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L E A R N I N G  O B J E C T I V E S

O U T L I N E

After reading this chapter, you will be able to:
•	 Understand	allyship,	anti-oppressive	practice,	diversity,	

culture, race, and ethnicity.
•	 Understand	specific	types	of	diversity	in	Canada:	ethnic,	

linguistic, religious, sexual, and physical abilities.
•	 Describe	key	demographic	groups	for	whom	the	nursing	

profession	must	take	up	anti-oppressive	approaches.
•	 Describe	how	racism	and	discrimination	are	

determinants	of	health.

•	 Explain	awareness	and	cultural	competence	and	their	
relevance	to	the	nursing	profession.

•	 Explain	the	concept	of	cultural	safety	and	relevance	to	
the nursing profession.

•	 Describe	how	relational	practice	and	anti-oppressive	
practice are central to the nursing profession.

•	 Discuss	some	important	skills	and	tools	required	
for	anti-oppressive	practice,	advocacy,	and	action	at	
individual	and	organization	levels.
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PERSONAL PERSPECTIVES

“Start with Awareness”
LaRon E. Nelson is a Toronto-based public-health nurse 
practitioner and researcher who works with people who 
routinely face well-intended but racist or oppressive care. 
His experiences as a person of colour and a nurse who 
has made assumptions and errors around cultural safety 
have made him think critically about how to work with 
populations who are stigmatized and marginalized and 
the “innocent” ways that providers can cause harm. He 
 describes the very failure to acknowledge racism and 
 other forms of oppression in Canada as a significant 
health problem. He asserts that racism, not race, is the 
determinant of health. Of course, racism is not easy to 
own up to, especially in a profession that credits itself with 
caring and meeting the needs of all people. Many oppres-
sive practices or behaviours are hidden, not  intentional, 
but nonetheless harmful. Nelson explains how, without 
seeing the impact of white privilege as discriminating 
against Black and brown people and  Indigenous peoples, 
nurses are complicit in systems of oppression—and this 
does not excuse him, a Black nurse with training and 
awareness to spare! While awareness is only the begin-
ning, it is an essential starting place for anti-oppressive 
practice and much-needed change (Nelson, 2018).

INTRODUCTION
Nursing	 is	 organized	 within	 a	 context	 of	 complex,	 rapidly	
changing,	and	interconnected	contemporary	global	political,	

social,	 and	 economic	 environments.	 In	 this	 context,	 the	
nursing	profession	is	also	embedded	within	multiple	sites	and	
forms	of	visible	and	invisible	oppression, where one group or 
individual	uses	power	to	maintain	privilege	and	dominance	
over	another.	Many	of	the	concepts	of	social justice	that	have	
previously	 framed	 nursing	 knowledge	 and	 practice	 do	 not	
fully	address	 the	dimensions	of	power	or	 sufficiently	work	
to	challenge	such	deep,	and	often	taken	for	granted,	struc-
tures of oppression (Tuck	&	Yang,	2012; Smith,	2019). This 
chapter	sets	out	to	identify	key	dimensions	of	oppression	and	
 allyship	in	nursing,	where	nurses		coming	from	dominant	or	
privileged	groups	take	action	to	reject	and	dismantle	condi-
tions of oppression (Happell,	Scholz,	Gordon	et	al.,	2018). 
This chapter focuses on a broad notion of  diversity,  culture 
including ethnicity and race	as	well	as	diversity	with	respect	
to	gender	identity,	age,	and	ability	diversity	(among	others).	
Awareness, allyship, and action	are	relevant	to	the	profession	
in	 terms	 of	 nursing	 practice	 and	 the	 health	 of	 clients and 
communities,	as	well	as	the	development	of	the	profession	as	
a	relevant,	responsive,	and	respectful		institution.	(Note	that	
the	term	client	is	used	in	this	chapter.	It	implies	collaboration	
and	 partnership	 and	 is	 more	 consistent	 with	 allyship	 and	
anti-oppressive	practice	than	other	terms	used	to	refer	to	the	
people	and	groups	nurses	work	with.)	This	integrated	under-
standing	of	diversity,	disparities,	and	social	determinants	of	
health	is	increasingly	recognized	as	central	to	the	relevance	
of	the	profession	and	a	framework	for	the	future	(Villarruel, 
Bigelow,	&	Alvarez,	2014).

Here,	 we	 particularly	 emphasize	 allyship	 in	 regard	 to	
Indigenous	culture	as	well	as	strategies	for	providing	nurs-
ing	care	that	result	in	culturally	competent	and	safe	service	
to	clients.	A	review	of	the	history	of	health	care	and	nursing	
in	early	settler	Canada	serves	to	illustrate	how	the	profes-
sion	can	learn	and	grow	from	carefully	analyzing	the	ways	in	
which oppression and colonization	have	materialized	and	
impacted	health,	knowledge,	and	the	nursing	profession.

K E Y  T E R M S
action
allyship
anti-oppressive practice
awareness
bias
client
colonization
cultural awareness
cultural blindness
cultural competence
cultural knowledge
cultural pluralism
cultural safety
cultural sensitivity

cultural skill
cultural understanding
culture
decolonization
diversity
ethnicity
ethnocentrism
immigrant
intersectionality
LGBTQ2
microaggressions
multiculturalism
newcomer
oppression

prejudice
privilege
race
racializing
racially visible
racism
refugee
relational practice
sexual orientation
social justice
stereotyping
trans
visible minority
white supremacy

Source: Nelson, L.E. (2018, January 14). It happened to me: Rac-
ism and health care. The Globe and Mail. Retrieved from https://
www.theglobeandmail.com/news/national/what-its-like-to-deal-
with-racism-in-canadas-health-caresystem/article37600473/.
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In	 early	 settler	 Canada,	 Indigenous	 knowledge	 heav-
ily	 influenced	 health	 care,	 as	 Westernized	 medicine	 drew	
upon Indigenous peoples’ practices (Donahue,	 2010; 
McCallum,	 2014).	 However,	 the	 rapid	 influx	 of	 settlers,	
along	with	advances	 in	Western	medicine,	 fundamentally	
transformed	the	relationship	between	Indigenous	peoples	
and early nursing leaders, creating and sustaining dispari-
ties	in	nursing	knowledge	development	(McCallum,	2007, 
2008).	 Historical	 suppression	 of	 Indigenous	 nursing	 and	
knowledge	 systems	 is	 associated	 with	 the	 marginaliza-
tion	 of	 traditional	 practices	 and	 poorer	 health	 outcomes	
for Indigenous peoples (Goodman,	 Fleming,	 Markwick	
et	al.,	2017).

Core	 values,	 beliefs,	 and	 practices	 associated	 with	
Indigenous	worldviews	are	evidence	of	an	adaptive	integ-
rity	that	is	as	valid	for	today’s	generations	as	for	generations	
past.	Nonetheless,	the	values,	beliefs,	and	practices	of	pro-
fessional	health	knowledge	continue	to	deny	and	obscure	
the	complex	and	direct	relationship	of	Indigenous	knowl-
edge practices to Indigenous wellness (Wood,	 Kamper	 &	
Swanson,	2018).	The	dominance	of	Western	health	knowl-
edge	and	beliefs	continues	to	overshadow	Indigenous	well-
ness	perspectives,	creating	barriers	for	Indigenous	peoples	
seeking	 health	 services	 that	 respect	 Indigenous	 ways	 of	
being,	knowing,	and	doing.	Health	research	is	highlighting	
the	role	that	health	care	providers	and	health	policy	play	in	
supporting	 systemic	discrimination	against	and	mistreat-
ment	of	Indigenous	clients	and	communities.

To	develop	the	profession	in	a	way	that	supports	care	for	
all	clients	as	well	as	professional	and	social	change,	diversity	
must	be	understood	with	a	view	toward	developing	anti-
oppressive practice	as	a	professional	value.	Awareness,	ally-
ship,	and	anti-oppressive	practice	involve	not	just	accepting	
and	 valuing	 people	 of	 different	 cultures,	 ages,	 genders,	
sexual orientation, abilities, and all lifestyles, beliefs, and 
practices,	but	seeking	to	dismantle	the	forces	and	contexts	
of	oppression	and	colonization	(Gray,	2018). This chapter 
introduces relational practice and how it establishes a path 
toward awareness	 and	 action,	 as	 well	 as	 anti-oppressive	
practices	 from	 a	 minimalist	 approach,	 positive	 action,	
equality	schemes,	and	mainstreaming	equal	opportunities.

AWARENESS: OPPRESSION AND 
COLONIZATION
Awareness	is	foundational	to	anti-oppressive	practice	and	
sets the stage for allyship and action. Nurses’ personal 
awareness	 of	 the	 privilege	 afforded	 to	 the	 dominant	 bio-
medical	 model	 and	 the	 power	 afforded	 to	 their	 role	 as	
nurses is critical to building and strengthening trusted, 
helping relationships and getting beyond the conditions 
that	 sustain	 inequities	 (Smith,	 2019; Van	 Herk,	 Smith,	 &	
Andrew,	 2011). Through awareness, allies understand 

and	name	oppression,	including	how	it	is	organized,	held	
together,	 and	 sustained	 both	 formally	 and	 informally.	
Being	an	ally	involves	“taking	responsibility	for	one’s	own	
learning,	 acknowledging	 unearned	 privilege,	 and	 being	
willing	to	be	confronted,	to	consider	change,	and	to	com-
mit	 to	 action”	 (Spencer,	 2008,	 p.	 101).	 As	 discussed	 in	
Chapter	5,	Feminist	theory	and	postcolonial	theory	seek	to	
understand	and	provide	ways	of	understanding		oppression	
and	colonization.	An		intersectionality	paradigm	has	arisen	
from	these	feminist	and	postcolonial	theories	and	attends	
to,	and	enables,	a	view	into	the	range	of	experiences	within	
shared	experiences	of	oppression,	something	that	is	often	
obscured	 in	 dominant	 viewpoints	 in	 nursing	 and	 health	
care (Van	Herk,	Smith,	&	Andrew,	2011). Additionally, both 
feminist	and	postcolonial	theory	provide	analyses	of	power	
relations,	with	a	particular	concern	for	the		objectification,	
subordination,	 and	 commodification	 of	 people	 and	 land	
(Tuck	&	Yang,	2012).

Awareness	 in	 an	 intersectional	 paradigm	 calls	 for	 just	
such	wider	analyses,	knowing	that	there	is	always	more	to	
be	 known.	 Awareness	 requires	 humility,	 self-evaluation,	
continual	learning,	and	perseverance	to	illuminate	the	best	
path	for	action.	In	both	anti-oppressive	and	decolonizing	
practices,	particular	attention	is	paid	to	relationships,	jus-
tice, truth, and power (Tuck	&	Yang,	2012).	Decolonizing	
practices	 require,	 in	 part,	 some	 of	 these	 same	 processes	
and	 attributes	 of	 relationship	 and	 justice	 through	 aware-
ness and allyship. Decolonization,	however,	is	specifically	
concerned	with	dismantling	 the	 systematic	oppression	of	
Indigenous peoples, Indigenous culture, and the sites of 
oppression	from	colonization. Decolonizing practices are 
hard	 and	 unsettling	 work	 with	 and	 by	 Indigenous	 com-
munities	 concerning	 settler	 relations.	 This	 is	 work	 that	
requires	a	commitment	 to	 truth	and	reconciliation	and	a	
right relationship with people and place.

For	 the	 scope	 and	 purposes	 of	 this	 chapter,	 broad	
dimensions	 of	 oppression	 are	 explored.	 We	 exclude	 dis-
cussion	 about	 the	 diverse	 groups	 and	 individuals	 with	
whom	nurses	work,	the	people	who	face	oppression	every	
day	and	with	whom	the	profession	must	ally	 to	advocate	
for	 and	 provide	 safe	 and	 effective	 care.	 Nurses	 provide	
care	for	diverse	clients,	and	nurses	themselves	are	diverse.	
Diversity	and	diverse	groups’	concerns	are	highlighted	with	
a	specific	emphasis	on	the	concerns	of	Indigenous	peoples.	
Health	inequity	among	Indigenous	populations	continues	
to	 widen	 despite	 advances	 in	 Indigenous	 health	 research	
(Greenwood,	 De	 Leeuw,	 &	 Lindsay,	 2018). Although 
Canada’s	universal	health	care	system	is	considered	one	of	
the best in the world, Indigenous populations continue to 
experience	much	poorer	health	outcomes	due	to	the	lega-
cies	and	intersections	of	colonialism	and	racism (Allan	&	
Smylie,	2015).	Calls	for	an	immediate	response	to	increas-
ing	 the	 number	 of	 Indigenous	 health	 care	 providers	 and	
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programs	aimed	at	improving	Indigenous	health	are	prior-
ities outlined in the Truth	and	Reconciliation	Commission	
of	Canada’s	(2015)	Calls	to	Action.

While	professional	nursing	codes	and	standards	provide	
guidance,	 acknowledging,	 confronting,	 and	 transforming	
oppressive	 practices	 is	 the	 work	 of	 everyone	 within	 the	
profession (Lancellotti,	2008).	All	nurses,	for	example,	are	
responsible for ensuring that nursing practice is culturally 
congruent	with	and	culturally	responsive	to	the	beliefs	of	
the	individuals,	 families,	groups,	organizations,	and	com-
munities	 that	 nurses	 serve.	 At	 times,	 the	 very	 codes	 and	
norms	require	scrutiny	for	their	taken-for-granted	assump-
tions	that	perpetuate	oppression	and	racism	(Smith,	2019).

AWARENESS: DIVERSITY, CULTURE, RACE, 
AND ETHNICITY
Nurses	work	with	people	from	a	variety	of	backgrounds	and	
identities,	and	the	profession	as	a	whole	must	be	informed	
by	 common	and	 unique	 experiences	of	diversity,	 culture,	
race,	and	ethnicity	in	nursing	practice.	Diversity	in	a	cul-
tural	context	considers	similarities,	differences,	and	power	
relations across age, gender, race, religion, occupation, 
sexual orientation,	and	poverty	(Campinha-Bacote,	2002; 
Lowe	 &	 Archibald,	 2009; Racine	 &	 Petrucka,	 2011; 
Spector,	2012).	The	 two	 types	of	diversity	are	visible	and	
invisible	(Clair,	Beatty,	&	MacLean,	2005).	Visible	diversity	
includes attributes such as age, physical appearance, and 
gender	 identification	 (Clair,	 Beatty,	 &	 MacLean,	 2005). 
People	who	are	visibly	diverse	have	a	greater	risk	of	experi-
encing	discrimination,	stereotyping,	and	marginalization	
(Srivastava,	 2007).	 Invisible	 diversity	 includes	 attributes	
that are not readily seen, such as religion, national origin, 
occupation,	sexual	orientation,	and	illness.	Consideration	
must	 also	 be	 given	 to	 people	 who	 are	 invisibly	 diverse,	
such as people with disabilities and those who are neuro-
diverse,	because	their	inconspicuous	attributes	may	not	be	
acknowledged	(Srivastava,	2007).

Throughout	this	chapter,	the	two	terms	visible minor-
ity and racially visible	will	be	used,	as	they	are	the	terms	
used	 by	 Statistics	 Canada	 under	 the	 Employment Equity 
Act. According to Statistics	 Canada	 (2015c),	 the	 term	
	visible	minority	is	used	to	describe	people	of	colour;	that	is,	
people	who	are	neither	Indigenous	nor	white.	However,	the	
term	racially	visible	is	more	accurate	in	describing	diverse	
aggregates	and	indicates	visible	diversity	by	way	of	colour.	
Srivastava	 (2007) and Nestel	 (2012)	 identify	 limitations	
that	 occur	 when	 the	 terms	 visible	 minority	 or	 people	 of	
colour are used: heterogeneous groups of people of colour 
are slotted into one category, which ignores class and ethnic 
differences.	 In	health	care,	 this	practice,	known	as	racial-
izing,	has	many	of	the	pitfalls	of	categorization,	including	

bias,	discrimination,	and	limiting	opportunities	for	diver-
sity (Varcoe,	 Browne,	 Wong	 et	 al.,	 2009). Being able to 
identify	 the	 limitations	 of	 these	 terms	 and	 their	 implica-
tions	for	health	care	enables	nurses	to	embrace	their	roles	
as	allies	and	take	action	against	the	oppression	and	racism	
that	 deeply	 impact	 individual	 and	 community	 health	 as	
well as professional practice.

The concepts of culture, race, and ethnicity also influ-
ence	our	understanding	of	human	beliefs,	perceptions,	and	
behaviour	as	well	as	actions	in	health	care	practice	(Napier, 
Arcano,	 Butler	 et	 al.,	 2014).	 Culture	 provides	 direction	
on	 the	 appropriate	 behaviours	 for	 situations	 in	 everyday	
life (Allender	 &	 Spradley,	 2005).	 It	 also	 provides	 cues	 to	
nurses	on	how	individuals	may	interact—but	not	as	a	pre-
dictive	or	 in	any	way	essentialist	 frame.	The	 terms	“race”	
and	“ethnicity”	are	used	to	identify	distinguishable	groups	
within cultures (Jarvis,	2004).	However,	the	imprecise	use	
of	these	terms	is	problematic	and	can	cause	misidentifica-
tion	of	various	populations	and	a	limited	scope	of	under-
standing	(Bourque	Bearskin,	2011;	Nestel,	2012).

Although	culture	has	many	definitions,	Srivastava	(2007) 
defines	it	as	“a	term	that	applies	to	all	groups	of	people	where	
there	are	common	values	and	ways	of	thinking	and	acting	
that	differ	from	those	of	another	group”	(p.	15).	Srivastava	
also	describes	culture	using	the	acronym	CULTURE,	where	
C	is	commonly,	U	is	understood,	L	is	learned,	T	is	traditions,	
U	is	unconscious,	R	is	rules	of,	and	E	is	engagement.

Culture	has	six	distinguishing	features:

1.	 Culture	 is	 learned.	It	 is	based	on	the	events	and	
experiences	 that	 we	 internalize	 as	 we	 grow	 and	
develop	 from	 infancy	 onward.	We	 are	 not	 born	
with culture.

2.	 Culture	 is	 adaptive.	 It	 adjusts	 to	 environmental	
and	technological	changes	that	occur	over	time.

3.	 Culture	is	dynamic.	It	is	not	static.	It	responds	to	
changes	created	by	new	situations	and	demands.

4.	 Culture	 is	 invisible.	 It	 is	 something	 one	 experi-
ences. It is apparent through rituals, language, 
celebrations, and dress.

5.	 Culture	is	shared.	Persons	from	the	same	culture	
identify	 with	 the	 same	 values,	 beliefs,	 and	 pat-
terns	 of	 behaviour,	 yet	 maintain	 individuality.	
Everyone	is	unique.

6.	 Culture	is	selective.	It	differentiates	between	outsid-
ers and insiders through boundaries for desirable, 
acceptable,	or	unacceptable	behaviour.	It	also	influ-
ences	how	people	view	and	respond	to	situations	
and issues. (Srivastava,	2007,	p.	15)

Race	is	primarily	a	social	classification	based	on	an	imag-
ined	hierarchy	of	human	value	that	relies	on	phenotypes,	
skin	colour,	and	other	expressions	of	group	superiority	and	
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inferiority	 to	 identify	 group	 membership	 (Nestel,	 2012). 
Individuals	may	be	of	 the	same	race	but	of	different	eth-
nicities	and	cultures.	For	example,	Black	people—who	may	
have	been	born	in	Africa,	the	Caribbean,	North	America,	or	
elsewhere—are	a	heterogeneous	group,	but	they	are	often	
(wrongly)	viewed	as	culturally	and	racially	homogeneous.

Racism	 and	 other	 forms	 of	 oppression	 (for	 example,	
through	social	exclusion,	medicalizing	social	issues)	oper-
ate	 to	 produce	 health	 inequities	 and	 limit	 professional	
knowledge	and	agency	(McGibbon,	2012). McGibbon	and	
Etowa	(2009)	promote	antiracist	frameworks	to	guide	the	
profession	and	to	prevent	 the	many	forms	of	racism	that	
often	become	invisible	to	nurses.	For	example,	 individual	
racism,	internalized	racism,	systemic	racism,	environmen-
tal	racism,	and	cultural	racism	negatively	affect	health	sta-
tus.	Awareness	and	understanding	of	the	different	varieties	
of	racism	enables	nurses	to	be	more	culturally	sensitive	and	
to adopt aspects of cultural safety, a topic that will be dis-
cussed later in this chapter.

Ethnicity is the state of belonging to a social group that 
shares	common	cultural	patterns	(e.g.,	beliefs,	values,	cus-
toms,	behaviours,	and	traditions).	It	is	influenced	by	edu-
cation,	income	level,	geographic	location,	and	association	
with	individuals	from	ethnic	groups	other	than	one’s	own.	
Therefore, a reciprocal relationship exists between the indi-
vidual	and	society.	Some	examples	of	ethnicity	are	Berbers,	
Chinese,	Greek,	Irish,	Italian,	Peruvian,	Ukrainian,	Tuareg,	
and	Vietnamese.	Ethnicity	is	used	more	often	than	race	to	
identify	and	categorize	individuals	(Srivastava,	2007).

KEY DEMOGRAPHICS FOR NURSING IN 
CANADA
In	Canada,	key	demographic	groups	that	have	implications	
for awareness, allyship, and action in nursing are the aging 
older adult population, people with disabilities, Indigenous 
peoples, and immigrant	 communities.	 Demographic	
trends	 are	 important	 for	 the	 nursing	 profession	 in	 many	
ways,	as	they	can	help	to	inform	professional	position	state-
ments	and	advocacy	for	city	or	municipal	design	as	well	as	
social,	health,	and	community	services	planning.	For	exam-
ple,	the	rapidly	growing	aging	and	immigrant	populations	
will affect planning for translators/interpreters, adapted/
accessible/universal	design,	and	the	location	of	health	care	
services.	Awareness	 of	people’s	 diverse	 needs	 can	 support	
allyship and action to obtain supports and resources that 
may	be	otherwise	out	of	the	dominant,	privileged	view.

For	 instance,	awareness	of	 the	experiences	of	a	demo-
graphic group in a particular region could alert decision 
makers	 to	 a	 community’s	 inequitable	 access	 to	 transpor-
tation	 or	 the	 additional	 sexual	 health	 support	 services	

required	in	a	community.	Professional	associations,	which	
are	 both	 part	 of	 and	 unique	 to	 the	 national	 Canadian	
Nurses Association, play a role in this allyship and action.

An Aging Population
Demographic	trends	around	age,	such	as	an	aging	popula-
tion,	an	increase	in	older	adults	living	in	suburban	neigh-
bourhoods,	and	the	overall	declining	birth	rate,	highlight	
the	diversity	of	health	needs	and	concerns.	A	key	contribu-
tor	 to	 the	 changing	demographic	 landscape	 in	Canada	 is	
the	growing	older	adult	population.	This	trend	has	emerged	
because	people	are	living	longer	(Statistics	Canada,	2018). 
About	1	in	6	Canadians	is	aged	65	years	and	older,	and	this	
proportion is steadily increasing (Statistics	Canada,	2014). 
In	2011,	more	people	were	aged	55	to	64	than	the	number	
that were aged 15 to 24 (Statistics	Canada,	2012b).	In	2014,	
older adults represented 15.7% of the population, and this 
percentage	is	projected	to	rise	to	between	24%	and	28%	by	
2063	(Statistics	Canada,	2014).

The	 largest	 proportion	 of	 older	 adults	 live	 in	 the	
Atlantic	 provinces,	 while	 the	 Western	 provinces	 and	
Northern	 Territories	 have	 the	 youngest	 populations	
(Statistics	 Canada,	 2014).	 The	 fastest-aging	 population	 is	
reported to be in Newfoundland and Labrador (Statistics 
Canada,	2014).	A	growing	number	of	older	adults	are	liv-
ing	in	Canadian	suburbs,	which	has	important	implications	
for	 older	 adult	 belonging,	 community	 connection,	 and	
health	and	well-being	in	those	areas	(Jakubec,	Olfert,	Choi	
et	al.,	2019; Statistics	Canada,	2011a) (Figure	14.1). Age dis-
crimination	impacts	people	of	all	ages.	It	has	implications	
for	 the	 practice	 of	 nursing	 and	 in	 the	 organization	 of	 an	
increasingly	intergenerational	workforce	with	diverse	abili-
ties	and	perspectives	(Kydd	&	Fleming,	2015; Stanley,	2010).

Fig. 14.1 Demographic trends of an aging population 
are highlighting discourses and discrimination related to 
both aging and disabilities within the nursing profession. 
(istock.com/Dean Mitchell)
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Indigenous Peoples
Prior	to	European	contact,	an	estimated	500,000	Indigenous	
peoples	 lived	 in	what	 is	now	known	as	Canada.	By	1871,	
this	 population	 was	 reduced	 to	 102,000	 because	 of	
Indigenous	peoples’	lack	of	immunity	to	influenza,	small-
pox,	 measles,	 and	 tuberculosis	 (Indian and Northern 
Affairs	Canada,	1996).	Early	European	immigrants	forced	
First	 Nations,	 Inuit,	 and	 Métis	 communities	 to	 relocate	
and	claimed	the	land	and	resources	as	their	own.	This	dis-
placement	has	caused	First	Nations,	Inuit,	and	Métis	com-
munities	 to	become	 	resistant	 to	 the	government’s	agenda	
to	 control	 and	 monopolize	 Canadian	 resources	 through	
its	 numerous	 assimilation	 policies	 (Indian and Northern 
Affairs	 Canada,	 1996).	 Early	 colonization	 and	 assimila-
tion	policies—which	led	to	residential	schools,	the	Sixties	
Scoop,	 and	 other	 harmful	 child	 welfare	 practices—are	
today considered cultural genocide of Indigenous peoples. 
The influx of settler newcomers	and	government	policies	
continues	 to	 perpetuate	 similarly	 oppressive	 and	 racist	
practices	in		contemporary	health	care	systems,	all	of	which	
have	detrimental	 impacts	on	health,	well-being,	and	pro-
fessional practice.

The	disastrous	legacy	of	European	colonization	is	cap-
tured in Out of Sight, a report about the death of Brian 
Sinclair,	an	Indigenous	man	who	died	in	2008	while	wait-
ing	for	care	for	36	hours	in	a	Winnipeg	emergency	room.	
The	report	states	that	Sinclair	was	killed	by	racism	and	that	
the	subsequent	inquest	into	his	death	did	not	address	the	
real	problem	(Browne,	Hill,	Lavallee,	et	al.,	2017). Though 
inquests,	governmental	apologies,	and	changes	are	issued,	
allyship	and	action	at	all	levels	of	influence,	including	anti-
racist	 organizing	 and	 protest	 within	 the	 nursing	 profes-
sion,	are	still	very	much	in	early	development	in	Canada.	
Advocacy	 for	 client	 safety	 and	 safe	 work	 environments	
(such	as	those	in	Nova	Scotia;	Figure	14.2)	must	consider	
racism	and	other	oppressive	practices	that	place	clients	and	
populations	at	risk.

White	 privilege	 and	 colonization	 are	 only	 beginning	
to be understood as part of professional nursing history, 
resulting	 in	 an	 unsettling	 of	 colonial	 assumptions	 and	
some	tensions	that	have	yet	to	be	addressed	(Smith,	2019). 
DiAngelo	(2011) describes the unsettling and tensions with 
the	concept	of	“white	fragility,”	asserting	that	white	people	
are	protected	from	racial	stress	because	of	pervasive	social	
environments.	Individual	claims	that	“I	am	not	a	racist”	or	
defensiveness	 about	 the	 “good	 intentions	 of	 the	 nursing	
profession”	 at	 a	 broader	 level	 are	 mechanisms	 that	 rein-
force	white	privilege	and	hinder	cultural safety.

In	 Canada,	 Indigenous	 peoples	 are	 now	 the	 fastest-
growing	population	in	the	country.	At	1.4	million,	they	rep-
resent	 almost	 4.3%	 of	 Canada’s	 population.	 Of	 these,	 61%	
self-identify	as	First	Nations	people,	32.3%	as	Métis,	and	4.2%	

as Inuit (Statistics	 Canada,	 2013b).	 The	 term	 Indigenous	
often refers to the original inhabitants of a country who iden-
tify	 with	 a	 particular	 heritage	 based	 on	 their	 home	 nation	
and/or	linguistic	family.	The	following	brief	introduction	on	
the	diversity	of	First	Nations	people,	Inuit,	and	Métis	living	in	
Canada	presents	statistics	for	each	group	to	provide	a	greater	
understanding	of	the	differences	among	them.

First Nations People
Canada	has	more	than	600	different	First	Nations	commu-
nities (Statistics	Canada,	2013b),	each	with	its	own	unique	
history,	 language,	 traditions,	 art,	 and	 ceremonies.	 Some	
First	 Nations	 people	 identify	 with	 their	 linguistic	 group	
(e.g.,	Cree,	Blackfoot,	Dené,	or	Chipewyan),	whereas	others	
identify	with	their	community	of	origin	(e.g.,	Blood	Tribe	
or	Beaver	Lake	Cree	Nation)	or	 treaty	area	(e.g.,	Treaty	6	
or	Treaty	7).	The	most	important	means	of	Canadian	con-
trol	 over	 First	 Nations	 communities	 was	 and	 still	 is	 the	
Indian Act,	which	consolidated	the	various	laws	relating	to	
“Indians”	 (a	 now-outdated	 term)	 that	 was	 passed	 by	 the	
Canadian	 government	 in	 the	 years	 since	 Confederation	
and	by	the	British	colonial	authorities	before	them.

Inuit
Three	quarters	of	Inuit	in	Canada	reside	in	53	communities	
spread	across	 the	Northwest	Territories,	Yukon,	Nunavut,	
Northern Quebec, and Labrador (Indigenous and Northern 
Affairs	Canada,	2015).	Over	90%	of	these	communities	are	
accessible	 by	 air	 only.	 Inuit	 communities	 are	 located	 in	
four	land-claim	regions:	Nunatsiavut	(Labrador),	Nunavik	
(Northern	 Quebec),	 Nunavut	 Territory,	 and	 Inuvialuit	
Settlement	Region	(Northwest	Territories	and	Yukon).	Of	
the	 Inuit	who	 live	 in	 southern	Canada,	about	half	 live	 in	
cities.	The	largest	populations	are	in	Edmonton,	Montreal,	
Ottawa,	 Yellowknife,	 and	 St.	 John’s	 (Indigenous and 
Northern	Affairs	Canada,	2015).

Fig. 14.2 A nursing protest in Nova Scotia to advocate 
for quality health care. (istock.com/shauni)
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Métis
The Métis	 National	 Council	 (n.d.)	 defines	 a	 Métis	 as	“a	
person	who	self-identifies	as	Métis,	 is	distinct	 from	other	
Aboriginal	peoples,	is	of	historic	Métis	Nation	Ancestry	and	
who	is	accepted	by	the	Métis	Nation.”	The	“historic	Métis	
Nation”	refers	to	the	Indigenous	people	historically	known	
as	Métis,	or	mixed	blood	(with	parents	of	Indigenous	and	
European	 ancestry),	 who	 resided	 in	 the	 “historic	 Métis	
Nation	Homeland,”	an	area	of	land	in	west-central	North	
America	used	and	occupied	as	the	traditional	territory	of	
the	Métis.	“Métis	Nation”	refers	to	the	Indigenous	people	
descended	 from	 the	 historic	 Métis	 Nation,	 which	 now	
comprises	all	Métis	Nation	citizens.	Métis	are	members	of	
the	“Aboriginal	 peoples	 of	 Canada”	 per	 section	 35	 of	 the	
Constitution Act, 1982.	Métis	have	their	own	distinct		dialect	
(the	 Michif	 	language)	 but	 are	 also	 diverse	 	linguistically,	
with	 their	 language	 depending	 on	 ancestry	 (e.g.,	 Cree,	
Dené,	English,	French).

Immigrant Communities
With	 the	 development	 and	 colonization	 of	 Canada	 came	
an	influx	of	immigrants	into	the	country.	Historically,	the	
patterns	 of	 immigration	 to	 Canada	 have	 changed	 over	
time,	with	a	variety	of	places	of	origin	represented.	Many	
immigrants	 have	 come	 from	 Europe,	 Asia,	 the	 United	
States,	Africa,	 and	 the	Caribbean.	Often,	people’s	 reasons	
for	 leaving	 their	 country	 of	 origin	 have	 included	 lack	 of	
economic	prosperity,	persecution,	and	war.

Citizenship	and	Immigration	Canada	(2016a) and the 
Immigration and Refugee Protection Act	 delineate	 perma-
nent	 resident	 status	 categories	 such	 as	 economic	 classes	
(e.g.,	 federal	 skilled	 trades	 class,	 live-in	 caregivers)	 and	
noneconomic	 classes	 (e.g.,	 family	 members,	 people	 seek-
ing	humanitarian	and	compassionate	consideration).	This	
classification	also	defines	the	temporary	status	of	residents	
as	 temporary	 workers,	 students,	 and	 visitors	 (Citizenship	
and	Immigration	Canada,	2016b).

Canada’s	 ethnocultural	 composition	 has	 also	 changed	
over	time.	While	in	the	past,	immigrants	came	mainly	from	
European	 countries,	 currently	 the	 largest	 source	 of	 immi-
grants	is	Asia,	accounting	for	61%	of	newcomers	to	Canada	
(Statistics	Canada,	2017).	The	number	of	people	immigrat-
ing	from	African	countries	is	increasing	and	newcomers	from	
Africa	account	for	13%	of	newcomers,	outranking	European	
newcomers	for	the	first	time	(Statistics	Canada,	2017). About 
1	in	5	people	in	Canada	are	foreign	born,	representing	about	
21%	 of	 the	 overall	 population	 (Statistics	 Canada,	 2017). 
About	half	of	the	foreign	born	population	is	from	Asia	and	
just	under	10%	are	from	Africa	(Statistics	Canada,	2017).

The	 majority	 of	 newcomers	 move	 to	 urban	 cen-
tres	 in	 Ontario,	 British	 Columbia,	 Quebec,	 and	 Alberta	
(Statistics	Canada,	2017).	However,	an	increasing	number	

of	newcomers	are	moving	to	urban	centres	in	the	Prairies.	
Toronto,	 Vancouver,	 and	 Montreal	 are	 the	 most	 racially	
and	 culturally	 diverse	 cities	 in	 Canada.	 Changes	 to	 the	
Citizenship Act	in	2015	have	required	immigrants	to	prove	
that	they	have	an	attachment	to	Canada	and	are	contrib-
uting	to	the	economy.	These	changes	are	impacting	where	
new	immigrants	choose	to	take	up	residence.

Canada	 has	 a	 history	 of	 admitting	 large	 numbers	 of	
immigrants	 of	 various	 ethnic	 origins.	 In	 2015,	 Canada	
planned	 to	 welcome	 260,000	 to	 285,000	 new	 perma-
nent	residents,	65%	of	which	were	economic	 immigrants	
(Citizenship	 and	 Immigration	 Canada,	 2015).	 In	 2017,	
Canada	 admitted	 321,035	 permanent	 residents.	 This	 is	
the	 highest	 number	 of	 permanent	 residents	 admitted	
to	 Canada	 since	 1913.	 Of	 this	 total,	 45,758	 people	 were	
admitted	as	refugees	and	protected	persons	(Immigration,	
Refugees	and	Citizenship	Canada,	2018).

TYPES OF DIVERSITY
In	 Canada,	 diversity	 is	 expressed	 in	 many	 ways,	 includ-
ing ethnic, religious, linguistic, sexual (also discussed in 
Chapter	5	Gender	 in	Nursing),	 age,	 and	physical	 abilities	
(which	 also	 relates	 to	 age).	 Understanding	 that	 diversity	
is	 expressed	and	experienced	uniquely	 in	 the	population,	
but with shared concerns and issues around social deter-
minants	 of	 health	 (discussed	 further	 in	 Chapter	 11),	 is	
essential	to	advocacy	and	supporting	client	strengths	in	an	
asset-based	approach	to	nursing	practice.

Ethnic Diversity
Over	 200	 ethnic	 groups	 live	 in	 Canada,	 with	 13	 of	 these	
groups	 having	 populations	 of	 over	 1	 million	 people.	 In	
2011,	 visible	 minorities	 represented	 19.1%	 of	 the	 total	
	population,	 of	 which	 30.9%	 were	 born	 in	 Canada	 and	
65.1%	 were	 born	 outside	 of	 Canada.	 The	 median	 age	 of	
the	visible	minority	population	was	about	7	years	younger	
than that of the total population (Statistics	Canada,	2013f). 
In	all,	 4%	of	the	visible	minority	population	consisted	of	
nonpermanent	residents	(Statistics	Canada,	2013f). Visible 
minorities	 are	 projected	 to	 represent	 an	 ever-increasing	
proportion	of	 the	population.	For	 example,	 in	2031,	 it	 is	
estimated	 that	 55%	 of	 the	 foreign-born	 population	 in	
Canada	could	be	born	in	Asia	and	20%	in	Europe	(Statistics 
Canada	 2010b).	 The	 nursing	 profession	 in	 Canada	 will	
need	to	consider	training	and	development	needs	for	direct	
care	 and	 both	 services	 and	 community	 development	 to	
address	the	realities	of	these	changing	demographics.

The	 ethnocultural	 population	 varies	 according	 to	 gen-
erations.	The	2011	census	 indicated	 that	22%	of	 the	over-
all	 Canadian	 population	 was	 first-generation	 Canadian	
(born	 outside	 of	 Canada).	 Second-generation	 Canadians	
accounted	 for	 17.4%	 of	 the	 overall	 population	 and	 are	
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defined	 as	 individuals	 born	 in	 Canada	 but	 with	 one	 or	
both	 parents	 born	 outside	 of	 Canada.	 Third-generation	
Canadians	 accounted	 for	 60.7%	 of	 the	 overall	 population	
and	are	defined	as	individuals	born	in	Canada	with	parents	
who	were	also	born	in	Canada.	Three	out	of	10	second-gen-
eration	Canadians	were	visible	minorities.	The	median	age	
of	 all	 second-generation	 visible	 minorities	 was	 13.6	 years,	
whereas	the	median	age	of	the	second	generation	who	are	not	
visible	minorities	was	43.4	years	(Statistics	Canada,	2013e).

Canada’s	 ethnic	 mix	 is	 changing	 rapidly,	 particularly	
in	urban	areas,	mainly	because	of	increased	rates	of	non-	
European	 immigration	 in	 recent	 decades.	 Immigrants	
make	up	an	 increasingly	 large	proportion	of	 the	popula-
tion.	This	means	that	a	growing	number	of	Canadians	do	
not	speak	English	or	French	as	their	mother	tongue.	Most,	
however,	 are	 able	 to	 at	 least	 carry	 out	 a	 conversation	 in	
one	of	the	official	languages.	Furthermore,	more	and	more	
Canadians	identify	with	a	religion	other	than	Christianity.	
These	 changing	 demographics	 affect	 how	 health	 care	 is	
delivered	to	large	segments	of	the	community	and	the	abil-
ity	of	newcomers	to	access	health	care.

Nurses’	 awareness	of	 the	context	and	circumstances	of	
their	 clients	 is	 highly	 consequential	 to	 the	 quality	 of	 care	
and	outcomes	for	the	diversity	of	newcomers	to	Canada.	A	
newcomer	is	a	person	who	arrives	in	a	new	country	to	settle	
there	 for	 a	 variety	 of	 reasons	 and	 with	 a	 variety	 of	 back-
grounds	and	experiences.	Newcomers	come	from	all	parts	
of	 the	world	and	bring	with	 them	unique	cultural,	health	
care,	and	religious	backgrounds.	Newcomers	include	immi-
grants, refugees, and persons in need of protection. An 
immigrant	 is	 a	person	who	has	 chosen	 to	 live	 in	Canada	
and	has	been	accepted	by	the	Government	of	Canada	and	
who	may	apply	for	permanent	residency.	A	refugee is a per-
son	who	was	forced	to	leave	their	home	country	because	of	a	
well-founded	fear	of	persecution	or	because	of	war.	By	con-
trast, a person in need of protection is a person who cannot 
return	to	their	country	because	of	a	risk	of	torture,	a	risk	of	
cruel	and	unusual	treatment	or	punishment,	or	a	risk	to	their	
life;	 consequently,	 they	 have	 been	 given	 protection	 by	 the	
Government	of	Canada	(Government	of	Canada,	2019b).

Newcomers	 may	 have	 limited	 access	 to	 health	 care	 if	
they	lack	health	care	benefits,	financial	and	social	resources,	
English	 or	 French	 language	 abilities,	 and	 transportation.	
Nurses	 need	 to	 consider	 the	 background	 of	 newcomer	
clients.	 Often,	 the	 community	 and	 the	 family	 (if	 avail-
able)	 must	 be	 relied	 on	 to	 provide	 information,	 support,	
and	other	aid.	Nurses	also	need	to	know	the	major	health	
concerns	and	risk	factors	for	the	cultural	groups	they	work	
with,	such	as	vulnerability	to	specific	diseases,	and	consider	
related	social	determinants	of	health.

Nurses	must	consider	the	following	dimensions	of	ineq-
uity	and	oppression	that	influence	the	health	of	individuals,	

families,	groups,	and	the	community	(Beckmann	Murray,	
Proctor	Zentner,	Pangman	et	al.,	2009):

•	 Language	barriers;
•	 Low	literacy	levels;
•	 	Poverty	 and	 economic	 constraints	 (higher	 for	

	refugees	than	for	immigrants);
•	 Discrimination	by	health	care	providers;
•	 	Health	care	providers’	lack	of	knowledge	about	high-

risk	diseases	in	the	newcomer	groups	they	care	for;
•	 	Reliance	by	many	newcomers	on	traditional	healing	

or	folk	health	care	practices	that	may	be	unfamiliar	
to	their	Canadian	health	care	providers;	and

 RESEARCH FOCUS
Making Access to Primary Health Care 
Services Easier

Immigrant and refugee families from Africa form a grow-
ing proportion of the population in Manitoba. This study 
examined African immigrant and refugee families’ (n = 83) 
experiences of access to primary health care in Manitoba, 
including the barriers to accessing this care. Qualitative 
data were collected in open-ended interviews conducted 
in six different languages and analyzed for key themes. 
Challenges in the families’ pursuits of primary health care 
were represented by three themes: (1) expectations not 
quite met, (2) facing a new life, and (3) let’s buddy up to 
improve access. With “expectations not quite met,” fami-
lies struggled to understand a new health system while 
facing barriers that included lengthy wait times, short-
ages of health care providers, high cost of medication and 
nonbasic health care, and in some cases suboptimal care. 
With “facing a new life,” immigrant and refugee families 
expressed challenges adjusting to their new and unfamil-
iar environments with social barriers (such as transporta-
tion, employment, language and cultural differences, and 
a lack of social support) that impacted access to health 
care services. Privately sponsored families and families 
with children experienced even less social support. With 
the theme of “let’s buddy up to improve access,” net-
working approaches were suggested by families as ways 
to engage and improve their access to primary health care 
services. To improve access, the authors recommended 
that decision makers develop culturally relevant pro-
grams, collaborative networking approaches, and policies 
that focus on addressing social determinants of health.

Source: Woodgate, R., Crockett, M., Dean, R., et al. (2017). A 
qualitative study on African immigrant and refugee families’ 
experiences of accessing primary health care services in 
Manitoba, Canada: It’s not easy! International Journal for Equity 
in Health, 16(1), 5. https://doi.org/10.1186/s12939-016-0510-x.

https://doi.org/10.1186/s12939-016-0510-x
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•	 	Physical	 and	 mental	 health	 problems,	 which	 are	
higher for refugees than immigrants. (p.	210)

When	 working	 with	 newcomer	 populations,	 nurses	
need	to	recognize	that	their	own	background,	beliefs,	and	
knowledge	may	differ	significantly	from	those	of	their	cli-
ents.	Moving	beyond	awareness	as	the	starting	place	within	
the	 profession,	 nurses	 must	 next	 assess	 how	 both	 their	
privilege	and	lack	of	awareness	may	interfere	with	nursing	
care.	Deeper	orientation	to	the	role	of	family	and	commu-
nity	and	knowledge	of	strengths,	resources,	and	talents	are	
perspectives	that	can	be	taught	to	nurses	and	revisited	con-
tinually	as	demographics	change.

Population	projections	are	estimates	of	how	a	popula-
tion	will	grow	and	change	in	the	future.	Statistics	Canada	
data	indicate	important	trends	in	Canadian	demographics	
by	the	year	2031:
•	 3	in	10	Canadians	(between	29%	and	32%)	could	be	a	

visible	minority	(i.e.,	South	Asian,	Chinese,	Arab,	West	
Asian,	Black,	Filipino,	Latin	American,	Japanese,	or	Ko-
rean) (Statistics	Canada,	2010b).

•	 The	population	that	is	not	from	a	visible	minority	group	
is	also	projected	to	grow	between	2001	and	2017,	but	at	a	
slower rate of only 1% to 7% (Statistics	Canada,	2010a).

•	 Visible	minorities	will	continue	to	live	in	urban	centres.	
Almost	96%	of	 the	racially	visible	population	will	 live	
in	census	metropolitan	areas,	with	more	than	71%	re-
siding	 in	Toronto,	Vancouver,	 and	Montreal	 (Statistics 
Canada,	2010b).
In	2011,	South	Asian,	Chinese,	and	Black	people	formed	

the	 largest	racially	visible	groups	 in	Canada,	representing	
61.3%	 of	 the	 overall	 visible	 minority	 population,	 with	
Arabs	 and	 West	 Asians	 making	 up	 the	 fastest-growing	
segment	 of	 the	 population	 (Statistics	 Canada,	 2013f). 
Projections	 for	 2031	 indicate	 that	 approximately	 36%	 of	
visible	minorities	will	be	under	15	years	of	 age	and	18%	
will	 be	 over	 65	 years	 of	 age	 (Statistics	 Canada,	 2010b). 
Nurses	 need	 to	 be	 aware	of	 these	 changing	demographic	
patterns	 to	 effectively	 advocate	 for	 services	 and	 uncover	
where	existing	programs	may	unintentionally	limit	access	
or oppress certain groups.

Table 14.1	presents	population	projections	for	2031	on	
the	median	age	of	different	groups	 in	Canada.	These	sta-
tistical	 projections	 have	 implications	 for	 policy	 develop-
ment	 and	 health	 care	 service	 delivery.	 For	 example,	 First	
Nations	people,	Inuit,	and	Métis	and	visible	minorities	will	
be,	on	average,	much	younger	than	the	rest	of	the	popula-
tion (Statistics	 Canada,	 2015c, 2015d).	 These	 age	 projec-
tions	might	be	used	to	advocate	for	heath	equity	and	social	
justice,	to	lend	support	for	the	continuation	or	expansion	
of	existing	programs	or	the	development	of	new	programs	
that	better	respond	to	age-based	client	health	concerns.

Multiculturalism
In	1971,	Canada	was	the	first	country	to	adopt	multicul-
turalism	as	an	official	policy.	Multiculturalism	recognizes	
the	diverse	ancestry	of	citizens	and	supports	the	ideals	of	
equality	and	mutual	 respect	among	 the	population’s	eth-
nic and cultural groups (Burnet	 &	 Driedger,	 2011). In 
some	 cases,	 multiculturalism	 is	 seen	 as	 a	 protective	 well-
ness	factor	within	diverse	populations.	School	policies	on	
multiculturalism	were	 found	 to	be	a	protective	 factor	 for	
students	who	experienced	interpersonal	violence	in	school	
environments	(Le	&	Johansen,	2011).

Some	 critics	 of	 multiculturalism	 argue	 that	 it	 down-
plays	the	special	status	of	Indigenous	peoples	and	French	
Canadians	 (Citizenship	 and	 Immigration	 Canada,	 2010). 
Others	 suggest	 that	 multiculturalism	 could	 be	 viewed	 as	
another	 form	 of	 assimilation	 and	 colonialism	 that	 fur-
ther	 marginalizes	 diverse	 populations	 (Turner,	 2006). 
Multiculturalism	 is	 less	popular	 in	Quebec	 than	 in	other	
provinces	 because	 of	 the	 belief	 that	 the	 federal	 govern-
ment’s	multicultural	policy	minimizes	Quebec’s	nationalist	
aspirations (Citizenship	and	Immigration	Canada,	2010). 
Quebec	emphasizes	a	multiethnic	policy—a	form	of	inter-
culturalism	 that	 aims	 to	 preserve	 historical	 identity	 and	
achieve	sovereignty	within	the	Canadian	state	(Parliament	
of	Canada,	2018).

TABLE 14.1 Projections for 2031 Median 
Age of Racially Visible and Indigenous 
Groups and the Rest of Canada

Group
     2031 Projections 

(Median Age in Years)

Racially visible* 35.5
Canadian-born 16.6
Born outside of Canada 44.3
Rest of Canada† 43.3
Indigenous peoples 26.6
Rest of Canada‡ 43.1

*Refers to Chinese, South Asian, Black, Filipino, Latin 
American, Southeast Asian, Arab, West Asian, Japanese, and 
Korean groups and excludes Indigenous peoples.
†Refers to all persons, including Indigenous peoples, but not 
persons included under “racially visible.”
‡Refers to all persons, including racially visible, but not 
Indigenous peoples.
Sources: Statistics Canada. (2010). Projections of the diversity 
of the Canadian population: 2006–2031. Ottawa, ON: Minister 
of Industry. Retrieved from http://www.statcan.gc.ca/pub/91-
551-x/91-551-x2010001-eng.pdf; Statistics Canada. (2015b). 
Population projections by Aboriginal identity in Canada, 2006 
to 2031. Retrieved from http://www.statcan.gc.ca/pub/91-
552-x/2011001/hl-fs-eng.htm.

http://www.statcan.gc.ca/pub/91-551-x/91-551-x2010001-eng.pdf
http://www.statcan.gc.ca/pub/91-551-x/91-551-x2010001-eng.pdf
http://www.statcan.gc.ca/pub/91-552-x/2011001/hl-fs-eng.htm
http://www.statcan.gc.ca/pub/91-552-x/2011001/hl-fs-eng.htm
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Linguistic Diversity
Language	 is	 the	basis	of	culture	and	fundamental	 to	how	
people	 make	 sense	 of	 their	 everyday	 lives.	 Language	 is	 a	
universal	 tool	 for	 translating	 information	and	knowledge	
within cultural groups, and each language has its own 
nuances,	 meanings,	 rules,	 and	 symbols	 (Hoffman-Goetz,	
Donelle,	 &	 Ahmed,	 2014).	 The	 National	 Collaborating	
Centre	 for	 Indigenous	 Health	 considers	 language	 to	 be	 a	
social	 determinant	 of	 health	 that	 is	 essential	 to	 improv-
ing	 health	 outcomes	 for	 Indigenous	 peoples	 (Reading	 &	
Wien,	2013).

More	than	200	languages	are	spoken	in	Canada.	The	pro-
portion	of	the	population	that	speaks	English	most	often,	
with	 or	 without	 a	 language	 other	 than	 French,	 is	 37.9%.	
The	proportion	of	the	population	that	speaks	French	most	
often,	 with	 or	 without	 a	 language	 other	 than	 English,	 is	
4.2%.	 Between	 2006	 and	 2011,	 the	 English–French	 bilin-
gualism	 rate	 rose	 minimally,	 from	 17.4%	 to	 17.5%.	 The	
proportion	 of	 people	 that	 speaks	 a	 language	 other	 than	
English	 or	 French	 (Canada’s	 two	 official	 languages)	 at	
home	is	20%.	At	the	same	time,	two-thirds	of	people	who	
speak	a	nonofficial	language	at	home	also	speak	English	or	
French	(Statistics	Canada,	2012d).

The	 proportion	 of	 Canadians	 who	 are	 allophones, 
or	 people	 whose	 first	 language	 is	 neither	 French	 nor	
English,	is	thought	to	be	between	21%	and	25%	(Statistics 
Canada,	2011b).	This	means	that	one-fifth	of	the	Canadian	
population	 speaks	 an	 immigrant	 language	 in	 their	 home	
on a regular basis (Statistics	 Canada,	 2011b);	 80%	 of	
this	 population	 lives	 in	 one	 of	 Canada’s	 six	 largest	 cities.	
Chinese	languages	continue	to	be	the	most	frequently	used	
in	 the	 homes	 of	 the	 immigrant	 population.	 The	 number	
of	 people	 who	 speak	 Tagalog,	 a	 Philippine-based	 lan-
guage,	increased	the	most	(+64%)	between	2006	and	2011	
(Statistics	Canada,	2012d).	The	most	common	immigrant	
language	is	Punjabi	(Statistics	Canada,	2012c). The use of 
multiple	languages	at	home	increased	from	9.1%	in	2006	to	
11.5%	in	2011.	Interestingly,	of	the	6.4	million	people	who	
speak	 a	 language	 other	 than	 English	 or	 French	 at	 home,	
25,000	 reported	 using	 sign	 language	 at	 home	 (Statistics 
Canada,	2012d).

Among	 the	 more	 than	 60	 Indigenous	 languages	 in	
Canada,	 the	 largest	 language	family	 is	Algonquian,	which	
includes	 Cree,	 Ojibway,	 Innu/Montagnais,	 and	 Oji-Cree.	
Those	 whose	 first	 language	 is	 Algonquian	 live	 mainly	 in	
Saskatchewan,	 Manitoba,	 Alberta,	 Quebec,	 Nova	 Scotia,	
and	 New	 Brunswick	 (Statistics	 Canada,	 2012a). Not all 
people	 who	 reported	 speaking	 an	 Indigenous	 language	
at	 home	 reported	 it	 as	 their	 mother	 tongue;	 that	 is,	 they	
reported	another	language	(e.g.,	English	or	French)	as	their	
primary	language,	indicating	that	they	may	be	learning	an	

Indigenous language as another language at school. One 
in six Indigenous peoples reported being able to conduct 
a	conversation	 in	their	mother	 tongue,	with	22%	of	First	
Nations	people,	2.5%	of	Métis,	and	63%	of	Inuit	able	to	do	
so (Statistics	 Canada,	 2013a).	 In	 addition,	 18.7%	 of	 First	
Nations	people,	1.8%	of	Métis,	and	58.7%	of	Inuit	reported	
an	 Indigenous	 language	 as	 their	 primary	 language.	 This	
trend	indicates	that	more	people	who	self-identify	as	learn-
ing	to	speak	Indigenous	languages	are	reporting	it	as	their	
primary	 language	 (Statistics	 Canada,	 2012f). The highest 
proportion	of	people	who	reported	having	an	Indigenous	
mother	tongue	 live	 in	Quebec	(20%),	Manitoba	(17.7%),	
and	Saskatchewan	(16%)	(Statistics	Canada,	2012a).

Language	is	obviously	an	important	part	of	the	every-
day	 expression	 of	 a	 profession’s	 work.	 Language	 strongly	
impacts	 relationships	 with	 clients	 and	 other	 members	 of	
the	health	care	team	as	well	as	the	reputation	of	the	pro-
fession.	Respectful,	relational	nursing	care	requires	a	deep	
commitment	 to	 developing	 therapeutic	 communication,	
and	attention	to	what	is	both	spoken	and	unspoken.

Nurses	 must	 be	 aware	 of	 language	 that	 enacts	 disre-
spect,	 racism,	 and	 discrimination,	 including	 microag-
gressions—the	 subtle,	 often	 automatic,	 and	 unconscious	
verbal	and	nonverbal	slights,	insults,	and	disparaging	mes-
sages directed toward people in relation to their gender, 
age,	 disability,	 and	 cultural	 or	 racial	 group	 membership	
(Sue,	 2010).	 These	 expressions	 are	 perceived	 as	 racist	 by	
racialized	 targets,	 and	 while	 they	 rarely	 reflect	 vindictive	
intent,	 inadvertently	 inflict	 insult	 and	create	unsafe	 envi-
ronments	 for	 work,	 services,	 or	 care;	 when	 unchecked	 in	
our	institutions	and	professions,	microaggressions	contrib-
ute	to	and	reinforce	systemic	racism	(Fleras,	2016).

Particularly well hidden in professional nursing dis-
course	are	these	unchecked	patterns	of	microaggressions—	
manifested	in	the	terminology	used,	the	subtle	comments,	
the	hidden	normalization,	and	the	practices	of	oppression—
upheld	 by	 a	 long	 history	 of	 racism	 within	 the	 	nursing	
profession.	The	extent	to	which	white	privilege	and	colo-
nialism	are	embedded	in	the	language	of	science,	medicine,	
nursing,	 and	 health	 have	 contributed	 to	 the	 subtle	 and	
not-so-subtle	 forms	 of	 racism	 in	 the	 nursing	 profession	
(Smith,	2019).

Religious Diversity
According	to	the	2011	National	Household	Survey,	67.3%	
of	 Canadians	 reported	 that	 they	 were	 affiliated	 with	
Christianity.	 In	 addition,	 7.2%	 of	 Canadians	 reported	
affiliation	 with	 Islam,	 Hinduism,	 Sikhism,	 or	 Buddhism.	
The	 proportion	 of	 the	 population	 that	 reported	 having	
no	 religious	 affiliation	 was	 23.9%	 (an	 increase	 of	 about	
7%	from	10	years	earlier).	Roman	Catholics	comprise	the	
largest	Christian	denomination	in	Canada,	with	the	largest	
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number	living	in	Quebec	and	Ontario.	In	all,	4.5%	of	the	
Indigenous	population	reported	an	affiliation	to	traditional	
Indigenous	 spirituality,	 representing	 0.2%	 of	 the	 overall	
Canadian	 population	 (Statistics	 Canada,	 2013f).	 Census	
data	projections	suggest	that	the	number	of	non-Christians	
will	more	than	double	by	2031	(Statistics	Canada,	2010b).

Sexual Diversity
Canadians	 have	 become	 much	 more	 accepting	 of—and	
open	to	celebrating—sexual	diversity.	In	2005,	after	a	long	
series	 of	 court	 battles	 over	 same-sex	 marriage,	 Canada	
became	the	fourth	country	in	the	world	to	legalize	same-
sex	 marriage	 through	 the	 Civil	 Marriage	 Act,	 2005. Ten 
years	later,	in	2015,	a	landmark	ruling	in	the	United	States	
made	 same-sex	 marriage	 a	 nationwide	 legal	 right	 there.	
According	 to	 the	 2011	 census,	 the	 number	 of	 same-sex	
couple	families	in	Canada	was	up	by	42%	from	2006,	and	
same-sex	 marriages	 tripled	 during	 the	 same	 time	 period	
(Statistics	Canada,	2012e).

Practice	 and	 policy	 in	 community	 health	 has	 begun	
to	 consider	 the	 sexual	 diversity	 of	 clients,	 including	 dif-
ferent	sexual	orientations	and	gender	 identities,	 same-sex	
families,	and	gender	 transitions	 from	female	 to	male	and	
male	to	female.	Nurses	should	understand	sexual	diversity	
to be able to support their LGBTQ2 clients in a nondis-
criminatory	 manner—and	 to	 ally	 with	 clients	 to	 address	
discrimination	 and	 oppression.	As	 discussed	 at	 length	 in	
Chapter	 5,	 the	 acronym	 LGBTQ2	 stands	 for	 lesbian,	 gay,	
bisexual,	 transgender,	 and	 two-spirit.	 Sexual	 orientation	
refers	to	how	people	think	of	themselves	in	terms	of	their	
sexual attraction to people, whereas gender identity indi-
cates one’s personal sense of gender. Within an Indigenous 
context,	 individuals	 who	 feel	 that	 their	 body	 has	 both	 a	
masculine	and	 feminine	spirit	may	refer	 to	 themselves	as	
two-spirited	 (Wilson, 1996).	 Understanding	 the	 language	
of	sexual	diversity	is	important	for	building	knowledge	and	
sensitivity	 that	 informs	 community	 health	 practices	 and	
policies.

Scientific	and	medical	sources	vary	considerably	in	their	
conception	 of	 sexual	 diversity	 because	 insufficient	 data	
have	been	collected	on	 this	 topic	and	because	sexual	ori-
entation and gender identity are generally underreported 
information.	People	do	not	always	feel	safe	publicly	report-
ing their gender identity or sexual orientation because they 
fear	 discrimination,	 prejudice,	 physical	 harm,	 or	 other	
expressions of hatred and intolerance (Hurley,	 2010). 
Within	the	LGBTQ2	community	itself,	there	is	also	a	lack	
of	information	on	sexual	diversity	(Scheim	&	Bauer,	2015). 
Recent	 statistics	 suggest	 that	 perhaps	 0.5%	 of	 the	 adult	
population	identifies	as	a	trans	person,	broadly	defined.	In	
Ontario,	an	estimated	23%	of	trans	people	had	completed	
social	and	medical	gender	 transition.	Like	any	group,	 the	

trans	population	is	heterogeneous:	some	trans	people	will	
live	in	their	felt	gender	full	time	and	others	part-time.

Nurses	 who	 understand	 sexual	 diversity	 will	 be	 better	
positioned to expose intolerance and oppression, which is 
apparent	 in	the	increased	rates	of	hate	crimes	toward	the	
LBGTQ2	community	(Statistics	Canada,	2015b).	Consider	
that 28% of lesbian, gay, and bisexual youth are at higher 
risk	for	suicide	versus	4%	of	heterosexual	youth	(Centre	for	
Suicide	Prevention,	n.d.).	In	Ontario	alone,	1	in	10	youth	
identify as LGBTQ2. Nurses who are open to discussing 
gender and sexuality in relation to health care can reduce 
these	risk	factors	for	LGBTQ2	clients.

Nurses	 must	 face	 health	 concerns	 regarding	 gender	
and	 sexuality	 with	 awareness	 and	 sensitivity.	 Most	 home	
health	care	providers	have	not	felt	comfortable	asking	spe-
cific	questions	about	sexuality	and	gender	because	of	a	lack	
of	 knowledge	 regarding	 the	 appropriate	 terminology	 to	
use (Daley	&	MacDonnell,	2015). The Registered Nurses’ 
Association of Ontario (Registered Nurses’ Association of 
Ontario	 [RNAO],	 2007)	 recommends	 that	 nurses	 receive	
education	and	training	on	human	rights	and	health	equity	
that	address	LGBTQ2	health	 issues.	Cultivating	an	atmo-
sphere of acceptance and understanding of LGBTQ2 
identities	 requires	people	 to	change	 the	belief	 that	 sexual	
identity	is	a	private	matter,	when	in	fact	it	is	a	community	
health	 concern	 that	 requires	 public	 attention	 (Canadian	
Centre	 for	 Diversity	 and	 Inclusion,	 n.d.). These practices 
are	only	one	aspect	of	allyship,	however.	Again,	nurses	must	
work	at	the	systemic	level	to	dismantle	discrimination	with	
the	hallmarks	of	humility	and	continuous	education.	There	
is	always	more	to	be	learned.

Disability and Diverse Abilities
Disability	 is	 a	 narrow	 term	 used	 to	 describe	 any	 impair-
ment	that	restricts	daily	activities	and	participation.	Almost	
14%	of	Canadians	aged	15	and	over	have	a	disability,	over	
42% of those with a disability are 75 years of age or older, 
and	slightly	more	women	than	men	have	reported	having	
a disability (Statistics	Canada,	2013c).	The	most	common	
types	of	disability	are	pain,	flexibility,	and	mobility;	these	
disability	types	are	prevalent	in	25%	of	adults	with	a	dis-
ability	 aged	 15	years	 and	over	 (Statistics	Canada,	2015a). 
Over	25%	of	people	living	with	a	disability	report	having	a	
severe	disability,	and	more	than	8	out	of	10	people	use	aids	
or	assistive	devices	(Statistics	Canada,	2013d).

The	 stereotypical	 view	 that	 people	 with	 a	 disability	
live	 with	 a	 specific	 injury	 or	 genetic	 predisposition	 such	
as	 deafness	 or	 blindness	 does	 not	 capture	 the	 full	 mean-
ing	 of	 the	 concept.	 A	 nurse	 may	 encounter	 people	 with	
chronic	or	progressive	mobility	disorders;	visual,	hearing,	
or	other	sensory	impairment;	chronic	illness;	mental	illness	
or	problematic	 substance	 use;	or	 cognitive	 or	 intellectual	
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disabilities. Often a disability is an underlying reality, but 
serious	 consideration	 must	 be	 given	 to	 access	 to	 care	 or	
adaptive	services	when	a	person	is	seeking	other	health	and	
support	 (e.g.,	 immunization,	 postpartum	 care,	 trauma-
informed	care,	or	sexual	health	support).	Access	 to	social	
care	and	supports	(e.g.,	housing,	education,	employment,	
and	 recreation	 and	 socialization	 activities)	 must	 also	 be	
considered	 for	 the	 health	 and	 well-being	 of	 people	 who	
experience	the	diversity	of	disabilities.

According	 to	 the	 World	 Health	 Organization	 (World 
Health	 Organization	 [WHO],	 2015), disability rates are 
increasing because of an aging population and a rise in 
chronic	health	conditions.	Chronic	diseases	are	the	largest	
cause of death worldwide (WHO,	2020).	In	Canada,	67%	
of	deaths	every	year	are	caused	by	four	major	chronic	con-
ditions:	cancer,	diabetes,	cardiovascular	disease,	or	chronic	
respiratory disease (Public	Health	Agency	of	Canada,	2013). 
Chronic	diseases	cost	the	Canadian	economy	$190	billion	
per	year,	with	$68	billion	going	to	treatment	and	the	rest	to	
lost	productivity	(Elmslie,	2012).

Patterns	of	disability	involve	a	range	of	personal	factors	
(e.g.,	 self-confidence,	 self-efficacy,	 and	 social	 supports),	
environmental	factors	(e.g.,	accessible	housing,	transit	and	
walkways,	 and	 supported	 employment	 programs),	 and	
health conditions (e.g., psychological health, and physical 
injuries	 or	 illnesses).	 Individuals,	 families,	 and	 communi-
ties	 living	with	disabilities	continue	 to	have	poorer	health	
outcomes,	 lower	 educational	 achievement,	 and	 higher	
rates	 of	 poverty	 and	 social	 isolation.	 Historically,	 people	
with	disabilities	have	been	provided	services	 that	have	 led	
to	 segregation	 in	 institutions	 or	 hospital-type	 settings.	
However,	many	individuals	have	not	allowed	their	disability	
to	 define	 who	 they	 are	 and	 lead	 productive	 and	 fulfilling	
lives.	Understanding	disability	through	a	human	rights	lens	
requires	 nurses	 to	 think	 differently	 and	 become	 aware	 of	
issues	 that	 prevent	 people	 with	 disabilities	 from	 reaching	
their	full	potential	when	addressing	activities	of	daily	living.

In	 2010,	 Canada	 ratified	 the	 UN	 Convention	 on	 the	
Rights	of	Persons	with	Disabilities.	Included	in	the	conven-
tion’s	articles	are	strategies	that	promote	inclusion,	aware-
ness,	collaboration,	and	engagement	with	all	stakeholders	
from	a	human	rights	perspective.	In	its	first	report	on	the	
convention,	 the	 Government	 of	 Canada	 recognized	 that	
although	progress	had	been	made	in	increasing	the	inclu-
sion	 and	 participation	 of	 people	 with	 disabilities,	 “there	
continues to be challenges, including barriers to language 
and	 communication,	 learning	 and	 training,	 and	 safety	
and	 security”	 (Government	 of	 Canada,	 2014,	 p.	 2). See 
Figure	14.3	for	an	example	of	an	accessible	ramp.

Awareness	 of	 the	 demographics	 and	 statistics	 around	
disability	 is	 just	 one	 area	 of	 concern	 for	 nurse	 allies.	
Awareness	 of	 the	 structural	 inequities	 and	 systemic	

oppression of people with disabilities is essential to sup-
porting	 the	 health	 and	 well-being	 of	 all	 people.	 These	
inequities	are	discussed	later	in	this	chapter,	 including	an	
elaboration on strategies for allyship.

DIVERSITY, DISCRIMINATION, AND THE 
DETERMINANTS OF HEALTH
The	 circumstances	 in	 our	 daily	 lives	 are	 shaped	 by	 the	
	distribution	 of	 money,	 power,	 and	 resources	 globally,	
nationally, and locally as well as by public policy decisions. 
“The	social	determinants	of	health	are	mostly	responsible	
for	health	inequities—the	unfair	and	avoidable	differences	
in	health	status	seen	within	and	between	countries”	(WHO,	
n.d.). Box 14.1	presents	data	that	indicate	how	diversity—	
including	 race,	 immigrant	 or	 refugee	 status,	 access	 to	
health	 care,	 sexual	 diversity,	 ethnicity,	 gender,	 and	 dis-
ability—impacts	the	health	of	Canadians.	From	an	equity	
perspective,	the	WHO	(2008)	recommends	that	actions	on	
the	social	determinants	of	health	 focus	on	(1)	 improving	
living	conditions;	(2)	tackling	the	inequitable	distribution	
of	 power,	 money,	 and	 resources;	 and	 (3)	 measuring	 and	
understanding	 the	 problem	 and	 assessing	 the	 impact	 of	
action	(p.	2).	But	for	nurses,	 these	are	not	simply	recom-
mendations	or	guidelines	to	consider.	To	act	as	allies	in	these	
crucial	social	transformations,	nurses	need	to	examine	the	
underlying	conditions	that	shape	even	seemingly	unques-
tioned	medical	and	nursing	diagnoses,	as	well	as	how	the	
social	 determinants	 of	 health	 and	 various	 challenges	 are	
organized	and	upheld—	including	through	nursing’s	own	
privilege	(Van	Herk,	Smith,	&	Andrew,	2011).	For	instance,	
nurses	 must	 ask	 why	 the	 experiences	 of	 racism,	 poverty,	
	discrimination,	access	challenges,	and	so	on,	as	described	
in Box 14.1,	exist	in	Canada	at	this	time?

Fig. 14.3 Ramps and railings can provide access for peo-
ple who use wheelchairs and other mobility aids as part 
of universal design. (istock.com/Constantinis)
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BOX 14.1 Determinants of Health and Diversity 

•	 1 in 6 Canadian adults has experienced racism.*
•	 Racism is a form of social exclusion and a social deter-

minant of health,†‡ and it contributes to lower income 
and social status, another social determinant of health.

•	 Racism not only has a direct effect on a person’s health 
but also influences how health practitioners provide care.§

•	 People who have immigrant or refugee status are more 
likely to be refused health care and therefore are less 
likely to use preventive health care services.║

•	 The use of health care services among visible minorities 
varies. For example, Japanese and Korean people tend 
to visit family physicians less often than South Asians.#

•	 Over 34% of lesbian, gay, or bisexual individuals self-
reported living with extreme levels of stress, whereas 
almost 23% of the general Canadian population lives 
with high levels of stress.**

•	 Indigenous workers earn between 30% and 40% less 
than non-Indigenous workers with the same level of 
education.††

•	 In 2005, recent-immigrant men earned 63 cents for 
every dollar earned by Canadian-born men, and recent-
immigrant women earned 56 cents for every dollar 
earned by Canadian-born women,‡‡ thereby contributing 
to lower socioeconomic status.

•	 Full-time working women make 20% less on average 
than full-time working men, which represents less 
than a 2% reduction in the gender gap over the last 
20 years.††

•	 Visible minority workers with a high school diploma 
working full-time in the private sector earn 27% less 
than their nonvisible minority counterparts. This gap de-
creases by about 12% in the public sector.††

•	 Almost 66% of Indigenous children take part in sports 
regularly (about the same as non-Indigenous children), 
with Métis and Inuit children being the most involved 
in sports. First Nations children living off reserve have 
higher rates of sports participation than those living on 
reserve, and parents of Indigenous children participat-
ing in sports generally have higher levels of education 
and income than the parents of nonparticipating chil-
dren.§§

•	 In 2006, 7.3% of the visible minority population in 
Canada was over 65 years of age compared with 13% 
of the total population,‡‡ indicating that, as a whole, the 
visible minority population is younger than the overall 
population in Canada.

•	 In 2012, 13.7% of the adult population in Canada re-
ported limited daily activities due to a disability.║║

Sources:
* Ipsos-Reid. (2005). March 21st, International Day for the Elimination of Racial Discrimination: One in six Canadians say they have 
been the victim of racism. Retrieved from http://www.dominion.ca/Downloads/IRracismSurvey.pdf.
† Allan, B., & Smylie, J. (2015). First peoples, second class treatment: The role of racism in the health and well-being of 
Indigenous peoples in Canada. Toronto, ON: Wellesley Institute; Cameron, B., Carmargo Plazas, P., Santos Salas, A., et al. (2014). 
Understanding inequalities in access to healthcare services for Aboriginal people: A call for nursing action. Advance Nursing 
Sciences, 37(3), E1–E16. https://doi.org/10.1097/ans.0000000000000039.
‡ Mikkonen, J., & Raphael, D. (2010). Social determinants of health: The Canadian facts. Toronto, ON: York University School of 
Health Policy and Management. Retrieved from http://www.thecanadianfacts.org.
§ Williams, D. R., & Mohammed, S. A. (2013). Racism and health I: Pathways and scientific evidence. The American Behavioral 
Scientist, 57(8), 1152–1173. https://doi.org/10.1177/0002764213487340.
║ Pollock, G., Newbold, K. B., Lafranière, G., et al. (2012). Discrimination in the doctor’s office: Immigrants and refugee 
experiences. Critical Social Work, 13(2), 60–79.
# Quan, H., Fong, A., DeCoster, C., et al. (2006). Variation in health services utilization among ethnic populations. Canadian Medical 
Association Journal, 174(6), 787–791. https://doi.org/10.1503/cmaj.050674.
** Mental Health Commission of Canada. (2015). Informing the future: Mental health indicators for Canada. Retrieved from http://
www.mentalhealthcommission.ca/English/document/68796/informing-future-mental-health-indicators-canada.
†† McInturrff, K., & Tulloch, P. (2014). Narrowing the gap: The difference that public sector wages make. Retrieved from https://
www.policyalternatives.ca/publications/reports/narrowing-gap.
‡‡ Statistics Canada. (2009). Earnings and incomes of Canadians over the past quarter century, 2006 census: Findings (Cat. No. 
97-563-XIE2006001). Ottawa, ON: Author. Retrieved from http://www12.statcan.ca/census-recensement/2006/as-sa/97-563/index-
eng.cfm.
§§ Statistics Canada. (2007). Study: Sports participation among Aboriginal children. Retrieved from http://www.statcan.gc.ca/daily-
quotidien/070710/dq070710b-eng.htm.
║║ Statistics Canada. (2013d). Disability in Canada: Initial findings from the Canadian Survey on Disability. Ottawa, ON: Minister of 
Industry. Retrieved from http://www.statcan.gc.ca/pub/89-654-x/89-654-x2013002-eng.pdf.
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ANTI-OPPRESSIVE ACTION AND APPROACHES 
FOR THE NURSING PROFESSION
The	nursing	profession	in	Canada	is	taking	a	wide-ranging	
approach	to	addressing	the	oppressive	practices	and	poli-
cies	that	operate	to	produce	(and	reproduce)	health	ineq-
uities (see Box 14.1) (Arya	 &	 Piggott,	 2018).	 Numerous	
approaches,	 models,	 strategies,	 and	 skills	 exist	 to	 guide	
nurses	 in	working	with	diverse	populations	and	 to	act	as	
allies. Cultural competence,	 anti-racist	 approaches,	 cul-
tural	safety,	trauma-informed	care,	and	relational	practice	
are	 all	 approaches	 that	 frame	 current	 discourse	 aimed	 at	
action and allyship in the nursing profession. To be effec-
tive,	 all	 these	 actions	 must	 be	 strategic	 and	 occur	 within	
a	 framework	 of	 accountability	 within	 the	 profession.	
Moreover,	it	is	crucial	that	nursing	reframe	what	have	long	
been	referred	to	as	individual	vulnerabilities—or	the	defi-
ciencies	of	individuals	or	groups—as	inequities	caused	by	
oppression,	against	which	members	of	health	professions	
hold	a	moral	responsibility	to	act	(McGibbon,	2012).

Nursing has an obligation to contribute to people’s 
health	and	well-being	and	to	respond	to	diverse	commu-
nities	 and	 their	 needs.	 The	 Canadian	 Nurses	 Association	
(Canadian	 Nurses	 Association,	 2010) issued a position 
statement	 on	 promoting	 cultural	 competence	 in	 nursing,	
stating	 that	 nurses	 require	 “knowledge,	 skills,	 attitudes	
or	 personal	 attributes	 to	 maximize	 respectful	 relation-
ships	 with	 diverse	 populations”	 (p.	 1)	 (see	 the	 Canadian	
Nurses	 Association	 links	 on	 the	 Evolve	 website).	 Action	

is	not	simply	a	matter	of	 individual	behaviour;	organiza-
tional	awareness	of	and	action	on	racism	and	oppression	
involves	values,	principles,	and	policies	 that	will	establish	
the context and resources whereby nurses and other health 
care	 providers	 can	 work	 effectively	 in	 diverse	 contexts	
(Andrews,	Boyle,	&	Collins,	2019).

CULTURAL COMPETENCE
In	 response	 to	 Canada’s	 diverse	 cultural	 landscape,	 the	
demand	 has	 grown	 for	 nurses	 to	 provide	 high-quality,	
effective,	 and	 culturally	 competent	 care.	 Many	 different	
definitions	of	cultural	competence	exist,	with	some	being	
contested	 for	 their	 essentialist	 views	 of	 culture.	 Cultural	
essentialism	suggests	that	there	are	“natural”	and	unchang-
ing	characteristics	of	people	within	cultural	groups	that	fit	
defined	categories	(Curtis,	Jones,	Tipene-Leach	et	al.,	2019; 
Wesp,	Scheer,	Ruiz	et	al.,	2018).

The	definition	of	cultural	competence	adopted	here	views	
it	as	an	ongoing	process	rather	than	an	outcome.	A	culturally	
competent	health	care	provider	is	aware	of	their	own	cultural	
identity	and	views	on	different	cultures	and	 is	 sensitive	 to	
and	accepting	of	clients’	differing	views	(Srivastava,	2007). In 
order	to	address	unique	individuals	in	their	specific	contexts	
and	environments,	nurses	need	to	move	beyond	essentialist	
perspectives	of	cultural	competence	that	provide	a	checklist	
of attributes (Gray	 &	 Thomas,	 2006; Gregory,	 Harrowing,	
Lee	et	al.,	2010).	A	more	emancipatory	view	of	cultural	com-
petence	draws	on	the	intersectional,	 feminist,	postcolonial,	

Smye and colleagues (2011) conducted a study of harm 
reduction and methadone maintenance treatment (MMT) 
using an intersectional lens to better understand how 
harm reduction and MMT are experienced by people who 
are marginalized. The authors refined the notion of harm 
reduction using an intersectional lens by specifying the 
conditions in which both harm and benefit arise and how 
experiences of harm are continuous with wider experi-
ences of domination and oppression. This ethnographic 
study, which involved individual interviews, focus groups, 
and observations, was conducted in a large city in  Canada. 
Participants included Indigenous peoples accessing main-
stream mental health, addictions, and primary health 
care as well as health care providers. All participants had 
extensive histories of abuse and violence, most often 

connected to colonialism (e.g., residential schooling) and 
experienced racism on a daily basis. Participants lived with 
co-occurring illnesses such as HIV/AIDS, hepatitis C, dia-
betes, mental illness, and substance use, and most lived 
in poverty. Participants expressed mistrust of the health 
care system owing to their everyday experiences within 
and outside a system that further marginalized them. 
Issues that impacted access to MMT were found to be 
stigma and prejudice, social and structural constraints 
influencing enactment of people’s agency, and homeless-
ness. Based on the study’s intersectional approach, the 
authors concluded that harm reduction must move beyond 
harms related directly to drugs and drug use to addressing 
the harms associated with systemic oppression and the 
 determinants of drug use and drug and health policy.

Source: Smye, V., Browne, A., Varcoe, C., & Josewski, V. (2011). Harm reduction, methadone maintenance treatment and the 
root causes of health and social inequities: An intersectional lens in the Canadian context. Harm Reduction Journal, 8(1), 17. 
https://doi.org/10.1186/1477-7517-8-17.

 RESEARCH FOCUS
An Intersectional Lens on Harm Reduction and Methadone Maintenance Treatment in Canada

https://doi.org/10.1186/1477-7517-8-17
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and critical race theories explored earlier in this chapter 
(Wesp,	Scheer,	Ruiz	et	al.,	2018).

Cultural	 competence	 is	 also	 not	 a	 standalone	 quality	
assurance	marker	but	a	process.	The	cultural	competence	
process helps nurses to understand culture as socially con-
structed	within	an	historical	context	 that	 reflects	 the	val-
ues	 and	 assumptions	 of	 the	 society	 at	 a	 particular	 time	
(Campinha-Bacote,	1999; Narayanasamy,	2002). According 
to	this	view,	culture	is	not	to	be	thought	of	in	terms	of	race	
or	bloodline,	but	rather	as	“everyday	experiences	of	mar-
ginalization”	(Kirkham	&	Anderson,	2002,	p.	2).

Cultural	competence	begins	by	acknowledging	the	fun-
damental	 variations	 in	 the	 ways	 that	 clients	 respond	 to	
health	care	challenges.	A	nurse	can	begin	by	asking	clients	
questions	about	health	inequities,	poverty,	and	policies	and	
practices	that	may	include	or	exclude	access	to	appropriate	
services	(Rowan,	Rukholm,	Bourque	Bearskin	et	al.,	2013). 
At	the	same	time,	the	nurse	would	seek	to	understand	the	
client’s	 health	 promotion	 activities;	 social	 connections;	
ability	 to	 cope	 with	 pain;	 grieving	 practices;	 and	 cultur-
ally	specific	beliefs,	values,	and	practices	(e.g.,	modesty,	eye	
contact, closeness, and how one touches others).

The	 Nova	 Scotia	 Department	 of	 Health	 produced	
a Cultural	 Competence	 Guide	 for	 Primary	 Health	 Care	
Professionals	in	Nova	Scotia. The guide consists of tools and 
resources	 that	 can	 assist	 health	 care	 providers	 in	 admin-
istering	culturally	 competent	health	 care	 (see	 the	 link	on	
the	 Evolve	 website).	 This	 document	 addresses	 key	 con-
cepts	that	impact	the	health	status	of	Nova	Scotia’s	diverse	
communities,	such	as	power,	privilege,	equity,	racism,	and	
oppression (Nova	Scotia	Department	of	Health,	2005). It 
also	includes	a	discussion	on	the	eight	steps	to	developing	
cultural	competence	(Box 14.2) as well as consideration of 
the	social	determinants	of	health,	such	as	equity	and	access,	
and	inequitable	access	to	primary	health	care.

CASE STUDY
Building Culturally Safe Services Through 
Respect, Trust, and Collaboration

In this community-based project, a coalition was forged 
between two Saskatchewan Indigenous communities, a 
health region, and three tertiary educational  institutions 
to improve cultural competence. The objective was to de-
termine which cultural elements would ensure respect 
in the delivery of direct health care and ways to deliver 
health education programs for Indigenous peoples that 
were respectful of their cultural diversity. The resulting 
coalition led to an enhanced mutual understanding of 
Indigenous culture, specifically Indigenous healing and 
ways of knowing. The approach used by these commu-
nities demonstrated cultural competence because they 
worked in a collaborative way that was respectful and 
promoted trust.

Sources: Health Council of Canada. (2012). Empathy, dignity, 
and respect Creating cultural safety for Aboriginal people. 
Retrieved from https://healthcouncilcanada.ca/files/Aboriginal_
Report_EN_web_final.pdf; Petrucka, P., Bassendowski, S., & 
Bourassa, C. (2007). Seeking paths to culturally competent 
health care: Lessons from two Saskatchewan Aboriginal 
communities. Canadian Journal of Nursing Research, 39(2), 
166–182. Retrieved from https://cjnr.archive.mcgill.ca/article/
viewFile/2059/2053.

Anti-oppressive	 practice	 requires	 that	 nurses	 build	 on	
the	 strengths	 of	 individuals	 and	 communities	 without	
imposing	their	own	biases.	As	a	starting	place	toward	anti-
oppressive	practice,	nurses	need	to	be	aware	of	their	own	
traditions,	 values,	 beliefs,	 and	 biases	 toward	 healing	 and	
health	care	practices.	Nurses	also	need	to	cut	through	“the	
rhetoric	of	caring”	to	acknowledge	the	history	of	discrimi-
nation,	white	privilege,	Western	scientific	dominance,	and	
oppression within the profession (Smith,	2019).	Honouring 

BOX 14.2 Eight Steps to Developing 
Cultural Competence

1. Know yourself by analyzing your values, behaviours, 
views, and assumptions.

2. Be aware of racism and the systems or behaviours 
that foster racism.

3. Reframe your thinking by engaging in activities that 
encourage others’ views and perspectives.

4. Become familiar with the core cultural aspects of 
your community.

5. Partner with clients to facilitate a comparison of their 
perceptions and your findings of the core cultural as-
pects of the community.

6. Familiarize yourself with different cultures and their 
perceptions and practices for health and illness, and 
explore with clients their cultural uniqueness (diver-
sity) regarding health and illness.

7. Establish rapport, respect, and trust with clients and 
coworkers by being open, understanding, and willing 
to accept varying perceptions.

8. Establish an environment that is welcoming for the 
diverse cultures within your community.

Source: Nova Scotia Department of Health. (2005). A cultural 
competence guide for primary health care professionals in 
Nova Scotia (p. 13). Retrieved from https://www.mycna.ca/∼/
media/nurseone/page-content/pdf-en/cultural_competence_
guide_for_primary_health_care_professionals.pdf.

https://healthcouncilcanada.ca/files/Aboriginal_Report_EN_web_final.pdf
https://healthcouncilcanada.ca/files/Aboriginal_Report_EN_web_final.pdf
https://cjnr.archive.mcgill.ca/article/viewFile/2059/2053
https://cjnr.archive.mcgill.ca/article/viewFile/2059/2053
https://www.mycna.ca/~/media/nurseone/page-content/pdf-en/cultural_competence_guide_for_primary_health_care_professionals.pdf
https://www.mycna.ca/~/media/nurseone/page-content/pdf-en/cultural_competence_guide_for_primary_health_care_professionals.pdf
https://www.mycna.ca/~/media/nurseone/page-content/pdf-en/cultural_competence_guide_for_primary_health_care_professionals.pdf
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Indigenous	 nursing	 knowledge	 (see	 Research	 Focus)	
requires	this	awareness	along	with	a	desire	to	understand	
Indigenous	approaches	at	a	personal	and	systemic	level.

 RESEARCH FOCUS
Indigenous Nursing Knowledge for Personal 
and Systemic Awareness and Action

Mâmawoh kamâtowin is a Cree term used to describe 
the meaning of Indigenous community development. 
Drawing from the experiences of four Indigenous 
nurse scholars, this research explored how Indigenous 
knowledge is employed by Indigenous nurses and 
how it can better serve individuals, families, and com-
munities. Indigeneity as a “way of being” framed the 
research approach and analysis that established how 
Indigenous knowledge has always been fundamental 
to the ways Indigenous nursing is practiced, regard-
less of the systemic and historical barriers endured over 
time. Identifying as Indigenous was found to be inte-
gral to the nurses’ identities and practices. The multiple 
levels of intervention and integrated practice cutting 
across health care systems were viewed as essential 
to Indigenous nursing practice, in that such an approach 
could reduce health disparities for Indigenous peoples 
and all others experiencing the harmful effects of ineq-
uities. Indigenous nursing practice, in this way, was 
integrated with community development.

Source: Bourque Bearskin, R., Cameron, B., King, M., & Weber 
Pillwax, C. (2016). Mâmawoh kamâtowin, “Coming together to 
help each other in wellness”: Honouring Indigenous nursing 
knowledge. International Journal of Indigenous Health, 11(1), 
18–33. https://doi.org/10.18357/ijih111201615024.

Developing Culturally Responsive Care
The	 values	 of	 inclusivity,	 respect,	 celebrating	 differences,	
equity,	 and	 commitment	 underlie	 culturally	 competent	
care	 for	 individuals,	 families,	 groups,	 and	 communities.	
These	 values	 should	 be	 embedded	 in	 all	 processes,	 poli-
cies,	and	practices	of	nurses	and	health	care	organizations	
(RNAO,	2007).	Culturally	competent	care	is	provided	not	
only	 to	 individuals	 of	 racial	 or	 ethnic	 groups	 but	 also	 to	
individuals	 belonging	 to	 groups	 that	 differ	 based	 on	 age,	
religion,	 sexual	 orientation,	 and	 socioeconomic	 status.	
Nurses	 need	 to	 be	 culturally	 competent	 to	 provide	 nurs-
ing	care	that	meets	everyone’s	needs	and	reframes	the	pro-
fession	to	become	a	relevant	and	responsive	ally.	Cultural	
nursing	assessment	is	discussed	later	in	this	chapter.

Developing	 cultural	 competence	 is	 a	 lifelong	 pro-
cess	 that	 involves	 every	 aspect	 of	 professional	 and	 orga-
nizational	 development.	 It	 is	 challenging	 and	 at	 times	

painful as nurses and institutions confront historic prac-
tices	 and	 struggle	 to	 adopt	 new	 ways	 of	 thinking	 and	
being (Smith,	 2019). Leininger	 (2002) suggests that the 
following	two	principles	are	useful	for	developing	cultural	
competence:
1.	 Maintain	a	broad,	objective,	and	open	attitude	toward	

individuals	and	their	cultures;	and
2.	 Avoid	seeing	all	individuals	as	alike.

Nurses	and	organizations	develop	cultural	competence	
in	 different	 ways,	 but	 the	 key	 elements	 are	 having	 direct	
experience with clients of other cultures, reflecting on 
this	experience,	and	promoting	mutual	respect	for	differ-
ences. Burchum	(2002)	identified	five	attributes	of	cultural	
competence:
1. Cultural awareness;
2.	 Cultural	knowledge;
3. Cultural understanding;
4.	 Cultural	sensitivity;	and
5. Cultural skill.

Two	other	attributes	of	cultural	competence	are	cultural	
interaction	and	cultural	proficiency.

Through listening and awareness, nurses can support 
the	individual	health	and	well-being	of	diverse	clients	and	
groups	as	well	as	participate	in	dismantling	the	structures	
of	 oppression	 and	 colonialism.	 Educational	 or	 self-help	
groups facilitated by nurses or other professionals can 
help	community	members	learn	new	adaptation	strategies	
and	 ways	 to	 relate	 to	 individuals,	 families,	 communities,	
schools,	and	workplaces.

An	important	nursing	role	as	an	ally	with	diverse	popu-
lations	is	that	of	an	advocate	who	speaks	out	against	ineq-
uities	alongside	people	from	marginalized	groups.	Nurses	
have	 an	 obligation	 to	 support	 access	 to	 health	 care	 for	
diverse	groups	who	may	not	have	that	access.	Nurses	also	
advocate	at	the	local,	provincial,	and	federal	levels	for	poli-
cies	that	support	adaptation	of	diverse	groups,	such	as	by	
assisting	 newcomers	 in	 their	 new	 or	 unfamiliar	 environ-
ment.	For	example,	a	policy	change	that	was	initiated	by	a	
municipality	to	assist	a	culturally	diverse	group	of	wheel-
chair	 users	 involved	 the	 requirement	 that	 all	 local	 public	
buildings	 have	 ramps	 to	 accommodate	 wheelchairs.	 As	 a	
result	of	this	change,	all	public	buildings	in	the	community	
now	have	wheelchair	access.	Nurses	can	use	tools	such	as	
environmental	scans	to	ensure	that	inequities	that	dispro-
portionately affect certain groups are addressed.

To	 provide	 culturally	 competent	 care,	 nurses	 need	
to appreciate and understand the issues experienced by 
and	 the	 cultural	 backgrounds	 of	 their	 clients.	 Although	
research	has	identified	certain	health	beliefs	and	practices	
within	 Indigenous,	 Francophone,	 Black,	 Chinese,	 and	
other	 cultures,	nurses	need	 to	 remember	 that	beliefs	 and	
practices	differ	regionally,	within	communities,	and	among	

https://doi.org/10.18357/ijih111201615024
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individuals.	 One	 person	 from	 a	 cultural	 group,	 in	 the	
LGBTQ2	community,	or	experiencing	a	disability	does	not	
represent	“all”	such	individuals.	Specialized	and	intentional	
integrated	 practices	 are	 organizational	 strategies	 to	 both	
enhance	 nursing	 practice	 and	 support	 a	 diverse	 nursing	
workforce	(Pearce,	2015).	Indigenous	Health	Nursing	is	an	
approach	and	specialization	that	concentrates	on	cultural 
knowledge	and	nurses’	participation.	It	empowers	nurses	
to enhance clients’ access to traditional Indigenous well-
ness practices within culturally safe and secure health care 
environments.

Inhibitors to Culturally Responsive Care
There	 are	 a	 number	 of	 challenges	 to	 building	 culturally	
responsive	 and	 diversity-conscious	 capacities	 for	 nurses	
and	within	organizations.	Some	of	the	all-too-commonplace	
inhibitors	 may	 result	 from	 a	 limited	 understanding	 of	
relational	 practice;	 institutional	 pressures	 to	 improve	 pro-
ductivity,	 efficiency,	 or	 expanded	 organizational	 reporting	
needs;	or	pressures	from	colleagues	who	do	not	yet	possess	
the	 same	 awareness	 and	 commitment	 to	 allyship.	 These	
and	 similar	 forces	 that	 inhibit	 cultural	 safety	 are	 indeed	
	commonplace	 (Racine,	 2014),	 as	 they	 compromise	 on	 the	
delivery	of		culturally	responsive	care	and	may	result	in	some	
of	the	following	behaviours:
•	 Ethnocentrism.	 Ethnocentrism is a type of cultural 

prejudice	wherein	one	believes	that	their	“own	cultural	
values,	 beliefs,	 and	 behaviours	 are	 the	 best,	 preferred,	
and	the	most	superior	ways”	(Srivastava,	2007,	p.	5).	For	
example,	nurses	who	assume	that	their	way	of	providing	
nursing care is the only right way are ethnocentric.

•	 Cultural	blindness.	Cultural blindness is a denial of di-
versity	and	the	inability	to	recognize	the	uniqueness	of	
individual	clients.	For	example,	a	nurse,	attempting	to	
be	culturally	unbiased,	treats	all	clients	the	same,	con-
ducts	nursing	assessments	with	the	same	questions,	and	
consequently	fails	to	gain	an	understanding	of	each	cli-
ent’s	culture	and	diversity.

•	 Bias.	 Bias	 is	 “the	 negative	 evaluation	 of	 one	 group	
and	 its	members	 relative	 to	another”	(Blair,	Steiner,	&	
Havranek,	 2011).	 Bias	 may	 be	 intentional	 or	 uncon-
scious.	For	example,	a	nurse	who	is	biased	implements	
nursing	 care	 based	 on	 personal	 attitudes,	 cognitive	
errors,	prejudices,	and	stereotypes.

•	 Culture	shock.	Culture	shock	is	a	condition	that	involves	
feelings	 of	 anxiety	 because	 of	 exposure	 to	 unfamiliar	
environments	and	culture.	The	person	feels	threatened	
and	 helpless	 while	 trying	 to	 adapt	 to	 the	 unfamiliar	
culture	with	 its	different	practices,	 values,	 and	beliefs.	
For	example,	a	newcomer	from	Somalia	who	arrives	in	
Canada	and	finds	the	unfamiliar	environment	and	cul-
ture	overwhelming	is	experiencing	culture	shock.

•	 Stereotyping.	Stereotyping	occurs	when	generalizations	
are	 applied	 to	 an	 individual	 without	 exploring	 their	
individual	values,	beliefs,	and	behaviours.	For	example,	
a nurse decides that an Italian client with diabetes eats 
too	 much	 pasta	 and	 therefore	 cannot	 control	 blood	
sugar	levels.	As	a	result,	the	nurse	does	not	ask	the	client	
about	the	kinds	of	foods	they	eat	on	a	regular	basis.

•	 Prejudice.	Prejudice	is	a	negative	attitude	about	a	per-
son or group without factual data (Srivastava,	 2007). 
For	example,	“older	adults	do	not	have	sex.”

•	 Racism.	Racism	is	a	form	of	prejudice	in	which	mem-
bers	 of	 one	 cultural	 group	 perceive	 themselves	 to	 be	
superior to another cultural group (Ontario	 Human	
Rights	Commission,	2008).	For	example,	“the	white	race	
in	Canada	is	superior	to	all	newcomers.”
Awareness	and	commitment	to	allyship	may	help	nurses	

to	 be	 less	 judgmental,	 more	 accepting	 of	 cultural	 varia-
tions,	and	less	likely	to	engage	in	the	behaviours	that	inhibit	
cultural	competence.

Anti-Racist Approaches
Racism	is	most	frequently	thought	of	as	a	hateful	response	
to	 skin	 colour,	 ethnic	 origin,	 or	 religion;	 however,	 it	 can	
be directed at other aspects of culture such as cultural cel-
ebrations,	traditional	dress,	and	traditional	food.	The	most	
common	types	of	racism	cited	in	the	literature	are	overt	and	
systemic.	Overt	 racism	 is	 an	open	 demonstration	by	atti-
tudes, actions, policies, and practices of a feeling of superi-
ority	over	individuals	or	groups	with	the	intent	of	harming	
or	damaging	(Government	of	Canada,	2019a).	Hate	crimes,	
for	example,	are	considered	one	example	of	overt	racism.

Systemic	 racism,	 also	 known	 as	 institutional	 rac-
ism,	 means	 the	 unequal	 application	 of	 policies	 within	
organizations,	 corporations,	 and	 institutions	 (Bourque	
Bearskin,	 2011;	 RNAO,	 2007).	 Broader	 structural	 racism	
can	 be	 defined	 as	“The	 macrolevel	 systems,	 social	 forces,	
institutions, ideologies and processes that interact with 
one	another	to	generate	and	reinforce	inequalities	among	
racial	 and	 ethnic	 groups”	 (Gee	 &	 Ford,	 2011).	 Systemic,	
or	structural,	racism	is	founded	on	the	ideology	of	white 
supremacy,	an	“historically	based,	institutionally	perpetu-
ated	system	of	exploitation	and	oppression	of	continents,	
nations, and peoples of color by white peoples and nations 
of	 the	 European	 continent,	 for	 the	 purpose	 of	 maintain-
ing	and	defending	a	system	of	wealth,	power,	and	privilege”	
(Challenging	White	Supremacy	Workshop,	2000,	p.	16).

Racism	may	be	encountered	within	the	nursing	profes-
sion	 at	 all	 levels	 (RNAO,	 2007).	 A	 nurse	 may	 experience	
racism	in	client	interactions,	collegial	nursing	interactions,	
workplace	 organizational	 systems,	 and	 community	 sys-
tems.	Racism	in	nursing	practice	(whether	toward	a	client	
or toward the nurse) needs to be labelled and addressed 
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when it occurs, otherwise it can lead to oppression. 
Structural	racism	shapes	client	health	and	access	to	health	
care	services	as	well	as	the	development	of	the	profession:	

Achieving	 one’s	 full	 potential	 is	 difficult	 when	 basic	
needs	 are	 not	 satisfied,	 resources	 are	 inadequate	 and	
do	not	promote	 sustainable	wellness,	and	chronic	 life	
stressors persist (Benoit,	 Cotnam,	 O’Brien-Teengs	
et	al.,	2019,	p.	1)

Health	disparities	are	an	effect	of	racism,	not	of	race,	and	
the profession of nursing is beginning to bring awareness 
to	 this	distinction.	A	study	on	 the	racism	experienced	by	
Indigenous	women	in	two	major	urban	centres	in	Ontario,	
for	 example,	 identified	 that	 the	 women’s	 experiences	
spanned	 individual,	 collective	 and	 institutional,	 and	 cul-
tural	racism	(Benoit,	Cotnam,	O’Brien-Teengs	et	al.,	2019). 
As	 allies,	 nurses	 must	 consider	 the	 broad	 and	 individual	
impacts	of	 racism,	and	 the	way	 that	 race	privileges	 some	
while	disadvantaging	others,	in	terms	of	each	nurse–client	
interaction.	 Commitment	 to	 allyship	 and	 anti-oppressive	
practice is supported by cultural safety practice and profes-
sional	standards,	which	demand	commitment	and	ongoing	
action	at	individual,	institutional,	and	structural	spheres	of	
influence (Aurilio,	2013). Allyship as a feature of the pro-
fession	 of	 nursing	 must	 become	 more	 than	 a	 slogan	 and	
brought into action.

CULTURAL SAFETY
Cultural	safety	is	defined	by	the	client	in	nurse–client	inter-
actions (De	&	Richardson,	2008). Cultural safety refers to 
gaining an understanding of others’ health beliefs and prac-
tices	 so	 that	 health	 care	 actions	 work	 toward	 equity	 and	
avoid	discrimination.	There	 is	 recognition	of	and	respect	
for cultural identity so that power balance exists between 
the	 health	 care	 provider	 and	 the	 client	 (Anderson, Perry, 
Blue	et	al.,	2003; Ramsden,	2002; Srivastava,	2007).

The	 term	 cultural	 safety	 was	 first	 coined	 by	 Irihapeti	
Ramsden,	 a	 Māori	 nurse	 in	 New	 Zealand	 who	 worked	 to	
improve	health	outcomes	for	Māori	people.	She	identified	
the need to address cultural issues in relation to health care 
interactions	 between	 Māori	 clients	 and	 non-Māori	 health	
care	providers.	Ramsden	asserted	that	cultural	safety	extends	
beyond	the	concept	of	cultural	competence	and	that	nurses	
need	to	be	self-aware,	be	conscious	of	their	own	culture,	and	
understand theories of power relations. In this context, cul-
tural	safety	is	an	outcome	of	nursing	care	that	enables	those	
receiving	 the	 service	 to	 define	 safe	 service.	 Ramsden’s	
research offers insight into the historical and political issues 
surrounding	 the	 delivery	 of	 health	 care	 	services	 to	 the	
Māori	population	(Ramsden,	2002). Recently, Curtis,	Jones,	
Tipene-Leach	et	al.	(2019)	proposed	a	definition	of	cultural	

safety	 that	 addresses	 and	 works	 to	 transform	 key	 factors	
responsible	for	ethnic	inequities	in	health	care.

The	 National	Aboriginal	 Health	 Organization	 asserted	
that cultural safety is built on the principle of bicultural-
ism,	 which	 differs	 from	 transcultural	nursing	 concepts	 in	
that	transcultural	nursing	care	develops	from	the	dominant	
culture Yeung	(2016). Gray	and	Thomas	(2006)	have	sup-
ported	the	view	of	culture	as	relational,	and	as	a	sociopoliti-
cal	construct	it	involves	power	relationships	in	nurse–client	
interactions. Therefore, when nurses use a cultural safety 
lens,	 they	 involve	 the	 client	 in	 addressing	 health	 inequi-
ties	and	striving	for	social	 justice.	Cultural	safety	 is	about	
fostering an understanding of the relationship between 
minority	status	and	health	status	so	that	practices	and	sys-
tems	of	health	care	that	do	not	support	the	health	of	minor-
ity	groups	are	identified	and	addressed	(Arieli,	Friedman,	&	
Hirschfeld,	2012).

According to De	and	Richardson	(2008), cultural safety 
is	based	on	the	following	elements:
•	 The	health	care	provider’s	analysis	of	their	cultural	self	

and its influence on client interactions;
•	 Acknowledgement	of	the	power	imbalance	between	the	

health	care	provider	and	the	client;	and
•	 The	 health	 care	 provider	 learning	 and	 applying	 basic	

skills.
For	the	nurse	to	work	effectively	with	clients	from	vari-

ous	cultural	backgrounds	and	to	provide	culturally	respon-
sive	 health	 care,	 cultural	 safety	 and	 cultural	 competence	
need	 to	 be	 addressed	 and	 implemented	 in	 client	 interac-
tions	 (Bourque	 Bearskin,	 2011;	 De	 &	 Richardson,	 2008; 
Dion	Stout	&	Downey,	2006).

The	 concept	 of	 cultural	 safety	 has	 become	 widely	
applied	 by	 organizations	 working	 with	 First	 Nations	
	people,	Inuit,	and	Métis.	The	Canadian	Indigenous	Nurses	
Association,	Indigenous	Physicians	Association	of	Canada,	
NAHO	(2008),	and	the	National	Collaborating	Centre	for	
Indigenous	Health	 identified	Indigenous	peoples	as	a	key	
group	requiring	culturally	safe	practice.

According to the Truth	and	Reconciliation	Commission	
of	Canada	(2015),	colonization	continues	to	affect	the	tra-
ditional	values	and	social	structures	of	Indigenous	peoples	
in	 Canada.	 It	 also	 contributes	 to	 inequities	 in	 the	 health	
status	 of	 Indigenous	 peoples	 in	 Canada.	 Colonialism	
encouraged	the	development	of	dominant	systems	of	care	
that	 resulted	 in	 discrimination	 against	 and	 disempower-
ment	of	Indigenous	peoples.	Some	of	these	influences	have	
carried	 over	 to	 postcolonial	 times,	 sparking	 a	 desire	 for	
improved	cultural	competence	and	safety	and	a	renaissance	
of	 honouring	 Indigenous	 knowledge	 (Bourque	 Bearskin,	
Cameron,	King	et	al.,	2016; NAHO,	2008).

Cultural	 safety	 requires	 a	 set	 of	 basic	 skills	 that	 can	
be learned through cultural sensitivity and cultural 
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	competence	 training	 (Kurtz,	 Janke,	Vinek	 et	 al.,	 2018). A 
culturally	safe	nurse–client	relationship	requires	that	nurses	
understand the need for the following: Indigenous peoples’ 
access	to	traditional	health	care	practices	and	ceremonies;	
engagement,	dialogue,	and	consultations	with	health	care	
administrators	 and	 providers;	 health	 administrators’	 and	
providers’	respect	for	the	rights	of	diverse	knowledge;	and	
the	 enactment	 of	 ethical	 commitments,	 culturally	 safe	
practices,	 and	 collective	 thinking.	 All	 these	 elements	 can	
lead to a holistic understanding of culture and a sense of 
humility	to	raise	nurses’	consciousness	of	cultural	safety.

The	 Canadian	 Indigenous	 Nurses	 Association	 website	
provides	 further	 information	 on	 its	 cultural	 competence	
and	 cultural	 safety	 initiative	 (see	 the	 link	 on	 the	 Evolve	
website).

Cultural Humility
The	concept	of	cultural	humility	is	relatively	new	for	health	
care	providers.	It	is	a	process	that	requires	nurses	to	con-
tinually	 engage	 in	 self-reflection	 and	 self-critique	 as	 life-
long	learners	and	reflective	practitioners.	Cultural	humility	
also	brings	 into	check	 the	power	 imbalances	 that	exist	 in	
the	dynamics	of	a	health	care	setting	(Tervalon	&	Murray-
Garcia, 1998). Nurses will be better prepared for culturally 
safe	 practice	 by	 learning	 cultural	 humility	 (Levi,	 2009). 
Approaching	 health	 care	 with	 cultural	 humility	 goes	
beyond	 the	 concept	 of	 cultural	 safety;	 it	 means	 encour-
aging	 individuals	 to	 identify	 and	 acknowledge	 their	 own	
biases.	Cultural	humility	acknowledges	that	it	is	impossible	
to	be	adequately	knowledgeable	about	cultures	other	than	
one’s	own	and	requires	that	we	take	responsibility	for	our	
interactions	 with	 others	 beyond	 acknowledging	 or	 being	
sensitive	 to	 our	 differences	 (Juarez,	 Marvel,	 Brezinski,	
et	al.,	2006).	Having	a	sense	of	humility	is	being	comfort-
able	 with	 a	 position	 of	 not	 knowing	 and	 not	 being	 the	
expert.

Cultural	humility	is	not	an	end	in	itself	but	rather	a	com-
mitment	to	a	way	of	being	and	an	active	process	of	relat-
ing to one another (Hoskins,	1999; Racher	&	Annis,	2007). 
Hoskins	(1999)	outlined	five	major	processes	that	can	help	
people	work	toward	cultural	humility:
1.	 Acknowledging	the	pain	of	oppression;
2.	 Engaging	in	acts	of	humility;
3.	 Acting	with	reverence;
4.	 Engaging	in	mutuality;	and
5.	 Maintaining	a	position	of	not	knowing.

Relational Practice: Gaining Awareness and 
Connecting as Allies for Action
Relational practice	 “is	 guided	 by	 conscious	 participation	
with	 clients	 using	 a	 number	 of	 relational	 skills	 includ-
ing	 listening,	questioning,	 empathy,	mutuality,	 reciprocity,	

	self-observation,	 reflection	 and	 a	 sensitivity	 to	 emotional	
contexts”	(College	of	Nurses	of	Ontario,	2014,	p.	13). It places 
nursing care within the context of relationships (Bergum	&	
Dossetor,	 2005; Pollard,	 2015; Spadoni,	 Hartrick	 Doane,	
Sevean,	&	Poole,	2015). Such an approach has been shown 
to	 improve	 health	 outcomes	 for	 clients	 and	 the	 job	 satis-
faction of nurses (Andersen	&	Havaei,	2015; Johannessen, 
Werner,	&	Steihaug,	2013).

A	framework	of	relational	practice	has	been	endorsed	by	
professional	associations	and	nursing	bodies	across	Canada	
over	 the	 past	 decade.	 Relational	 practice—an	 approach	
that is increasingly being integrated into nursing education 
and	 practice	 guidelines—builds	 professional	 awareness	
and action for the concerns address in this chapter (e.g., 
oppression	and	diversity	of	gender	identities,	sexual	orien-
tation,	abilities,	spirituality,	culture	and	race,	income,	lan-
guage, and geographic locations) (RNAO,	2006).	Canadian	
nursing	scholars	have	led	the	profession	to	look	beyond	the	
restrictive	labels	of	ethnicity,	visible	minority,	age,	and	so	
on	to	see	clients	as	individuals	with	their	own	history	and	
identity (Hartrick	Doane	&	Varcoe,	2015).

In	 relational	 practice,	 nurses	 engage	 with	 	individuals,	
families,	 groups,	 and	 communities	 that	 have	 varying	
degrees	of	“differences.”	Nurses	must	listen	to	and	care	for	
all	clients,	regardless	of	their	personal	views	on	those	dif-
ferences.	It	is	in	these	“hard	spots”	of	nursing	where	holistic	
relational	views	can	provide	a	basis	for	understanding	cul-
ture	and	diversity	and	help	nurses	to	ensure	they	are	pro-
viding	safe,	competent,	and	ethical	nursing	care	(Hartrick	
Doane	 &	 Varcoe,	 2006).	 Relational	 practice	 requires	 a	
commitment	 to	 respect,	 which	 means	 different	 things	 to	
different people. At the heart of relational practice is the 
recognition	 that	 individuals	 are	 diverse	 in	 their	 personal	
characteristics	as	well	as	how	they	perceive	the	world	and	
react	 to	 others.	 Nurses	 who	 seek	 to	 understand	 diversity	
through	a	cultural	safety	lens	become	more	aware	of	their	
personal	views	on	ethnicity	and	recognize	that	ethnicity	is	
intersected	by	other	markers	 that	are	 socially	and	cultur-
ally	 constructed—these	 are	 often	 difficult	 conversations	
to	have	 in	nursing	 (Arieli,	Friedman,	&	Hirschfeld,	2012; 
Greenwood,	Wright,	&	Nielsen,	2006). Nursing is not yet as 
culturally	and	socially	diverse	as	the	general	Canadian	pop-
ulation	or	 the	people	and	communities	 that	nurses	work	
with	at	this	time	(Lowe	&	Archibald,	2009).

The	 hallmark	 of	 professional	 nursing	 practice	 is	 safe,	
client-focused	 care	 founded	 on	 trusting	 therapeutic	 rela-
tionships.	There	are	many	examples	of	how	trusting	thera-
peutic	relationships	have	been	severed	in	clinical	practice.	
For	 example,	 cultural	 safety	 studies	have	noted	 the	prev-
alence	 of	 stereotyping,	 perceived	 discrimination,	 and	
derogatory	 comments	 by	 health	 care	 providers	 (Allan	 &	
Smylie,	2015; Martin	&	Kipling,	2006). Hartrick	Doane	&	



262 PART III Nursing Care Delivery

Varcoe	(2005)	have	explained	that	relational	practice	builds	
on	the	strengths	of	individuals	and	recognizes	differences	
without	bias,	keeping	in	mind	the	power	dynamics	involved	
in	delivering	health	care	services	to	clients.	Relational	prac-
tice	helps	nurses	work	with	differences,	thereby	neutraliz-
ing	the	power	dynamic.

Key concepts in relational practice are a heightened 
sense	 of	 self-awareness,	 self-reflexivity	 in	 relation	 to	 oth-
ers,	 a	holistic	perspective	of	 the	context	 and	culture,	 and	
relational capacities. Relational capacities are ways of 
being in a relationship; that is, being able and willing to 
understand others and express or share your own personal 
meaning.	Nurses	who	engage	in	relational	practice	are	fully	
present	with	clients	and	demonstrate	mindfulness,	mutu-
ality,	 intentionality,	 genuineness,	 warmth,	 respect,	 care,	

knowledge	of	boundaries,	the	ability	to	provide	and	receive	
constructive	 feedback,	 assertiveness,	 conflict-resolution	
skills,	and	a	willingness	to	share	information	in	meaningful	
ways (Hartrick	Doane	&	Varcoe,	2005).

Relational	practice	requires	good	communication	skills.	
Active	 listening	 skills,	 nonverbal	 communication	 skills,	
awareness,	and	compassion	increase	nurses’	ability	to	develop	
effective	 therapeutic	 relationships	 with	 clients.	 They	 also	
provide	nurses	with	greater	self-awareness	and	awareness	of	
clients’	cues	that	can	reveal	the	root	causes	of	pain,	suffering,	
or	challenging	behaviours	(Hartrick	Doane	&	Varcoe,	2005). 
This	 expanded	 awareness	 of	 context	 and	 emancipatory	
action	 is	 necessary	 to	 motivate	 anti-oppressive	 action	 at	
multiple	 levels	 (e.g.,	 individual,	 group,	 policy).	 Box 14.3 
highlights the process of relational practice in action.

BOX 14.3 The Process of Relational Practice in Action

1. Enter into relation.
•	 Participate consciously and intentionally.
•	 Stop to look and listen.
•	 Show unconditional positive regard for the client.
•	 Get “in sync” with the client.
•	 Walk alongside the client.

2. Be in collaborative relation.
•	 Understand that the client collaborates with the nurse.
•	 Understand that the client and nurse work together 

to assess and intervene.
3. Inquire into the health and healing experience.

•	 Ask the client what is meaningful and significant 
with regard to their circumstances.

•	 Keep the client (individual, family, group, or community) 
as the central focus.

4. Follow the lead of the client.
•	 Take cues from the client.
•	 Take a stance of unknowing and uncertainty.
•	 Use theoretical knowledge to enhance sensitivity to 

client experience.
•	 Scrutinize theoretical knowledge against client expe-

rience.
5. Listen.

•	 Listen through phenomenological, critical, and spiritual 
lenses.

•	 Listen through a socioenvironmental health promotion 
lens.

6. Engage in self-observation.
•	 Be self-aware.

 7. Practice letting be and support change.
•	 Get to know who clients are and what is happening 

without imposing your views.
•	 Create the opportunity for clients to learn more 

about their own experience, patterns, capacities, 
challenges, and contextual constraints.

 8. Engage in collaborative knowledge development.
•	 Draw on client knowledge (experiential, historical, 

sociocultural) to build understanding and plan inter-
ventions (scientific, theoretical, biomedical, politi-
cal, practical).

 9. Recognize patterns.
•	 Identify underlying patterns of experience.
•	 Identify client responses.
•	 Identify patterns of capacity.
•	 Identify capacity–adversity patterns.

10. Name and support client capacity.
•	 Recognize the client’s capacity.
•	 Look beyond the surface.
•	 Honour the client’s version of the story.
•	 Work with the client (at an individual and community 

level) to enhance capacity and address adversity.
11. Engage in emancipatory action.

•	 Recognize and name inequities.
•	 Recognize and name structural conditions.
•	 Draw on and share contextual knowledge.
•	 Introduce alternative discourses.
•	 Devote energy to remedying structural inequities.
•	 Create coalitions.

Source: Hartrick Doane, G., & Varcoe, C. (2004). Family nursing as relational inquiry: Developing health-promoting practice. 
Philadelphia, PA: Lippincott, Williams & Wilkins.
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Organizational Action and Anti-Oppressive 
Practices
A	model	of	positive	action	for	anti-oppressive	practice	at	an	
organizational	 level	 incorporates	activities	 that	can	shape	
the profession of nursing and the role of nurses within the 
health	 care	 system.	 Dismantling	 the	 systemic	 language,	
practices,	 and	 activities	 that	 uphold	 oppression	 requires	
action	in	many	spheres	of	influence—at	the	interpersonal	
and	 relational	 levels,	 certainly,	 but	 also	 right	 at	 the	 heart	
of	the	technologies	and	mechanisms	of	our	organizations.

Organizational	action	can	include	meeting	minimal	legal	
requirements	for	diversity	and	antidiscrimination,	specific	
positive	 action	 measures,	 equality	 schemes,	 and	 main-
streaming	 equal	 opportunities	 (Nzira	 &	 Williams,	 2009). 
For	example,	women	in	the	nursing	profession	continue	to	
be	affected	by	persistent,	systemic	barriers	around	gender,	
such	as	a	 lack	of	 respect	 for	part-time	workers,	 inflexible	
working	hours,	sexual	harassment	and	bullying,	intangible	
cultural	factors,	and	few	visible	role	models	in	leadership.	
Professional association standards and codes as well as 
bargaining	 and	 collective	 agreements	 allow	 for	 collective	
action	 around	 the	 minimal	 requirements	 to	 address	 the	
rights of nurses facing these barriers.

Moving	 beyond	 minimum	 legal	 requirements	 could	
involve	taking	proactive	steps	within	the	parameters	of	the	
law,	engaging	in	positive	action	to	challenge	the	discrimi-
nation	 that	 has	 produced	 the	 dominance	 of	 one	 group.	
For	instance,	white,	nondisabled	men	dominate	significant	
positions of power within health care institutions to the 

exclusion	 of	 women,	 visible	 minorities,	 and	 people	 with	
disabilities.	Positive	action	means	providing	typically	dis-
advantaged	 people	 and	 groups	 with	 special	 training	 and	
focused	 encouragement.	 Positive	 action	 does	 not	 put	 in	
place	 reverse	 discrimination	 quotas	 or	 preferential	 treat-
ment,	but	rather	applies	an	approach	to	diversifying	a	pro-
fessional group in all roles to support better representation; 
this	strategy	counteracts	the	effects	of	past	discrimination	
and	helps	to	eliminate	gender	and	racial	stereotyping.

Additional	 far-reaching	 equality	 schemes	 and	 the	
mainstreaming	 of	 integrated	 organizational	 approaches	
(such	as	specific	equity	measures	or	new	policies	within	
an	organization)	can	extend	the	reach	of	positive	action	
to	 begin	 to	 shift	 institutionalized	 discrimination,	 ineq-
uity,	and	racism	(Nzira	&	Williams,	2009).	Mainstreaming	
positive	 action	 and	 anti-oppressive	 practices	 requires	
organizational	 policy	 and	 activities	 at	 multiple	 levels,	
including	 preservice	 and	 in-service	 training	 and	 educa-
tion	 and	 hiring	 practices	 to	 enhance	 diversity	 (Phillips 
&	 Malone,	 2014; Smith,	 2019).	 Decolonizing	 practices	
focus	on	the	unsettling	of	dominant	approaches	through	
Indigenous	 leadership	 and	 knowledge.	 Nursing	 educa-
tion is increasingly including curricular and experien-
tial	 engagement	 on	 this	 crucial	 awareness,	 allyship,	 and	
action.	The	diversity	of	the	profession	and	nursing	work	
requires	this	understanding	and	multi-level	action	at	this	
time—it	is	a	moral	responsibility	to	face	the	historical	leg-
acy	of	racism	and	discrimination	from	within	and	beyond	
the profession.

S U M M A RY  O F  L E A R N I N G  O B J E C T I V E S
•	 Diversity	is	an	element	of	Canadian	society	and	all	as-

pects	 of	 nursing	 practice.	 Culture,	 race,	 and	 ethnicity	
are	aspects	of	diversity	that	influence	health	and	health	
care.	 Key	 demographic	 groups	 for	 nursing	 in	 Canada	
are	older	adults,	Indigenous	peoples,	and	immigrants.

•	 Canada’s	 multicultural	 society	 is	 diverse	 in	 terms	 of	
ethnicity, language, religion, sexuality, and abilities. As 
a	 multicultural	 society	 that	 recognizes	 the	 diverse	 an-
cestry	of	the	population	and	values	cultural pluralism, 
Canada	is	in	a	process	of	addressing	the	Calls	to	Action	
for Truth and Reconciliation with Indigenous peoples.

•	 Practices	of	oppression	operate	to	produce	health	ineq-
uities in relation to race, gender, culture, age, ability, and 
other	domains	of	social	inclusion.

•	 Cultural	competence	is	an	ongoing	process	rather	than	
an	outcome.	 In	order	 to	bring	cultural	competence	 to	
nursing	practice	and	the	organization	of	the	profession,	

nurses	apply	cultural	knowledge	and	skills	appropriate	
to client interactions without personal biases.

•	 A	 cultural	 safety	 lens	 provides	 an	 understanding	 of	
others’ health beliefs and practices so that health care 
actions	 work	 toward	 equity	 and	 avoid	 discrimination.	
Cultural	safety	 incorporates	self-awareness	and	aware-
ness	of	the	client’s	beliefs,	values,	attitudes,	and	behav-
iours.	Cultural	safety	 is	an	all-encompassing	approach	
that	brings	sensitivity	 toward	history	and	context	 into	
action	(individual	or	policy	level).

•	 Relational	 practice	 is	 an	 approach	 to	 awareness,	 ally-
ship,	 and	 action	 and	 supports	 critical,	 emancipatory	
	professional	 transformation.	At	 the	 heart	 of	 relational	
practice	is	the	recognition	of	diversity	and	how	each	in-
dividual	perceives	the	world	they	live	in	and	how	they	
react to others.
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C R I T I C A L  T H I N K I N G  Q U E ST I O N S
1. What	barriers	do	individual	nurses	and	the	profession	

face	 to	 becoming	 allies	 to	 racialized	 and	 marginalized	
people	and	groups?

2. What	 tools	 and	 skills	 do	 individual	 nurses	 and	 the	
	profession	 need	 to	 become	 allies	 to	 racialized	 and	
	marginalized	people	and	groups?

3. What	roles	do	individuals	and	professional	organizations	
play	in	awareness,	allyship,	and	action?

4. What	 is	 distinct	 about	 decolonization	 as	 part	 of	
	anti-oppressive	practice	for	the	profession	of	nursing?
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