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ABSTRACT
Colonial policies and practices have introduced 
significant health challenges for Indigenous populations 
in commonwealth countries. Health systems and models 
of care were shaped for dominant society, and were 
not contextualised for Indigenous communities nor with 
provision of Indigenous cultural approaches to maintain 
health and wellness. Shifts to support Indigenous health 
outcomes have been challenged by debate on identifying 
which system and service components are to be included, 
implementation approaches, the lack of contextualised 
evaluation of implemented models to justify financial 
investments, but most importantly lack of effort in ensuring 
equity and participation by affected communities to uphold 
Indigenous rights to health. Prioritising the involvement, 
collaboration and empowerment of Indigenous 
communities and leadership are critical to successful 
transformation of healthcare in Indigenous communities. 
Locally determined priorities and solutions can be enacted 
to meet community and individual needs, and advance 
health attainment. In this paper, existing successful and 
sustainable models that demonstrate the empowerment 
of Indigenous peoples and communities in advocating 
for, designing, delivering and leading health and wellness 
supports are shared.

INTRODUCTION
While refraining from imposing a defini-
tion, the United Nations recognises Indige-
nous peoples as those who self- identify and 
are accepted by their community as their 
member, with this community having histor-
ical continuity to precolonial and/or preset-
tler societies, with distinct cultural practices 
and social, economic and political systems.1 
Health systems in communities prior to 
contact were robust.2–4 Regardless of global 
location, oral history supports a thriving 
population with longevity and a wholistic view 
of health. Communities were upheld with 
traditional roles to support health and strong 
principles of care and responsibility for each 
member prevailed.

These health systems were dismantled 
through colonial and imperial governmental 
action.5 In commonwealth countries such as 
Canada, the USA, Australia and New Zealand, 
Indigenous peoples were subjected to systems 
and models of care shaped for dominant 
society, which were not contextualised for 
remote communities and with the exclusion of 
Indigenous cultural approaches. The existing 
healthcare systems are heavily oriented to 
servicing acute illness, leaving management 
of chronic conditions to be addressed once 
established or when complications occur,6 
and with minimal focus on broader concepts 
of preventive services and health mainte-
nance. Compensation models for facili-
ties and providers in health systems do not 
support quality care, complex care provision 
or services beyond a biomedical approach, 
which are necessary to address inequities in 
social determinants of health. Health institu-
tions may strive to provide culturally safe care 
environments which are free of racism and 
stereotyping and which respect Indigenous 
patient identity,7 but for the most part fail to 
resource the needed initiatives in processes 
and staff to do so effectively.8 Several exam-
ples of discrimination and racism have been 

Summary box

 ► Current health system structures and approaches 
are insufficient to resolve health inequities experi-
enced by Indigenous populations.

 ► Indigenous rights to health and regaining self- 
determination over all aspects of decision- making 
and service delivery are overarching needs in health 
system and service transformation.

 ► Indigenous leadership, community and individu-
al empowerment is a priority for ensuring there is 
culturally relevant development, implementation and 
evaluation of health system structures and service 
delivery.
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compiled, with severe consequences of harm and death 
to Indigenous patients.9

The right to resolve these inequities through Indigenous 
self- determination, development and administration of 
health programmes, and maintaining the right to access 
mainstream social and health services without discrimi-
nation was declared by the United Nations.10 Upholding 
these rights requires significant transformation of health 
systems, services and individual providers, which will only 
be accomplished by demonstrating allyship with Indige-
nous leaders, communities and individuals. Prioritising 
the involvement, collaboration and empowerment of 
Indigenous communities and leadership are critical to 
successful transformation of healthcare in Indigenous 
communities. Locally determined priorities and solutions 
can be enacted to meet community and individual needs, 
and advance health attainment. This Practice contribu-
tion will introduce community engagement principles, 
and then relate examples of health system, health service 
and promotion programmes, and provider approaches 
that have successfully embodied these principles to work 
in partnership with and empower Indigenous communi-
ties to attain health and wellness.

COMMUNITY ENGAGEMENT PRINCIPLES SUPPORTING 
EMPOWERMENT
Frameworks from the public engagement literature 
conceptualise a spectrum of community engagement. 
Approaches of ‘Inform’ and ‘Consult’ perpetuate 
tokenistic and insincere interactions, with those domi-
nant retaining power and decision- making over the 
processes and directions enacted. In contrast, actions of 
‘Involve’ and ‘Collaborate’ represent increasing mean-
ingful community engagement by committing to the 
inclusion of those affected by the decision and initia-
tive, whereby ‘Empower’ secures community ownership 
of the process and ensures power for setting direction 
and leading initiatives.11 This framework is aligned with 
typology proposed by Pretty12 and Wagemakers et al13 
and adapted by Snijder et al for application to studies 
evaluating Australian Indigenous community develop-
ment projects.14 Here, higher order activities of interac-
tive participation (reflecting partnership and increased 
community control over implementation) and self- 
mobilisation (community generated in its entirety and 
with community- driven decision- making around involve-
ment of outsiders) reflect the desired levels of engage-
ment between Indigenous leadership, communities and 
individuals when interacting and working with health 
systems leadership, services and providers.

To demonstrate structural, systemic and provider- 
level interactions privileging community engagement 
at its highest forms,15 examples from Canada, the USA, 
Australia and New Zealand are summarised here. These 
demonstrations were selected opportunistically based 
on availability of information in peer- reviewed publica-
tions, inclusions in reports or organisational websites, 

and limited to a few examples at each of health systems, 
services and provider levels. While the stories are undoubt-
edly best shared by those involved in the creation of these 
innovations, and their outcomes by those who engage 
in the initiatives, publicly available descriptions were 
used and interpreted from the lens of a health systems 
researcher and clinician of Indigenous descent.

LEADERSHIP AND COMMUNITY EMPOWERMENT IN A SELF-
DETERMINED HEALTH SYSTEM
The First Nations Health Authority in British Columbia 
was officially launched in 2013 following the signing 
of the ‘British Columbia Tripartite Framework Agree-
ment on First Nation Health Governance’ in 2011.15 
This Health Authority was born from the ‘Tripartite 
First Nations Health Plan’16 developed between the First 
Nations Leadership Council (representing the British 
Columbia Assembly of First Nations, the First Nations 
Summit and the Union of British Columbia Indian 
Chiefs), the Government of Canada and the Govern-
ment of British Columbia. As shared in these docu-
ments, First Nations leadership advocated for decades 
to government representatives that fundamental change 
was required to improve the health status of First Nations 
people. Propelled by critical court rulings and agree-
ments, ultimately negotiations to transition and transfer 
health programme and service responsibilities to the 
First Nations Health Authority were completed, leading 
to a health system governed by First Nations individuals 
and communities that interdigitates with the provincial 
and regional services available in that province. The 
Authority is also transforming programmes and services, 
whereby they are reoriented to local community needs. 
The directions are provided by communities leading the 
discussions at community engagement hubs, regional 
caucus sessions and annual forums.17

HEALTH SERVICES THAT MEET INDIGENOUS APPROACHES TO 
HEALTH AND WELLNESS
Indigenous peoples conceptualise health from the 
perspective of a balance between physical, mental, 
emotional and spiritual wellness, and with extensions 
beyond the individual person to also reflect family and 
community wellness. Colonial structures reinforce silos 
of ministries and services that do not connect or interact 
despite the need for these to align to resolve or mitigate 
gaps in health outcomes. Khoury’s description of the 
formation and development of Aboriginal Community- 
Controlled Health Services in Australia exemplifies a 
health service that approaches health from a wholistic 
perspective, and that is Indigenous community driven.18 
The Indigenous community in the Redfern suburb 
of Sydney established their system to provide a social 
approach to health. Born of volunteer health service 
provision, this service from the beginning led advocacy 
and education of non- Indigenous persons and agencies, 
provided cultural supports, worked across health and 
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social services sectors, provided health education and 
promotion activities and responded to emerging health 
crises in community. All aspects of physical, mental, 
emotional and spiritual health are attended to with 
empowerment and affirmation of Indigenous identity 
and leadership.

A second example of this is the Kõkua Kalihi Valley 
Comprehensive Family Services which serves Native 
Hawaiians. Kõkua Kalihi Valley began as a health centre 
initiated to promote healing and reconciliation through 
medical and dental services. Under community direction 
and a cultural approach to health, the Pilinahā Frame-
work for Health, which relates the connections vital for 
health, has been employed throughout the entire organ-
isation,19 and Kõkua Kalihi Valley expanded to being a 
full primary healthcare service which provides social 
supports and innovative environmental and physical 
activity promotion initiatives.20

COMMUNITY VALUES EMBEDDED IN HEALTH PROMOTION AND 
INTERVENTION PROGRAMMES
The He Pikinga Waiora (Enhancing Wellbeing) Imple-
mentation Framework was developed for chronic disease 
interventions with Māori populations in New Zealand.21 
The theoretical basis of the framework, Kaupapa Māori,22 
reflects Indigenous knowledge, cultural protocol, 
methods and philosophy. The interventions are then 
centred on self- determination and local context prior-
ities, with overlap of western concepts of implementa-
tion science associated with positive implementation 
outcomes.

The Public Health Agency of Canada undertook an 
activity, called the ‘Canadian Best Practices Initiative’, 
to compile promising health promotion and chronic 
disease interventions throughout the nation.23 The 
Agency supported gathering Indigenous expert opinion 
to inform the creation of a measurement framework, 
‘Ways Tried and True’, that incorporates Indigenous 
values in interventions. Six criteria were identified, 
reflecting the extent to which the intervention was (1) 
community based, reflecting the degree to which Indig-
enous community members, service providers, commu-
nity leaders and elders were involved in the planning, 
design, delivery, adaptation and evaluation of the inter-
vention; (2) wholistic, with this approach considering 
wellness, implementation environments, the recipients 
of the intervention and the involvement of cross- sector 
departments; (3) involving Indigenous cultural knowl-
edge, incorporating values, culture, shared experiences 
and the principles of the community/group in which the 
intervention would operate; (4) building on community 
strengths and needs, identifying available resources in 
the implementation environment and building in mech-
anisms to leverage strengths and fill gaps; (5) partnering 
and collaborating with external organisations and insti-
tutions, and allies; (6) effective at meeting its goals. With 
this in mind, the report highlights several preventive and 

health maintenance interventions, including the Kahn-
awake Schools Diabetes Prevention Project, the Kainai 
Ever Active Schools and the Little Salmon Carmacks 
First Nation Greenhouse & Farm as programmes that 
best reflect these criteria. More recently, the experience 
of care delivery in the Niiwin Wendaanimak Four Winds 
Wellness Program for homeless and at- risk Indigenous 
populations in Toronto has been described.24 Cultural 
safety has been achieved through Indigenous leader-
ship, with access to activities that promote wellness and 
community building, inclusivity and harm reduction in a 
non- judgmental space with respect for dignity, autonomy 
and kinship.

HEALTH SERVICE PROVISION APPROACHES WITH INDIVIDUALS, 
FAMILIES AND COMMUNITIES
Changing physician approaches to communication and 
care provision is a fundamental need to attain empow-
erment of Indigenous patients. As exemplified in 
diabetes25 and arthritis,26 Indigenous patients have long 
experienced insufficient physician preparation in under-
standing the social and cultural contexts of patients’ exist-
ence. In the ‘Educating for Equity’ continuing medical 
education intervention which was developed by an Indig-
enous- led team,27 healthcare providers are taught how 
to recentre relationship building with their patients, and 
engage in cultural aspects to support care engagement.28 
This session goes beyond cultural awareness and compe-
tency training, which provide basic instruction on culture 
and respectful interactions, by providing strategies to 
clinicians on how to be advocates and address structural 
barriers to care.

Historically, paternalistic therapeutic approaches in 
medicine removed decision- making power from patients, 
and negated their preferences for treatment as well as 
values. In shared decision- making strategies, providers 
and patients collaborate to decide on the way forward 
using communication and decision- making supports. 
Shared decision- making yields better concordance with 
patient values, and informational needs can be met. 
The Minwaashin Lodge partnered with non- Indigenous 
researchers to adapt the Ottawa Personalized Decision 
Guide with Indigenous patients, and use it with decision 
coaching. The adaptation resulted in a tool that better 
met decision- making needs, supported health literacy, 
allowed for incorporation of experiences and that could 
be used as a talking guide when working with a deci-
sion coach.29 Further work is underway to field test this 
approach in cancer decision- making.30

There is a need for welcoming and supporting the 
incorporation of traditional practices in healthcare plans. 
Ongoing privileging of western evidence base in medi-
cine, either through provider hesitancy of accepting the 
benefit of Indigenous healing practices in maintaining 
health,31 or through not funding Indigenous practices, 
does not align with critical statements by the United 
Nations,10 nor the Truth and Reconciliation Commission 
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of Canada.32 There are increasing opportunities provided 
within mainstream health services to access traditional 
practices. The manuscript by Redvers et al provides a 
summary of traditional practice offerings funded in 
Ontario hospitals, including access to traditional ceremo-
nies, elders and healers.33 The Indian Health Service in 
the USA provides a list of cultural and traditional healing 
activities supported through the organisation.34 It is 
critical that healthcare providers equally privilege these 
activities as part of healthcare plans.

CONCLUSIONS
Imposition of colonial healthcare delivery on Indigenous 
peoples is largely perpetuated in the present- day system 
and it is increasingly recognised that ‘more of the same’ 
will not result in substantive improvements in Indigenous 
health status. The examples shared here are demon-
strations of where Indigenous community- empowered 
actions have made substantive changes in health struc-
tures (the First Nations Health Authority), health services 
(Aboriginal Community- Controlled Health Services and 
Kõkua Kalihi Valley) and health promotion programmes 
(He Pikinga Waiora and Ways Tried and True) to support 
health and wellness in communities and Indigenous 
peoples. We also highlight health organisations that 
have embraced incorporation of traditional healing, 
and strategies through education and clinical tools 
where providers have actualised a new way of healthcare 
delivery, with accountability to those who seek its services.

The examples provided here can provide ideas and 
guidance on what is required to achieve a healthcare 
delivery reset. In the spirit of cultural humility, readers 
are encouraged to engage in reading the original refer-
ences, and undertake a reflective exercise to consider 
how these initiatives and changes have come about, and 
how they can contribute within their roles and privileges. 
Common elements to the examples are Indigenous- 
driven leadership to advocate for the changes; creation of 
culturally aligned structures, services and programmes; 
and responding to health needs in the local context. As 
colonial health structures remain in place, mainstream 
healthcare providers and organisations accepted an ally-
ship role in empowering Indigenous community owner-
ship and delivery of these services. Allyship should not 
be approached as simply ‘improving’ or ‘helping’ others; 
as expressed by Mitchell et al, allyship implies respectful 
relationship building and addressing power imbal-
ances.35 What is empowering of others is supporting but 
not leading, verifying the potential impact of actions 
before taking them, demonstrating humility and reflex-
iveness and promoting decolonisation processes inter-
nally and externally in longitudinal fashion. Aligned with 
antiracism activities, colonial health system leadership 
and providers have a clear role in resetting health service 
and healthcare delivery, while ceasing to be complicit in 
the injustices and inequities in healthcare systems and 
perpetuating health inequities.
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