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ABSTRACT
This scoping review examined research publications related to health and/or wellness along with 
gender among Canadian Indigenous populations. The intent was to explore the range of articles 
on this topic and to identify methods for improving gender-related health and wellness research 
among Indigenous peoples. Six research databases were searched up to 1 February 2021. The 
final selection of 155 publications represented empirical research conducted in Canada, included 
Indigenous populations, investigated health and/or wellness topics and focused on gender. 
Among the diverse range of health and wellness topics, most publications focused on physical 
health issues, primarily regarding perinatal care and HIV- and HPV-related issues. Gender diverse 
people were seldom included in the reviewed publications. Sex and gender were typically used 
interchangeably. Most authors recommended that Indigenous knowledge and culture be inte-
grated into health programmes and further research. More health research with Indigenous 
peoples must be conducted in ways that discern sex from gender, uplift the strengths of 
Indigenous peoples and communities, privilege community perspectives, and attend to gender 
diversity; using methods that avoid replicating colonialism, promote action, change stories of 
deficit, and build on what we already know about gender as a critical social determinant of 
health.
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Introduction

Health disparities between Indigenous and non- 
Indigenous peoples in Canada are well-documented 
[1–3]. There is growing awareness that the causes of 
such disparities have deep roots in complex historical, 
political, geographic, and social factors linked to the 
ongoing impacts of colonialism [4]. Correspondingly, 
social determinants of health frameworks are increas-
ingly being applied to emerging understandings of 
Indigenous health inequities, in recognition that such 
factors as income level, education, and gender have 
profound impacts on health status [5]. Recognised as 
distinct from sex, which can be defined as a person’s 
biological and physiological features typically charac-
terised as male/female, gender includes socially and 

culturally attributed roles, behaviours, and expectations 
that can be characterised on a complex continuum of 
changing expressions and identities [6,7]. Gender diver-
sity references the degree to which a person’s gender 
identity, role, or expression is different from the cultural 
norms stipulated for people of a certain sex [8]. As 
a social determinant, gender impacts health through 
the differential power that men, women, and gender 
diverse people hold in the various spaces they occupy; 
differential access to resources such as health care; 
different prevalence of risk-taking behaviour between 
and among genders; as well as different occupational 
and behavioural roles, constrained by social norms, that 
can impact exposures to various health risks and ill-
ness [9,10].
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The impacts of gender on health and wellness are 
particularly relevant for Indigenous peoples, although 
there is limited understanding about the ways that 
gender impacts the health of Indigenous peoples. 
Research can be used as a tool for elucidating more 
robust understandings of Indigenous gender and 
health/wellness, and represents a promising means for 
resolving the persistent health disparities between 
Indigenous and non-Indigenous Canadians [11]. 
Importantly, research must be carried out with 
Indigenous peoples using community-grounded meth-
ods to improve Indigenous health status. The landscape 
of research addressing the impacts of gender on 
Indigenous peoples’ health and wellness is largely 
uncharted. Although studies have been conducted 
and research is ongoing, there are no published reviews 
of the literature on Indigenous gender and health/well-
ness. This is important given the multiple intersecting 
ways that gender influences the health of Indigenous 
peoples, as well as the ways that gender diverse 
Indigenous peoples have largely been ignored by 
researchers [12].

Thus, the goal of the current scoping review was to 
identify research that investigated the topic of gender 
in combination with the topic of health/wellness 
among Indigenous populations in Canada. Our intent 
was to identify understudied topics, define areas requir-
ing additional scrutiny, and illuminate paths forward for 
further improving gender-related health and wellness 
research among Indigenous peoples. For the purpose of 
the current paper, we conceptualise health and well-
ness broadly, as a state that, from many Indigenous 
perspectives, includes an explicit focus on strengths, 
as well as connections to culture, community, family, 
and balance in spiritual, emotional, mental, and physi-
cal arenas [13].

Background

By way of background, two of the authors (SR, LL), who 
were already working together, met author MT in the 
summer of 2019 when they travelled to Montreal, 
Quebec, to attend an Idea Fair and Learning Circle 
hosted by the Canadian Institutes of Health Research 
(CIHR). The gathering was part of CIHR’s Indigenous 
Gender and Wellness Initiative, and provided opportu-
nities for Indigenous researchers, community members, 
and allies to meet and exchange ideas around gender 
and wellness. As a follow-up to the event, SR, LL, and 
MT decided to apply for funding from CIHR to investi-
gate, in partnership with the Cree communities of 
Maskwacîs in Alberta, research topics related to gender 
and health that were important to community 

members. We invited other researchers and community 
members doing research with Maskwacîs to be co- 
applicants on our grant application (BS, RTO, RL, CR). 
With the exception of one author who is being newly 
mentored in this work (ZK), as well as a librarian who 
we engaged for her systematic searching expertise (JK), 
each of the authors on this paper are either Maskwacîs 
community members (LL, CR, RL), Indigenous research-
ers (LL, MT), and/or have been co-designing and con-
ducting research in partnership with the Maskwacîs 
community for several years (BS, RO, SR, MT), with 
a strong focus on relational and participatory methods. 
Our work has involved such topics as family and peri-
natal health [e.g. 14], menopause and mature women’s 
health [e.g. 15], as well as prevention-focused work with 
children and youth [e.g. 16], all of which cut across 
gender-related health and laid a foundation for the 
current work.

With restrictions on in-person work due to the 
COVID-19 pandemic, it was not possible for us to mobi-
lise our original plans for conducting community work-
shops to identify research priorities related to gender 
and wellness. Therefore, we decided to carry out 
a literature review to expand our understanding of 
topics that other researchers have investigated, with 
the intention of using topics and ideas identified 
through our review as a springboard for conversations 
around community research priorities once health 
restrictions were relaxed and we could conduct our in- 
person work. Although the impetus for this review was 
based on a local need, this review has relevance for 
researchers, community members, and practitioners 
more broadly.

Methods

The scoping review method allows for examining the 
range and extent of literature with respect to a broad 
topic [17,18]. Thus, we chose to conduct a scoping 
review to draw together literature that examined 
Indigenous health and/or wellness along with gender.

Literature search

A medical librarian (JK) developed keyword terms in 
collaboration with the research team and executed 
comprehensive searches in Ovid MEDLINE, Ovid 
Embase, Ovid PsycINFO, CINAHL, Scopus, and 
Bibliography of Native North Americans. The latter data-
base was added given its specific focus on research 
covering Indigenous culture, history, and life in North 
America. Literature from database inception up to and 
including 1 February 2021 was searched. Relevant 
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keywords were carefully selected, including a search 
filter for Indigenous populations [19], refer to 
Appendix 1 for full-text search terms]. A total of 1256 
results were retrieved. After duplicates were removed, 
945 unique results remained; these articles were 
screened by title and abstract in a web-based tool 
called Covidence (Covidence, n. d.). Bibliographies 
from included studies were also reviewed.

Inclusion/exclusion criteria

Publications were deemed eligible for inclusion if they 
(1) included Indigenous populations in their sample; (2) 
represented empirical research; (3) were conducted in 
Canada; (4) investigated topics relevant to health and/ 
or wellness (broadly conceptualised as a state of well-
being, and not simply the absence of disease); and (5) 
included an explicit focus on gender as the object of 
inquiry or included gender more peripherally (as 
a variable in the study’s analyses, for example). 
Articles that did not meet any one of these criteria 
were excluded. In addition, non-empirical grey litera-
ture such as conference proceedings and commentaries 
were excluded. Abstracts were also excluded because 
they provided limited information relevant to our selec-
tion criteria. Systematic reviews were excluded but 
were examined for relevant citations. Articles screened 
by title and abstract as well as article added from 
systematic reviews were read in full by four investiga-
tors (SR, MT, LL, BS), with two investigators reading 
each article; a third investigator was consulted to 
resolve disagreements that arose. The final selection 
consisted of 155 articles, including nine theses (refer 
to Appendix 2 for the full list of 155 references). Our 
search strategy is outlined in a PRISMA diagram 
(Figure 1).

Data extraction and analysis

Data were extracted into an Excel spreadsheet and 
organised according to author and publication year. 
We extracted data from each study relevant to partici-
pant characteristics and study characteristics.

Participant characteristics
We extracted data regarding participants’ Indigenous 
group, sex and gender, and age. We extracted data by 
classifying information from each study according to 
predetermined categories (e.g. for participant gender, 
categories consisted of women, men, gender diverse 
participants, and unspecified). Data analysis consisted 
of calculating the number and relative percentage of 
studies that fell into the predetermined categories.

Study characteristics
We extracted data regarding each study’s description of 
the methodological design, data collection method, 
community involvement, setting, health/wellness 
topics, objectives, recommendations, and knowledge 
mobilisation strategies. With respect to methodological 
design, data collection method, community involve-
ment, and setting, and health/wellness topics, data 
were extracted according to the ways that authors 
specified this information in each article. In other 
words, we did not determine these study characteristics 
ourselves, but rather relied on authors’ descriptions. We 
then classified information from each study according 
to predetermined categories. Our categories were 
adjusted throughout the data extraction process as we 
became increasingly familiar with the data.

As for the study objectives, implications, and knowl-
edge mobilisation strategies, we extracted data by 
copying text directly from each article and pasting 
into a spreadsheet. Data were then imported into 
NVIVO data analysis software and each of these three 
areas (objectives, knowledge mobilisation, recommen-
dations) were analysed separately using content analy-
sis [20]. More specifically, information from each of the 
three areas was first read through thoroughly to estab-
lish familiarity. Next, data were assigned descriptive 
labels (termed “nodes” in NVIVO), and subsequently 
sorted into categories to reflect the breadth of the 
data. Categories were discussed and agreed on before 
being finalised.

Findings

Participant characteristics

In the subsections that follow, we summarise the data 
extracted from each article relevant to participants’ 
Indigenous group, sex, gender, and age. We summarise 
these data by reporting the percentage of studies that 
fell into various categories within each participant 
characteristic.

Indigenous group

The majority of studies described the inclusion of First 
Nations peoples as research participants (n = 61; 39%). 
The inclusion of Inuit peoples was described in 8% of 
studies (n = 13), whereas Métis peoples made up the 
study sample in 2% of studies (n = 3). Study samples 
consisting of a combination of these three Indigenous 
groups were specified in 19% of studies (n = 30). Thirty- 
one percent of studies (n = 48) used the more general 
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terms “Indigenous” or “Aboriginal” to describe study 
participants.

Sex and gender

In Table 1, we summarise the number of articles that 
used various descriptions of participant sex and gender 
categories in the methods sections of the 155 articles 
included in our review. The majority of articles used 
gender language in describing participants (i.e. 
women, men), with women alone being the most com-
mon participants (n = 60; 39%). Only seven articles 
included gender diverse participants alone, and an 
additional 11 articles included gender diverse partici-
pants along with other genders. Moreover, 19 articles 
used sex and gender language interchangeably in their 
methods sections. Although the table only reports on 
descriptions as provided in the methods sections of 
articles included in our review, we also note that, 

when examining articles in their entirety (i.e. beyond 
methods sections), 118 articles (76%) used sex and 
gender language interchangeably.

Age

With respect to participant age, we extracted data as to 
whether articles included participants who were adults, 
adolescents/youth, or children. Where articles did not 
explicitly use this language, we counted adults as being 
age 18+, adolescents/youth as being age 13–17, and 
children as being ages 0–12. The majority of articles 
included adult participants, either alone (n = 108; 
69.7%) or in combination with children (n = 1; 0.6%), 
adolescents (n = 19; 12.2%), or both (n = 1; 0.6%). 
A smaller proportion of article included child participants 
alone (n = 4; 2.6%), adolescents alone (n = 17; 11.0%), or 
both children and adolescents (n = 2; 1.3%). Participant 
age was not specified in three (1.9%) articles.

Records identified from: 
6 Databases (n = 1256) 

MEDLINE (n = 147)
Embase (n = 242) 
PsycINFO (n = 104) 
CINAHL (n = 110)
Scopus (n = 502) 
Bibliography of Native North 
Americans (n = 151)

Studies included in review 
(n = 155)

Studies excluded (n = 58): 
abstracts (n = 19)
not research studies [letters, 
commentaries, reviews, book 
chapters] (n = 17)
Indigenous peoples not 
studied as separate group (n
= 9)
Gender not specifically 
studied (n = 8) 
Identical study (n = 5)

Studies assessed for full-text 
eligibility:
(n = 213)

Records identified from two 
literature reviews:
(n = 17)

Records imported for screening 
against title and abstract:
(n = 945)

Studies excluded (n = 749): 
Wrong setting [not include 
Canadian Indigenous, not 
include Indigenous as 
separate group, lack gender 
aspect] (n = 731)
Additional duplicates (n = 18)

Records removed before 
screening:

Records identified as 
duplicates by Covidence 
automation tools (n = 311)

de
d
ulc

nI
g
ni

neerc
S

n
oitacifit

ne
dI

Figure 1. PRISMA Flow diagram.
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Study characteristics

In the subsections below, we summarise the design 
characteristics of the studies included. For example, 
the five health/wellness categories emerged directly 
from the data we collected from the published papers, 
and the methdological design and data collection 
methods of each study were identified directly from 
each paper’s text.

Health/wellness topic

Research topics were characterised according to five 
categories of health/wellness which emerged from the 
data: mental, social, global, physical, and health policies 
and perceptions (Table 2). Some studies focused on 
more than one topic. The majority (n = 69; 44.5%) 
focused on physical health issues, primarily with regard 
to perinatal care and HIV- and HPV-related issues. Social 
issues were discussed in 48 articles (31.0%) including 
intergenerational and historic trauma and loss of tradi-
tional way of life due to colonialism. Of particular inter-
est to the focus of our review, four articles focused on 
gender identity; three of these specifically researched 
health/wellness issues among sexual minority and gen-
der diverse people. Forty-one (26.5%) articles investi-
gated mental health issues, with approximately half of 
these focusing on gender-related substance abuse, 
gambling, and addiction, and the other half examining 
mental disorders and suicide. Health promotion, poli-
cies, and perceptions were the focus of 26 articles 
(16.8%). These dealt with such topics as health literacy, 
health promotion programmes, and perceptions of 
health and wellness in gender diverse people. Global 
health/wellness issues were explored in 10 articles 
(6.5%) and included such topics as the impact of 

climate, food resources, water and land use on 
Indigenous health and wellness.

Methodological design and data collection 
methods

The majority of studies included in our review used 
a qualitative methodological approach (n = 82; 53%). 
Fifty-seven studies (37%) used a quantitative approach, 
and 16 studies (10%) used a mixed or multiple method 
approach. Of the articles that utilised a qualitative 
approach, the majority (n = 43; 52%) did not further 
specify a particular qualitative design; the remainder of 
articles were roughly split between case study (n = 8), 
phenomenology (n = 7), qualitative or interpretive 
description (n = 7), grounded theory (n = 6), and eth-
nography (n = 6), followed by narrative design (n = 4). 
Of the articles that utilised a quantitative approach, the 
majority (n = 39; 68%) used a cross-sectional design 
followed by longitudinal (n = 11), quasi-experimental 
(n = 5), case study (n = 1), and randomised controlled 
trial (n = 1).

Articles described a variety of data collection meth-
ods. Those methods described by authors as aligning 
with Indigenous research approaches included sharing 
or talking circles (n = 11), storytelling (n = 5), and 
symbol-based reflection (n = 1). Interviews (n = 89) 
and surveys (n = 53) were used most often, followed 
by focus groups (n = 23), health record reviews (n = 18), 
participant observations (n = 11), visual methods 
(n = 11), and document reviews (n = 9).

Community involvement

We also collected data regarding the extent of reported 
community involvement. First, we examined each 

Table 1. Participant sex and gender as described in included articles.
Descriptions of Participant Genders Number of Articles

Women 60
Men 5
Men and Women 18
Men, Women, Sex/Gender Diverse 2
Descriptions of Participant Sexes
Females 4
Males 1
Males and Females 19
Males, Females, Sex/Gender Diverse 3
Descriptions of Participant Genders and Sexes
Females and women referred to interchangeably 10
Women, Gender diverse 4
Females, gender diverse 1
Males and men referred to interchangeably 1
Men, Gender diverse 1
Males, Gender diverse 0
Men, women, males, females referred to interchangeably 8
Sex and Gender Diverse 7
Did not specify sex or gender 11
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article to determine whether authors labelled their 
approach in line with approaches denoting community 
involvement (i.e. community-based or participatory 
methods). Seventy percent of studies (n = 108) did 

not label their approach in line with community-based 
or participatory methods; the remainder indicated 
using either participatory, community-based, commu-
nity-based participatory, participatory action, or other 
research approaches (see Figure 2 below).

In addition, we drew from methods used by [21], 
to examine whether studies reported the involve-
ment of communities in key stages of the research 
process. These included developing a research 
agreement, research design, participant recruitment, 
data collection, data analysis, developing recommen-
dations, and knowledge dissemination; we also 
extracted information as to whether authors 
reported relationship building with communities. As 
depicted in Figure 3, involvement of communities in 
any given research stage was reported in less than 
half of the articles included in our review. The low-
est proportion of articles (8%, n = 12) reported 
developing a research agreement with communities. 
The highest proportion of articles (44%, n = 68) 
reported involving communities in designing their 
research study.

Study setting

The majority of participants in the studies selected for 
our review were from rural settings (n = 54; 34.8%), 
followed by urban (n = 41; 26.5%), or both (n = 24; 
15.5%). For the purpose of this review, we included 
Indigenous communities, villages, and reserves in the 
“rural setting” category. Thirty-six articles (23.2%) did 
not report their research setting.

Table 2. Topics of included articles.
Topica Number of Articles

Physical health issues 20
Perinatal 15
HIV 10
HPV/PAP-screening 7
Sexual health/sexual relationship 5
Diabetes 5
Cardiovascular disease 4
Cancer b 2
Dental 1
Menopause 20
Social issues
Social-emotional 10
Ethnic identity 7
Family violence 5
Gender identity 4
Intergenerational/historical trauma 4
Sexual abuse 4
Parenting 4
Culture/traditional way of life 4
Homelessness/housing 2
Aging 2
Language 1
Racial discrimination 1
Mental health issues
Substance abuse c/gambling/addiction 20
Mental problems 17
Suicide 4
Health policy and perception
Health promotion/health care/health policies 18
Perception of health and wellbeing 8
Global issues
Nutrition/food insecurity 7
Land use/water 2
Climate 1

Notes: aAn article may include more than one topic bIncludes 3 articles on 
breast cancer. cIncludes 4 articles on smoking and one on alcohol abuse. 

Figure 2. Percentage of articles reporting the use of community-engaged research approaches.
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Objectives

With respect to study objectives, data were organised 
into seven categories. Table 3 depicts these categories 
along with selected representative examples of objec-
tives that fell under each category.

Recommendations

Primary recommendations suggested by study authors 
are summarised in Table 4. The largest proportion of 
articles (n = 32; 20%) recommended that Indigenous 
knowledge and culture should be integrated into 
health programmes as well as further research to soli-
dify findings.

Knowledge mobilisation strategies

We defined “knowledge mobilization strategies” as any 
activities, other than academic publications, aimed at 
disseminating the findings beyond the research team, 
such as to communities or policymakers. Of the 155 
articles reviewed, only 23 (15%) described knowledge 
mobilisation activities. Table 5 depicts the knowledge 
mobilisation activities described, the number of articles 
that mentioned these activities, and examples of knowl-
edge mobilisation activities. Of the articles that did not 
describe knowledge mobilisation activities, many 
recommended that knowledge mobilisation take place 
without describing how the knowledge from their own 
study had been shared; for example, “increasing 

awareness amongst the healthcare profession needs to 
be supported by the appropriate changes in the relevant 
system . . . to ensure that knowledge is translated to 
practice” [29]. Others stressed that practitioners should 
be aware of their study’s findings without indicating 
that they were taking steps to generate this awareness; 
for example, “Health care providers should be aware that 
Aboriginal women are at greater risk for not initiating 
breastfeeding” [30].

Discussion

Through the current literature review, we sought to 
identify the scope of existing literature on the topic of 
Indigenous gender and health/wellness in Canada. 
Using 155 studies selected for inclusion in our scoping 
review, we framed our findings in terms of participant 
characteristics and study characteristics. We found that 
the literature incorporated a wide range of methods, 
covered diverse health and wellness topics, and 
involved Indigenous communities across Canada. 
Throughout the following discussion, we expand and 
reflect on our findings in the three areas relevant to our 
scoping review objectives; namely, research focusing on 
(1) Indigenous populations, (2) gender and sex and (3) 
health/wellness.

Research focusing on indigenous populations

Our review identified a wide range of health and well-
ness research among Indigenous peoples in Canada. 

Figure 3. Percentage of articles reporting community involvement at each stage of the research process.
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The studies we reviewed tended to describe research 
among a single Indigenous Nation or community. While 
this might be considered a limitation with respect to 
generalisability, we take the position that the commu-
nity-specific nature of this work is a strength given that 
it may reflect the grounding of these studies in com-
munity, with the potential to produce research of local 
relevance. Some of the research we reviewed was less 
grounded in community or simply did not involve com-
munities as contributors to the project; for example, 
database studies that generally reported no or limited 
community involvement. It is now widely recognised 
that it is ethically imperative to involve Indigenous 
peoples in research that impacts them [31,32]. Many 
studies made this point, given that study recommenda-
tions were made to increase the impact of research 
with Indigenous peoples by involving Indigenous peo-
ples in research planning and conduct, addressing 
questions important to communities, and taking 
a strengths-based approach [33]. However, a notable 
limitation is the apparent lack of knowledge mobilisa-
tion taking place by researchers studying Indigenous 

gender and health/wellness. We found that very few 
studies reported on knowledge mobilisation activities. 
To be fair, authors may have engaged in knowledge 
mobilisation activities without reporting them in their 
articles; however, we take the position that knowledge 
mobilisation should be a key aspect of Indigenous 
health research and we call upon researchers in this 
area to routinely include knowledge mobilisation 
aimed at audiences outside of academia.

Gender

As mentioned above in our methods section, this 
review included articles that focused explicitly on gen-
der as the object of inquiry [34], articles that examined 
a health issue in relation to one specific gender [35], 
and articles that looked at gender more peripherally, as 
one of several variables being analysed [36]. One of the 
most striking limitations of the articles we reviewed was 
that gender and sex were infrequently differentiated. 
Sex was frequently reported; however, gender, the 
social construct, was seldom discussed specifically, and 

Table 3. Objectives described in included articles.
Examine relationship between a community/ individual characteristic and a health/wellness issue (n = 33; 20%)
● What is the link between culture-based practices and early childhood dental care? [22]
● What is known about the sustainability of livelihoods in an Indigenous community over time and the factors impacting men and women? 

(Ballard, 2012)
● What is the link between social support and thriving health among Indigenous Canadians? (Richmond et al., 2007)

Study incidence and determinants of a health/wellness issue (n = 18; 12%)
● To study the incidence, persistence, and determinants of human papillomavirus (HPV) infection in a population of Inuit women from Nunavik, 

Quebec 23
● What are the rate and determinants of exclusive breastfeeding in remote Northwest Territories? [24]
● To determine whether pre-existing diabetes is related to poorer survival after a breast cancer diagnosis in First Nation women [25].

Develop and evaluate an intervention (n = 19; 12%)
● To initiate and understand how to deliver group-based heart health interventions to Indigenous women at risk of cardiovascular disease 26
● To develop and pilot test an Indigenous health promotion intervention for interpersonal violence. (Varcoe et al., 2017)
● To develop a smoking cessation programme for Indigenous fathers. (Bottorff et al., 2019)

Understand experiences with health and wellness services (n = 12; 8%)
● To explore the experiences of Indigenous mothers in selecting and using early childhood development services [27].
● To address how the health care concerns of Aboriginal women are being met by urban Aboriginal health centres. (Benoit et al., 2003)
● To identify and validate known barriers and supports to HPV vaccination among First Nation people in Alberta. (Henderson et al., 2018)

Explore or critique a research method (n = 3; 2%)
● To highlight the problems regarding conducting culturally appropriate research with Aboriginal women [28].
● To examine three measures of mortality as proxies for inequalities in health status of Manitoba’s Registered First Nations people. (Martens 

et al., 2005)
● To discuss the value of group interviews as a methodological approach that challenges the privatisation of mothering and substance use. 

(Salmon, 2007)

Examine the impact of trauma, racism, discrimination on health and wellness (n = 6; 4%)
● To examine the relationship between perceived discrimination and depressive symptoms among First Nations adults in Canada. (Bombay 

et al., 2010)
● To explore the impact of intergenerational historic trauma on HIV treatment adherence and health-promoting practices. (Chongo et al., 2020)
● To assess whether there were associations between oral health-related outcomes and self-reported racism. (Lawrence et al., 2016)

Understand perspectives on a health and wellness issue (n = 68; 44%)
● How do urban Aboriginal women understand pregnancy-related weight gain and physical activity? (Vallianatos et al., 2006)
● To understand the context, issues, and beliefs around high STI rates in the Saddle Lake community from a nêhiyaw (Cree) perspective. (Gesink 

et al., 2016)
● To explore and begin to make visible Aboriginal women’s experiences with breast cancer. (Poudrier & Mac-Lean, 2009)
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it was common for authors to conflate sex and gender 
altogether. Although this finding in part may reflect the 
age of some of the studies we reviewed, we found 
a continued lack of differentiation of sex and gender 

even in more recent articles. Importantly, however, 
some of the articles we reviewed did account for differ-
ences between sex and gender [37]. Typically, these 
were more restricted studies concentrating on gender 

Table 4. Recommendations described in included articles.
Indigenous knowledge, identity, culture, and/or language should be integrated in research and health programmes with Indigenous peoples 

(n = 32; 21%)
● The integration of gender, language and Anishinaabe Knowledge Systems in community planning is essential. (Ballard, 2014)
● The need for exquisite sensitivity to, and awareness of, culture and Aboriginal ways of being in the world and of knowing is essential in all 

encounters related to access and treatment. (Gorman, 2009)
● Strategies must address concurrent trauma and mental health, support connections to Indigenous cultural identity, and facilitate under-

standing of the impacts of the residential school system and intergenerational trauma on family relationships. (Pearce, 2014)

Health promotion and health education should be offered to address the health issues being investigated (n = 39; 25%)
● Physical activity programmes and health promotion strategies which focus on providing affordable, nutritious foods are required to improve 

the diet and overall health of community members. (Bruner, 2008)
● Suicide prevention must include alcohol and drug prevention programmes and rehabilitation services, interventions to reduce physical and 

sexual violence and their long-term impacts on Inuit youth, as well as exposure to culturally meaningful activities. (Fraser, 2015)
● Recommend a multidisciplinary outreach approach, where a team of professionals (geneticist, cardiologist (or specially trained primary 

healthcare provider), genetic counsellor, and nurse) provide ongoing care for patients in their own community. (Huisman, 2020)

Researchers and service providers should attend to social justice, socio-economic equity, and creating culturally safe spaces (n = 28; 18%)
● Documenting inequities can help pave the way to redress exclusion in both health care access and delivery for a diverse array of marginalised 

people and communities and suggest new partnership models in order to bring about improved health and well-being. (Brotman, 2002)
● Programmes and policies should address racism’s insidious effects on both mothers’ and children’s oral health outcomes. (Lawrence, 2016)
● Culturally safe places are needed in urban areas, where knowledge and practices can be shared, contributing to identity safeguarding. (Kirby, 

2007)

Researchers and service providers should consider gender and sex (n = 20; 13%)
● It would be important for future research to analyse data with more detailed groupings and consideration of sex and gender in order to 

improve the understanding and unique needs regarding social support and health of these individuals. (Beswick, 2013)
● Gender and generational differences should be considered when planning mental health promotion strategies for this population. (Kirmayer, 

2000)
● Indigenous culture-based services should be intentionally designed to recognise gender and racism as social determinants of health. (Reeves, 

2017)

Research and services should focus on community strengths and use of a strength-based approach (n = 14; 9%)
● It is important for health care professionals to adopt a strength-based approach to their clinical work. (Ames, 2015)
● Nursing education that focuses on strength-based and decolonising frameworks, as well as reflexive practices that promote culturally safe 

care, is needed. (Carter, 2017)
● Building on cultural strengths and acknowledging the history and context of mistrust and social exclusion are fundamental to effective HIV 

vaccine dissemination. (Newman, 2012)

More information should be collected on the topic/ further research should be conducted (n = 11; 7%)
● Further research is needed to determine to what extent and how easily developmental and cultural assets can be increased in First Nations 

youth and the impact of such action on resilient outcomes. (Filbert, 2010)
● Additional data should be sought from parents and adolescents, giving voice to their collective stories and experiences. (Healey, 2014)
● Need for further investigation into the use of online health care. (Hoffman-Goetz, 2007)

No specific recommendations mentioned (n = 21; 14%)

Table 5. Knowledge mobilisation activities described in included articles.
Community implementing programmes or making changes to programmes (n = 4; 3%)
● Researchers and community partners are developing, delivering, and evaluating community-led sexual health restoration activities. (Gesink 

et al., 2016)

Integrated knowledge mobilisation in the form of ongoing sharing of findings with community partners (n = 4; 3%)
● Findings were shared on an ongoing basis with an advisory committee composed of community members. (Darroch et al., 2016)

Written material (n = 9; 6%)
● Infographics related to traditional tobacco and the use of smoking cessation aids were created and distributed. (Bottorff et al., 2018)

Digital media (n = 6; 4%)
● A local Indigenous artist created digital stories from study findings. (Kandasamy et al., 2017)

Policy work (n = 3; 2%)
● As a result of the project, Status of Women Canada commissioned the writing of a position paper to be presented to bureaucrats and 

policymakers. (Kenny, 2006)

Community presentations or workshops (n = 14; 9%)
● A dissemination gathering, feast, and community workshop were held. (Monchalin, 2019)
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issues specifically and highlighted strengths in 
Indigenous communities. In addition, those authors 
who differentiated between sex and gender also 
tended to use participatory methods (e.g. community- 
led and community-driven research questions).

Another important finding was that gender diverse 
people were seldom included in the articles we 
reviewed. Several causes may be responsible for this 
lack of attention: while research on the development 
and implementation of interventions for gender diverse 
people is slowly increasing [38], it is often difficult for 
researchers to access individuals who do not self-report 
as men or women, making research on the less preva-
lent genders difficult to conduct. This difficulty may 
stem from the systemic and individual stigma that sex-
ual minority and gender diverse people continue to be 
subjected to in Canada and elsewhere based on their 
identities [39], as well as a lack of understanding on the 
part of researchers as to how to structure sex and 
gender questions in a way that effectively engages 
sexual minority and gender diverse people [40]. In addi-
tion, the definitions and terminology around gender 
diversity vary widely and continue to evolve. 
Regardless of the reasons for the lack of attention to 
gender diverse people in the field of research on 
Indigenous gender and health/wellness, there is 
a clear need to better understand the health needs of 
this diverse population. It is also imperative that 
research addresses the intersecting, structural barriers 
that Indigenous gender diverse people face, resulting in 
unacceptable, compounding health disparities. This cri-
tical gap regarding researchers’ lack of attention to 
intersectionality has been identified by several other 
authors exploring questions relevant to sexual minority 
and gender diverse people [e.g. 38–40]. Relatedly, 
researchers must fundamentally recognise the com-
plexity of gender identity and expression; for example, 
respecting that terms such as “two-spirit” are contested 
and variably adopted by Indigenous gender diverse 
peoples, and working from an understanding that dif-
ferent Indigenous Nations and communities approach 
and understand gender in unique ways. Ultimately, 
there must be an acknowledgement that the social 
construct of gender is heavily influenced by colonialism, 
and that fluid, multi-dimensional, and affirmative con-
ceptualisations of gender have long been part of the 
history of Indigenous cultures in Canada and elsewhere 
[41–43]. In short, gender is far more complex than 
much of the academic literature currently reflects, 
although Indigenous cultures reflect a long-standing 
historical awareness of gender as a complex construct.

Health and wellness

The published research included in our review related 
to a wide variety of health concerns and solutions. 
We were intentional in focusing on the concepts of 
health and wellness, recognising that, while health is 
an important part of wellness, these terms are not 
synonymous. Wellness, a more wholistic term, is 
important from many Indigenous perspectives; as 
Elder Jim [44], has stated, “Wellness from an 
Indigenous perspective is a whole and healthy person 
expressed through a sense of balance of spirit, emo-
tion, mind and body. Central to wellness is belief in 
one’s connection to language, land, beings of crea-
tion, and ancestry, supported by a caring family and 
environment” (p. 2). Thus, we worked from the aware-
ness that health and wellness involve more than the 
absence of illness, and this awareness was variably 
reflected in the articles we reviewed. Many articles 
read as expressly deficit-oriented, focusing on health 
and wellness challenges rather than the promotion of 
health. Accordingly, our review highlights the need 
for health researchers to centre Indigenous strengths 
and assets. Although challenges and deficits 
undoubtedly exist, there is a need to present 
a balanced picture of both limitations and strengths 
in order to avoid contributing to the deficit-based 
narrative that has typically characterised Indigenous 
health research [45].

Many of the articles we reviewed addressed 
important health issues that researchers and society 
more generally often associate with Indigenous peo-
ple such as addiction, abuse, and trauma. 
Importantly, any discussion of Indigenous health 
challenges must be framed appropriately within the 
context of social determinants of health, including 
colonialism. To neglect a contextualisation of 
Indigenous health issues is to risk contributing to 
ongoing stereotypes and misunderstandings about 
the root causes of health disparities. In this vein, 
a promising finding from our review was that many 
articles focused on understanding the perspectives 
of Indigenous peoples with respect to health and 
wellness issues. This created the opportunity for 
a focus on achieving wellness through cultural and 
traditional ways [e.g. 46]. Researchers need to be 
reminded that cultural and traditional beliefs and 
practices are important in promoting health and 
wellness, and privileging the perspectives of 
Indigenous peoples in health research represents 
a way forward in this respect [47].
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Limitations of our review

We restricted our search to Canadian research so that 
our findings would be applicable to the specific goal of 
understanding the scope of Indigenous gender and 
wellness research in the Canadian context. This could 
be seen as a limitation of our study given that our 
findings may have varied if we had opened our search 
to other countries; however, it should be noted that 
generalisability was not a goal of our review. In addi-
tion, we specifically looked at published peer-reviewed 
articles, and we acknowledge that this restricts the 
forms of knowledge being examined in this paper. We 
chose to leave out grey literature from our review in 
order to provide parameters on our search and to align 
with our purpose. However, this may have resulted in 
the exclusion of work being conducted outside of 
a research context, and we acknowledge that this is 
a limitation of our scoping review. Similarly, we recog-
nise that scoping reviews represent only one form of 
knowledge. Therefore, we also acknowledge the com-
munity accountability that we have, as Indigenous and 
non-Indigenous researchers, to gather community- 
grounded perspectives on the field of Indigenous gen-
der and health/wellness research. Although authors of 
this paper represent a complement of Indigenous and 
non-Indigenous researchers, as well as Indigenous com-
munity members, the COVID-19 pandemic limited the 
participation of Indigenous community members in the 
current scoping review. As a result, we plan to next 
move forward with our original plan of conducting 
community workshops in order to more fully centre 
community perspectives in our work related to 
Indigenous gender and wellness.

Intersectionality

During our group’s detailed discussions about gender, 
health and wellness among Indigenous people, we 
found that the concept of intersectionality helped to 
shed light on the complex interactions between these 
factors and why it is important to consider them con-
currently. Kimberle [48], coined the term intersectional-
ity to describe how markers of identity could be 
understood as mutually constituted to produce struc-
tural inequity over time and in different contexts. 
Working from an intersectional lens, understandings of 
health disparities can be grounded in consideration of 
the ways that age, sex, gender, race, ethnicity, poverty, 
class, and sexuality collide to influence the experiences 
of Indigenous peoples in complex ways. Moreover, the 
concept of intersectionality brings to light how identity, 
social position, oppression, and privilege, as well as 

policies and institutional practices, interrelate to criti-
cally influence the health and wellness of Indigenous 
peoples [49,50]. For example, a First Nations woman 
living on reserve will experience multiple forms of 
oppression differently than a two-spirit Métis person 
living in an urban setting. However, both will experi-
ence unique oppressive systems in simultaneous ways 
that can make these forms of oppression indistinguish-
able from one another. In our group’s future research 
with Indigenous people, the intersection of gender, 
health and wellness will be an important feature when 
attempting to interpret any research findings. We 
encourage other researchers working with Indigenous 
people to consider the concept of intersectionality as 
an integral feature of their research.

Conclusions

Through the current review, we set out to examine the 
scope of literature in the field of Indigenous gender 
and health/wellness research. We found that the lit-
erature in this area focuses on diverse health and 
wellness topics, involves Indigenous peoples and com-
munities to varying degrees, inconsistently differenti-
ates between sex and gender, and generally lacks 
a focus on gender diverse people. Importantly, we 
found several articles that were exemplary in terms 
of discerning sex from gender, uplifting the strengths 
of Indigenous peoples and communities, privileging 
community perspectives, and attending to gender 
diversity. Based on the findings of our review, we 
advocate that more research must be conducted in 
this way; using methods that avoid replicating coloni-
alism, promote action, change stories of deficit, and 
build on what we already know about gender, includ-
ing identification as gender diverse, as a critical social 
determinant of health.
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