model, and others might, too.
I can model the way by openly and honestly holding myself accountable to the
recommendations from this thesis, and by remaining vulnerable, being open to criticism from
those who are hurting and recognizing that they may not be able to voice their complaints. I will
continue to listen to and take direction from Indigenous people in all matters related to cultural
safety.
Finding 4: Learning and sharing about and through culture is medicine.
When I began gathering data for this inquiry, I also decided to kick off a personal project
to develop a closer connection with my Ashkenazi identity. I grew up knowing about this
heritage, which flows through my father’s side of my family, but I avoided labeling myself as
Jewish (despite many years of Chinese food for Christmas) because my identity was patrilineal,
and I thought that made it wrong for me to claim or feel akin to it. I had heard stories about my
dad’s grandfather being ashamed of, or at least minimally ignoring his identity, yet I also knew
my father was proud of it. My single biggest regret in life has been not serving two years in the
Israeli Defense Force (IDF). My Jewish identity and my complex personal relationship with
Israel are a lot to unpack on their own, much less in the context of trying to support Indigenous
people in BC with culturally safe care, so I felt I needed to work on my identity. I decided the
best way to do this was through food, as an essential part of life and a non-judgmental, nurturing,
and creative medium.
As I embarked on this personal project to explore my Ashkenazi identity, I cooked and
baked my way through Danielle Oron’s blog, I Will Not Eat Oysters, and her cookbooks, Modern
Israeli and Food You Love But Different. Some of the recipes, like Everything Challah and
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Cinnamon Challah Toast, were for shabbat (which I am terrible at observing); while others, like
the Brisket, and the Chicken and Dumpling and Dumpling soup, reminded me of my
grandparents and their fondness for good deli. Tahini Chocolate Chip Cookies and Israeli
Cheesecake made me think about my relationship with Zionism and Israel, and what it means to
be patrilineal and reconverting, and how my privilege of growing up “presumed Christian” might
impact how I feel about Israel. I journaled about my experience cooking to connect with my
identity, noting:
“Tonight I am struggling with my love of Israeli cuisine, given Israel’s role as a
colonizing power and its cruel treatment of Palestinians. Is it confusing to Indigenous people to
see my social media page and its advocacy for the caretakers of Turtle Island at the same time
as I am baking tahini blondies or cooking curry apricot chicken?”
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Figure 9: Preserved lemons and limes, croissant croque madame, halvah tahini breakfast buns, and everything challah.
Photographs taken by author.

I felt better through the process of reconciling some of the discomforts and
incongruencies with my own identity, when I could share more about my reflections in dialogue
with Cynthia. I noticed that she had been undergoing her own food journey, as she posted
pictures of roe and asked for tips on cooking moose over social media. We shared a fun half hour
talking about food and joking gently about our respective cultural stereotypes, and I felt relieved
somehow. I began to open up more about my identity in other areas of my life, with other friends
and over social media, and the resulting conversation strengthened my existing relationships, and
inspired me to make some new ones. Exploring my culture was an important step to help me
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become more culturally aware and sharing my culture felt like healing, too. As Cynthia said,
“culture is medicine.”
I can become a more culturally safe leader not only by learning about my culture, but by
sharing who I am with others. I will continue to explore and share my identity through food, and
I would like to learn how to introduce myself in circle and offer a land acknowledgement in
Hebrew.
Finding 5: I must put Indigenous people and voices first.
When I submitted this initial thesis design, my intentions were to be helpful, but I failed to
recognize the power and privilege I held. I knew the topic was sensitive, and that even asking
about it might be difficult, yet I thought a patient-centric conversation about experience might
ensure Indigenous voices were at the center of a conversation on cultural safety in MAiD.
However, I was not familiar enough with the literature or Indigenous culture to understand just
how culturally unsafe it would be to ask Indigenous people to talk about their experience with
MAiD. I did not realize there were protocols around death that might make it very difficult for
someone talk about a family or community members’ passing. I did not understand how much I
could be intruding or how to address the inherent power dynamics in this research. FNHA kindly
advised me of these dangers when I sought their ethical approval, and SahSen confirmed their
suggestions when I shared the conversation with her. I listened to them, and gently let go of that
inquiry design.
When I shared the news with Cynthia, it was important to her that this conversation about
cultural safety in MAiD continue. She reiterated this importance out of concern that actions to
address cultural safety in MAiD might be retroactive unless a conversation was started. Together
we worked to design an inquiry that did not lean into any of the areas of concern identified by
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FNHA, and that felt safe and effective to Cynthia. In the end, FNHA decided not to support my
inquiry; however, I learned a lot along the way. I realized the value and importance in seeking
input and guidance from and with Indigenous colleagues, and I learned that people who identify
as Indigenous have differing views and perspectives – they may not see things the same way.
I learned a lot from this process. FNHA had initially seemed interested in the inquiry, but
ultimately decided they could not support my original plan. Patients can withdraw consent, and
organizations and communities can, too. However, organizations like FNHA don’t speak for
every Indigenous person – while Cynthia understood their rationale, she disagreed with some of
the feedback and thought it was better for us to work together, in a different way. When I
honored the direction from FNHA and pursued inquiry with Cynthia in a different way, I had an
opportunity to learn a lot about myself, and to provide insight to settler leadership that other
settlers may find useful.
Another aspect of this inquiry changed through Indigenous input, as well. Initially, I had
wanted to draft this thesis as a book, so it could be accessible outside of academia. Cynthia liked
that idea from the beginning, but during our dialogues, she revealed some wisdom from a
community member whom she had spoken to about the value of experiential learning while
exploring her own identity and healing journey:
“I wouldn't have noticed it if I didn't reach out to all these mentors. . .when they did the
work on me, I said, "Why don't you guys write a book?" I said, “so we can teach people.” And
she said, “you're not going to process, you're just going to think and you're just going to read it.
That's all you're going to do is read it, you're not going to process it in your everyday life. What
we're after is trying to get you to process your feelings. Look at the way you behave in the
public, look at how you act in the big house.”
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As I listened to Cynthia share what she had been told, I realized I agreed. If I had not
gone through this process – the initial rejection, redesign, and then digging into my own work as
a health care leader – I never would have realized how much work I had to do on my own before
I could be ready to engage with Indigenous peoples. I could have read a book on the topic, but it
wouldn’t have had as deep an impact as living the story myself.
With this in mind, Cynthia and I decided one of our outputs would be a self-study
module, so other settler leaders could explore their own practices with cultural safety. We
wouldn’t have made this decision without Cynthia listening to her teacher, and without me
listening to Cynthia.
Listening to and prioritizing the visions of Indigenous peoples also came up several times
in my daily work. Indigenous patients would call a government number to ask for help, but often
the support they needed was designed to come from the health authorities. I listened, not only to
the words but to the flow of conversation, the tone, and their intensity. Many clients did not want
to be told they’d have to make another phone call, somewhere else. They’d had to be brave just
to call me. Rather than tell them I was sorry, they’d need to call somewhere else, I would ask
them to explain to me what they needed. Then I would speak to my contacts in OIH, to find out
if there was a way to support the client as they described from inside the Ministry. If not, I would
try to locate a contact for the client within the health authority, so I could tell them who would be
calling to help solve their problem. When I took the extra effort to meet the clients’ needs rather
than explain the way the system worked, they were happier – and I felt better, too.
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Finding 6: I care deeply about supporting care in rural and remote communities, but I don’t
understand the needs of these communities.
Much of my own experience with Indigenous communities has occurred in rural settings.
While I did provide care to Indigenous patients in the Seattle, Sioux Falls, and Denver urban
areas, I spent far more time in southeast Alaska (Tlingit/Haida), South Dakota (Oglala), and the
four corners regions (Diné/Kewa). These communities are rural, and they are Indigenous, but
they are also within the United States. Their experience of colonization, the systems they operate
in today, and the kind of support that is welcomed are different. I think I knew this intuitively
before beginning this inquiry, but two interactions with patients and one dialogue with Cindy
cast a bright light on this void in my knowledge.
Towards the beginning of the inquiry, I had a conversation with a client who identified
themselves as Indigenous, living in a rural area in BC, and they explained they were trying to
help a family member navigate the health care system after receiving a life-altering diagnosis.
The family member had avoided hospitals and clinics in the past (it was suggested this was out
of fear of discrimination), but now they felt inspired to seek treatment in these places so they
could enjoy a better quality of life. The family member had pre-emptively sought the support of
an ILN, but the ILN was unable to provide the level of support the family member needed. The
client explained the ILN said they had more patients to help than they could reasonably handle,
but they also suspected there might be friction because the client and family member were Métis,
while the ILN was First Nations. This was a dynamic I was unfamiliar with, and I needed to
speak extensively to colleagues in OIH to understand the complexities of relationships between
nations in this client’s region. “I’ve always said I know enough to know that I don’t know,” I
wrote in my journal that day, “but I think I am beginning to grasp the vastness of what I don’t
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know.” I reminded myself, “One of the potential harms of lumping Indigenous peoples into one
category is that we erase the histories and relationships that exist between diverse nations. I
could refer to my mother’s family as Scandinavian, but very specifically, they are Swedish, and
there are historical tensions between Swedes and Norwegians. Of course Indigenous nations
would have the same complexities. It’s too easy to forget this when I think a client is
Indigenous rather than Gitxsan or Kwakwaka’wakw.”
Another rural patient needed help towards the end of this inquiry. A mental health worker
contacted me, upset, to share that a homeless First Nations patient had to take a very long bus
ride from their remote community to a more urban location, where they could receive care. After
their acute treatment was complete, the patient was discharged – but not to their home
community. Instead, they were sent to a shelter, but the shelter did not have any beds available.
The mental health worker managed, after many phone calls and asking colleagues for help, to get
the patient a ride home, where their community and supports existed. I thought a lot about the
conversation I had with this mental health worker for a long time. I reflected that I knew
homelessness disproportionately impacted Indigenous people, and that homelessness is present
in both urban and remote areas. What I did not know is what supports existed for homeless
people in rural communities – and if I want to be a more culturally safe leader, that is likely
something I will need to know. I also reflected on the expanded access to MAiD for patients with
mental health conditions, and I wondered if this patient would have been vulnerable under the
expanded law. “What if this patient had come to [urban community] specifically for MAiD?
They weren’t discharged back to [home community] in this case, so would any information be
given to the patient’s relations back home? Would they know what had happened? Could they
be involved? Or would [home community] think this patient had gone to [urban community]
and never come back?” I do not know how health authorities communicate with Indigenous
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communities in rural areas, and this is also something I need to learn to become a more culturally
safe leader.
In one of our dialogues, Cynthia explained her nation shared care with three others, with
the physical locations of services spread between them. Klemtu was home to the Nursing Station,
while the hospital was in Bella Bella. As the nursing station manager, Cynthia often struggled to
understand why she was unable to secure the resources she needed to care for her people, and it
was not always clear when a concern needed to be escalated locally, through FNHA, or VCHA.
Often, it felt as though issues raised were ignored, especially when the issue had to do with
disagreements between communities, or patients not wanting to seek treatment in one care centre
versus another.
I was shocked, and quickly realized this was a dynamic I never could have understood if
Cynthia had not explained it to me. If I were supporting patients in Cynthia’s home community,
understanding the relationships between communities and health authorities would be essential
to a safe experience of care.
Cynthia added, “So, even ourselves as Indigenous people. . .it can happen within our
people to be [discriminatory] to each other. [It’s] not just the system being racist to us. That
actually happens within. . .This is where again, government and systems don't look at us as-“
“Distinct nations?” I offered.
Cynthia nodded. “Yeah. They just think, because we're in a central coast, they're saving
a buck, they're going to do it this [generalized] way and this is going to work for us. That's why I
said. . ."you can't force us to rush and rubber stamp the health and wellness model for the
Vancouver coastal area", because Vancouver coastal area includes Sḵwx̱wú7mesh Úxwumixw.
Squamish Nation, Kitasoo, and a few other distinct nations, these nations make up the group
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Vancouver Coastal Health. You can't put us in a puzzle piece and think we're going to be happy
because what happens is. . .you can’t go to every tertiary specialist. . .if I'm [starting] to go blind
in Klemtu, I'm going to [finish] go[ing] blind before [I can get care in another community].”
Cynthia mentioned the challenges she faces in her remote home community several times
throughout our dialogues. I began to see just how important it is for care to be tailored to specific
nations, and for those nations to lead the design of their care – otherwise the complexities like
relationships between neighboring nations would not be considered. Accountability for me will
mean keeping the unique needs of remote nations at the forefront of my mind and remembering
that ‘one size fits all’ approaches do not work. Relationship for me will mean developing
connections in remote areas and ensuring representatives from remote communities are involved
in any policy or program design that impacts their nation.
Summary
Some of the findings emerging from this study were expected, and some were a surprise.
Some were both. I knew relationships were important to my practice as a leader, but I did not
realize I sometimes treat them with greater priority than my commitment to offering more
culturally safe care. I was pleased to find I have an opportunity to influence others by modeling
the way, and to realize that learning and sharing about and through culture is medicine. I wanted
to learn that I could have a steady, predictable progression towards becoming a more culturally
safe leader, but I discovered I have deeply ingrained mental models, and my journey of healing
my colonial biases will be lifelong. I know now that while I care deeply about supporting care in
rural and remote communities, I don’t fully understand the needs of these communities. I must
put Indigenous people and voices first. All of these findings are grounded in accountability and
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relationship, which will become the underpinning of my journey to be a more culturally safe
leader in the context of MAiD.
Conclusions
In this section, I present my conclusions to my overarching research question, “how can I
become a more culturally safe leader in the context of MAiD?” By juxtaposing my own
experiences during this inquiry with the literature reviewed in Chapter 2, I propose four
conclusions. I posit that I can become a more culturally safe leader through accountability, which
I can support by continuing to explore my own identity and context, practicing deep listening,
and by hiring and promoting Indigenous staff. I recognize that cultural safety is ongoing, lifetime
work which settlers must carry while understanding only Indigenous peoples can determine if the
work is successful. In the third conclusion, I consider the context of my workplace, in which
policies and practice standards are designed, and I emphasize the need to ensure these policies
and practices need to be evaluated by Indigenous peoples if they will be impacted by them.
Finally, I conclude that accountability and relationship are fundamental grounding principles to
culturally safety in MAiD, and to health care more broadly.
Conclusion One: I am taking steps to be accountable in my practice cultural safety by
exploring my own identity, practicing deep listening, and by hiring and promoting Indigenous
staff.
Conclusion Two: Cultural safety is ongoing, lifetime work which settlers must carry while
understanding only Indigenous peoples can determine if the work is successful.
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Conclusion Three: To support more cultural safety in health care, we must engage with, hire,
and promote Indigenous peoples to design, implement, and evaluate policies and practices and
principles.
Conclusion Four: Accountability and relationship are fundamental grounding principles to
culturally safety in MAiD, and health care more broadly.

Conclusion One: I am taking steps to be accountable in my practice cultural safety by
exploring my own identity, practicing deep listening, and by hiring and promoting Indigenous
staff.
Throughout this research, as I explored how I can be a more culturally safe leader, I
discovered that my identity is the lens through which I see the world and around me and in doing
so I create my own narrative or story. My identity colors everything – my interactions, my
motivations, and my mental models, whether I want it to or not. Thus, to be a more culturally
safe leader, I must understand how my identity, including my culture, positional power, and
biases (conscious and unconscious), influence how I adapt what I see or hear to fit my dominant
narratives and perspectives and be open to seeing and hearing other possibilities and realities.
According to Caxaj and Schill (2019), Campina-Bacote (2012) and others, cultural safety cannot
happen if I am not culturally aware (Caxaj & Schill, 2019; Campina-Bacote, 2002). Therefore, in
understanding my own culture and how my identity shapes my worldview, I am taking steps to
become a more culturally safe leader in the context of MAiD.
Yet, simply learning about my own culture is not enough for me to become a more
culturally safe leader. I must also learn to listen deeply to other interpretations and world views.
Listening honors Indigenous ways of knowing and sharing knowledge and dismantles traditional
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power dynamics by giving the speaker narrative control (Wilson 2008; Rowe et. al., 2013;
Voyageur et. al., 2015; Kendall & Kendall, 2012). As a health care leader, listening to
Indigenous peoples provides me with an opportunity to practice cultural sensitivity, to recognize
and appreciate the cultural differences between Indigenous peoples and myself as a settler
(Campina-Bacote, 2002). Listening deeply or listening generatively will help me create space by
getting out of the way, focusing on an emerging future that is designed by the person speaking
(Voyageur et. al, 2015), rather than rooted in my own biases and worldviews. Listening deeply
offers an opportunity to build relationships and be accountable to what others are saying.
During this inquiry, I had the opportunity to practice my listening skills. I rediscovered
that I am capable of deep and generative listening; however, I also realized that when I am tired,
when I have competing priorities, or when my direct leadership needs my attention elsewhere, I
have more difficulty listening deeply. Rather, I can slip into downloading, where I confirm what
I already know, or objective listening, where I pay attention to what differs from own concepts
(Voyageur et. al., 2015). These types of listening tend to require less effort and also confirm my
own biases and opinions (Voyageur et. al., 2015). To continue to practice culturally safe
leadership, I will work on holding myself accountable to Indigenous peoples, so the actions I
undertake on their behalf in my role as PCR Phone Team Lead represent a need they have
identified rather than one I have assumed. As I work to become a more culturally safe leader in
the context of MAiD, I will need to listen to and prioritize the voices of Indigenous peoples and
confirm with them that my actions uphold their needs and priorities.
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Conclusion Two: Cultural safety is ongoing, lifetime work which settlers must carry while
understanding only Indigenous peoples can determine if the work is successful.
As noted previously, a journey towards learning and leadership requires a lifelong
commitment (Senge, 2006). It cannot be achieved by ticking a box – it is an ongoing practice,
and it is the responsibility of everyone working in health care. A journey towards cultural safety
learning requires open-ended learning and commitment to a cycle of engaging purposefully,
reflecting, and growing (Connor & McEldowney, 2011). Further, given cultural safety in health
care is determined by an individual receiving care, it is highly contextualized, culturally
grounded, individual dependent, and adaptable depending on the individual’s circumstance and
identity. With more than 200 diverse nations within BC, the recognition that ethnicity does not
equate culture, and further understanding that every individual’s definition of cultural safety is
unique to them, a leader could dedicate their entire lifetime to cultural safety learning and still
have more knowledge to absorb (Greenwood et. al., 2015; Caxaj & Schill, 2019; CampinaBacote, 2002; Browne et. al, 2009). In the context of MAiD, this complexity is further deepened
as we navigate the topic of death which is often culturally defined and sacred (Canadian Virtual
Hospice, 2021).
There is a sermon I love, and one I like to read around Rosh Hashanah, given by Rabbi
Angela Buchdahl (2017). Rabbi Buchdahl describes a Kabbalist creation story, in which repair is
the purpose of humanity:
In the beginning — God’s presence filled the universe. Because God was everywhere,
there was no room for anything else. So God had to contract, like a deep inhale, in order
to make space in which to create the world. The mystics called this divine contraction
tsimtsum. In that newfound space, God created darkness. God then poured a stream of
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Divine Light into ten vessels. But these vessels could not withstand such awesome,
primordial energy. They shattered, showering holy sparks everywhere. Human beings
were created to find these splinters of divine light, to make a tikkun — a repair — by
helping God gather them together and lifting up these broken pieces, to restore and recreate the world.
Cultural safety is a tikkun that will require generations of work from all of us. Even with
absolute dedication to my learning journey, it might not be fully realized in my lifetime, in my
nephews’ lifetime, or even their children’s lifetime. If trauma has a ripple effect that carries
through seven generations, then it makes sense to believe many generations of listening and
learning will be needed to heal (Haudenosaunee Confederacy, 2021). We will not achieve
reconciliation overnight, but we just might achieve it if we wake up with the determination to try
every single day. Cultural safety in MAiD will also take time to achieve, but it could contribute
to better health care experiences in the future.
Conclusion Three: To support more cultural safety in health care, we must engage with, hire,
and promote Indigenous peoples to design, implement, and evaluate policies and practices and
principles.
Although deep and generative listening are powerful leadership tools, they do not and
cannot replace the expertise that comes from lived experience (Voyageur et. al., 2015; Wilson,
2008). To transform the colonial mindset and constructs that are embedded in systems and
structures, I realize I and we must work to dismantle the way things have been done in health
care and create possibilities to do things differently to create more cultural safety (Tuck & Yang,
2012). This requires active engagement with Indigenous people in health care through active
dialogue, consultation, hiring, and promotion to positions of leadership and influence (Turpel-
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Lafond, 2020). In doing so, it is important to remember that one Indigenous person does not
represent all the diverse views of Indigenous people in BC, and if a law or project
disproportionately impacts one nation – as was the case with Wetʼsuwetʼen First Nation and the
Coastallink pipeline – then accountability requires settler leaders to ensure that particular nation
has a seat at the table (Greenwood et. al., 2015). To develop culturally safe policies for MAiD,
extensive and meaningful consultation is needed with as many of the diverse nations of BC as
possible, as each may someday be impacted by a member of their community opting for MAiD.
Policies and programs designed by and for Indigenous peoples are far more likely to be
culturally safe than those developed by settlers with cultural safety implemented as an
afterthought (Canadian Virtual Hospice, 2021). Only through a combination of engaging with,
hiring, and promoting Indigenous peoples to design, implement, and evaluate policies and
practices and principles will we be able to achieve a truly culturally safe health care system in
BC (Canadian Virtual Hospice, 2021; Turpel-Lafond, 2020).
When I consider the systems context of my role – a consideration that is essential for
cultural awareness - I am reminded that a significant portion of my work involves hiring and
promoting people within the Ministry of Health (Campina-Bacote, 2002). IPS and TRC both
called for further hiring and promotion of Indigenous peoples in government, and this in an
action I can take in my leadership role (Turpel-Lafond, 2020; TRC, 2015). I have directly hired
one Indigenous person and supported them applying for positions of greater leadership, and I
will do so again in the future. I must continue to hire and promote Indigenous peoples in order to
become a more culturally safe leader in the context of MAiD.
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Conclusion Four: Accountability and relationship are fundamental grounding principles to
culturally safety in MAiD, and health care more broadly.
In light of the TRC and the In Plain Sight reports, as leaders we have a responsibility to
be accountable and create a more culturally safe heath care system for Indigenous people. In the
context of MAiD this requires the implementation of the previous conclusions, while also being
accountable to our actions and commitments to be culturally safe. To date, there has been
minimal engagement with Indigenous peoples about MAiD, aside from a federal survey
(Bourassa & Owl, N.D; Koenig, 2016; DoJ, 2020). More needs to be done to understand what
culturally safe MAiD would like, and as leaders we have a responsibility to be accountable to
these recommendations. Unfortunately, the MAiD bill was passed prior to meaningful
consultation; however, there is much that can be done to hold ourselves accountable to the
recommendations outlined in the TRC and In Plain Sight reports to ensure that MAiD is
culturally safe for Indigenous people – as defined by their hopes and desires.
In order to consult meaningfully with Indigenous peoples to rectify the oversight in
MAiD design, settlers will need to build respectful, trusting relationships with Indigenous
peoples. Relationships are the place where knowledge – like what makes a MAiD program
culturally safe for one patient and not another – is generated, they keep us in balance, and they
remind us of our place in the larger, wholistic world (Makokis & Bodor, 2014; Atleo 2004;
Greenwood et. al., 2015). Relationships will help settlers engage with, hire, and promote
Indigenous peoples to design, implement, and evaluate policies, practices, and principles.
Relationships will provide emotional support and encouragement to settlers when their lifelong
learning journey towards cultural safety becomes challenging. Relationships will provide context
and depth to our own identities and the conversations we have with others about cultural safety.
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Everything happens in relationship (Atleo, 2004; Greenwood et. al., 2015). We cannot address
cultural safety in MAiD without also introducing relationship as a grounding principle.
Scope and Limitations of the Inquiry
The intended scope of this study was my own leadership practice as it relates to cultural
safety in MAiD and does not examine the experiences and possible perspectives of others
working in health care in BC. Specifically, it explores my leadership practices as Team Lead in
Patient and Client Relations, where I communicate primarily with patients and their families,
document their concerns, offer information, and share the feedback with Ministry leadership. My
office is closely connected to the Office of Indigenous Health and is one arm in a larger health
complaints process which includes the PCQO and PCQRB. It is important to note this study
explores my lived experiences and therefore I question the generalizability of this work.
However, the methods that I employed could be applied with any health leader to explore their
respective experiences and perspectives related to their culturally safe leadership practices.
In addition to the aforementioned, this study was limited to the participation of myself
and Cynthia. When designing the study, I did seek feedback from other colleagues who
identified as Métis and First Nations; however, these colleagues were unavailable to serve as
feedback partners throughout the study and offer different views and perspectives about my
leadership practices and how they were/were not culturally safe. As such, this study was limited
in terms of how many Indigenous perspectives were represented. Fortunately, several of these
colleagues did offer suggestions on the study design before it was submitted for ethical approval.
Their participation in this way ensured the design was seen by multiple Métis and First Nations
peoples before submission. Unfortunately, none of these individuals are Inuk, which adds
another limitation.
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Chapter 5: Recommendations and Implications
Introduction
In this final chapter, I offer recommendations grounded in both existing literature and the
findings of this research study and explore the practical implications of this study to inform more
culturally safe practices in MAiD.
While the standard thesis typically presents recommendations in a chronological and
prioritized order, I purposefully have not done so in this thesis. There are a few reasons for this.
First, dissecting the recommendations and categorizing them runs against the “wholism” that is
so essential to an Indigenous worldview (Greenwood et. al., 2015). I have no way of knowing
which of these recommendations are most actionable or the highest priority for a settler reader,
and therefore it feels inappropriate of me to instruct which to prioritize. Rather, I encourage the
settler reader to see these recommendations as pieces of a larger puzzle, disassembled in a box.
Pick them up, examine them, and determine how they might fit into your own relationships and
sense of accountability. Consider how they could be relevant to you as a settler or within an
organization -- they are applicable to both and individual and organizational considerations are
offered for each recommendation. The picture this puzzle creates - leadership that seeks to be
culturally safe in the context of MAiD - is incomplete without all of the pieces; however,
everyone assembles a puzzle differently. How you implement the recommendations in this final
chapter is up to you.
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Figure 10: Envisioning recommendations as a puzzle. Figure created by author.

Recommendation: Commit to Ongoing Learning/Unlearning
Individual settlers: Cultural safety begins with your cultural awareness and sensitivity
(Connor & McEldowney, 2011). Commit to continuous education. Cultural safety education can
be incorporated formally, in CE, university classes, seminars, and forums (True North Aid,
2020). It can also be incorporated informally, through subscriptions to Indigenous publication,
following Indigenous content creators, attending Indigenous created and curated gallery and
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museum exhibits, and attending ceremonies (True North Aid, 2020). Talk to others about what
you are learning.
Organizations: The Ministry of Health and the Health Authorities can support settler
leaders like me by encouraging a culture of continuous education. Professional colleges could
require a certain amount of annual cultural safety CE and schools could introduce curriculum and
events in way that teaches ongoing reflection and learning (Turpel-Lafond, 2020).
Recommendation: Consult, Hire and Promote Indigenous Peoples
Individual settlers: The most culturally safe policies and programs are those developed by
Indigenous peoples for Indigenous Peoples (Canadian Virtual Hospice, 2021). If you have hiring
responsibilities, consider prioritizing hiring or promoting Indigenous peoples (Turpel-Lafond,
2020; TRC, 2015).
Organizations: Consult with Indigenous peoples whenever you develop a project,
program, or policy that might impact them, but also consider when you consult. Are you
welcoming constructive feedback at the beginning of your project, when that knowledge can
become part of the foundation, or are you consulting at the end, when suggestions may need to
be woven into an existing structure where they might not fit as easily (Canadian Virtual Hospice,
2021; Turpel-Lafond, 2020; TRC, 2015)?
Recommendation: Explore Identity
Individual settlers: Explore your identity. Consider how your identity impacts your work,
your relationships, and your feelings about cultural safety (Connor & McEldowney, 2011).
Organizations: Encourage education on intersectionality and gender-based analysis
within your organization, to support staff as they learn about the experiences of others and
consider their own identities and biases.
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Recommendation: Nurture Relationships
Individual settlers: Explore your relationships with others. Consider how you support the
people around you, and the assumptions or beliefs you hold about them. Be honest without
yourself about any assumptions that might stop you from engaging with them in certain ways.
Explore your relationships with Indigenous peoples. Identify any organizations (such as
the Ministry of Indigenous Relations and Reconciliation or First Nations Health Authority),
offices (such as the Office of Indigenous Health, or an Indigenous Health Office within a health
authority), or openly Indigenous-identified leaders or coworkers in your area. Identify shared
goals and visions and connect regularly.
Organizations: Encourage cross-organizational communication and information sharing
to support these relationships. Examine your current relationship with the nation upon whose
lands whose lands you operate and explore possibilities for strengthening that relationship
(Turpel-Lafond, 2020).
Recommendation: Include a Focus on Rural and Remote Communities
Individual settlers: If your work impacts the lives of people in rural and remote locations,
evaluate your knowledge about the challenges and resources in these areas honestly. If it is
sparse, consider developing relationships with others who know the region better, and ensure you
assign staff from rural and remote regions to projects that will support these areas.
Organizations: Develop regional policies and programs rather than adopting a “one size
fits all” approach. Consider creative solutions to support rural and remote regions, including
telemedicine. Review current policies with people from rural and remote areas to determine if
existing frameworks negatively impact them. Consult with people from impacted areas and
redesign according to their specifications (Turpel-Lafond, 2020; TRC, 2015).
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Recommendation: Remember Culture is Medicine
Individual settlers: Consider the cultural experiences that are important to you – they
might be related to food, family, holidays, or music. Think about how comfortable you are
sharing about your culture with others. Barriers that prevent you from being forthcoming might
also impact others. Explore ways to support cultural diversity in your work. Embrace cultural
exchange as an opportunity to deepen both relationships and understanding.
Organizations: Organizations can support cultural exchange through events (perhaps
especially food-based events), and by recognizing the diverse identities of the people that make
up the organization. The BC public service does a good job of acknowledging a wide away of
religious holidays in its newsletters; however, they could go a step further and offer employees
the opportunity to use their statutory pay on their own religious holidays rather than only the
Christian Easter and Christmas. Further, organizations can explore how they support, recognize,
and consider traditional foods, ceremonies, and gatherings. One suggestion Cynthia made during
this study was an encyclopedia of cultural death practices, written by Indigenous communities.
Other ideas should be developed through consultation (Turpel-Lafond, 2020; TRC, 2015).
Recommendation: Maintain Accountability through Transparency
Individual settlers: Consider who you share with and help.
Organizations: Consult with Indigenous peoples specifically on the accessibility of
information and services within your organization. Implement any information sharing
agreements necessary to de-silo supports and referrals. Ensure any complaints processes are
readily available and can be deemed culturally safe by Indigenous peoples (Turpel-Lafond, 2020;
TRC, 2015).
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Recommendation: Model the Way
Individual settlers: Leadership by example has the capacity to inspire action and change
in others (Senge, 2006). Be open about your commitment to cultural safety in your leadership
practice, share your educational resources with others, and exemplify cultural humility by
embracing the vulnerability of recognizing your own bias, narratives, and need for both learning
and unlearning (FNHA, 2016; Brown, 2018)
Organizations: Employee recognition is already built into many industries, but the
Ministry, the Health Authority, and other systems within health care could support leaders who
model the way with cultural safety by shining a spotlight on their work. As a Ministry employee,
I feel there have been some early systemic steps to model the way, like the Minister’s Mandate
Letter and the Service Plan, as well as the Ministry-wide support for wearing orange during the
month of June, recognizing the Federal day for Truth and Reconciliation, and by offering
sympathy and resources to Indigenous staff after Tk’emlúps te Secwe̓pemc began to recover
Indigenous children. On a more impactful scale, the Minister’s commitment to implementing all
of the findings from IPS and the hiring of Dawn Thomas as Associate Deputy Minister of
Indigenous Health are meaningful leadership moves.
Recommendation: Uphold the unique and individual needs of diverse Indigenous people by
asking: “What does _____ look/feel like to you?”
Individual settlers: Remember that every individual’s needs are unique. Abstain from
making assumptions and ask those you are interacting with to advise you of their ideal outcome.
If that person’s needs are outside your scope, work with them to identify another individual who
can help. Asking this question and delivering what is identified is accountability.
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Organizations: This question could be used in Ministry focus groups, in interorganizational meetings, or cross-jurisdictional working groups. Any time Indigenous people
should be consulted, a version of this question is appropriate.
Organizational Implications
Implications for Settler Leaders
Implementing these recommendations will require settler leaders to commit to a
continuous, ongoing process of reflection, learning, and implementing change in their own
practice (Senge, 2006; McEldowney & Connor, 2011). Settlers unlearning and re-learning about
Canadian history, recognizing and apologizing for the experiences of Indigenous peoples, and
speak up in the face of racist behavior are all actions encouraged by the In Plain Sight and TRC
reports (Turpel-Lafond, 2020; TRC, 2015). It is important for settler leaders to remain active in
their learning, and to accept their role as either an ally, accomplice, or co-resistor in support of
Indigenous peoples (Swiftwolf, n.d.). Settler leaders can move towards a culturally safe future
state of MAiD – and health care in general – by being accountable for their Western mental
models, biases, and learned narrative, and by engaging in meaningful relationship with others
listen deeply for an emerging future that is defined and designed by Indigenous peoples
(Voyageur et. al., 2015).
Implications for the MAiD Oversight Unit
The MAiD Oversight Unit may face some challenges applying these recommendations
while it is busy working to support implementation of the new expansions to MAiD, but several
of the recommendations could be addressed more easily. The first “quick win” would be for the
new MAiD Oversight Unit Manager to ensure all future hiring competitions include a preference
statement for Indigenous applicants, in support of In Plain Sight Recommendation 14 (Turpel-
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Lafond, 2020). During my own interview for the MAiD Manager position, I was pleased to see
the inclusion of the Cultural Safety competency in the interview questions. This is already a step
in the right direction.
Another “quick win” would be to establish a monthly meeting with OIH, to discuss
policy and program proposals and ensure designs are mindful of the need of Indigenous peoples.
OIH might also be able to support the MAiD Oversight Unit by reviewing the content of the
current MAiD website and ensuring the language and resources are understandable and relatable
for Indigenous patients. The MAiD Oversight Unit might also encourage staff to complete the
Canadian Virtual Hospice Cultural Safety Training, as it is a no-cost, accessible learning option
designed in partnership with Indigenous peoples, and resources beyond San’yas are encouraged
by In Plain Sight (Turpel-Lafond, 2020).
Long term, the MAiD Oversight Unit could examine current policies and practices to
identify opportunities to improve access and service to rural and remote Indigenous communities
as well as support cultural practices in end-of-life care. A research project with Indigenous
communities, modeled after the previously completed Patient Voices Network project, would
support consultation and opportunity (BC Patient Safety & Quality Council, 2019). There are
opportunities to partner with FNHA and learn about and from their culturally-centric end-of-life
doula program (FNHA, 2019).
Implications for the Ministry
For the Ministry, the implications of this inquiry are supportive of the current stance and
direction identified in both the Mandate and the Service Plan, as well as the present emphasis on
hiring and promoting Indigenous peoples (Office of the Minister of Health, 2021; GCPE, 2020).
The Ministry is getting better at prioritizing Indigenous voices. Dawn Thomas’s appointment as
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Assistant Deputy Minister is both follow through on Turpel-Lafond’s (2020) recommendations,
and a good example of placing a powerful Indigenous voice in a position to be heard. I am also
grateful for the presence and respective roles of OIH and MIRR.
However, I think the Ministry could be better. Just like FNHA cannot represent all
Indigenous people, OIH, MIRR, and even Dawn Thomas cannot represent all Indigenous people
in BC. Nor can they be in every meeting in the Ministry at once. I believe it would be helpful for
every department within the Ministry to have at least one Indigenous person on staff, and I
believe the Ministry should require Indigenous consultation on any issue that will impact
Indigenous peoples.
Where the Ministry might experience a stretch is through the relationship- and cultureoriented recommendations outlined in this paper. Cross-Ministry relationships between Health,
MIRR, and MMHA will be needed to support culturally safe experiences of care, which will
require information sharing agreements and a re-examination of how the Ministries communicate
with each other, at a minimum. A cross-Ministry working group might be a good place to start.
In addition, the Ministry will need to be able to communicate directly and easily with the
Health Authorities, as program feedback will likely flow through the patient complaints process
and PCQOs. This second item should be easily accomplished through the existing Patient Care
Quality Working Group (PCQWG), but I am flagging it here because a more transparent,
accessible complaints process for Indigenous patients was one of the recommendations from IPS,
and it is likely the PCQWG will be impacted by the new design (Turpel-Lafond, 2020).
The Ministry will need to support and encourage leaders to focus on and examine their
cultural safety practices across the Ministry, to foster a culture that can support all nine of the

TALKING EACH OTHER HOME

128

inquiry recommendations. The Ministry already offers leadership training and development, so
there is an existing structure that could be used to create this culture.
One way the Ministry could support cultural safety in MAiD is to focus on cultural safety
in palliative care and disability support services. Nationally, 82.8% of MAiD patients received
palliative care, and 43.6% received disability support services (Health Canada, 2021).
Finally, the Ministry could accomplish a “quick win” by requiring staff to complete
continuous cultural safety education, perhaps in the form of at least one of the existing House of
Indigenous Learning classes per year. Education regarding the developing BC First Nations,
Métis and Inuit Cultural Safety and Humility Standard may also be beneficial to Ministry staff
(Health Standards Organization, 2021).
What’s Next?
My commitment to this inquiry doesn’t end with this research and thesis. I will be sharing
these findings and recommendations with the MAiD Oversight Unit, OIH, and the PHO within
the Ministry, with the health authorities, and with CAMAP. I have also created an executive
summary that offers an accessible breakdown of this project, as well as a copy of the same
module I completed so other leaders can replicate the experiment themselves and generate new
knowledge through experience in their own roles.
While I did not succeed in the competition for the MAiD Manager role, I did receive
positive feedback on my application, and there may be opportunities for me to work with the unit
in the future. I am open to competing for the MAiD Manager position again if the opportunity
presents itself.
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Implications for Future Inquiry
This research offers one possibility of how First-Person AR could explore cultural safety
in health care and there are so many more possibilities for exploration. It would be interesting to
see these same questions applied in a First-Person AR inquiry with a primary researcher in care
delivery. Findings or recommendations that shared overlap with this study would lend validity to
both inquiries and could possibly inform second- and third-person action research projects. On a
larger scale, any settler leaders involved in MAiD could repeat the study themselves and use the
findings to inform their own future practice. Repeated use of this inquiry process could nurture
relationships and promote reflection and accountability across health care settings.
Any second- or third-person inquiries on cultural safety in MAiD should be designed and
led by Indigenous peoples. Given the incredible diversity of nations in BC, both communitybased and province-wide approaches could be beneficial.
Finally, given the number of patients who elect for MAiD while in palliative care, and
Caxaj and Schill’s (2019) work on the Indigenous experience of palliative care, it is also possible
that cultural safety in palliative care programs would generate a more supportive environment for
Indigenous patients seeking MAiD.

Thesis Summary
I began this inquiry with an earnest desire to open a conversation about cultural safety in
MAiD. I learned through experience, and then confirmed in my literature review, that there are
both safe and unsafe ways for settlers to support cultural safety in health care, and I decided to
explore how I personally could become a more culturally safe leader in the context of MAiD. I
opted to use a blended First-Person AR and Storytelling methodology that reflected the need for
settler leaders to become culturally aware and culturally sensitive before they can engage with
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others in a way the other person might describe as culturally safe. I requested and received the
support of many Indigenous colleagues, most of all Cynthia, who owed me nothing but
generously gave me her time and feedforward.
Through a combination of journaling my daily experiences and engaging in talking-story
dialogues with Cynthia, I learned a lot about myself and my leadership. I learned that
relationships guide everything I do, and that they shape systems. I can be a better leader by
leaning into my relationships with others, and by using my own professional growth to pull
others up with me. As a hiring manager, I can prioritize hiring and promoting Indigenous people,
and encouraging Indigenous staff to explore opportunities and grow in their careers. I can model
the way (Senge, 2006) for my team by being open about how important cultural safety is to me,
by acknowledging my mistakes as I learn and grow, emphasizing the importance of regular,
respectful consultation, and by listening intently to Indigenous people and prioritizing their
direction over my preconceived ideas. I need to continue to explore the complexity of my
identity as a settler on Turtle Island and an American immigrant to Canada, and as a queer
Jewish woman. Through my life experience, I understand the resources available to Indigenous
people in urban and rural environments are different, but I didn’t realize they were complex until
Cynthia explained her nation’s health care to me. I can use what I have learned as a
communications leader to collect a better database of resources to share with Indigenous people,
and I can make better Ministry connections with folks who know more than I do and can help
clients as needed. Finally, I can ask “what does _____ look like to you?” to ensure the person I
am engaging with is designing my action plan to help them.
For myself, for other health care leaders, for MAiD providers, and the Ministry, my
recommendations are to educate, consult, seek opportunity, explore identity, nourish
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relationships, model the way, remember rural and remote communities, consider culture, and
cultivate accessibility and transparency. We must remember to look within ourselves before we
seek to help others, and we need to not only ask for, but truly, deeply listen to the stories
Indigenous people have shared with us. Their visions and voices, not ours, are the roadmap to
cultural safety in MAiD, health care, and beyond.
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Appendix A
Journal Entry Template

Over the six-week course of this study, I completed the following journal template every
weekday, paying particular attention to events that occurred that brought up
strong emotions. I recorded events as close to the time they were experienced as
possible. Towards the end of the study, I realized recording on the weekends was also
important, and I changed my practices to reflect that.

Round 1 a: What is the current state of my leadership in relation to MAiD and cultural
safety? (initial daily journal entries; two weeks)
Today’s date:
Observations

What are the experiences I encountered today (explicit and
tacit) in my leadership role?

Reactions

How did I react emotionally to those experiences? What was I
thinking as the event unfolded?

Judgements

What insights did I have and what judgements did I make
based on those experiences and reactions?

Interventions

What actions did or didn’t I take in reaction to these events?

Listening

How did I listen today? (Otto Scharmer as noted in Restorying
Indigenous Leadership)
Downloading: Confirming what you already know
Objective/attentive: Paying attention to what differs from own
concepts
Empathetic: Seeing through someone else’s eyes
Generative: Listening from the emerging future/listening
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Deep: Being collectively mindful, present but “out of the way”,
comfortable with complexity and reluctant to simplify

In Plain Sight and the
TRC Calls to Action

How did I uphold the recommendations from In Plain Sight and
the TRC Calls to Action today?

Round 1 b: Reflective journal entries (end of each week)
In this activity, I’ll explore possible alternative observations, reactions, judgement, and
interventions relating to the experiences themselves and any implications for future
similar experiences:
Today’s date:
Observation

What did I miss in my initial descriptions of my observations? Was I
being selective in what I observed?

Reaction

How did my initial reaction(s) impact my judgement? Was I aware of my
initial reaction at the time? How could I have reacted differently internally,
and how might this have produced a different judgement and intervention?

Judgement

Was my judgement warranted given what I observed? Did I make any
assumptions? What alternative judgements could I make?

Intervention

Was my action based on sound judgement? How could I have reacted
differently?

Round 1 c: Data Analysis
Conducted weekly.
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Today’s date:
Thematic Analysis
1. Explain what you were saying in your journaling; and
2. Interpret and find the various meanings between the codes and the potential processes
you are thinking about.
Space here for your coding

Categories

Excerpts go here

Quantitative Assessment of In Plain Sight and the TRC Calls to Action Implementation
Actions
IPS
Date
Date
Date
Date
Date
Date
Date
Recommendation#
IPS
Recommendation 1
IPS
Recommendation 2
IPS
Recommendation 3
IPS
Recommendation 4
IPS
Recommendation 5
IPS
Recommendation 6
IPS
Recommendation 7
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IPS
Recommendation 8
IPS
Recommendation 9
IPS
Recommendation
10
IPS
Recommendation
11
IPS
Recommendation
12
IPS
Recommendation
13
IPS
Recommendation
14
IPS
Recommendation
15
IPS
Recommendation
16
IPS
Recommendation
17
IPS
Recommendation
18
IPS
Recommendation
19
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Recommendation
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Quantitative Assessment of Listening
Type of Listening
Date
Date

152

Date

Date

Date

Date

Date

Downloading
Objective/Attentive
Empathetic
Generative
Deep

Round 1 d: Closing Reflections Journal Entries
Today’s Date:
Based on the above, what possible interventions/ actions might I consider moving
forward with in my own leadership practice to support the establishment of cultural safety
in the context of MAiD? What supports and resources might be needed?

Round 1 e: End of Round 1 Change
Today’s Date:
My change to be implemented in Round 2 is:
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Appendix B
Feedback Partner/Team Discussion Agenda
Over the course of the six-week data collection period, I met virtually with Cynthia three times. I
shared my (post-change) journaling for her consideration and suggestions for future actions I
might take via feedforward. (Note that the feedback dialogue concerns the post-analysis findings,
NOT the original reflective journaling notes!) Each meeting was audio recorded and transcribed.
The following agenda was used as a guideline for these dialogues.

Date & Time: _____________________
Meeting URL: _____________________
Round: One______ or Two______
Participant: _____________________
Discussion Topics & Questions

Estimated
Time

Who

1. Land acknowledgement

Untimed

All

2. Share our experiences over the past two weeks, weaving in
linkages to themes and emerging patterns in the study.

Untimed

All

3. Link current experiences to previous experiences,
compare and discuss potential learning.

Untimed

All

4. Agenda items for Jessica: Cindy’s advice on what to
practice, read, or seminars to attend.

Untimed

All

5. Check-out – personal connection, discussion of anticipated
events in the week ahead.

5 mins

All

TALKING EACH OTHER HOME

154

Appendix C
Email Invitation - Feedback Partners
Dear Cynthia Robinson,
I would like to invite you to be part of a research project I am conducting as a part of my Master
of Arts Degree in Leadership at Royal Roads University. The purpose of my research is to
understand how, through a cyclical and self-reflective practice, my own leadership approach
might best support cultural safety in Medical Assistance in Dying (MAiD).
You have been chosen as a prospective Feedback Partner participant because we have developed
a baseline reciprocal relationship, grounded in trust and mutual respect for each other, and a
practice of enriching conversations regarding our own leadership practices. This phase of my
research project will consist of one-hour virtual group discussions every two weeks for a period
of five weeks via Zoom, followed by a one-time one-hour virtual group discussion to review the
initial data analysis and draft recommendations, for a total of three meetings over a two-month
period.
The attached document contains further information about the research and will enable you to
make a fully informed decision on whether or not you wish to participate. Please review this
information before responding.
I realize that due to our collegial relationship, you may feel compelled to participate in this
research project. Please be aware that you are not required to participate and, should you choose
to participate, your participation would be entirely voluntary. If you do choose to participate, you
are free to withdraw without prejudice at any time up to the start of the group discussions, after
which withdrawal of your contributions may not be possible as your ideas will have influenced
the overall discussion and themes emerging from the process.
If you do not wish to participate, simply do not reply to this request. Your decision to not
participate will also be maintained in confidence. Your choice will not affect our relationship in
any way.
Please feel free to contact me at any time should you have additional questions regarding the
project and its outcomes.
If you would like to participate in my research project, please email me at EMAIL REDACTED
or contact me at PHONE NUMBER REDACTED.

Sincerely,
Jessica Havens
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Appendix D
Information Letter – Feedback Partner
Talking Each Other Home: A First-Person Action Research Study on Leadership and Cultural
Safety in MAiD
Dear Cynthia Robinson,
My name is Jessica Havens, and this research project is part of the requirement for a Master of
Arts in Leadership degree at Royal Roads University. My credentials with Royal Roads
University can be established by contacting NAME REDACTED, Director, School of
Leadership Studies: EMAIL REDACTED or PHONE NUMBER REDACTED
This inquiry is a thesis that seeks to understand how I, as a settler-identified leader within the BC
Ministry of Health, can become a more culturally safe leader in the context of Medical
Assistance in Dying (MAiD). Currently there is no literature on cultural safety in MAiD, and it is
important for settler leaders like to me to understand what we can appropriately do to support
patients while we wait for guidance and input from Indigenous communities.
Using first-person action research as my methodology, I plan to engage you as a feedback
partner, as both a fellow RRU MAL-H student and a Kitasoo/Xai’Xais health care leader, so as
to mitigate my researcher bias and broaden my own perspectives and understandings of my
experiences and actions. I will meet virtually with you once every two weeks for a one-hour
virtual conversation using Zoom over a period of five weeks, where I will bring forward any
complex issues I face in my leadership practice for your consideration and suggestions for future
actions I might take via feedforward. Once the data has been collected and analyzed, I will
provide my analyses of the data along with my initial recommendations to you in an effort to
ensure it is a true reflection of your experience. I will schedule one final one-hour virtual
conversation for feedback on this initial data analysis, for a total of three one-hour virtual group
discussions over a period of two months. I will also engage with you as an Inquiry Team member
to receive feedback from them on preliminary findings and recommendations.
This research will benefit myself in achieving a requirement for my Master of Arts in Leadership
program. You may benefit from this research whereby insights into your own leadership practice
might be achieved through dialogue with me, focusing on a practice of cyclical self-reflexivity
and reflection.
It is anticipated that there will be minimal risk to the participants in this study. You will not be
pressured to share specifics that you do not wish or feel comfortable to share. Data will be
collective in nature and will not represent one person’s specific thoughts or contributions. If you
feel that there are any risks to you in participating in the research, you are welcome to withdraw
from the study. Please simply let me know of your decision.
You will have the choice to be named and acknowledged for your role and contributions to this
project, or you may choose to remain anonymous. I will work to protect your privacy throughout
this study. All information collected will be maintained in confidence, identified only by code
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number and kept in a locked filing cabinet. Hard copies of the interview notes and transcripts
will be stored in a locked filing cabinet that only I have access to; electronic copies of files will
be kept on a secured network that is password protected. Information will be recorded in handwritten format or audio recorded and, where appropriate, summarized, in anonymous format, in
the body of the final report. At no time will any specific comments be attributed to any
individual unless specific agreement has been obtained beforehand. All documentation will be
kept strictly confidential. Raw data will be kept until December 31, 2022, at which time hard
copies will be shredded and electronic and audio files will be deleted.
In addition to submitting a thesis paper to Royal Roads University in partial fulfillment for a
Master of Arts in Leadership degree, I will also be sharing research findings with the BC
Ministry of Health’s leadership and onboarding teams, who may choose to distribute my report
as deemed appropriate. This inquiry may also be the basis for a scholarly or professional journal
article or conference presentation.
Any data that has been collected from a participant who has withdrawn from the study will be
removed from the data as soon as they withdraw from the study, up to the point the data is added
to other data, as which time it will not be feasible to remove the data. This will be one week after
my transcript of the conversation is sent to you for correction and further feedback.
You are not required to participate in this research project. By replying directly to the e-mail
request for participation you indicate that you have read and understand the information above
and give your free and informed consent to participate in this project.
This research has received ethical review approval and any questions regarding ethical approval
can be addressed to ethicalreview@royalroads.ca . You may also contact my supervisor, NAME
REDACTED, at EMAIL REDACTED.

Please keep a copy of this information letter for your records.
Sincerely,
Jessica Havens
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Appendix E
Consent Form – Feedback Partner
By providing your consent in an email response, you agree that you are over the age of 19 and
have read the information letter for this study. Your signature states that you are giving your
voluntary and informed consent to participate in this project, that you agree the feedback partner
virtual group discussions may be audio-recorded, and that data you contribute will be used in the
final report and any other knowledge outputs (articles, conference presentations, etc.).
I consent to the use of material gained through the feedback partner virtual conversations
being used in this study and the resulting paper.
I consent to quotations and excerpts expressed by me through the feedback partner virtual
conversations be included in this study, provided that my identity is not disclosed.
I consent to the use of material I have contributed
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Appendix F
Inquiry Team Member Letter of Agreement
In partial fulfillment of the requirement for a Master of Arts in Leadership Degree at
Royal Roads University, Jessica Havens (the Student) will be conducting an inquiry study to
understand how they might become a more culturally safe leader in the context of Medical
Assistance in Dying (MAiD). The Student’s credentials with Royal Roads University can be
established by calling NAME REDACTED, Director, School of Leadership, at PHONE
NUMBER REDACTED or email EMAIL REDACTED.

Inquiry Team Member Role Description
As a volunteer Inquiry Team Member assisting the Student with this project, your role
will include one or more of the following: providing advice on the study design and reviewing
associated knowledge products to assist the Student and the Ministry of Health’s change process.
In the course of this activity, you may be privy to Jessica Havens’ 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 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.
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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
Jessica Havens.

Statement of Informed Consent:
I have read and understand this agreement.

Name: (Please Print): __________________________________________________

Signed: _____________________________________________________________

Date: _______________________________________________________________
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