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Abstract

Grounded in human rights approaches, truth and reconciliation commissions (TRCs) explore an 
event or process that did widespread and systematic intentional harm to a group of people. Health as 
a fundamental right is an important component addressed by TRCs. Yet despite TRCs often having 
recommendations for health care systems, it is unknown how well these recommendations are being 
translated within health care settings. Therefore, the overarching purpose of our scoping review was 
to identify academic articles that discussed health care system discourse or responses to TRCs in the 
context of Indigenous Peoples. Our thematic analysis of the included articles identified three main 
themes for health care system responses to TRCs: (1) the acknowledgment of multiple ways of knowing, 
being, and doing in health systems; (2) current interventions as responses within health systems; and 
(3) suggestions for change within health systems. Although a TRC may create a specific road map and 
mandate for health care systems, we found considerable variability in the uptake of these actions across 
institutions. Concerted efforts within and around health care systems and across sectors are therefore 
necessary to achieve large-scale, meaningful change for Indigenous Peoples post-TRCs and to maintain 
accountability as a foundational human rights principle.
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Introduction

Grounded in human rights approaches, truth and 
reconciliation commissions (TRCs) create plat-
forms and space to explore an event or process that 
did widespread and systematic intentional harm 
to a group of people from human rights violations. 
Typically established at the national level by a gov-
erning body, TRCs are an opportunity to uncover, 
explore, and acknowledge wrongdoings in a specif-
ic context. TRCs have been established for various 
reasons and have become increasingly common in 
certain regions around the globe that have faced 
political strife.1 

TRCs are very relevant to Indigenous Peoples 
due to many nationwide policies and practices 
having systematically worked against Indigenous 
Peoples’ health and well-being in countries such as 
the United States and Canada. The “truth” portion 
of TRCs explores history and seeks to uncover pre-
vious wrongdoings, and the “reconciliation” part of 
TRCs focuses on healing and moving forward. For 
example, in 2015, born out of the Indian Residen-
tial Schools Settlement Agreement, the Truth and 
Reconciliation Commission of Canada reported 
its findings on the injustices done to Indigenous 
Peoples within Canada, particularly within the res-
idential school system.2 The commission detailed a 
way forward, with seven “calls to action” specific to 
health.3 Other TRCs specific to Indigenous Peoples 
include the recent commissions established within 
the Nordic countries of Sweden, Finland, and Nor-
way seeking a path forward for reconciliation with 
Sámi Peoples.4 The state of Victoria in Australia 
has also been active in TRC efforts since 2020, and 
the state of Maine in the United States established 
a TRC in 2012.5 While some TRCs, such as in Cana-
da, are born out of legal settlements at the national 
or international level, others, such as those in the 
Nordic region, have been more inspired by social 
and political movements.6 Although these commis-
sions may not be focused solely on health, the need 
for healing has been deeply embedded in many of 
their processes. 

Nations must recognize the human rights vio-
lations that have occurred due to colonization and 

the harm it has caused to Indigenous Peoples and 
their health.7 The TRC process may be one pathway 
to accountability and may act as an impetus for 
health care systems to uphold human rights. The 
World Health Organization recognizes the right to 
health for all peoples, without discrimination, via 
services that are culturally acceptable, yet it is cur-
rently unclear how TRCs may help fulfill this right. 
That said, TRCs may be an effective mechanism for 
beginning the process of healing within commu-
nities and reversing the complex health disparities 
that are present within Indigenous communities 
globally by creating guidance around how to ful-
fill the human right to health within health care 
systems.8 

Despite TRCs (both established and in 
progress) often having provisions for health care 
systems, it is unknown the extent to which TRCs’ 
recommendations are applied to health care set-
tings.9 There has been no widespread examination 
of TRCs’ involvement in health care, particularly 
in the context of Indigenous health. Therefore, the 
overarching purpose of our scoping review was to 
identify academic articles that discuss health care 
system discourse or responses to TRCs interna-
tionally in the context of Indigenous Peoples. The 
specific objectives of our review were to identify 
specific health system responses to TRCs in the 
context of Indigenous health, as well as any current 
recommendations, gaps, and ongoing discussions.

Positionality

“Nothing about us, without us” is an increasingly 
applied concept in academic writing.10 Given this, 
it is best practice to ensure that authors, when 
writing by or about Indigenous Peoples, position 
themselves in relation to the work.11 The first author 
of this paper (SL) is of settler descent participat-
ing as an ally in this work and is currently based 
in the United States. The second author (CSB) is a 
member of the Oglala Sioux Tribe and is currently 
based in the United States. The third author (DO) 
is of settler descent participating in this work as a 
medical research librarian and ally and is currently 
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based in the United States. The senior author (NR) 
is an Indigenous health scholar and a member the 
Deninu K’ue First Nation and is currently based in 
Canada.

Methods

Overall design
This scoping review follows the framework devel-
oped by Hilary Arksey and Lisa O’Malley, further 
refined by Micah Peters et al.12 The search process 
was co-created with a medical research librarian 
(DO) and conducted systematically. A protocol was 
published within the Open Science Framework on 
September 30, 2022.13 The PRISMA-ScR extension 
was used for ensuring appropriate reporting stan-
dards for scoping reviews.14 Our specific research 
question for this review was, What health care sys-
tem discourse or responses exist as a result of truth 
and reconciliation commissions in the context of 
Indigenous Peoples?

Eligibility criteria, procedures, and search terms
We searched the following electronic databases 
using Boolean phrases and key terms to identify 
relevant studies: PubMed, Embase (Elsevier), CI-
NAHL (EBSCO), Web of Science (Clarivate), and 
Academic Search Ultimate (EBSCO). Our specific 
search terms varied by database and represented 
combinations of the terms “truth commission,” 
“truth and reconciliation,” “health,” “medicine,” 
“wellness,” “primary care,” “emergency care,” 
“tertiary care,” “hospital,” and “clinic” (see Table 
1 for an example search strategy and Appendix 
A—available from the authors—for the full search 
strategy). We then searched Google Scholar by re-
viewing the first two pages, and then subsequently 
screened the next set of two pages until no article 
titles within our inclusion criteria were found. 

We then completed manual searches for relevant 
articles in the iPortal Indigenous Studies Portal, 
Native Health Database, International Journal of 
Indigenous Health, International Indigenous Policy 
Journal, Turtle Island Journal of Indigenous Health, 
and Journal of Indigenous Wellbeing-Te Mauri 
Pimatisiwin. We also searched the reference lists of 
key articles to further identify relevant articles. All 
articles identified as part of the search strategy were 
transferred into Covidence review software (v2721 
a9510157) to facilitate the selection process.

Article screening
For the purposes of article selection, we defined a 
health care system as any system, program, or field 
that influences the delivery of health care. In this 
light, we included academic articles that discussed 
health system discourse or responses to TRCs that 
related specifically to Indigenous Peoples. Articles 
had to therefore mention both TRCs and an aspect 
of health care systems, as well as to have a focus 
on Indigenous Peoples. We included articles if they 
were published after the establishment of a TRC 
process or as a direct result. For the purposes of this 
review, we utilized the United Nations system’s un-
derstanding of Indigenous Peoples, which is based 
on the following characteristics: 

self-identification as [I]ndigenous [P]eoples at the 
individual level and accepted by the community 
as their member; historical continuity with pre-
colonial and/or pre-settler societies; strong link 
to territories and surrounding natural resources; 
distinct social, economic or political systems; 
distinct language, culture and beliefs; form non-
dominant groups of society; resolve to maintain and 
reproduce their ancestral environments and systems 
as distinctive peoples and communities.15 

We included only those articles written in English, 
with no limits on the date of publication. There 

Database Search terms
Academic Search Ultimate (DE “truth commissions” OR “truth and reconciliation” OR “truth commission”) AND ((DE “health”) AND 

(DE “medicine”) OR health OR medicine OR medical OR wellness OR “primary care” OR “emergency care” OR 
“tertiary care” OR hospital OR clinic)

Table 1. Example search strategy
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were no restrictions on article type as long as it was 
published in an academic journal.

For our scoping review, we engaged a two-
stage article review process. The title and abstract 
screening stage included 100% double screening by 
two independent reviewers (SL and CSB). A third 
reviewer (NR) was brought in whenever there were 
cases of discrepancies, which were subsequently re-
solved by discussion. The full-text screening stage 
was completed 100% by one reviewer (SL), with 
a 25% double screening process (CSB) to ensure 
consistency, and a third reviewer (NR) brought 
in for any discrepancies, which were resolved by 
discussion.

Data characterization, summary, and synthesis
We extracted data from the relevant articles and 
charted them in Excel 365. These data included 
general article information, type of article, level 
or sector of health care, rural or urban setting (if 
known), geographic location, specific Indigenous 
population (if specified), and name of the TRC or 
truth commission involved. We uploaded included 
articles to NVivo software for the coding process. 
Articles were coded for commission responses and 
contexts via an inductive process to identify themes 
through thematic analysis as described by Virginia 
Braun and Victoria Clarke.16 We tracked the stages 
of coding through analytic folders while refining, 
defining, and naming the themes. We had one 
author (SL) carry out the preliminary coding, and 
we brought in a second author (NR) for discussion 
and coding audit that led to ongoing refining of the 
codes and themes.

Results

Of the 906 articles imported for screening, 48 
met the inclusion criteria (see Figure 1). Despite 
our search strategy being globally inclusive (i.e., 
no limitations on region), all 48 articles were in 
response to the Truth and Reconciliation Commis-
sion of Canada. The included articles represented 
many different health system professional fields, 
including occupational therapy, nursing, and phys-
iotherapy, as well as varied sub-specialties. Some of 

the included articles focused on health care delivery 
more broadly, such as in the primary care setting. 
Additional articles addressed the larger health care 
systems in place that include hospital systems, 
policies, and interdisciplinary collaboration. The 
majority of the included articles were published rel-
atively recently, with the oldest article dating back 
to 2016 (see Figure 2). (Appendix B, available from 
the authors, provides the full data extraction for all 
included articles.)

TRC responses
Our thematic analysis identified three main 
themes for health care system responses to TRCs 
in the reviewed literature: (1) the acknowledgment 
of multiple ways of knowing, being, and doing in 
health systems; (2) current interventions as re-
sponses within health systems; and (3) suggestions 
for change within health systems, which itself had 
seven sub-themes (see Table 2).

The acknowledgment of multiple ways of 
knowing, being, and doing in health systems
Health care services in Canada are currently cre-
ated and maintained by a Euro-Western system 
that many articles challenged as not adequately 
serving Indigenous Peoples. To move forward in 
enacting truth and reconciliation in health care, 
seven articles stated that fundamental assump-
tions and understandings about health care must 
be evaluated from, and more integrated with, an 
Indigenous perspective (i.e., one that acknowledges 
explicitly multiple ways of knowing, being, and 
doing).17 Some articles discussed epistemic racism 
within the system, which is “the privileging of one 
knowledge system over another.”18 Authors from 
one article highlighted the Euro-Western-dominat-
ed worldview in health care, where colonialism and 
structural racism remain ingrained: “entrenched 
structural racism persists and, we believe, impedes 
meaningful application of cultural safety and hu-
mility across the human service sector … chaotic 
emergency rooms are built upon colonial adminis-
trative systems.”19

Additionally, an evaluation of the client-cen-
tered enablement model was found to not be 
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appropriate in Indigenous contexts because “the 
model itself is developed within a colonial, Eu-
rocentric context.”20 Better acknowledgment of 
multiple ways of being (i.e., moving away from 
colonial systems) lies in what they call “micro 
reconciliation,” which builds on cultural safety to 
shape everyday interactions to better reflect overall 
reconciliation efforts.21 Micro reconciliation is to be 
implemented at a systems level with “administrative 
and practitioner levels of engagement.”22 Another 
article argued that quality health care delivery for 
Indigenous Peoples in Canada is dependent on 
both individual and institutional reflection and 
change.23

Dominique Fijal and Brenda Beagan created a 
new theory based on the established “Two-Eyed See-
ing” approach (“the gift of multiple perspectives”) 
that incorporates balance, spirituality, commu-
nity, and meaning in order to address the need 
for a better health system response to the TRC.24 
Another form of health system response pro-
posed was to platform “epistemic pluralism” (i.e., 
acknowledging multiple ways of knowing) where 
dialogue and mutual understanding exist between 

Western evidence-based practice and Indigenous 
healing practices to better provide appropriate 
care.25 One example of epistemic pluralism in prac-
tice was embodied in a qualitative study in which 
the First Nations individuals interviewed called 
for the increased integration of traditional heal-
ing practices in the health care system, including 
destigmatization, collaboration, the application of 
practices, and funding.26 An article in the field of 
occupational therapy further identified the need for 
incorporating epistemic pluralism into their prac-
tice, stating that “Canadian occupational therapists 
working with Indigenous Peoples are armed with 
models of practice that do not reflect Indigenous 
perspectives.”27 Article authors generally found that 
epistemic pluralism, through micro reconciliation 
and the adoption of theoretical approaches in oper-
ations, such as Two-Eyed Seeing, is needed as part 
of the reconciliation process.

Current interventions as responses within health 
systems 
Fourteen of the included articles discussed current 
interventions or strategies that exist in response to 

Figure 1. Adapted PRISMA flow chart
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Figure 2. Dates of publication of the included articles

the TRC, some seeking to respond directly to the 
TRC’s calls to action.28 For example, one identified 
program hired Elders as allied health professionals, 
while another incorporated Elders in primary care 
teams and direct patient care.29 Another project 
used a “Two Row Wampum” approach to further 
tuberculosis programming as part of a broader 
human rights effort to promote health outcomes 
for Indigenous communities within the Canadian 
prairies.30 The “Wellness Wheel” clinics addition-
ally used a unique hub-and-spoke model to serve 
remote communities in a culturally safe way.31

Many programs featured traditional healing 
options within the clinical setting, such as creating 
space in a hospital to hold ceremonies, for smudg-
ing, or to meet with healers, as well as ensuring 
that other forms of cultural supports are avail-
able.32 The Nîsohkamâtowak program specifically 
integrates Indigenous practices and perspectives 
to serve those seeking kidney care in northern 
Saskatchewan via a partnership with First Nations 
and Metis Health Services.33 Other approaches for 
diabetes trauma-informed care have emerged via 
guidance from Elders and Indigenous Peoples.34 To 
better understand and plan how to integrate tra-
ditional practices within health care, a video and 

discussion guide was created by the intercultural 
Online Health Network at the University of British 
Columbia.35

Aside from programmatic-level activities 
and efforts, systems-level interventions have been 
identified as a response to the TRC within health 
systems. For example, the First Nations Health Au-
thority was established in 2013 and was a significant 
transformation of the health governance structure 
toward self-determination that emulated the TRC 
recommendations that were concurrently in pro-
cess at the time.36

Suggestions for change within health systems 
Forty-seven articles presented various suggestions 
for change within health systems. More specifically, 
many of the included articles in this section outlined 
suggestions or recommendations for how to im-
plement the TRC calls to action in the health care 
system. Notably, the need for cultural safety training 
was referenced in 27 out of the 48 articles. In addition, 
15 of the 47 articles called for some recognition or 
incorporation of Indigenous knowledges or healing 
practices in the health care setting. There were seven 
associated sub-themes identified under this theme of 
“suggestions for change,” as discussed below.
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Individual-level TRC responses. Responses to the 
TRC in the health care setting can occur at several 
levels. At the individual level, many articles recog-
nized that individual health care providers have a 
responsibility to engage with reconciliation.37 There 
were calls for health professionals, especially those 
in leadership positions, to personally read, under-
stand, and engage with the TRC report directly.38 
Caroline Tait, William Mussel, and Robert Henry 
wrote, “recognizing what aspects of the TRC’s 
Calls to Action are in one’s own personal power to 
put into practice begins a process of challenging 
systems that underlie settler colonialism.”39 Some 
articles suggested that once professionals are famil-
iar with the TRC and its calls to action, they in turn 
can bring about discussion in their respective or-
ganizations and sectors.40 These actions were stated 
to be imperative because “a renewed commitment 
and concrete steps are needed by non-Indigenous 
leaders and allies to support this decolonizing work 
so that it does not fall solely upon First Nations, 
Inuit, and Metis Peoples.”41 Overall, many of the 
articles called on Indigenous and non-Indigenous 
health professionals to be personally engaged in the 
reconciliation processes.

Cultural safety integration across health systems. 
One of the most frequently cited elements for 

change was through culturally safe practices and 
training within health systems.42 The TRC calls 
to action specifically refer to the provision of “cul-
tural competency” training; however, most of the 
articles within this section advocated for “cultural 
safety training” instead, with a focus on “power 
imbalances that characterize encounters in clinical 
settings.”43 In this regard, many articles called for 
cultural safety training that contextualizes In-
digenous health within the understanding of past 
and ongoing colonization.44 Colonization must be 
understood as one of the “upstream causes of poor 
health,” and “the need for health care providers to 
understand how colonization affects the health and 
wellbeing of Indigenous [P]eople is compulsory.”45

Cultural safety modules that have been estab-
lished may differ across organizations. For example, 
one study evaluated the “Indigenous relationship 
and cultural safety” courses in nursing as an effec-
tive way to gain knowledge and skills.46 Not only 
did the online course increase users’ knowledge, 
but users also reported the ability to apply that 
knowledge in practice. Another article, however, 
emphasized that cultural safety as a model was 
an important step, yet it may not be enough with-
out considering how to fully revise mainstream 
Western models while “honouring our past and 
reconciling with history.”47

Themes Sub-themes

The acknowledgment of multiple ways of knowing, being, and 
doing in health systems

N/A

Current interventions as responses within health systems N/A

Suggestions for change within health systems Individual-level TRC responses

Cultural safety integration across health systems

Inclusion and belonging of Indigenous healing practices

More Indigenous health professionals and leadership

Respectful partnerships

Indigenous strengths-based approaches

  Collective and systemic institutional responses

Table 2. Main themes and sub-themes identified in the scoping review
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Inclusion and belonging of Indigenous healing 
practices. Colonization has enabled the suppres-
sion and stigmatization of Indigenous knowledge 
systems, structures, and healing practices. The 
TRC calls to action specifically reference the need 
to return to Indigenous healing traditions as part 
of the reconciliation process.48 Bringing Indigenous 
cultural practices and wellness concepts into care 
delivery has been shown to improve mental health, 
and there were calls in some of the articles to ex-
pand these offerings within health care settings.49 
For example, Indigenous patients have vocalized 
the desire for increased culturally appropriate ser-
vices that may include Elders and healers.50 With 
this, the integration of Elders in health care settings 
has been shown to be a successful approach as a 
response to the TRC calls to action.51

A survey of rheumatologists across Canada 
found that they generally support the integration 
of Indigenous healing practices.52 However, Logan 
emphasized that while physicians generally seemed 
open to a differing worldview, “it is important for 
physicians not to judge, nor to simply learn about 
Indigenous healing practices, but rather to create 
space for these practices as an act of reconcilia-
tion.”53 To consider the bridging of Western health 
systems with Indigenous healing practices, it is 
important that Indigenous healing practices be 
truly respected.54 Definitions of health and wellness 
should also be adapted to Indigenous perspectives, 
while addressing misconceptions about traditional 
healing.55 The recognition of the importance of In-
digenous healing methods must occur because “in 
reality, many … [First Nations P]eople are already 
making these choices to apply traditional healing 
for their wellbeing,” and there are consistent calls 
for ensuring a collaborative approach to care.56

More Indigenous health professionals and lead-
ership. The TRC calls to action advocate for an 
increase in Indigenous health professionals and 
health system leaders. Many articles noted that In-
digenous health professionals and leaders can help 
provide culturally safe and appropriate care as well 
as assist organizations in creating systems to do the 
same.57 The recruitment and retention of Indigenous 

health care workers are also stated to be important, 
in addition to actually listening to their guidance.58 
These elements (i.e., increasing, retaining, and 
listening to Indigenous health professionals) must 
occur in tandem. While increasing the recruitment 
and retention of Indigenous health professionals is 
important, systems must also work to ensure safe 
spaces, inclusion, belonging, and therefore effective 
care for Indigenous and all patients.59

In general, Indigenous leadership was noted 
to be an important factor in instigating changes in 
health care systems. This change was not only in 
the case of Indigenous health professionals serving 
clients directly, but also in cases where Indigenous 
leaders were active decision-makers and policy 
makers within the health system.60 Indigenous 
health system leaders can help integrate Indigenous 
perspectives in decision-making, “rather than pre-
serving norms of colonial control.”61

Respectful partnerships. Directed by Indigenous 
leadership, partnerships were emphasized in many 
of the included articles as fundamental to health 
systems change.62 Partnerships should be con-
ducted with special attention to ground them “in 
Indigenous collaborative approaches such as Two-
Eyed Seeing and Ethical Space … mutual trust, 
respect, equality, and collaboration for respectful 
interactions of differing ways of knowing.”63 As an 
example, Alberta Health Services established an 
Indigenous Health Core Committee, which was a 
55-member network that supported the creation of 
guiding principles and strategic directions.64 Other 
partnerships were for tuberculosis care based in the 
spirit of the Two Row Wampum belt, and the Well-
ness Wheel Mobile Outreach clinic.65 Collaborating 
systems are particularly important in remote areas 
of service, which is reflected in the Wellness Wheel 
model.66

An article by John O’Neil et al. discussed the 
development of partnerships as key to systems and 
governance changes. The authors noted that part-
nerships need “to be enabled by administrative and 
structural changes within and between partners 
to align with commitments” and that “reciprocal 
accountability requires each partner to effectively 
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position themselves and build their capacity to 
support shared commitments.”67 They found the 
formation of individual and personal relationships 
to be important in facilitating and building institu-
tional relationships and noted that those delivering 
health services must be part of the partnership 
process and implementation.68

Indigenous strengths-based approaches. As health 
systems consider adopting changes to better meet 
the needs of Indigenous communities in response 
to the TRC, there were consistent calls within the 
included articles for strengths-based approaches 
that not only recognize the importance of tradi-
tional and Indigenous knowledges and practice but 
also acknowledge the strengths of the communities 
and individuals they serve.69 Health system chang-
es should acknowledge and bolster the strengths 
within Indigenous communities instead of perpet-
uating a deficit-based lens. As noted by one article, 
“We are recommending a shift away from deficit, 
disease, and disparity approaches to investigation 
which locate the problem in the individual and in-
stead, move towards locating areas of improvement 
at a larger, systems level, with a strengths-based lens 
to achieve health equity.”70 Such initiatives must be 
guided by self-determination given that Indigenous 
communities already host resilience and innovative 
leadership within them.71

Collective and systemic institutional responses. 
Institutional and system-level responses were sug-
gested as fundamental to the TRC process for health 
system change. Any institutional change process was 
noted, however, to require “dedicated human, mate-
rial, and financial resources.”72 One suggestion was 
that “accountability processes such as accreditation 
and quality reviews for hospitals and institutions 
must include metrics for Indigenous health equity 
and reconciliation” at the systems level.73

One article noted specific actions that lead-
ers in the health care system should take to shift 
institutional response.74 The article suggested 
incorporating TRC discussions into regular 
meetings and strategic planning; partnering with 
other organizations interested in the same work; 

and importantly, being mindful not to overburden 
“First Nations, Metis, and Inuit employees with the 
responsibility to move Truth and Reconciliation 
forward” in their organizations.75 Overall, the 
included articles made it clear that system-level 
changes would require in-depth reflection and en-
gagement, with respect for and deep involvement 
of Indigenous perspectives. It was suggested that 
models of care be broadened to include health pro-
motion and disease prevention, with attention on 
the social determinants of health and the impacts 
of colonization at the community level.76 One addi-
tional suggestion for a TRC-inspired health system 
change was a movement toward increased infra-
structure at the national level to create a “centre of 
excellence committed to Indigenous PHC [primary 
health care] to strategically frame clinical services 
within a population health approach” as an exem-
plar for other health system stakeholders.77

Discussion

This scoping review sought to identify health sys-
tem responses to TRCs in the context of Indigenous 
health, as well as any current recommendations and 
discussions. We identified three main themes: (1) 
the acknowledgment of multiple ways of knowing, 
being, and doing in health systems; (2) current in-
terventions as responses within health systems; and 
(3) suggestions for change within health systems. 
Notably, Canada was the only TRC represented in 
the health care systems literature in this review. 
Though several other national and subnational 
governments are working on their unique TRC 
processes, there is little formal scholarship exam-
ining these processes. This gap in the literature 
highlights the need for increasing discussion and 
transparency around TRC dialogue and implemen-
tation effects for Indigenous Peoples globally.

Overall, we identified a broad range of health 
care system responses to the TRC in Canada. Many 
of the suggested responses highlighted a need 
for balance between individual, relational, and 
institutional responsibility and action for overall 
change. Many of the articles noted the importance 
of individual health care professionals and leaders 
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personally investing in reconciliation efforts. Chal-
lenging personal assumptions and beliefs was a 
central tenet to transformation through processes 
such as mandated cultural safety training. Leaders 
and those engaged in providing direct care must be 
active participants in this work to propel policies 
and changes. The incorporation of Indigenous 
knowledges and healing traditions must be central 
to the TRC process for health care institutions. The 
spirit of reconciliation is not just one of apology 
and subsequent maintenance of the status quo. In-
stead, it is an inspiration and mandate to instigate 
great change to promote human rights, equity, and 
justice for the health of all peoples.

The articles presented many current and on-
going challenges of responding to the TRC in the 
Canadian health care system. At an individual 
level, there may continue to be a lack of recognition 
of the need for changes. For example, “as physi-
cians, we may perpetuate health inequities through 
ignorance about colonial determinants of health, 
ignoring our role in perpetuating power imbalanc-
es, complicity in institutional racism, and failing to 
question paternalistic models of care.”78 Physicians, 
while often open to change, may still be hesitant 
to incorporate Indigenous healing practices in 
their care plans in cooperation with Indigenous 
healers. One article noted that “they would only do 
so if the practices were tested and shown to fulfill 
their western paradigm of understanding.”79 This 
perspective is consistent with findings from other 
scholarship in this area.80 The concepts of healing 
and wellness often remain different for Western 
practitioners and their Indigenous patients, with 
sometimes very different goals.81 These differing 
conceptualizations of care echo a similar concern 
found in an article investigating nurses’ cultural 
competency, where many respondents were overly 
confident in their knowledge, signifying a knowl-
edge gap.82 Regarding individuals being agents for 
change in responding to the TRC, personal percep-
tions are a potential barrier overall. Some health 
professionals and leaders may not know where to 
begin or how to approach implementing the TRC 
recommendations due to the lack of discourse 
and understanding within their respective fields.83 

Additionally, the length and depth of attention and 
investment needed from individual professionals 
and leaders can be a challenge to accomplish the 
suggested action of understanding colonial histo-
ries and their implications for health inequities.84

The health care system serving Indigenous 
communities is being called to decolonize, yet there 
are little to no real indicators (policy or otherwise) 
that this is in process or is being taken seriously by 
high-level operational mechanisms. In this regard, 
there were noted gaps in accountability mecha-
nisms for the uptake of the calls to action across the 
included articles. Accountability is a foundational 
principle of human rights and must be included in 
TRC efforts. For example, very few articles noted 
health system indicators to assess for measured 
changes in meeting the TRC calls to action. There 
is thus a need for better discussion, research, and 
action to further develop, in collaboration with In-
digenous communities, quality indicators that can 
track how health systems are meeting their TRC 
objectives. Without specific and detailed account-
ability measures in place, it is difficult to ensure 
that health systems are meeting their TRC com-
mitments. Health systems attempting to meet TRC 
commitments are further strained by concerns 
about whose interests—those of the health system 
or those of Indigenous Peoples—reconciliation is 
really serving. Overall accountability is important 
to measure actionable change, as apologies are 
often currently framed as being the beginning of 
reconciliation, yet they are “often where actions 
stop.”85 Given this, partnerships for change are 
often “more challenging in light of the negative 
legacy of relationships between First Nations and 
federal and provincial governments, as well as the 
broader scope required to acknowledge the needs 
of many partners, which further impacts the ca-
pacity to deliver in a timely manner and endangers 
legitimacy.”86

Although the need for systemic change was 
highlighted in some of the articles, the articles 
pointed to a general gap in specific policy actions 
at a systems level. One article noted how current 
changes lack “a sustained approach that allows 
resourcing to implement, evaluate, and eventually 
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innovate models.”87 While solutions such as cultur-
al safety trainings are important, “more is needed 
to achieve a system-level course correction.”88 The 
health care system generally does not seem to have 
a strong, cohesive, and active approach for systemic 
change; however, this could be due to a complete 
lack of investigation into related TRC system-level 
approaches. Some articles did recognize that it is 
difficult to “examine, identify, and modify policy 
and standards of practice that either obviously or 
inadvertently foster inequitable health care and 
health outcomes for Indigenous People.”89

Lastly, articles emphasized the importance of 
addressing histories and contexts that shape health 
statuses. Current movements toward health equity 
for Indigenous Peoples may remain entrenched 
in Western and colonial paradigms that will not 
change the actual status of health. For example, one 
article stated that “reconciliation as a state approach 
that claims to take up structural violence in fact 
entrenches settler-colonial biogovernance through 
its technologies of chronic disease management.”90 
The current focus on individuals “rather than so-
cietal, economic, and political contexts, further 
exacerbates health impacts.”91 Acknowledgment of 
and action on the wider Indigenous determinants 
of health—with a clear understanding of historical 
and contemporary colonial contexts—are necessary 
to implement effective practice and accountability, 
while creating health system change in the context 
of the TRC calls to action.92 It must be addition-
ally noted, however, that while TRCs provide an 
authoritative process and vehicle by which health 
care systems can engage with reconciliation, they 
may not be a necessary precondition. 

Given the dominance of articles from Cana-
da, the country may provide a unique TRC model 
for other nations to reflect on in terms of how to 
move forward in creating a health care system that 
considers culturally appropriate care as a human 
right. Caution is still advised, however, given the 
lack of accountability metrics associated within the 
included articles, which makes it difficult to assume 
overall effectiveness within the Canadian context. 
Indigenous Peoples in Canada still face substantial 
health inequities and human rights violations.93 

Even if improvements have been made since the 
TRC was created in Canada, these have not been 
adequately qualified within health systems at the 
national level to make any firm statements of effi-
cacy. Regardless, the literature out of Canada may 
imply the importance of a formal TRC in bringing 
about discourse and change toward health equity 
and reconciliation. 

Limitations
Since this review sought to understand the aca-
demic discourse on the topic, we did not include 
government or health system documents that 
may further explore the implementation of TRC 
recommendations in public and private arenas. 
Future work on this topic should therefore seek to 
review the gray literature to assess any additional 
elements focusing specifically on TRC accountabil-
ity measures that may be in place outside of the 
academic literature. Additionally, while this re-
view intended to gather international data, all the 
articles that we found were within the Canadian 
context. This could have been due to our being able 
to review only English-language articles. Therefore, 
generalizing to other countries and contexts may 
be difficult. Additional work should be done to 
further this review to other languages to increase 
the potential breadth of information on how varied 
health systems may be responding to TRCs or truth 
commissions in their respective contexts. Future 
research is also needed to better understand the 
connection between the role of TRCs, health care 
system changes, and social movements.

Conclusion

While the calls to action of the TRC in Canada 
created a specific road map and mandate for the 
health care system in Canada, “there is consid-
erable variability in the uptake of these actions 
across institutions.”94 Concerted efforts within and 
around the health care system and across sectors 
must take place to have large-scale, meaningful 
change for Indigenous Peoples. Such system-level 
efforts, however, may be undermined by the frame-
works in which they are conceived. Therefore, there 
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is a strong need for fundamental decolonization 
and the centering of Indigenous Peoples and their 
perspectives, with both elements being imperative 
to all continued health care responses to the TRC.
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