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Abstract: Indigenous peoples have thrived since time immemorial across North America; however,
over the past three to four generations there has been a marked increase in health disparities amongst
Indigenous peoples versus the general population. Heart disease and mental health issues have
been well documented and appear to be interrelated within Indigenous peoples across Canada.
However, Western medicine has yet to clearly identify the reasons for the increased prevalence of
heart disease and mental health issues and their relationship. In this narrative review, we discuss
how Indigenous perspectives of health and wholistic wellness may provide greater insight into the
connection between heart disease and mental wellbeing within Indigenous peoples and communities
across Canada. We argue that colonization (and its institutions, such as the Indian Residential School
system) and a failure to include or acknowledge traditional Indigenous health and wellness practices
and beliefs within Western medicine have accelerated these health disparities within Indigenous
peoples. We summarize some of the many Indigenous cultural perspectives and wholistic approaches
to heart health and mental wellbeing. Lastly, we provide recommendations that support and wholistic
perspective and Indigenous peoples on their journey of heart health and mental wellbeing.

Keywords: Indigenous; mental health; heart health; cardiac; wholistic wellness

1. Introduction

Since time immemorial, Indigenous peoples have learned to thrive across North
America, attending to wellness through interconnected wholistic practices. Unfortunately,
colonization has disrupted these ways, leading to drastic health disparities between Indige-
nous peoples and non-Indigenous Canadians. Heart disease and mental health illnesses
have been well documented as comorbidities, both of which are experienced by Indige-
nous peoples at higher rates of morbidity and mortality. Western research has yet to fully
elucidate the reasons for the increased rates of heart disease and mental health issues and
their relationship. However, Indigenous perspectives of wellness can provide a distinct
perspective regarding their connection.

This paper is designed to provide a narrative review of the prevalence of heart disease
and mental health issues in Canada. We provide a summary of current literature involving
Indigenous perspectives related to health and wholistic wellness with specific reference
to the importance of incorporating these perspectives when addressing the burden of
heart disease and mental health issues within Indigenous peoples and communities. This
paper recommends that all cardiac health care providers consider the interplay of mental
health and heart disease, particularly within the context of Indigenous perspectives of
heart health and wholistic wellbeing given the prevalence of these health disparities within
this population. This review is designed to improve support for Indigenous heart patients,
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while providing greater insight into wholistic health and wellness. Finally, this paper
offers practical recommendations for improving the health system for the betterment of
Indigenous health and wellness.

2. Positioning the Authors

Positioning or locating the authors/researchers is a common practice within Indige-
nous research methodologies [1,2]. It is a demonstration of our relations and suggests
particular knowledge sets and biases we may hold.

Shannon Field is Métis with roots in the Red River settlement and has mixed European
ancestry. She grew up on the unceded traditional territory of the Musqueam, Squamish,
and Tsleil-Waututh First Nations, also known as Vancouver, and continues to live there as
she completes her Master of Science degree. Her current graduate work is in kinesiology
and Indigenous research methods, and she has also worked in the area of Indigenous health,
research, and cultural safety for over 5 years. She continues to learn about Indigenous
health and wellness under the guidance of Dr. Rosalin Miles and Dr. Darren Warburton
among others in the Indigenous Health and Physical Activity program, including her direct
graduate supervisor, Dr. Shannon Bredin.

Rosalin Miles belongs to Lytton First Nation and is a Nlaka’pamux woman. She cur-
rently resides with the unceded and traditional territory of the Musqueam community. She
has completed her Education, Doctoral Degree, Curriculum and Instruction, specializing in
Exercise Science. She works at the University of British Columbia as a Research Associate
within the Indigenous Health and Physical Activity program.

Darren Warburton is a mixed ancestry scholar who grew up in Treaty 20 Michi Saagiig
(“Mississauge”) Territory and in the traditional territory of the Michi Saagiig (“Missis-
sauge”) and Chippewa Nations, collectively known as the Williams Treaties First Nations.
He currently works, lives, and plays in the traditional, ancestral, and unceded territo-
ries of the Musqueam peoples. His research supports Indigenous self-determination,
empowerment, health, and wellbeing through Indigenous led, co-created, and community-
based approaches.

3. Prevalence of Heart Disease in Canada

Among the top ten chronic conditions experienced by Canadian adults are those
relating to poor heart health, including hypertension (25%) and ischemic heart disease
(8%) [3]. Across Canada, diseases of the heart are the second leading cause of death, with
essential hypertension and hypertensive renal disease, and atherosclerosis among the
top 20 [4]. While comprehensive data is not available for Indigenous peoples in Canada,
existing data does point toward higher prevalence and growing rates of heart diseases,
with data suggesting rates from two to ten times that of other Canadians [5–7]. Indigenous
peoples also have higher rates of risk factors for heart disease including obesity, diabetes,
smoking, physical inactivity, and other cardiovascular disease risk factors [5,7,8]. This
increase in prevalence is due to the lasting effects of colonization (and its institutions, such
as the Indian residential school system). In recognition of these health disparities, one of
the six recommendations in the Canadian Heart Health Strategy and Action Plan (2009),
was to address this “crisis” and to ensure that Indigenous peoples have access to the same
quality of health services as the rest of Canada [9].

4. Prevalence of Mental Health Issues in Canada

Furthermore, in the top ten chronic conditions experienced by Canadian adults, are
those relating to poor mental health, including mood and/or anxiety disorders (13%) and
dementia (8%) [3]. Mental health issues and/or illnesses are characterized by a range of
behaviours, thoughts, and emotions leading to distress or impaired functioning in daily
life [10]. Approximately 20% of the Canadian population are living with a mental health
problem or illness at any given time [10].
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The rates of mental health stability for Indigenous peoples vary from community
to community; however, on average the rates of depression within Indigenous peoples
are twice that of the Canadian average, and suicide rates are two to 11 times higher than
non-Indigenous Canadians [11]. In addition, Indigenous peoples are also subject to higher
rates of poverty, unemployment, housing and food insecurity, and social exclusion and
discrimination, all of which have impacts to mental health [12–14].

5. Heart Disease and Mental Illness as Comorbidities

The prevalence of cardiac disease and mental health issues or illnesses as comorbidities
has been well documented; however, researchers have yet to fully understand their con-
nection [15]. Many correlational studies have demonstrated this connection; for example,
studies have found increased incidences of either heart disease or depression following the
diagnosis of either condition [16]. A meta-analysis looking at patients with heart failure
found that approximately 20% also had depression [15].

Numerous studies have shown a relationship between anxiety and cardiovascular
disease [17]. Anxiety has been shown to increase risk of coronary heart disease independent
of demographic variables, biological risk factors, and health behaviours [18]. In a study
aimed at understanding Indigenous women’s perspectives on heart health, participants
shared that they worried about their heart health, and symptoms like a racing heart
exacerbated this fear—not knowing if it was because of anxiety, an acute cardiac episode,
or both [19].

Other studies have looked at biomarkers, such as allostatic load and hypothalamic-
pituitary-adrenal (HPA) axis activity in relation to heart disease [20,21]. Low socioeconomic
status, racism, and adverse childhood experiences, which are common experiences in
Indigenous populations [14], are all linked to higher allostatic loads [21]; and higher
allostatic load has been linked to various cardiovascular diseases, including ischemic
heart disease and hypertension as well as poorer mental health, including depression
and anxiety [21]. Numerous Indigenous peoples have cited systemic discrimination and
colonization (which are also associated with the above factors) as attributing to their heart
disease [22,23].

HPA axis activity has also been linked to heart health [20]. In a longitudinal study
with healthy adolescents, psychological health was shown to be an important factor in
endothelial function [20]. Anger, depression, and anxiety negatively affected HPA axis
activity, while high self-concept had a positive effect [20]. In a large adult population
study, positive affect has also been associated with a reduced risk of 10-year incident of
cardiovascular disease [24]. While allostatic load and HPA axis activity are characterized by
biomarkers, they have yet to become clear distinguishing factors in disease causation [18].

Moreover, little research has been conducted in Canada with First Nations, Métis,
and Inuit peoples regarding the connection between cardiac disease and mental health.
The high rate of co-occurrence, overlapping risk factors, and the prevalence of these two
medical conditions in Indigenous populations warrants a further consideration into how
and why these two health issues are interconnected, particularly from the perspectives
of Indigenous peoples. Efforts in the prevention and treatment of cardiac disease should
consider mental health factors, more wholistic health perspectives (such as emotional
and spiritual health), and social, political, and environmental factors [25,26]. Importantly,
wholistic perspectives of health have long been held by Indigenous peoples and we have
much to learn from their knowledge.

6. Why Are Indigenous Peoples More Likely to Have These Conditions?

While the incidence of Indigenous peoples having heart disease and mental health
problems is higher than other Canadians, it is important to consider why this is the case.
The biomedical model has typically focused on genetics and “lifestyle” choices, resulting in
blaming Indigenous peoples for their own poor health [26]. However, social determinants
of health, including racism and colonization, can further explain why Indigenous peoples
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have a higher prevalence of these health conditions as well as the risk factors for their
development [25,26].

Colonization has disrupted Indigenous ways of being, including ceremonies, relational
systems, and connections to land that supported the wellbeing of individuals and Nations
for generations. Activities such as hunting, and gathering food and medicines were
interrupted, changing Indigenous peoples’ nutrition, healing, and the traditional physical
activities they had access to and participated in daily [22]. Indigenous peoples were
segregated and had to become dependent on Government rations, and groceries available
in stores that were full of processed and sugary foods [22]. Poor nutritional diets and
physical inactivity are major contributing factors to heart disease and mental health [27,28].

Anand et al. found that First Nations communities with reported greater socioeco-
nomic advantage (such as greater employment, income, and long-term marital partner-
ships), higher proportions of individuals with completed high school education, trust
amongst community members, and high social support had a lower burden of cardiovas-
cular risk factors [29]. They also found that those with difficulty accessing primary care
and prescription medications increased the burden of risk factors and carotid atherosclero-
sis [29]. When comparing their results to a parallel study among non-Indigenous Canadians,
they found that non-Indigenous people scored lower for risk factors, and fewer people
were classified as high risk demonstrating the considerably higher burden of risk factors
in First Nations communities [29]. The lack of access to health care and socioeconomic
discrimination are some of the legacies of colonization [30].

Other legacies include oppressive systems and institutions which have excluded Indige-
nous voices and greatly impacted Indigenous peoples’ health and wellness [22,25,26,31,32].
Numerous Indigenous peoples across Canada have attributed their heart disease to stress,
grief and inter-generational trauma due to oppressive systems [22,23,33]. The trauma
stemming from colonial policies, such as the Indian residential school system that removed
children from their families and placed them into far away institutions, has resulted in
generations of Indigenous people who suffered severe emotional, mental, physical, and
sexual abuse and traumas [26,31,34]. Despite the violence children experienced in residen-
tial schools and the grief over the severance of relationships with family members and
home communities, most children were forced to suppress emotions, leaving them to tend
to their broken hearts in isolation [22,23].

Psychological distress has a strong dose-dependent association with heart attack and
stroke even when confounding variables, including sociodemographic factors, lifestyle
factors, physiological facts and family history, are controlled for [35]. The First Nations
Information Governance Committee, which collects data from First Nation community
members across Canada, found that individuals who attended the Indian residential schools
have much higher rates of diagnosis for heart disease (8.3%) and hypertension (23.0%)
compared to those who had not attended these schools (4.0% and 13.0% respectively) [36].
These statistics demonstrate the detrimental impacts of what these First Nation survivors
experienced and the damaging impacts of these colonial institutions.

Needless to say, it is important to understand the historical and cultural context
in which illnesses such as heart disease and mental health problems arise. Detrimental
social determinants, including racism and discrimination increase the risk burden for
such health conditions for Indigenous peoples [14,26,31,32]. Dr. Moneca Sinclaire has
“shared that any health study concerning Indigenous people today will likely say less about
Indigenous people and more about what happens when you colonize a group of people
for centuries” [25] (p. S151). Her quote speaks to the significant impact colonization has
had on Indigenous peoples, as well as the fact that Western research is typically focused
on health disparities and burden of illness, rather than Indigenous knowledge of health
and wellbeing.
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7. Wholistic Health Models Are Needed to Understand Intersecting Health Conditions
The consideration of the context in which health conditions arise, should include an

examination of models of health in use and whether Indigenous voices are being included.
How we treat illnesses such as heart disease and mental health problems is dictated by
the models of health used, with the biomedical model dominating Western health systems
used across Canada for the last century [37]. This model assumes that disease is the single
underlying cause of all illness, and that health is the absence of disease. However, due to
the inability to explain many relational causes of poor health, including somatic conditions,
many health professionals are looking to other progressive models of health. One popular
example is the biopsychosocial model, which was proposed in 1977 by George Engel [38].
This model acknowledges the influence of psychological and social factors on a patient’s
perception and experience of health [37,38]. The Mental Health Commission of Canada for
one, recognizes that mental health problems and illnesses stem from complex interactions
between social, economic, psychological, and biological factors [10]; these factors intersect
to play a role in other aspects of our overall health and wellbeing.

Indigenous peoples since time immemorial have believed that health centers around
balance and that different aspects of wellness are completely interconnected. Again, while
each Nation has its own unique cultural teachings, typically this wholistic perspective
incorporates four dimensions of wellness, including physical, spiritual, emotional, and
mental, and extends beyond the individual to include family, community, and relationships
with the land [14,39]. Indigenous perspectives and teachings also focus on strength-based
or proactive approaches, which encourages healing and wellness from which ever state a
person is in and based on their inherent wholistic gifts [39].

Although more comprehensive health models have been gaining popularity within
Western health systems, aspects of Indigenous health models continue to be excluded [32].
Indigenous patients and families also continue to feel unheard, disrespected, and experience
blatant racism in the health care system [25,32]. Because of this, numerous Indigenous
health care services have been established to offer culturally safer care [40,41]. The inclusion
of cultural values, customs and beliefs, and traditional healing practices within these
services are central strategies and have produced promising results in patient satisfaction
and health outcomes [41–43].

8. The Link between Heart and Mental Health: Centering Indigenous Perspectives
from across Canada

There are over 50 distinct Indigenous Nations, representing over 600 First Nations com-
munities across what is now called Canada [44]. Each Nation has unique languages, ways
of being, and cultural teachings regarding personhood, spirituality, and the body. However,
amongst this diversity, these Nations typically share common worldviews and ways of
being including the integration of wholistic wellness practices throughout all aspects of life.
These views often include maintaining balance and connection with oneself, family, and
community as it is seen as essential for the wellbeing of Indigenous peoples [14,22,39,45].
This section will further discuss some of the Indigenous cultural views that have been
shared publicly regarding heart health and how this often extends to being healthy in
mind, body, spirit, and having good relationships with others. Before sharing some inter-
pretations from Indigenous peoples, it is important to consider that the English language
can be limiting, lacking the words to fully describe Indigenous conceptions [1]. These are
also short quotes and references that may lack context in their teachings. Please continue
through this section with an open heart and open mind, and know that these concepts go
much deeper than their words.

Many Indigenous peoples believe that the heart has strong cultural meanings, and is
often referred to as being the center and the connection of everything [33,46,47]. In some
Indigenous cultures, such as the Anishinaabe, the strawberry is a symbolic representation of
the heart and is referred to as heart berry; not only because of its shape, but also because of
the vast plant system spreading out with leaves, shoots, and roots similar to how our heart
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uses the circulatory system to connect to all organs in the human body [47]. Moreover, the
heart berry also stands as a reminder of the connection between the body, mind, emotions,
and spirit, and guides in balance among these [47].

Other Indigenous Nations understand the heart to not only be connected to other body
systems, but to operate as a single unit. Musqueam Elder Larry Grant simply articulates
that “the heart and mind function as one” [38]. When asked, Pnnal Jerome in Gesgapegiag
described that there is no word for heart in Mi’kmawi’simk (Mi’gmaq language) but rather
a word that described the whole person, because in Mi’gmaq culture, the heart, mind, and
spirit are not separate [46]. A Cree woman is quoted saying that the heart “is gifted to
every human being at birth by the Creator and is where one’s emotions and intelligence are
derived” [22]. These quotes demonstrate the strong connections between the heart and the
mind within varying Indigenous cultures across Canada.

Like the previous quotes, participant Esther Sanderson from Opaskwayak Cree Nation
(the Pas, Manitoba) shared a reflection on the meaning of her heart recognizing that it has
two functions:

“It is a physical organ that pumps blood through my body, and second is the blood flowing
into my heart that carries my ancestors’ Cree language, ceremonies, songs, values and life
teachings. It is the same blood that has flowed through my ancestors that flows through
me”. [48]

Sanderson’s quote also illustrates the understanding of deep generational ties and our
relations’ contribution to wholistic heart health and personal wellness.

What she describes is often referred to as ‘blood memory’. Blood memory is the ability
to pass down ancestral knowledge, wisdom, and history [49,50]. It extends beyond genetic
inheritance of disease to inheritance of all that makes us well [49]. This also relates to the
seven generations principle. Numerous Indigenous peoples, including Cree First Nations,
believe that our actions influence life for the next seven generations, and therefore we must
act responsibly in consideration of the future of our families and communities [51].

This includes the consideration of our heart health and how we take care of one
another. Eliza Beardy, who is Oji Cree from Wasagamack First Nation, Manitoba, has
emphasized that in order for our children to be healthy, we need to be healthy and heal our
hearts [52]. Not only do we have impact on future generations, but future generations can
make us well too. Virginia McKay who is Saultaux and living in Berens River First Nation,
Manitoba, recognizes her grandchildren as a source of healing for her [53]. In a family
interview, one man’s daughters also shared how they cared for one another during their
grandfather’s struggle with heart disease, making sure everyone had good food to eat and
the social support they needed [54]. They also went to ceremony and prayed for their family
members after their grandfather had passed away [54]. Their father also describes “broken
heart syndrome” which happens when someone with few relationships dies following the
death of a loved one. However, when there are enough relations around, such as children
and grandchildren, then the heart can heal itself and this person can go on to process
grief and live a healthy life [54]. The quotes from these Indigenous peoples discussing
heart health eloquently expresses the wholistic view of how the body’s physical health is
intertwined with mental, emotional, and spiritual wellbeing, and family and community.

9. Improving Heart Health and Mental Health through Wholistic Approaches

The use of wholistic and Indigenous approaches to wellness are recommended to
improve the health outcomes for both heart and mental health patients. Recognizing that
they are commonly existing comorbidities, efforts towards wholistic wellbeing may be
beneficial in prevention and treatment. Cultural approaches within service delivery and
as a form of ‘treatment’ are increasingly being recommended and employed by Indige-
nous communities to repair the trauma of colonialism, oppressive systems, and promote
wholistic well-being amongst its communities [40,43,55]. These recommendations include
creating opportunities to strengthen cultural identity, participate in cultural and traditional
activities, and developing strong connections with family and community.



J. Clin. Med. 2022, 11, 6485 7 of 12

A strong sense of cultural identity is a valuable contributor to mental health and overall
wellbeing [13,56,57]. In a study exploring a culturally responsive, land-based initiative on
the mental health of Indigenous youth, Walker et al. heard that students learned about
their identity from their family, through language, and through school [58]. Furthermore,
that the initiatives, which offered numerous cultural activities specific to their culture,
community, geography, and language, changed the way the youth felt about themselves,
describing that afterwards they felt good with one student quote as saying “I do feel a
change like I feel that my spirit is fed like with goodness” [58]. Snowshoe et al. [59] found
that cultural connectedness including knowledge and association with identity, traditions
and spiritual practices, was a positive contributor to mental wellbeing.

First Nations and Métis people have found that activities, such as traditional arts,
songs, dance, and ceremonies, were beneficial to their overall wholistic wellbeing [56,58].
Indigenous youth who participated in a land-based program said that participating in
cultural activities, like attending ceremony, beading, and listening to pow wow music
benefitted their mental health through grounding and reducing stress [58]. While we
have yet to find literature on the direct connection between cultural connectedness and
reductions in heart disease, the discussed improvements in mental health are likely to also
be associated with positive associations for cardiac health.

Additionally, having access to traditional land is important for hunting and gathering
food and medicines. In turn, this elicits revitalization of storytelling, sharing of teachings,
physical activities, healthy eating, and access to traditional medicines that have kept
Indigenous peoples well since time immemorial. There is a substantial amount of literature
about the benefits of practicing physical activity and healthy eating for both heart health
and mental health [60–62].

However, cultural and traditional activities are not the only ways in which Indigenous
peoples tend to their wellness. First Nations adults and youth noted that (starting from the
highest mode) sleep, diet, happiness, good social supports, reduced stress, and physical
activity contributed to their physical, emotional, mental, and spiritual health [63]. One
study also found that a number of Indigenous women diagnosed with a heart condition
also turned to spiritual health practices (including traditional Indigenous cultural practices
as well as religious practices from Christianity) as a way to treat and heal from their
condition [19]. Indigenous mental health counsellors spoke to their wholistic approaches
citing that they also discussed with their clients the inclusion of cultural practices as well
as health care topics like seeing a medical doctor, diet, and sleep [57].

Indigenous perspectives of health and wellbeing also extend to include family and
community supports [14]. Many Indigenous peoples cite attending family gatherings and
going to ceremony are ways to improve heart health [22,33]. Some Indigenous women
spoke about their relationship with their grandchildren, and how they found them as a
vital component for their healing [22]. Further to this, many women wanted to be healthy
for their grandchildren and mentor them on healthy habits [22]. In many Indigenous
cultures there is a great responsibility and importance placed on caring for future genera-
tions [51]. Many Indigenous peoples also believe that the overall health and wellbeing of
their community and social networks are important contributing factors to their mental
health wellbeing [56,57]. First Nations and Métis participants named social and cultural ac-
tivities as places to build respectful relationships and contribute to supporting one another,
providing a sense of fulfillment [56]. For many Indigenous peoples, their community is
seen as an extension of their individual wellbeing and it is seen as a necessary contributing
factor in wholistic balance and wellness [14,56,57].

10. Recommendations for Improving Cardiac Care for Indigenous Patients

As we come to the end of this article, we would like to leave you with several recom-
mendations for improving cardiac care for Indigenous patients. For one, a level of system
change is needed to allow for Indigenous knowledges, perspectives, and physical bodies to
safely enter the health system [32]. While this may feel out of reach, systems are made up of
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people, and therefore it is individual people who change the system. In acknowledgement
that everyone and anyone can contribute to the vision for a culturally safe health care
system, the First Nations Health Authority in British Columbia started the “it starts with
me” campaign [64]. As health professionals, you have the power to advocate for and create
change to improve health care for Indigenous peoples.

In line with the concept of “it starts with me”, progress towards culturally safe health
care requires a practice of self-reflection including understanding personal and systemic
conditioned biases [64,65]. Understanding cultural differences can be helpful, but the
countless cultural practices and variance in peoples’ knowledge and practice of their own
culture is too great to rely on this knowledge and can lead to poor judgements [65]. Part of
culturally safe practice is humility—the ability to know and accept that we do not always
know the answers or the fact that we could be wrong [65]. Cardiac health care providers
will have to relinquish their expert title, recognizing their patient as the expert in their
own life. Only the patient is truly able to identify and explain the impacts of their identity
and experiences on their wellbeing [65]. The practice of humility is brought forth through
continuous self-reflection, bias-minding, and deep listening and learning from others who
have different perspectives and experiences than you (including your patients).

One of the other key tenets of cultural safety is understanding the history of Canada,
the historical and present-day impacts of colonization, and Indigenous knowledges of this
history. Within this article, you may have come to the understanding that the health dispar-
ities between Indigenous peoples and non-Indigenous Canadians are greatly influenced
by colonization, systemic oppression, and racism. Understanding this context helps us by
situating our patients in broader social and political powers that may have had greater
influence on the development of their heart disease than their individual behaviours. In
combination with the practice of self-reflection and humility, we can dismantle any stereo-
types, assumptions, and blame that are often applied to Indigenous patients and begin
focusing on the quality health care they deserve.

Without this practice of humility, health care providers often make well-intended
treatment suggestions including lifestyle advice, such as diet changes and increasing
physical activity, without realizing the difficulty some patients may have in achieving
these things. Medved et al. [19] spoke with Indigenous women who felt like they were
being controlled and dismissed by their health care providers. It reminded them of times
when they were highly controlled in the Indian residential school system, and the advice
they were given regarding their heart health was irrelevant to them given their competing
priorities and lack of access to the recommended resources.

Consequently, taking the time to listen and learn from your Indigenous heart patients
can go a long way. This active form of listening with care can be considered patient-
centered care, which encompasses relationship building, attentiveness, and empowering
the patient with autonomy in their care decisions and planning [66]. Lee and Lin [66]
found that patients who perceived greater autonomy had higher trust and satisfaction with
their physicians, and that autonomy support was beneficial for mental health, and has the
potential to benefit physical health. In discussion around care planning, let your patient
communicate their priorities and determine what course of action will suite their lifestyle.
Collaborating with your patients and their families will provide better insights on creating
care plans that are meaningful and achievable.

We also recommend asking the patient about how family and community might be
involved in their wellbeing. As discussed earlier in this article, family and community
are important parts of wellbeing [14,39]. Ask the patient about who supports them and
encourage them to continue to surround themselves with family if the patient indicates
they would like their involvement. Including family in care planning conversations means
that they can contribute to the healing of their family member at home.

Have conversations with your patients about their beliefs around heart health and
mental wellbeing. Listening to Indigenous patients can also further your knowledge of In-
digenous cultures and wholistic health perspectives but be mindful that not all Indigenous
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peoples carry or follow traditional knowledge of wellness, nor are they obligated to share
that knowledge with you. Colonial ideologies have left no room for Indigenous knowledge,
healing, or medicines in the Western health care system [22,32]. Though, in the journey
towards reconciliation, many Canadian hospitals are taking on Indigenous health programs
and seeing positive outcomes [67–69]. Therefore, if you patient does share knowledge of
traditional practices, encourage them to continue doing so and incorporate it into the care
plan. If you work in a large health center, find out if there is an Indigenous health team that
can further support Indigenous patients on their journey to a healthy heart.

Incorporating culture into health care planning may achieve better health outcomes
and improve wellbeing [39,56]. Access to culture could be a promising way to improve
mental health and physical health conditions such as heart disease; however, regaining
connection to culture may be a difficult journey, for example, if the patient does not
live close to their community or has lost ties to family due to being placed in foster
care. Medved et al. [19], noted that cultural practices of healing “demands a comprehen-
sive commitment to a way of inhabiting the world that the women said was no longer
accessible to them” (p. 1620). Some participants in their study were even astonished
when the researchers introduced the topic of incorporating Indigenous healing practices.
Medved et al. [19] attribute this shock to the uptake of Western healing practices and forced
distancing of cultural practices throughout colonization. Again, health care providers
should work with patients to discuss their aspirations and what works best for them, as
this may or may not include cultural aspects or ties to community.

Finally, always used a strengths-based approach. Instead of focusing on what not to
do, focus on what patients can do. For example, encourage them to do things that make
them happy and reduce stress rather than focusing on the avoidance of stress-inducing
things. Choose things together with your patient that they can work towards that will
benefit their heart health.

Working towards improving cardiac care for Indigenous patients should include
learning and understanding the context in which health disparities exist, understanding
Indigenous perspectives of health and wellness, and creating deeper relationships with
Indigenous patients to understand their aspirations and needs. In order to reduce health
disparities for Indigenous peoples, including in heart health and mental health, it is im-
perative that Indigenous peoples, knowledges, and ways of being are included in current
health models as legitimate approaches and valued health and wellness practices.

11. Conclusions

While Indigenous peoples may endure higher rates of heart disease and mental health
issues, it is important to understand how the impacts of colonization have created these
disparities and exclusion of Indigenous perspectives and practices within today’s health
care system. Being open to Indigenous knowledge and wholistic perspectives of wellness
would improve health care staff’s understanding as to how certain illnesses may arise at
higher rates for Indigenous patients, such as that as discussed in this paper.

Upon dismantling racial and oppressive barriers and working alongside Indigenous
peoples, we can create a health care system that provides better health and wellness models
for Indigenous peoples that allows them to exercise their right to self-determination. In
turn, this will lead to improved wholistic health and wellness outcomes, reduce the existing
health disparities, and improve the health care for all patients as a result of using strength-
based approaches with family and community.
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