The Impact of Indigenous Cultural -Safety Education
Programs:

A Literature Review

by
Shantelle Medel

BSc. Health Sciences (Honours), Simon Fraser University

Project Submitted in Partial Fulfillment of the
Requirements for the Degree of
Master of Public Health (Population Health)

in the
Master of Public Health Program,
Faculty of Health Sciences

© Shantelle Medel
SIMON FRASER UNIVERSITY
Spring 2019



Approval
Name:
Degree:

Title:

Examining Committee:

Date Defended:
Date Approved:

Ms. Shantelle Medel
Master of Public Health

The Impact of Indigenous Cultur8lafety Education Programs: A
Literature Review

Dr. Charlotte Waddell
Senior Supervisor
Professo, Faculty of Health Sciences

Mr. Vishal Jain

Second Reader

Aboriginal Health Lead, Fraser Health Authority
Sessional Instructor, Faculty of Health Sciences

April 9, 2019
April 12, 2019



ABSTRACT

Backgroundindigenousawarenessducation programs have been implemennidealthcare
organizations to improve culturalsafehealthcargractices across Canaddthough many
education programs have supportedithcare providers to undéand culturakafety,it is also
importart to evaluae these programs arehsue thatculturatsafety knowledge is translated
effectively into practicevith Indigenouspeoples.

Methods:Five systematic reviews were initially identified through a scoping review to
understand theurrent body of evidence amlturatsafetyeducationUsingsystematianethods,
areview waghenconducted to identify evaluations of cultusafety educatioprogramshat
incorporated quantitative methods and waublishedn academic journals between(0and
2019.Medline, CINAHL, and PsycINFO databases wesed. In total, 215 studieswere
identified and screenetlll textarticles were ssessetbr 27 studies 14 studiesthat net al
inclusion criteria wer¢henselected for final review.

Results Five systematic revies/found variability in evaluation methods, pedagogical
approaches, and student experiences and outcomes across studies that evaluatesdiaiitural
education intervention3.he overall quality of th&4included studies was faencompasag
pre-post, cosssectional and longitudinguantitativedesigns as well as mixed methodsing
gualitative components in some cas®snumber of evaluation tools wensedto report on
outcomes related to culturalBafe practice Across the studiegutcomesveredescribedn
knowledge, attitudg perceptios, confidence, communication, collaboration, empathy, cultural
competency, cultural capabilitficultural desiré and sudent egagementvith Indigenous health
opportunitiesChangesn participant behaviour anpracticewere alsalescribedhroughthe
educational outcomesimmarizedThis review contributes to the literatusg comparing
guantitative outcomes across the available studies, and by summarizing Indigenous methods atn
teaching where these were available.

DiscussionCulturatsafety education evaluations have been previously criticized for their lack
of rigour. As the studies included in this review did not use the most rigorous desigres
researchusingrandomized controlled trigis needed to assess the impact of cultaedéety
educationincludinghow knowledge is applied in practidéuture studies could also make more
use ofqualitative techniquessseenn the mixed-method studiesummarizedn this review to
examine howparticipantamayreflect and critically examine their r@e creating culturallysafe
environments foindigenous people.

Conclusionsforall healthcare providerggarning how tgrovide culturaly-safecarewith

Indigenous patientis alifelong journey Future researcshould explore angupport Indigenous

led approacheim developng new interventionsind evaluation measureéscademic and
healthcaranstitutions alsoeed to ensure that students and providers are not only equipped with
knowledge aboutulturatsafety butalsoable to apply their knowledge to improve the healthcare
experiences of Indigenous patients.

Keywords:Culturalsafety; cultural competency; Ingknousgducationgvaluation
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INTRODUCTION

Indigenous peoples around the world haaduredand resistedonsequenca®sulting
from colonizationincludinghealth and social inequitie&dverse healtlmutcomesavebeen
arisenfrom the historical loss of traditional lands, langusdeadership and traditions (Mills,
Creedy,andWest, 2018)Throughout thiistory,weaknesses and complexities witte
Canadian healthcare system hailsoinfluencedl n d i g e n o thealthpaedovpibeimg 0
(Greenwood, 2019For examplelndigenous people have report@dny experiences of racism
at the healthcare servidelivery level (AllanandSmylie, 2015)Theonusis thereforeon
healthcargolicymakersauthoritiesand practitionerso integrate Indigenous perspectives
( O06 Mekal, 2016) ando transform healthcare systems and servicestabéshculturally-safe

environments and thgrovision of culturallysafe care (Greenwood, 2019).

In response to the Truth and Reconciliation Commission of CqA&{2aC), various
education programs have been implemented across healthcare organizations to improve
culturally-safe practicesr Canadgq2015) Culturals af ety i s fAan outcome ba:
engagement that recognizes and strives to address power imbalances inherent in the healthcare
systeméwhere people feel safe when aceessed vi ng
2019 February 1. 5).Yet the processvherebyhealthcardeaders angirovidersmaylearn
about culturakafetyinvolvesmorethan simply acquiring knowledgRather, mderstanding
culturatsafety involves a deepappreciatiorof the history of colonialism and its past and
preseninfluenceson the health of Indigenous peoples (GuardKurtz, 2017). This process
includes the ability to translate knowledge into a process of buifheiiverelationships with

Indigenougpeopleand communitieghrough whichculturally-safe appsaches arenactedo



reduce health inequities experientsdindigenous people within the healthcare systénrerra

andKurtz, 2017).

The TRCCO0s recommendation 23 calls -on all
competencyeducatiorfor all healthcare professionals (TRCC, 2015) bfiag abouichangsin
service delivery, Indigenousiltural-safety educatiorhasbeen offered to increase knowledge
and awareness (Greenwood, 2019). One promloeate x a mpl e i s t he Sandyas
Cultural-SafetyCourse which was developed & C @Psovincial Health Services Authority in
partnership with multiple individuals and organizatidnsas an online program to strengthen
selfawareness and partnerships between service providers and Indigeoples(Provincial
Health Services Authoritygccessed 2019 February)1@linical placements and practicums
have also been offered in many healthcattingsto provide students with firdtand experience
in working and collaborating with Indigenous pé® as they prepare to become practitioners or

leaderqlsaacson, 2014).

Supporting healthcare provideigtranslae knowledge into practice is another phase of
learningthatrequires additional strategies and supp@&tthough many education programs have
emphasizea@n increased understanding of culttsafety, previous research has emphasized the
importance of ensurintphatknowledge is translated effectively into practice (McGough,
WynadenandWright, 2017).More sgecifically, McGoughet al.haverecommenddthat
organizations work with Indigenous people to develop strategies that inform and empower staff
to apply culturalsafetyknowledgein practice (2017)As universitiesalsoembedculturalsafety
educationit is imperative that initiatives agrounded in Indigenous knowledge (WesHl,

2017).



Internationdly, new studies havéocumengdthe importance of culturaafetyeducation
for healthcare provider# systematic review by Mills et al. discussed tinversepedagogical
approachethathave beemsed to teach Indigenous concepts and ways of kngwicigding
thediverse evaluation methotlsathave been used to measure outes(8018).A systematic
review by Cliffordet al.,(2015) alsaiscussed howvaluation methods assessthgimpactthat
culturatsafety education Isan Indigenoupatientexperiences and outcoma®inconsistent

andneed to bemproved (Cliffordet al, 2015).

Systematic reviews havesodocumented the lack ofiethodological rigour for
evaluatingeducationnterventions anttave noted that interventiohavefailed to support
healthcare providers to apply thkirowledge (Pitameet al.,2018. Many education
interventions have also failed to incorporate Indigenous perspectives in the design of evaluations
(Pitama et al., 2018Thereforeresearchrshave advocated for the developmentloéligenous

led indicatorsand methods to measure cultusafety acrossrganizations (Muise, 2019).

This review contributes to the literaturecagantitative outconswill be individually
described|ndigenous methods drteachings will be summarizegnd components used in
educational interventions will be compar@a furtherexaminethe impact otulturatsafety
educatiorand how itis evaluated, including its influence beralthcare provider practicenis
reviewusedsystematic methods: (1) identify and critically appraise published evaluations of
culturatsafety educatioprogramsn Australia, New Zealand, Canada, and/or the United States
(US), and (2)summarizeéheapproaches used in these studkesupport healthcare providers to

put knowledge into practicdeyond just acquiring knowledge



DEFINITIONS
Indigenous

findigenouswi | | be used to describe Aindividual s
themselves as being related to and/ or having
civilizationsépredate those of subsadiuent i nv
Smylie, 2015, p. 1)In this paperfindigenous will interchangeablyefer toFirst PeoplesFirst
Nations, Métis, Inuit, Aboriginal, Torres Straits | a n d eand, NativeJAmnericasd to allow
discussion of studigsom Australia, New Zealandzanadaandthe US, where these terms are
used Notably,howeverno universal definition hagetbeen chosear accepted to describe

Indigenous peoples around the world (Barlett, Madiidgag nud o, OOGNei | , Kuhnl
Cultura |-Safety

ACulturalsafety) emergedas a conceph New Zealandrom Ramsden, 8 U o nurise
whorecognized pattern of discriminatory attitudes and practices in healthcare interactions.
Ramsdertonceptualizedulturatsafetyasaddressg power relationships between healthcare
providers andhose receiving caréncluding the structural and institutional catmats in which
these relationships ocged(EllisonrL o s c hmann, 2003) . Ramsden expl
of culturalsafetyis about the nurse while, for the [patiemtjjturalsafetyis a mechanism which
allows the recipient of care to say whether atrthe service is safe for them to approach and use.
Safety is a subjective word deliberately chos
p.6). Thus, the healthcare provideraésaferol e is
care can paist yetthe outcome ofulturalsafetyc an only be determined by

experience.



In addition toculturalsafety variousterms have been createddescribe how culture

shouldbe recognized within healthcare servicess uch as dAcul tural awaren

sensitivityooamduif¢wul@lr BwokeGentiqrgPhilkpaandGoes,
2018)Emer ging terms such as MfAcul tatealsmbbeendesi r e o
developed to place more emphasithe motivation to be respectful of cultural diversity dimel
application of knowledge in healthcare delivery (West et al., 2016; Isaacs et al., T2G.7).

following working definitions will be used in thisapstone:

1 Cultural Awareness: Culturalawarenessncompassese understanding of cultural
differences, values, beliefs and perceptigp®wning, Kowal,andParadies, 2011).

1 Cultural Sensitivity : Cultural sensitivity acknowledges the needéspect the diversity
and differecesamong cultures and individuals (BroeK$eator, PhillipsandGiles,

2018).

1 Cultural Competency: Cultural competency requires awareness, knowledge and skills
so that cultural factors can be considered and managedtiomeo healthcare services
(Downinget al.,2011). Cultural competency also requires-s@lareness anself
reflection(Downing et al.2011).

9 Cultural Humility: Cultural humility embodies seleflection and selawareness
(Isaacsonetal.,2011).t requires an under st andoamlg of
a ¢ o mmitd demelaptandimaintain respectful processes and relationships based on

mutual trust. Cliural humility involves humbly acknowledging oneself as a learner when

it comes to understanding anothero6s exper.i

accessed 12 February 2019,)p.5

10



1 Cultural Capability : Cultural capability is an emerging notion that focuses on the future
and the application of knowledge and skills in practice (\Wtat, 2017).
1 Cultural Desire: fi e desire to practice in a culturattpmpetent manner that motivates
a healthcare professial to seek the knowledfend]skillse of cul t ur al compe:!

(Isaacs et al., 2016).

fiCulturalsafetyp has recentl y b eealacatibpnpogrgduetfodsr r ed t e
explicit emphasis on the power relations between service providers and uersugdSmylie,
2 01 Xylturalsafetyy chal l enges the service provider to
dynamic and how it affects their ability to provide safe care and to foster safe environments
(Allan andSmylie, 2015). For the purposes of this paper and to align with contemporary
t er mi naltuakgaferyy fwi | I be used interchangeably to

cultural sensitivity, cultural capability, cultural awareness, transcultural andariseal.

11



METHODS

A literaturereviewwas conducted tmlentify studies on culturadafetyeducation
programsn healthcare settingscluding educational settingBeerreviewed papers describing
empirical evaluationwereidentified using systematic review methpdsd studiesvere
critically appraised regardiripe evaluatiomigourandmethods. Systematic reviews are
comprehensive reviewofthel i t er ature Awith the goal of redu
appraising, and synthesizing all r &ydematicnt st u
review methods werthereforeselected to explore variatiomseducatiorpractices and to
highlight areas for new research in this fieltie Cochrane Handbook for Systematic Reviews
and thePreferred Reporting Items for Systematic Reviews andealyses PRIMSA)
statement informed this revie@idigginsandGreen, 2011; Moher et al., 2009he focus was
alsoto critically examine studies that empirically evaluated cultsedetyeducation
interventions. Therefore, a theoretit@mework was not used to guide this review.
Furthermore, a Afull o0 systematic review typic
decisions throughout the review process this capstone was an individual project, systematic
review methods we used to identify and critically appraise studies, but netefisand team

perspectivesvere incorporatethata full systematic review would require

In undertaking this review of literatureacknowledge that | am a ndndigenous
womanwho was born and raised in a colonial settinghderstand that my lens and social
position is accompanied by bias situated within colonial teachings and perspectives hakas,
approached thiarningjourneywith self-reflection carrying with me ad privileging the
important wisdom and teachings that | have learned from local Coast Salish peoples | have been

honoured t@ncounter along the wal/have also learned frothe review process @fprevious

12



systematiageview, conducted by team olndigenousand norindigenousresearchersyho
began bysituaing themselves within the space of their warkd maintained a reflective ad

respectful approach while contributing to the rev{®ills et al., 2018).

Prior to commencing this review, | conducteskcaping review of literature to understand
the current body of evidence oulturalsafetyeducationThrough searching CINAHL, Medline,
PsycINFO, and Google Scholaidentifiedfour systematic reviews on culturaafety
interventions (Truong, ParadiemdPriest, 2014; Clifforcet al., 2015 and culturalsafety
educationMills et al.,2018; Pitamaet al, 2019 in healthcarel alsosearched the Cochrane
database and found oggstematic reviewn culturalsafetyeducatiorfor health professionals
(Horvat et al.,2014).Systematic reviews were read to understand the scope of the literature and
to identify where this literature review could make an added contribdt@mansure original
studies were included this review, the list of studies included in previoystematic review
were alsexaminedData sources from these systematic reviews aisareviewed to identify
common databases searched and international search term@hisednformed the seeh

strategy

Search Strategy

The following databases wesearchedor this review: CINAHL, Medlineand
PsycINFO. Searctermsincluded: (Indigenous OR Aboriginal OR Inuit OR Métis OR First
Nations OR Torres Strait Islander OR Native AmericansM@®ri) AND (randonized control*
trial OR evaluation OR survey) AN[2(lturalsafetyOR cultural sensitivity OR cultural
competency OR cultural awareness OR transcultural OR-cutissal) AND (educatiorOR

education OR curriculum or learn*).

13



Searches we also limited to studies published in academic jouf®edrches weralso
limited to the timeframe betwee®@9to 2019 tocapture recent studiemdbuild upon previous
systematic reviews (Truorgg al.,2014 Clifford, et al, 2015;Pitamaet al, 2018 Horvatet al,
2014;Mills et al,, 2018. Five systematic reviews included literatidfrem 2000 to 2017
however, onlythreereviewsfocusedexclusivelyon Indigenoushealth studiesMany studies
identified through this literature review weatso captured in recent systematic reviéws
Pitama et al. (2018) and Mills et al. (201Ri this review was able to capture findings from
threestudieg(Muir-Cochrane et al., 2018; Svarc et al., 20R8che 2014)that werenot

included in previous reeivs

Inclusion and Exclusion Criteria

The inclusion and exclusion criteria were appliddle screeninghetitles and abstracts
for 215 studieswhich generated a shortlist 21 articles(see Table 1)The inclusion and
exclusion criteria were theapplied while reviewing the fullextdescriptions of the studieAs
well, thisculturatsafetyreview focused on studies thagedquantiative evaluation method®
understand participant outcomasa basic levelGiven the time constraints of theapstonge
qualitative studies were not included in this reviBut gven that Indigenous ways of knowing
are incorporat@in manyqualitativemethodsgualitative results from mixed study designse

also summarized.

Titles were screened and articles were excluded if they were not relevant to this topic.
Abstracts of studies were manually examined and were included if they incorporated-cultural
safety education for healthcare professionals or students and incor@ocatadtitative

evaluation method.

14



Table 1. Inclusiormnd Exclusion Criteria

Inclusion Criteria Justification
Culturalsafetyeducationmplemented with | To understand theffect of culturatsafety
healthcare staff or students educationn healthcare practice
The study has implications fémdigenous To understand how to improwelturally-safe
health care for Indigenous patients
Evaluation of the interventiomsed To understand if educaitnal interventions
guantitative methodand reported on results| had impaton a basic level
Studieswverepublished in peereviewed To incorporateecent studieand build upon
journals from 209to 2019 previous systematic reviews

Exclusion Criteria Justification
The study did not evaluate the intervention| To understand theffect of theeducatioml
after theeducatioroccurredor evaluation interventionon participants
data were not reported
The study only used qualitative methods to| Time constraint of this capstone
evaluate theducationntervention

AlthoughRCTsare typically considered to be theld standard foassessing the
effectiveness of interventionthis review also took into consideration the strength of other
research designs thatorporated Indigenous methods and perspectiierefore, longitudinal,

mixed method, and preost study designs formed the basis for this review.

The searclesyielded289 studiesthen74 duplicates were removedseeFigure 1for
Preferred Reportingdins for Systematic Reviews and Métaalyseg§PRISMA] flow
diagran). Of the remainin@15studies 188 were excludeafter reviewing titles and abstracts
because thewere not related to #topic ordid not report empirical observations the effects
of culturatsafetyeducatioron healthcare providefsee Figure 1 for main reasons for
exclusion) After reviewing the full texfor remaining27 studiesand applying inclusion and
exclusion criterial4 were included in this review.wo of the14 were hand selected from

scanning reference lists of included studies (Thackrah, Thomasdburey, 2015; Hungt al,

15



2015) Reference lists frorthe identifiedsystematic reviews were also searchexvever, no

additionalstudieswere identified

Figure 1.Preferred Reporting Items for Systematic Reviews and-Neddyse{PRISMA Flow

Diagram

Facords identified through

Additional records idantified

databaze searching through other sources
(n=289) (=1}
Fecords after duplicates
removed
(a=T4)
Fecords screened (trtlez and Records excleded
abstracts) (n=188)
(n=213) i
Full-text articles aszeszad for
alizibality
(m=2T)
Studies meludad in revdaw Full-text articles excledad,
m=14) with reasons
in=13)

Mam reasons for excluszion:

*  Omalitative methods anly

*  (Juantrtztive rezulfs were
not analyzed or reportad

*  Reviews cumculum but
no evaluation of affect on
health care providers

*  Traming iz not spacific to
cultural safaty

*  Traming did not occur
prier to evalnation
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Assessment Criteria

Eachstudywas assessed using a quality assessment scoring guide thisvwekped for
this review(see Table R Longitudinal studies were weighted more heavily as they have more
power over prgost and crossectional surveys and can reveal patterns over time. As sample
sizes vaied for educatiorevaluation studieshose wih over 50 participants were awarded 1.0
point To ensure biawas minimized studies withresponse rates of greater than or equal to 50%
for surveysand attrition rates of less than or equal to 20% for longitudinal stuaiesawarded
1.0 point. Various measures were used across each study. Therefore, if reliability and validity

was calculated or reported, 0.5 points were awarded.

Table 2. Quality Asessment Criteria

Quality assessment criteria Points
Studydesign Prepost survey orross Postsurvey only =0
sectionakurvey Prepost survey = 0.5
Prepost survey +
follow-up survey = 1
Longitudinalor randomized 2
controlledtrial
Samplesize n < 20 participants 0
n = 2050 participants 0.5
n > 50 participants 1.0
Response rate faurveys 050% 0
050% 1
Attrition rate for longitudinal 020% 0
studiesand randomized controllel 020% 1
trials
Documented reliability of a Did not document for 0
measure measures used
Documented for measures 0.5
used
Documented validity of a measu| Did not document for 0
measures used
Documented for measures 0.5
used
Incorporated Indigenous No 0
perspectives and input into the | Yes 1

17



delivery or construction of the

educationntervention

Potential points (total) 7.0
Quality Rating
5.67.0 Very good
4.255 Good
2.84.1 Fair
1.427 Poor
0-1.3 Very Poor

18



RESULTS

This review built on previous systematic reviews on cultsadétyeducation (see Figure
2 for timeline of these reviewsyystematic reviews highlighted the variability of evaluation
methods, pedagogical approaches, and student experiences and outcomes fesaigtyral
education interventions (Pitama et al., 2018; Mills et al., 2018; Clifford et al., Z0irge
systemat reviews summarized and evaluated studies on cultafaty education for health
professionals and students with an Indigenous focus (Pitama et al., 2018; Mills et al., 2018;
Clifford et al., 2015), while two focused on cultusafety education as itleges to many

cultures (Horvat et al., 2014; Truong et al., 2014).

Figure 2. Systematic Review Timeline

Experiences and outcomes of health

Cultural competence education for professional students undertaking
health professionals education on Indigenous health: A
Horvat et al. systematic integrative literature review
Published: 05 May 2014 Mills, Creedy, and West
Search end date: March 2014 Published: 29 July 2018
*International focus Search end date: November 2017

*Indigenous focus

Interventions to improve cultural Interventions to improve cultural Implementation and impact of
competency in healthcare: A competency in healthcare for Indigenous Indigenous health curricula:
systematic review of reviews peoples of Australia, New Zealand, Canada, A systematic review

Truong, Paradies, and Priest and the USA: A systematic review pitama et al.
Published: 3 March 2014 Clifford, McCalman, Bainbridge, and Tsey Published: 22 June 2018
Search end date: June 2012 Published: 10 March 2015 Search end date: December 2017
*International focus Search end date: July 2013 *Indigenous focus

*Indigenous focus

The overall quality of the previous systematic revievas good.Search strategies, study

selection, and study retrieval were comprehensive across all previous reviews. Data extraction

19



and analysis approaches were reported in all previous reviews. Tools such as the Medical
Education Research Study Quality InstrumenERSQI) and a quality checklist from health
evidence.org were also used to assess the comprehensiveness of study reporting and study
quality (Pitama et al., 2018; Clifford et al., 2015).R&Ts are consideretthe gold standard for
evaluating interventionshe systematic review by Horvat et al. (2014) was the highest quality as
they only incorporated studies using this metiR@Ts featured in Horvat et al. (2014) were not
included in this review as the research did not have healthcare implications fEmimgts

peoplesThe remaining systematic reviews incorporated other quantitative, qualitative, and

mixed method designs (Pitama et al., 2018; Mills et al., 2018; Truong, Paradies, and Priest, 2014;

Clifford et al.,2015).

This capstone reviewiffered from previous systematic reviews as quantieaducation
outcomes weradividually summarized. This review also summarized Indigemotiesvention
methods such as talking circles, yarning circles, and storytelling that facilitated participants
undergoing reflection and critical thinking, which were not summarized in previous systematic
reviews. Furthermore, this review was the first to compdteationatomponents (e.g.
journaling, group discussion) across the studies. Given that systeevédds by Horvat et al.

(2014) and Truonet al.(2014) summarized culturahlfety interventions across many cultures,

this capstone review aligned with more recent systematic reviews, which focused on evaluating
culturatsafety education as it applieditaligenous populations. This capstone review also
fulfilled a recommendation by Clifford et al. (2015) to compare cuksaétty education

learning methods (e, gexperiential learning, lectures) with participant outcomes.

A total of 14 studies met the inclusion criteria for this review: one longitudinal (Roche,

2014) two crosssectional Emithet al, 2015; Isaacst al, 2016; four prepost (Wesket al,

20



2017; Chapman, MartimndSmith, 2013; Mui¥Cochraneet al, 2018;Thackrahet d., 2015)
andninemixed methodswhichincludeda prepost or postomponerd (Isaacson, 2014; Huet
al., 2015, Dureyet al, 2017; Svaret al, 2018; Fleming, CreedgndWest, 2017 Walton, 2011;
Jamieson et al., 20L6renstudies were based in Australihreein theUS, and onen Canada
As this review aimed taentify effective educational approachgaantitative resultdom
evaluationill be summarized in this sectioas will qualitative results from mixethethod

studies.

Majority of the studiegvaluated outcomes for healthcare studédigcomes were
evaluatedor students innursing Muir-Cochraneet al, 2018; Isaacson, 2014; Hugttal, 2015;
Isaacset al, 2016 Walton, 201); midwifery (Westet al, 2017;Thackrahet al.,2015);
pharmacyRoche, 2013 medidne (Smithet al, 2015 andoccupational therapy (Jamieson et
al., 2016) One study evaluated outcomesdaatetics graduatg§varc, 2018and another
evaluated outcomder midwifery academics (Fleming et al., 201The wo studiesalso
evaluatedstaff outcomes across multiple health professiornsospital settingéChapmaret al.,

2013; Dureyet al, 2017).

In-class instruction was the dominant methoéduicatiordelivery. Threestudiesalso
offeredexperiential learningpportunities in the form of clinical or practicum placements
working directly with Indigenous communities and organizations (Setiéth, 2015; Isaacson,
2014;Svarcet al, 2018).As well, threestudies incorporatedrtual and/oronline learning
componerg (Muir-Cochraneet al, 2018;Thackrahet al.,2015 Roche, 201 The study by
Muir-Cochraneet al.(2018)usedvirtual tools as the primary mode of instructidie study by

Thackrahet al.(2015) incorporated the usewtleosto deliver course curriculunmowever,in-

21



classlectures were the main teaching methbloe study byRoche (2014) allowed students to

use webconfaencing to complete the course elective if they lived far away from the university.

Table3. Summary oEducationComponents

Study In- Online | Placement/| Tutorials| Case Group | Journaling| Talking
class Practicum Studies| Reflection or

Yarning
Circle

Westet al. X
(2017)
Roche X X X
(2014)
Smithet X X X
al. (2015)
Chapman X X X
et al.
(2013)
Muir- X X
Cochrane
et al.
(2018)
Thackrah X X
et al.
(2015)
Isaacson X X
(2014)
Huntet al. X
(2015)
Dureyet X X
al. (2017)
Svarcet X
al. (2018)
Fleming et X X X
al. (2017)
Isaacset X X
al. (2016)
Jamieson X
et al.
(2016)
Walton X X X*
(2011)

* Participants from Walton (2011) were given tgportunity to write a reflection paper.
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A systematic review by Pitama et al. (2018) noted the evolution of Indigenous
involvement in course curricula, which historically did not incorporate such input or guidance.
Privileging Indigenous voices by invahg Indigenous teachers and having Indigenous people
lead curriculum development was indicated across many of the studies included in other previous
systematic reviews as well (Mills et al., 201B)evenof the 14 studies clearly reported the
involvementof Indigenous academics, community members, leaders and healers, who led or
assisted with theducation Four studies had Indigenous and +hedigenous instructerco-
facilitate (Roche, 2014Fhackrahet al., 2015Fleming et al.2017; Isaacst al, 2016).As well,
for one studyresearchersonsulted with Indigenous community members to enthate

resources they were usimgreculturally appropriate (Mui#Cochraneet al, 2018).

The 14 educatiorinterventions coveredivkerse ontent (see Tabléin Appendix 1).
Mostinterventionscovered Indigenous history, health issgegial determinants of health,
approaches to health and we#ing,culturalsafety cultural competency, racisamdequity,
among othetopics Many studies focused on providing knowledge from a local context,

highlighting the unique challenges of Indigenous people in their community and/or country.

Studies evaluated a variety of outcomesg diverse tools that were previously
developed or @ated for the purpose of the stuégross six studies, nirgeviouslydeveloped
tools wereused to assess outcomes suctselérated knowledge on Indigenous people, cultural
capability, engagement activity, confidence in working and interacting wdigenous people,
attitudes and perceptions towards Indigenous people, empathy, aratesti€ultural
competencerive studies usd previouslydeveloped tools with demonstrated reliability and/or
validity (Chapman et al2013; MuirCochrane et al., 2018&aacson, 2014; Hunt et al., 2015;

Fleming et al.2017) (see Table 4fror e study by Westt al.(2017) researcherdeveloped
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and validated their own toaheCultural Capability Measurement Toalking a decolonizing

process thaprivileged Indigenous valuemd perspectivedVestet al, 2017).The remaining

eightstudies developed their ovevaluation tools and were not validated

Table4. Summary of Tools Used for Evaluation

Study Instrument Demonstrated Description
Reliability and
Validity
Westet al.(2016) Cultural Capability Construct 30-item tool that assesses
Measurement Tool (CCT| validity and level of cultural knowledge
internal and skills
reliability
Chapmaret al.(2013) | Area Human Resources | Face validity Three sets of questions,
Development/ Populatior| including statements about
Health Survey of Aboriginal people,
Participation in assessment damiliarity
Aboriginal Awareness with Aboriginal people, and
EducationwWorkshop attitudes toward Aboriginal
Tool (Mooneyet al. people.
(2005)
Muir-Cochraneet al. Mental Health Nursing | Internal 20-item selfreport scale with
(2018) Clinical Confidence Scalg¢ reliability psychometric properties.
(Bell et al, 1996) Tool was designed to asses
student confidence prand
postclinical placement
KiersmaChen Empathy | Internal 15-item instrument
Scale(Kiersmanet al, reliability composed of cognitive and
2013) affective empathy domains
Cultural Competency Internal 30-item instrument
QuestionnairéTPB- reliability developed using Theory of
CCQ) (LevettJonest al, Planned Behaviour, which
2016) examines behavioural
control, subjective norms,
and intention.
Isaacson (2014) Inventory forAssessing | Face validity 20-item instrument that
the Process of Cultural | andinternal measures cultural
Competence Among reliability competence categories
Health Care (proficient, competent,
Professionalsstudent aware, and incompetent) an
Version(IAPCC-SV) five constructs of cultural
(CampinhaBacote, 2007) competence (desire,
awareness, knowledge, skill
and encounters).
Huntet al.(2015) Attitude Towards Internal 18-item scale that measures
Indigenous Australians | reliability negative attitudes related to

collective guilt, empathy, an
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Scale(Pederseret al, racial resentment about

2004) Indigenous Australians.
Knowledge, Interest, and Internal 3-item measure that
Confidence Scale reliability determine selfreported
(Pederserrt al, 2006) knowledge, interest, and

confidence working with
Indigenous Australians.

Fleming et al. 2017 | Awareness oCultural Internal 12-item scale developed a
safetyScale(Milne, reliability validated through &irst
Creedy,andWest, 2016) Peoples expert group.

Measures three factors:
cultural application, cultural
support, and cultural
acknowledgement.

Risk of bias

Samping bias may have been present for all studies that had sess@tiple size (West
et al, 2016;Chapman et al2013; MiurCochraneet al, 2018;Thackrahet al.,2015; Isaacson,
2014;Fleming et al.2017 Jamieson et al., 201.6Samping bias may have also been present for
studentsvhenoutcomesvere measurefbr only one professional group, such as nurses (Muir
Cochraneet al, 2018; Isaacson, 2014; Huwettal, 2015 Isaacst al, 2016, pharmacists (Roche,
2014), dieticians (Svaretal., 2018), or midwives (West al, 2016;Thackrahet al.,2015;
Fleming et al.2017).Furthermore, ampling bias may have occurred in studreslving
students enrolled imandatorycourse (Westet al, 2017).A research recruitmestrategyby
Thackrahet al.(2015) which involved researcheapproaching potential participantsayalso
haveappealed tonidwifery students who were more willing to engage in conversation about
Aboriginal healthln summary, thgeneralizability of resultacross multiple healthcare

interprofessionastudentgroups may have been affected due to sampling bias.

Response biamay have beepresent across many of the studiesen the characteristics
of participants anéducatiorcompletiontimeFor exampl e, i n West et

response rate dropped from 77% to 30%hatposttest,a significant loss to followp. This may
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have resultetbecause participants who already had positive attitudes towards Indigenous people
were more likely to complete the pesirvey.In Muir-Cochraneet al.(2018) meanwhile guick
completion of the courser completing the course during one time poiay have beean

indicator that students did nleadveadequate amount of time to engagthwhe materia

Students completefdur online guided learning journegs their own pacewhich were informed

by real cases that captured elements from actual patient stodesquired a few hours to
complete(Muir-Cochrane et al., 2018)o counteracthis form ofbias, responses from 29

students who completed the guided learning jourimeyaderonehour or during one time point

were excluded from their analygiduir-Cochraneet al, 2018)

In the study byWestet al.(2017), responskias may have occurred as students were only
given 12 minutes to complete the survey in clagst PeopleSacademics from the Cultural
Capability Research Team developed and administered the §Wesyet al., 2017 Prior to
survey administration, thCultural Capability Research Team also presented on the research
project (West et al., 2017Although adminigtatorsreinforced that the survey wast a tesand
was optionglparticipants may havelt urgency to complete the survey, which may have
affected their responses (Westal, 2017).Consent to participate in the study was implied if
students completed the survey and were asked to create their own identification code to maintain

anonymity (West et al., 2017).

Il n | s aacs orn,pssticimantawateygivdn 2h@ dpton to atteadtultural
immersion experienc@mmersion groupg)compared t@articipants who did not haveish
opportunity(nonimmersion group)The immersiorgroup wasexpectedo respond more
positively given their intes in the cultural immersion experienéedeed participantsn the

immersiongroupreported significant increases in levels of cultural competearypared tdhe
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norrimmersiongroup(lsaacson, 20l14Response bias may have al so

study, howeveras the researcher knew the participants, which mayih#uencedthe

participantdresponses.

Recall bias may have also been present for some studtés. $tudy byrhackrahet al.
(2015), postsurvey participants were in their second and third yeanwkrsitystudies. They
had to recall their experiences in the Aboriginal Health and Wellbeing wimith was a
compulsory unit in their first yeafhe participants who completed thestsurvey after their
second ad third year were less likely than firgear students who completed the survey
immediately after the course to rate their knowledge on Aboriginal health as adequate or more

than adequatelbackrahet al.,2015).

Quantitative Education Outcomes

Knowledge.Increases in knowledge of histaapd contemporary health issudes

Indigenous people was a significant outcome rep@tedss many studie§hackrahet al.

(2015) reported a significant increase in knowledge about the issues facing Indigenous people.

After a presentation otulturalsafety occupational therapy students had increased knowledge
scores regarding Aboriginal cultutbe Indian Act(sic) and policies, residential schools,
determinants of health, and health outcomes (Jamieson et al., 6fi)et al.(2015) reported
increasd confidencdn explaining the connection between Indigenous history and hédién.
educationfor example participants were more likelio agree with statements that recognized
the inequities Indigenous people face, such as lack of funding for healfBoatk et al., 2015)
Huntet al.(2015) also reported a significant increase in scores on knowledge, irdackest,
confidence in working with Australian Indigenous peoplgrthermore, nursing students from

one study were significantly more likely to identify the unique betledis anindigenous person
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may have and the importance of incorporating spiritualigtraditional practicegto clinical

guidelines and treatment (Walton, 2011).

Yet in the study byFleminget al.(2017),scores increased related to sedtessed
knowledge pertaining to culturahfety but there wa®o statisticaldifferene between the pre
survey and possurvey Researchers posdthat thiswasdue to participantémidwifery
academickinitially overestmating theikknowledge orculturalsafetyand developing a more
accurate view of their knowledge aftartically reflecing on their own assumptions and
knowledge through yarning circléSleming et al., 2017)Through yarning circles, participants
had the opportunity as a group to A(a) explor
between cultures, (c) develop an understanding of the theory of power relations and politics of
culturatsafetye a n d ( dnundgratanding gain an understanding of the experiefiEasif
Peoples] o6, including First Peoples midwifery

p. 248).

Attitude s, Perceptiorns and Confidence Improved attitudsand perceptiositowards
Indigenous peopleserea common outcome acrosgnystudies Svarcet al.(2018) reported
significantly improved attitudetowards Indigenous people and higher-selffidence in
working with Indigenous people in a culturabgfemanner Muir-Cochraneet al.(2018) also
reported asignificant ncreasen confidence after theducationntervention wagompletedin
addition,Huntet al.(2015) reported a decrease in negative attitudes towards Australian
Indigenous people¥.et Fleminget al.found no significandifferencefor scores related to
perceptions of racism, which may bedu¢tbe survey questions not bei

process of change being undertaken by participants, or that participants had difficulty
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recogni zi ng r a cSinslaryg Chapna@nlefral201p) repa2téd dg difference in

attitude statements about Indigenous people.

Communication. Changes in confidenagegardingcommunicating with Indigenous
patients afteculturatsafetyeducationwerereported acros®ur studies Thackrahet al.,2015;
Dureyet al, 2017; Svarcet al, 2018; Smithet al, 2015).Results demonstratedsignificant
increasd per cepti on o fcapacitydtevdorhneunicate with Abdreginal patéents
after the completion of an Aboriginal health uAihackrahet al.,2015. Dureyet al.(2017) also
reported asignificant increasen confidence with communication at the twwnth followup
surveyafter an Aboriginal and Torres Strait Islander worksIi®arcet al.(2018) reported
significantly less apprehension in interacting with Aboriginal peafilr Indigenous health
placementsAs well, Smithet al.(2015) reported increase confidence in communicating with
Indigenous peoplafter the cultural immersion experienddese findings were verified through

pre-post and post surveys that were developed for tihgose of the research studies.

Collaboration. Only Dureyet al.(2017)self-reported increaskcollaboration with

Indigenous colleagues in delivering care to Indigenous patients.

Empathy. Only one study reported significant results for empaghgignificant increase
in cognitive and affective empathgwards Indigenous/as selreportedn Muir-Cochraneet

aldbs study (2018).

Advocacy.Only one studyby Jamieson et al. (201,&howedself-reported increasen

interest in advocacy and empowerrmgnm Indigenous peoples.

Cultural Competency. Cultural competency results varied across studies. Isaacson

(2014) reported a significant dease in cultural competency levels floe immersion group
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(n=8)and a significant increase in cultural competdeegls forthe norimmersion group
(n=3). Yet Dureyet al.(2017) reported significant increases in confidence with cultural

competency items from paestirvey completion to twanonth followup.

Cultural Capability. Westet al.(2017) reporteda significant increase in cultural
capability among student particiganCultural capability is an emerging notion that focuses on
the future and the application of knowledge and skills in practice (®Vast2017). Cultural
capability requires students to engage intlioieg journey of learning and reflection (Westd.,
2017)which encompassealues of respect, communication, safety and quality, advocacy, and

reflection.

Cultural Desire. One study reportedegative results fahis variableas a result of
culturatsafetyeducationSpecifically,Isaacset al.(2016) reported significantly lower cultural
desire and lower odds of being interested in Aboriginal health among thetgadbapmpleted
the Aboriginal Health and WellbeingUn€@u | t ur al desire is O0the desi
culturally-competent manmehat motivates a healthcare professional to seek the knowledge,
skills, and encounters of c THistresult wds unexpentecet ency
given that these students had an opportunity to be exposed to Aboriginal health earaiculu
be taught by Aboriginal lecturer8lthough students reported a significant increag@eir
understanding of Aboriginal health, the unit may have not been taught in an effective manner
and/or cultural desire may have been meastee@arly inastudéenés | earni ng j ourn
et al, 2016).Isaacs et al. (201&somentioned that lower cultural desire may be attributed to
some students Oswitching offd and not wanting

discussion about Aboriginal health. #&s et alalso positedhatstudents may have commenced

30



the unit with Aromanticised notions of Aborig

|l earn of the reality that is nat only confron

EngagementActivities. A longitudinal study by Roche (2014) employed a unique
approach to evaluating tlefect of culturalsafetyeducatiorwith pharmacy students by tracking
engagemendctivities of 69 students ovésr 11 yeargfrom 2003 to 2013)Rocher (2014)
documented the various positigapplicationsand advanakeducational opportunitiebat
studens pursued as a result olearning experience wittwo elective courses on contemporary
Native American lifeAfter completing the electiveoursesl1 of the 69studentsappliedasUS
Public Health Servicdunior Commissioned Officer Studdbducationand Externship Program
andfive students became Commission Corps officetsere they had the opportunity to wark
economically and geographicaligiverse practice settings, including working with the Indian
(sic) Health Service (IHS) and Native American communities (Roche, 2014). Furthed8ofe,
69 studentsaccepted one or motES placementsl? applied for an IHS residencandfive
accepted aliHS or tribal position(Roche, 2014)rhis study demonstrated the significant impact
thata cultural immersion experience can have on the academic and career tesjettaralth

professionals irducation

Qualitative Education Outcomes

Sevenmixed method studies incorporated qualitative data collection in the form of: open
ended questions (Hunt et al., 2015; Durey et al., 2017; Jamieson et al; réfdd&jve journals
(Isaacson, 201&leming et al.2017) focus group interviews (Svarc &t, 2018) researcher
notes Fleming et al.2017) andreflection papes(Walton, 2011)Qualitative data affirrad
many of the quantitativendings Qualitative data wrealso able to providmsight o the effect

thateducatiorhad on participantg\cross the studieshére were various forms of learnitigat
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provided an opportunity for group and sedflection(see Table 3 for a summaryeducation

components).

Understanding Indigenous history and how it has contributed semi@ay health
disparities for Indigenous peoplegasvan important realization for maparticipantHunt et al.,
2015).Di et eti c graduates from Svarc et al . O0s st ut
history increased their empathy and culturalenstanding (2018An increased understanding
of Indigenous culture and traditional practices also helped many participants recognize the
resilience of Indigenous peopl@Hunt et al., 2015)Understanding historyffurthermore,
increasedtudentawarenessf how oppression, racism, marginalization, and disempowerment
can significantly impact the quality of patient care (Hunt et al., 20d%ne studyas well,
nursing students wrote a reflection paper based on a case study-péar 4itd Natie American
womanwho was adialysispatient(Walton, 2011). Afteparticipating in a presentatiam
culturatsafety studentexpressedoncern abobengs ensi t i ve t o twhiehi r pat i
included considering family needs and ensuspgce wagprovided for the Indigenous patient

andbr their support network to integrate traditional practlwefore, after or during treatment

sessions (Walton, 2011).

Sellfawareness and recognizing onebds own bias
for many participantdn the study byHunt et al. (2015)participants identifiethow they could
developtheir understanding afulturatsafetyby beginning with awareneskone 6 s own cul t
val ues and Througreleatiag dveatingifrers Indigenous peoples, dietetic
graduates who completed an Indigenous health placement shardéuehexperience helped
them identify unconscious biases (Svarc et al., 20a&ne study, researcher field notes

reveal ed evidence of Aopen, honest discussion
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challenging discussions about their awarenessiidratsafetyin First Peoples health conteats

(Fleming et al.2017).

Many studies also identified example$ loow healthcare providersald apply the
knowledge they gaineeldducationin practice One stug 8 whichincorporated opeended
guestions in theipre, post, and-thonth followrup surveysd foundthatparticipants
experienced a shift fromnderstandingultural awarenesandcultural sensitivity tgracticing
culturalsafety(Durey et al., 2017). At prsurvey, participantgiewed Indigenous peoples as
homogenous, rather than diverse, noting negatereatypes in their responses (Durey et al.,
2017). After completing a worksham factors related to delivering culturalbafe cardor
cancer patientgpostsurvey responses identified the need for health professionals to treat
Indigenous patients withmgpathy and respect amgentified how they ould apply what they
learned in practice (Durey et al., 201Tyvo-months postvorkshop, participants identified the
importance of respectful communication and how important it was to avoid using medical jargon
so that Indigenous patientsuald understand their healthcare instructions (Durey et al., 2017).
Participants also shared how Athey were | ess
and gained confidence and knowledge to help them build medhiijos with Indigenous patients
(Durey et al., 2017, p. 10pietetic graduates who completed an Aboriginal health placement
alsoshared how Indigenous people taught them how to interpretemtwal communication and

how to honour moments of silence duroc@mmunication (Svarc et al., 2018).

A study by Svarc et al. (2018pnducted focus group interviews and identified four
themes on how Indigenous health placemeotsdprepare dietetic graduates to practice with
Indigenous communities: (Experientialearning (2) breaking down stereotypd8) empathy

through learning with Indigenous peoplesd (4) Indigenous healtble modelsMoreover,
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occupational therapy studis who completed Indigenous heatiucatiorshared that they felt
more competency with applying the knowledge they gained in their practice (Jamieson et al.,

2016).

Indigenous Methodsand Teachings

Across the studies, Indigenous methods and teachings influenced qualitative and
guantitative outcomes$ndigenous methodsnd teachingalsohadthe potential to transform
learning experiences and support participants to reflect and critically examime kb én

creating culturallysafe environments for patients.

Storytellingis a qualitative research methtitht iscommonly used in Indigenous
research. The act of storytelling is important in many Indigenous communities and provides a
different method of engaging participants to share their experience (Dratvalgr2017).
Results from MuiCochraneet al.(2018) dign with existing literature that supports the use of
storytelling to engage students in their learningoituralsafety Nursing students shared how
case studies that incorporated patient narraivesl owed t hem t o under stand
impactsand interweaves with their mental health (MGochraneet al, 2018). As the case
studies incorporated patient narratives, students shared how their confidence increased in caring
for patients with mental illness as they were able to engage with thenatesgal as if they were
treating a patient (MuiCochraneet al, 2018).Participantsn the study bySmithet al.(2015)
also highlighted the importance of incorporating storytelling in Indigenous rexhittatioras it
can enable participants to undarsi firsthand the implications history has on Indigenous health

outcomes.
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To support students to critically reflect and gain deeper understanding, a series of five
yarning circles were used the study byFleming et al(2017). Yarning circles privilege
Indigenous culture and voice aartkconsidered a culturaligafe research method (Dean, 2010).
Yarning circles aralsoa narrative interactive approadéh a way to share stories, information,
and knowledge across generations (Dean, 2010). Confidential talking circles were also used in

Smith et al. (2015)providing participants with an opportunity to further reflect on what they ha

learned.
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DISCUSSION

The aim of this literature review wasftather xamine the impact afulturatsafety
educatiorand how itis evaluated, including its influence on healthcare provider practice. Using
systematic review methods, this review summarizestudies that repted outcomes related to
culturally-safe practiceknowledge, attitudes, perceptions, confidence, communication,
collaboration, empathy, cultural competency, cultural capability, cultural degirengagement
with Indigenous health opportunitiesShangesn participant behaviouweind practicavere also
captured across the studies. The overall quality of#hecludedstudieswasfair (ranging from

poor togood) based oselectedjuality assessment criterisee Tabl).

The quality of the included studies was a main limitation of this review. As the body of
research on culturaafety education evaluations is still developing, logeality designs, such
as crosssectional studies, had to be included in this review. Aesalt, sampling, response and
recall bias may have been prevalent across the stidiego time constraints of this capstpne
gualitative studiesvere notincluded, which was another limitation of this review. Qualitative
studies could have provided mimnsight on other Indigenotusformed methods, evaluations and
tools. Futurestudies can incorporate more qualitatmethodgo enrichand affirmquantitative
results.Future mgh-quality qualitative research should alsode@ductedo understand the

perspectives of Indigenous patients on the effectiveness of educational intersiention

Implications for Future Evaluations

As most studies included this review angrevious systematic reviewasd not follow
participantdor longtime periods, future evaluationshould employong-term follow-up to

assesghe ongoingmpact of culturalsafetyeducatiorand how knowledge is applied in practice.
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To improve futureeducatiorevaluations, researchers should continue to publish measures that
evaluae the impactndigenous healtbducatiorandthat have beedeveloped and validated by
Indigenous people. These measures need to also be validkteger,morediverse cohortsAs
moststudies included in this reviesgportededucatioroutcomes for students is also

important for future evaluations to be conducted with healthcare staff who are currently
practicing andoldingleadership positions in healthcare institutiovst dudiesevaluaing
studentoutcomesiemonstrate the impi@ance of culturakafety educationearlymn e 6 s car eer
journeyas there were significapbsitiveoutcomedor healthcare students who encountered
educatiorat various points in their academic journBgyond student settingstudies included

in this reviewalsoevaluatechealthcare statbutcomesn emergency and oncology departnsent
But thesestudies did not specify the characteristiosl agesf the patients they serde

Therefore, futurevaluationsulturatsafetyeducatiorshould be conducted understand how to
improve health outcomes for Indigenous patieémtsll healthcare settings and across the life

course.

Significant outcomes were reported for Wes
(2017).In Australia, the Aboriginal and Torr&rait Islander Framework was developed to
provide guidance on health curricula and support students to develop cultural capability (West et
al., 2017). This framework describes five cultural capabilities: (1) respect, (2) communication,
(3) safety and cmlity, (4) reflection, and (5) advocacy. These cultural capabilities were selected
as they contribute to culturalsafe healthcare (West et al., 2017). Based on this framework,
CCTbés develepmbdbyt Fvast Peoples inbe&yandtrali a t
knowledge and understanding, to the transformation of their practice in becoming culturally

capabl e health practitiWensetr sedot (aWe.sd s omgtd tad y. , w a2s
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document the process of developing and validating the ©6QIwith First Peoples (2017).
Therefore, futureducatiorshould incorporate local Indigenous frameworks into the design of

educatiomand evaluation tools.

Implications for Cultural -Safety Education

Experiential learning, such as practicum ahiical placements, have been demonstrated
to be the most influential learning method to transform behaviours and practice (Pitama et al.,
2018). The three studies that incorporated experiential learning reported significant
improvements in knowledge, #itides and confidence in working with Indigenous patients
(Smith et al., 2015; Isaacson, 2014; Svarc et al., 2Mi8etic graduateexpressed how much
they benefited fromvitnessingtheir supervisor build rapport with Indigenous community
members, whichelped them understand how to build relationships and trust (Svarc et al., 2018).
Therefore, cultural immersion or experiential learning opportunities, in the form of placements or

practicumsshowpromise for futureeducation

Virtual and onlineeducatbn alsoshow promise for future interventions. Using virtual
|l earning met hodswocralnd of alceialrintiantge eax pfierreiaelnce f or
such as videos and podcasts (MDochrane et al., 2018). Students who completed guided
learning jaurneys online expressed positive responses about the impact of the course on their
personal lives and practice (M«@ochrane et al., 2018futureeducatiorinterventions should
consider how to best incorporate the use of technology to increase and icydtoxed-safety

educatioropportunities.

Results from MukCochrane et al. (2018) align with previous literature that supports the

use ofstorytellingin curriculum.Incorporating patient stories and perspectives can improve
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learning experiences for students entering the health work force-(QMuahirane et al., 2018).
Especially within mental health practice, incorporating patient starifssster empathy and
awareness of others is important to improve the cultusafg experiences of Indigenous
patients (MuirCochrane et al., 2018). Therefore, future cultgedktyeducatiorninterventions
should incorporate storytelling sessions or ixrease stdies based on patient stories to help

participants engage with tleglucatiormaterial.

Learning Indigenous history and culture from an Indigenous facilitator was found to be
highly effective and valuable for participants (Svarc et al., 204&)ning circles were also led
by an Indigenous person and used to share stories and persp&ttinesd et al.2017).Thus,
theability for Indigenous facilitators to incorporate Indigenous methodsimhicatiornas the
potential to further transform fiure learning experiencedlany studies also incorporated Ron
Indigenous teachers who-€acilitated education sessions. A systematic review by Mills et al.
(2018) specified that having Indigenous instructors for cuksafdty education may not always
befeasible as more educational opportunities are offered in the future. Therefore, it is imperative
that Indigenous voices and perspectives infarare curriculum design and evaluation,

especially when neindigenous teachers facilitate education sesdidilts et al., 2018).

Many studies integratedsglf-reflectivecomponent withireducationJournaling as a
data collection method was used to help students reflect (Roche, 2014; Isaacsoii,iz0ugh
journaling, midwifery academicdsoexpressed how they wanted yarning circles to continue as
thesehelped support their growth gulturatsafetyandtheir ability to reflect Fleming et al.,
2017).These studies demonstrate the importance of incorporating opportunities for reflection in
culturalsafetyeducationReflective components, such as journalicey; also be a method of

data collection for future evaluations.
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Yet future education interventiomdsoneed to consider and address the potential for
harm and discomforODne study by Iszcs et al. (2016&pund the potential fothe Aboriginal
health unito be harmful for nursing studergiven that lower cultural desire was an outcome.
Nursing students who initially had poenceived notionaboutAboriginal health, experiende
morediscomfort aftethey confronted the reality that many Aboriginal people face with their
health(Isaacs et al., 2016, §4). Given that cultural desire neib be learned over a lifetime,
students may have also felt discomfalpbutbeconing a more culturallysafe health provider
because it may require them to change their atitdda process that takes tirmadmaybe
challenging for some (Isaacs et 2016).Discomfort may have also been attributedtb ud e nt s 6

inability to practice what they learnedtag unitwas all classroorbased (Isaacs et al., 2016).

Only three studies provided an opportunity for participants teiceititify as Indigenous
(Westet al, 2017; Huntt al, 2015; Roche, 2014). Indigenous students or healthcare
professionals may have participated in other evalugtionsever, this was not clear across
majority of the studiesThis is a limitation that needs to be consideredHefuture educatioras
culturatsafetyeducatiormay not always be experienced as culturadife by Indigenous
learners. Discussions about the history and impact of residential schools and colonial policies can
alsobe triggering or réraumatizing andan ircite harmful comments from other participants
(Churchill et al., 201y Therefore, it would be helpful fduture educatiorfacilitators to be
aware of their audiensso that they caprevent andnitigate harmful situations and support
Indigenous leaners (Churchill et al., 201 7ruture consideration can also be given on whether to
require Indigenous learners to complete mandatory education on Indigenous health. Many
Indigenous learners may alreadyfamiliar with the coursenaterialandinsteadmay want to

invest their time in another area of learning
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Only one studywith occupational therapy studentsported that at the end of the
education intervention, many students still felt that they had more to learn (Jamieson et al.,
2016). This demonsited the recognition of culturahfety as an ongoing journey that requires
constant learning, reflection and practice. Future education should help students realize the
importance of embarking on this-goingjourney early in their careers so that they batter

develop in their awareness and practiteulturally-safe care.
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CONCLUSIONS

Establishing a health workforce that can practice culysafe care is vitdb address
health inequities experientdy Indigenougpeopleandto improve patient experiencéd/estet
al., 2017).As noted by Greenwood: For change to be real and tran
enter into longterm relationships [with communities] based on genuine understanding, care, and
respect that come from sharing time, space, a
Therefoe, creating culturakafe environments for Indigenous patients will require healthcare
providers to undergo a lifelong journey of learniegcountering culturasafetyeducatiorearly
o0 forstudens d is also crucialn developng future healthcare pratittners who are equipped
to practie culturally-safe careAs well, for suchtransformation to have meaningful impact on
Indigenous communities, change needs to be rooted itogumivilege Indigenous values, voices
and experiences (Greenwoetal, 2017).Future research can support Indigentads
approache orderto conduct more rigorous evaluations and develop and validate evaluation
tools and measures. Healthcare and academic institutions need to ensure that healthcare students
and providersre not only equipped with culturaafety knowledge butlsoable to apply their
knowledge to improve the healthcare experiences of Indigenous pdt@stido achieve
transformation across healthcare systems, fitdueatiordevelopment, implementaticand
evaluation needs to be |lbgt andneeds tgrivilege the wisdom of Indigenous peoples around

the world.
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REFLECTION

As a Master of Public Health student, the past two years have been an incredible learning
journey where | had the opportunity to clealje myself academically, professidpand
personallyUsing systematic review methods for this capstone projecpadisularly
uncomfortableMy experience withthesemethods is scarce, which is why it was a challenge |
knew | needed toembarkpnr i or t o compl eting this Masteros.
understand how to critically appraigariousstudy methodologies. This experience also
supported my learning with interpreting and summarize quantitative data, which is an area of
researh that | do not have as much experience in. Most importantly, this project helped me
understand the implications of research and interventions on the healthcare experiences of
Indigenous peoples and communities, including the importance of advocatingifriouded
approaches in education and evaluation.

My practicumexperiencavi t h Fr aser Heal thdés Aboriginal
decision to select this topi&s it was my first experience fully immersing myself in the world of
Aboriginal health, was overwhelmedith how to apply my knowledge into practice that it
paralyzed me from knowing what was the right or wrong thing to do. For example, throughout
MPH courses, | have always learned how important it is to ensure we follow First Nation and
Métis protocols when engaging organizations and communities. | kept thinking about all the
steps | needed to follow and focused too much on perfecting my approach ingteadiod
into the work and organically building relationships. a nonindigenous woran that was born
and raised in the colonial setting of Canada, | had to challenge and dismantle biases and
perceptions | was unaware | had. | had to lean into a space of discomfort to take a step back from
my preconceived reality and piece together thiegiudl true history of Indigenous peoples. | also
had to become comfortable with being uncomfortable as | realized how much | needed to learn.

| wrestled with the notion of allyship as | wondered whatilty meant to be an ally to
Indigenouspeoples! had the opportunity to sit down with Elders and various leaders and
stakeholders who woedwithin AboriginalHealth.They taught me thatllyshipis manifested
throughactionand is not an identity. Allyship & lifelong journey where we nesal constantly
embody diversity, humility, positivity, bravery, gratitude, resiliency and many more.

Reflecting on myexperiencel was inspiredo thinkabou heal t h provi der 6 ¢
journey and the barriers they may face in translating their kngelgdo practiceOne day|
came acrosanIndigenousCulturalSafety (ICS) debrief circlesessiorthat wasbeing hosted by
Fraser Health s  Erl-Regdence and an Aboriginal Health LiaisorChilliwack. |
spontaneously participated in ttagking circle. This talking circle was safe spaceeflect on
what we learneffom the ICS coursandshareany guilt, doubts and insecuritie® had The
Elder taughtusthe importance of approachingezything we do with love and not fedr was
inspiring towitnesshealthcare stafiround me mo®from a state of fear to lowas they talked
about how they could play a role in creating culturalye spaces for Indigenous patients.

Througloutmy MPH journey] havewitnessed how Indigenous methods and teachings
can transfornbearning experienceshavelearnedhow selfreflection can help one navigate
through the labyrinth of discomfoand support them in becoming a better healthcare provider
Most importantly| haverealized thatreating a culturalhsafe healthcare system involves a
lifelong journey oflearning, reflecon and practice
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APPENDIX 1

Table5. Summary of Included Studies

# Intervention Quiality Sample Data Collection Critical Appraisal Tools/ MeasuresUsed Outcomes
Score Methods
1 | Westet al. 5.0 n=38 Prepost survey | Inquired about previousulturatsafety | Cultural Capability Comparing prepost survey results:
(2017) (good) Midwifery educationTo counter small sample Measurement Tool y  sratdd knowledge of First Peoples history
students bias, researchers employed statistical| (CCT) g cul tur al capability afdre
(Australia) processes and analysis to ensureuigg quality, advocacy, and reflection)
(e.g, high communalities and testtest
procedures for internal reliability).
Sampling bias (chose students enrollg
in the First Peopléxourse, therefore
results may not be generalizable).
Determined construct validity and
internal reliabilityfor tool devéoped.
2 | Roche 5.0 n=69 Longitudinal Data was gathered for 100% of the No measures were use( 6 11 appied for Junior Commissioned Officer Student
(2014) (good Pharmacy | (11 years) students who completed the elective | as data was manually | Educationand Externship Program and 5 became
students courses on Native American cultures | counted for each Commission Corps officers
(United and health from 2003 to 2013. Study | participant 0 43 accepted one or more Indian Health Service (IHS)
States) tracked practicum placements and placements
advanced educational opportunities 6 17 Applied for an IHS residence
pursued over 11 years. It was not cleg 6 5 students accepted an HIS or tribasipion
if participated consented to data 0 3 pursued USPHS Commission
collection or if data was accessible
through the Unive
No measures were used as data was
manually counted for each participant
3 | Smithetal. | 45 n=271 Crosssectional: | Reliability and validity were not tested| Evaluation 0 Able to identify their own cultural values and reactions
(2015) (good) Medical Postsurvey for evaluation survey. Study lacked guestionnaires 6 Increase confidence in communicating witkligenous
students statistical rigarr and significance was | developed for the people
(Australia) not reported for results. Descriptive purpose of the study 0 Increase confidence in explaining the connection betw|
statistics were reported. Indigenous history and health
4 | Chapmaret | 3.5 n=44 Prepost Survey | Recall bias may have occurred as it w Area Human Resourcey Comparing prepost survey results:
al. (2013) (fair) Emergency suspected that participants may have| Development/ 6 More disagreement with statements on stereotype
department forgotten their responses from the pre| Population Health statements or common misconception
staff (nurse, survey(surveys were completed six | Survey of Participation | 6 No difference in attitude statements about Aboriginal
allied weeks apart)Many participants also | in Aboriginal people
health, selected fAneut r al| AwarenesEducation 6 More participants respaed that they would ask a patie
clerk, many questions, indicating respse WorkshopTool if they are Indigenous rather than assume
volunteer) bias. Rigid wording was used for the
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(Australia)

questions, which could have also
affected participant responses.
Reliability and validity were not tested
for the measures developed.

Muir- 3.5 n=43 Prepost Survey | Calculated internal reliability for -Mental Health Nursing| Comparing prepost survey results:
Cochraneet | (fair) Nursing measures used. Two measures that hi Clinical Confidence gy Increase in cognitive a
al. (2018) students low reliability were excluded from the | Scale fifconsumer so (patients)
(Australia) analysis. Time frame for data collectig -KiersmaChen y I ncrease in confidence
was short. Excluded students who Empathy Scale gy Increase in their attit
completed the learning journey under| -Cultural Competency |y | ncrease in intention r
hour as researchers did not siter this | Questionnaire
enough time to avoid response bias.
Sample bias may have been present
to a small sample size.
Thackrahet | 3.5 n=44 Prepost Survey | Participants were recruited personally| Used pretested and Comparing prepost suvey results for first year students:
al. (2015) (fair) Midwifery (first year through conversations with the validated items from y Attitudes towards I ndig
students students) and researcher. This may have resulted in past medicalstudent |y | ncreased student perce
(Australia) | PostSurvey sampling bias as those who were mor| questionnaires communicate with Aboriginal women and to listen to
(second and willing to engage in conversations advice offered
third-year about Aboriginal health may have bee
student) more willing to participate. Recall &6 Comparing all postinit responses (firgtear with second
may have been present for secoald and thirdyear), first year students had:
third-year students who had to y I ncrease knowledge abou
retrospectively recall what they learne| y More |likely to rate kno
in the Aboriginal Unit in their first year history and culture
y More |likely to agree wi
Aboriginal health funding
y More |likely to agree wi
information from the unit changed personal views on
Aboriginal health issues
Isaacson 3.5 n=11 Mixed Methods:| Response bias from the significant Inventory for Assessing| Comparing prepost survey results:
(2014) (fair) Nursing Prepost survey | difference between both group sizes | the Process of Cultural| Z De c r e a s els of cultural admpetency (group 1
students + reflective (group 1 = 8, group 2 = 3) and samplif Competence Among y Increase in reported-Ie
(United journals bias from small sample size. Samplin¢ Health Care immersion (group 2)
States) bias may have also occurred between ProfessionalkStudent

groups as group 2 members were give
the option ofattending the experience.
Measures demonstrated face validity

and reliability.

Version (IAPCGSV)

51




8 | Huntet al. 3.0 n=249 Mixed Methods:| Although the sample size was large, | -Attitude Towards Comparing prepost survey results:
(2015) (fair) Nursing Prepost Survey | only 26% of the total number of Indigenous Australians| Z Decrease in negative at
students (including open | students in the unit completed the Scale Indigenous peoples
(Australia) | ended survey (attrition bias). Reliability and | -Knowledge, Inérest, y I ncrease in scores on Kk
guestions) validity reported for measures used. | and Confidence Scale | in working with Australian Indigenous peoples
9 | Durey, 3.0 n=59 (39 Mixed Methods:| Participants wh@ompleted surveys 14-items related to Did not complete posturvey:
Halkett, (fair) completed Prepostsurvey | belonged to two different Oncology culturally safe practice | Z L e s s | fairk/extrgmely confider about
Berg, presurvey + 2 months sites. Responsédds was identified with| (adapted survey) initiating conversations with Aboriginal people
Lester,and and 25 follow-up participants who did not complete the
Kickett completed | (hjine)+ open | postsurvey as they were less likely to Completed possurvey:
postsurvey) - . . e N . .
(2017) Oncology ended questiong be confident with cultural sensitivity y Increase confidence wit
Health Care Reliability and validity not tested for
Staff suney developed. A sensitivity analys E:ompleted 2month followup survey: _
(Australia) was_c_ompleted on responses for gy I ncr ease con fid ence wit
participants who did not complete the ¥y | ase aordidence in talking to Aboriginal patients
postsurvey. about cancer
y Increase collaboration
delivering care to Aboriginal patients
Yy I ncrease confidence wit
10 | Svarcetal. | 3.0 n=120 Mixed Methods | Response rate of 20%. Views reporte{ Developed a 2ltem Placement groups vs. no placement groups (control):
(2018) (fair) Dietetic Quantitative: may represented social desirability big survey formeasuring |y | mproved Attitude towar
Graduates | Post survey Chi-square test was used to compare| attitudes and self (importance of leaing about Aboriginal health, culture,
(Australia) | (with control)+ | responses from both group<elRbility | confidence and history)
focus group and validity were not tested for the y Higher selfconfidence in working with Aboriginal peopl
interviews survey used. in a culturally safe manner
y Less apprehension in in
11 | Fleminget | 3.0 n=13 Mixed Methods:| 13 participants participated out of 18 | Awareness oCultural | Comparing prepost survey results:
al. (2017) (fair) Midwifery Prepost surveys| (high attrition). Smaller sample size by safetyScale (ACSS) * Self-assessment @llturatsafetycompetence
academics | + 2 months included, however 72% of possible y 1 ncr eas e cultaravsafetghighes averadl
(Australia) | follow-up, participants participate Awareness of ACSS score)
journals, and CulturatsafetyScale is a newer * Perceptions of racism
researcher noteg assessment tool (good internal
reliability). Therefore, it needs to be
validated within a larger sample size.
Nor+Indigenous researcher recognize
limitation of conducting this evaluation
12 | Isaacsetal. | 3.0 n=220, Crosssectional | Control group was composed of Sevenitem Compared to students who did not complete the unit,
(2016) (fair) Nursing Postsurvey students who did not complete the questionnaire develope| students wh completed the unit had:
students (with control) Aboriginal Health Unit. Study was forthe studytomeasur{ § | ncreased understanding
(Australia) taken in one region where the cultural desire Z Lower odds of being int

proportion of Indigenous people are

low, which may have resulted in

Z Lower cul tural desire
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sampling bias. Reliability and validity
were not tested for the questionnaire
developed.

13 | Jamiesoret | 3.0 n=27 Mixed Methods: | 40% of the students who completed th Eightitem Comparing prepost survey results:
al. (2016) (fair) Occupationa Prepost survey | educational intervention consented to| questionnaire develope| 0 Increased knowledge scores regarding Aboriginal cylt
| Therapy + openended participate in the study (high attrition).| for the study to measurq Indian Act and policies, residentisthools, determinants o
students guestions Reliability and validity were not tested| knowledge and heath, and health outcomes
(Canada) for the prepost survey. §nificance cultural/emotional 0 Increased interest in advocacy and empowerment for
was not teted for survey items. response Aboriginal peoples
14 | Walton 25 n=125 Mixed Methods:| Reliability and validity were not tested| 18-item prepost test Comparing prepost survey results:
(2011) (poor) Health Prepost survey | for the prepost test instrument instrument developed t¢ §  Btdikely responses:
Sciences + reflection (researchers acknowledged that this y measure beliefs and - Native American ceremonial activities are
and Nursing | paper a limitation). Students who patrticipate{ attitudes beneficial while receiving dialysis treatment
Students already had a strong sense of cultural - A Native American individual may have a unigy
(United awareness, which may be reflective th blend of personal beliefs
States) manyof them have been exposed to - Dialysis education guidelines should incorporat

Aboriginal health curriculum. Sample
may not be generalizable as the sam
was majority female and Caucasian.

spirituality

Z Mokely notirdsponses:
- Dialysis education guidelines are appropriate fq
all cultures
- Atherapeutic dialysis environment must be qui
and private
- Burning cedar in a dialysis unit is not appropria

*There were many other results that did not significantly
change after theducatiorintervention

0 Significance of result not determined or reported
* Result was not significant

gy Significant i
Z Significant

ncrease
decrease
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APPENDIX 2

Table6. Summary o€ultural-safetyEducationinterventions

activities, group
discussion, and
personal
reflection

trainer)

Intervention | Intervention and Duration Learning Instructed by (if Curriculum Content Approaches Used to Support Practice
Duration Methods applicable)
Westet al. First Peoples 2 days In-class Indigenous academics | Course aligned with the Cultural Capability Tool described five cultural
(2017) Health Course from theCultural Aboriginal and Torres Strai] capabilities that are required for health care provid
Capability Research Islander Framework. to practice culturally safe care.
Team
Roche (2014) | Elective courses | Two-courses In-class Native American Native American life in Students wrote reflective journals thghout the
on Native (duration not leaders and healers urban and reservation cultural immersion experiencicorporated gtalking
American life reported) and 5 (Plains tribes) and nen | environments. Curriculum | circles to facilitate intimate dialogue and questions
days for a cultural Native American included cultural traditions,
immersion practitioners taught the | social and healthelated
experience courses challenges, health access
disparities, and cultural
approaches to health and
wellness.
Smithet al. Cultural 2 weeks (course) | Two Indigenous facilitator International cultural issueq Talking circles were incorporated to provide an
(2015) Immersion andl1.5 days for a| prerequisite team Australian cultural issues, | opportunity for students to reflect (confidential).
cultural lectures and an health status, social
immersion overnight determinants of Indigenousg
experience cultural health, Aboriginal and
immersion Torres Strait Islander
experience historical accounts, cultural
retreat identity session, and
expressing stories through
art.
Chapmaret Cultural 3 x 2hour Faceto-face Indigenous facilitator Comprehensive overview g Reflection was incorporated into the sessions and
al. (2013) Awareness workshops over 6| instruction with | (professional Indigenous culture and each participant was provided with an opportunity
Education(6 weeks case studies, accreditéion as a ideology. share reflections following each session.
weeks) interactive cultural awareness
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Muir- Guided Learning | 4 guided learning | Virtual learning | Consulted with Incorporated storytelling, | Case studies utilized real narratives from a range
Coclraneet Journey journeys (sel using audio and| Indigenous and nen case studypased learning, | people from different cultural backgrounds
al. (2018) paced) video Indigenous community | and interpretive pedagogy.| (Indigenais, Chinese, and refugees and immigrant
members to ensure Four guided learning
resources were journeys were developed
culturally appropriate | that provided infomation
on the challenges of being
part of a minority
population, which also
highlighted
cultural diversity, strength,
and resilience.
Thackrahet Aboriginal health | Not reported Lectures and 12| Indigenous and nen Diversity within Aboriginal | Not reported.
al. (2015) unit x 2-hour Indigenous academics | communities and
tutorials taught the course international comparisons,
past policies and practices,
Used vodcasts social determinants of
health, family structures an
responsibilities, cultural
health beliefs, and
professional practice issue
Isaacsa Cultural 2-week cultural Experiential Members of the Attended community Students were encouraged to journal throughout tf
(2014) immersion immersion learning Northern Plains activities and completed an experience.
experience with | experience (resided on the | reservation actively 8-hour clinical practicum
the Indian Health resonation with | engaged studés placement.
Service facility a faculty throughout the course
mentor)
Huntet al. Indigenous health| Not reported Face to face Not reported Factors affecting Australian Not reported
(2015) subject tutorials and Indigenous health.
lectures Contemporary health issue
of cultural competence,
culturalsafety racism,
equity, and access were alg
reviewed.
Dureyet al. 6 Wo r kogether| 2 x 2 hour Presentation, Indigenous presenter | Barriers and facilitating Not reported
(2017) to improve cancer| workshops (2 case studies, factors to delivering
care for sites) and group culturally safe care, social
Aboriginal and discussion. and cultural determinants g

Torres Strait

health, and power

Islander differentials (theories of
Australi white racial privilege).
Workshop
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10 | Svarcet al. Aboriginal health | Minimum one Clinical Not clear but local Not reported Not reported
(2018) placements week (exact placement, field | Aboriginal community
duration not trip, or public/ members were involved
reported) community in placements in some
health way
placement
11 | Fleming et al. | First Peoples Two halfday Workshops First Peoples Professor| First Peoples health A participatory approach was used to facilitate
(2017) Workshop workshops and (mentor) and non professional education, rational discourse opportunities where students ca
five yarning Indigenous midwifery | origins and elements of discuss objectively about personal and social belig
circles over 12 academic (mentee) culturatsafety racisn, and | and entice respectful debate among peers.
weeks facilitated the relevance of awareness of | Participans also listened to personal stories
workshops culturatsafety privileging First Peoples voices. Yarning circles an
journaling were also used to encourage critical
reflection and a deeper understanding of First Peo
health and culture.
12 | Isaacst al. Aboriginal Hedth | 9-hour weekly Lectures and Aboriginal and non Aboriginal history, current | Tutorials were hosted to allow students to express
(2016) and Wellbeing lectures tutorials Aboriginal (have been | health status of Aboriginal | their views and discuss issues in a respectful man
Unit (Nursing) authorized by Elders to| people, social determénts | The unit also encouraged students to challenge th
teach on their behalf) | of Aboriginal health, prejudies and preonceived notions, to support
lecturers culturaksafety and students in building their knowleddgibrick by bricko
community controlled
health services.
13 | Jamiesoret Aboriginal Three onehour Lectures Indigenous educator leq Impact of historical, Studentsvere given the option to write a reflection
al. (2016) Culturalsafety modules thesessions political, and cultural issueq paper after theducationintervention.
Initiatives: on Indigenous health
Walking Together connections between past
Modules and present government
policies/practices on
determinants, access, and
outcomes of healtland
Indigenous concepts of
health and healing.
14 | Walton (2011)| Presented One presentation | Lecture Not clearif the Research findings from the| Students were given the option to write a reflectior

research findings
from the Prayer
Warrior study, an
article published
about
Nephrology, and g
Sacred Circle
model

researcher was
Indigenous

Prayer Warriors studgn
dialysis care. Themes
included:suffering,
honouring spiritconnecting
with community, and
healing old wounds.

paper after theducatiorintervention.
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Background

* Indigenous-awareness education programs have been implemented
in healthcare organizations to improve culturally-safe healthcare
practices across Canada

= Although many education programs have supported healthcare
providers to understand cultural safety, it is also important to
evaluate these programs and ensure that cultural-safety knowledge
is translated effectively into practice with Indigenous peoples
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Cultural-Safety

Cultural-safety is “an outcome based
on respectful engagement that
recognizes and strives to address
power imbalances inherent in the
healthcare system...where people
feel safe when receiving care” (First
Nations Health Authority, accessed
2019 February 12, p. 5)

Truth and Reconciliation Commission of
Canada (TRCC): Call to Action 23

* The TRCC’s recommendation 23 calls on all levels of government to
provide cultural competency education for all healthcare
professionals (TRCC, 2015)

* In response to the Truth and Reconciliation Commission of Canada
(TRCC), various education programs have been implemented across
healthcare organizations and institutions to improve culturally-safe
practices across Canada (2015)
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Purpose

1. ldentify and critically appraise published evaluations of cultural-
safety education programs in Australia, New Zealand, Canada
and/or the United States (US)

2. Summarize the approaches used in these studies to support
healthcare providers to put knowledge into practice, beyond just
acquiring knowledge

Systematic Review Methods

= Critically appraise and explore variations in education practices and
to highlight areas for new research in this field

* Cochrane Handbook for Systematic Reviews (Higgins and Green,
2011) and the Preferred Reporting Items for Systematic Reviews and
Meta-Analyses (PRIMSA) statement (Moher et al., 2009) informed
this review
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Methods

Systematic
Review
Methods

Scoping
Review

Methods

Inclusion Criteria Exclusion Criteria
Cultural-safety education implemented with The study did not evaluate the intervention after
healthcare staff or students education occurred or evaluation data were not

reported
The study has implications for Indigenous health The study only used qualitative methods to evaluate

the education intervention

Evaluation of the intervention used quantitative
methods and reported on results

Studies were published in peer-reviewed journals
from 2009 to 2019

61



iy gy~
T T
1
Methods ST
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) . . N Racorks schded
= Searches yielded 289 studies (74 duplicates) (-Iw —
= 188 were excluded from the remaining 215 Crrpemp—T=
studies after reviewing titles and abstracts =
|
* Fullinclusion and exclusion criteria were e R
applied to the remaining 27 studies iy i
* Fourteen studies were selected for final B
review - P st e
Preferred Reporting

Items for Systematic
Reviews and Meta-
Analyses (PRISMA)

Flow Diagram

Findings: Overview

* Five systematic reviews found variability in evaluation methods, pedagogical
approaches, and student experiences and outcomes

* The overall quality of the fourteen included studies was fair

* Changes in participant behaviour and practice were described through
quantitative and qualitative outcomes summarized

* A number of evaluation tools were used to report on outcomes related to
culturally-safe practices
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Findings: Previous Systematic Reviews

Experiences and outcomes of health
professional students undertaking
education on Indigenous health: A

ive | review

Cultural competence education for
health professionals
Horvat et ol.

05 May 2014
*International focus

Mills, Creedy, and West
29 July 2018
*Indigenous focus

Interventions to i"‘"_v'" cultural Interventions to improve cultural Implementation and impact of
n e A in healthcare for Indig dig health curricula:

ic review of revi les of Australis, New Zealand, Canada, A systematic review
Truong, Paradies, and Priest and the USA: A systematic review Pitoma et al.
3 March 2014 Clifford, McCalman, Boinbridge, and Tsey 22 June 2018
“International focus 10 March 2015 *indigenous focus

*indigenous focus

Findings: Characteristics of Studies

= Study designs: Longitudinal (one study); cross-sectional (two studies);
pre-post (four studies); and mixed methods (nine studies)

»Settings: Australia (ten studies); US (three studies); Canada (one study)

* Participants: Students (ten studies); dietetics graduates (one study);
midwifery academics (one study); health care staff (two studies)

= Delivery: In-class (eleven studies); online (three studies);
placement/practicum (three studies)
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