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ABSTRACT
Objective Cultural safety is an Indigenous concept that 
can improve how healthcare services are delivered to 
both Indigenous and non- Indigenous peoples in Canada. 
This study explored how Indigenous and non- Indigenous 
clients at an urban, Indigenous- focused midwifery practice 
in Toronto, Canada (Seventh Generation Midwives Toronto, 
SGMT) conceptualised and experienced culturally safe 
care.
Design and setting Interviews were conducted with 
former clients of SGMT as a part of a larger evaluation 
of the practice. Participants were purposefully recruited. 
Interviews were transcribed and analysed thematically 
using an iterative, consensus- based approach and a 
critical, naturalistic, and decolonising lens.
Participants Saturation was reached after 20 interviews 
(n=9 Indigenous participants, n=11 non- Indigenous 
participants).
Results Three domains of cultural safety emerged. 
Each domain included several themes: Relationships 
and Communication (respect and support for choices; 
personalised and continuous relationships with midwives; 
and being different from past experiences); Sharing 
Knowledge and Practice (feeling informed about the 
basics of pregnancy, birth, and the postpartum period; and 
having access to Indigenous knowledge and protocols), 
and Culturally Safe Spaces (feeling at home in practice; 
and having relationships interconnected with the physical 
space). While some ideas were shared across groups, the 
distinctions between the Indigenous and non- Indigenous 
participants were prominent.
Conclusion The Indigenous participants conceptualised 
cultural safety in ways that highlight the survival and 
resurgence of Indigenous values, understandings, and 
approaches in cities like Toronto, and affirm the need for 
Indigenous midwives. The non- Indigenous participants 
conceptualised cultural safety with both congruence, 
illuminating Black- Indigenous community solidarities 
in cultural safety, and divergence, demonstrating the 
potential of Indigenous spaces and Indigenous- focused 
midwifery care to also benefit midwifery clients of white 
European descent. We hope that the positive impacts 
documented here motivate evaluators and healthcare 

providers to work towards a future where ‘cultural safety’ 
becomes a standard of care.

INTRODUCTION
Background
Given the context of historical and ongoing 
settler colonialism, anti- Indigenous racism 
has been embedded in the Canadian health-
care system since its inception.1 Resulting 
harms to First Nations,2 3 Inuit,4 and Métis 
peoples5 have been well documented.6 One 
of the most disturbing examples is the death 
of Brian Sinclair, a Cree man who died from 
complications of a treatable urinary tract 
infection in a Winnipeg emergency room in 
2008 after waiting for 34 hours without being 
triaged.7 Unfortunately, Sinclair’s story is not 
unique. Indigenous peoples are frequently 

Strengths and limitations of this study

 ► To the best of our knowledge, this study is one of 
the few to evaluate cultural safety from the perspec-
tive of clients—the only people who can truly define 
whether a health service is culturally safe.

 ► Qualitative interviews offered a glimpse into 
the unique ways in which Indigenous and non- 
Indigenous clients of an urban Indigenous- focused 
midwifery practice in Canada conceptualised and 
experienced culturally safe care.

 ► Participants tended to be older, more educated, and 
have more hospital births than the average client at 
the practice; there were also no Inuit- identified par-
ticipants among the Indigenous participants, and the 
majority of non- Indigenous participants were white/
European.

 ► Focusing on a single midwifery practice, care must 
taken in interpreting the study’s relevance across 
pregnancy, birth, and postpartum settings and 
communities.
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ignored, shamed, and/or belittled by healthcare staff; 
misdiagnosed based on stereotypes; made to wait for 
long periods of time for services without explanation; 
denied healthcare services; and threatened with or face 
unfounded calls to child protection agencies across the 
spectrum of perinatal, infant, child, youth, adult, and 
senior care.2–6 8 9 As a result, many Indigenous peoples 
avoid healthcare services until they are critically neces-
sary, or refuse care altogether.6 8 9 Black patients have 
reported similar harms in healthcare rooted in systemic 
anti- Black racism.10 11

Several approaches have been proposed to improve 
how Indigenous and racialised peoples are treated in 
the healthcare system. Common approaches include 
improving the ‘cultural awareness’, ‘cultural sensitivity’ 
and/or ‘cultural competency’ of healthcare providers. 
Although popular, these approaches have been criticised 
for building on narrow understandings of culture that 
promote stereotyping, reduce human interactions to 
check lists, normalise the ‘Othering’ of racialised commu-
nities, and obscure the influence that structural forces 
have on health and well- being.12–17 These approaches 
have also failed to redress inequalities in health outcomes 
that are rooted in systems of oppression, such as racism, 
sexism and settler colonialism.12

Cultural safety
‘Cultural safety’ is a concept that was first developed by 
Indigenous (Māori) nurses in New Zealand to improve 
how services were being delivered to Māori patients.13 
Cultural safety is distinct from previous approaches for 
several reasons. First, it is built on the understanding that 
‘culture’ is not static nor superficial. Rather, it is fluid, 
dynamic, complex, and sociopolitical - culture is integral 
to social structuring, knowledge systems, and relation-
ships.13 17

Second, cultural safety is both a process and an 
outcome. Cultural safety therefore encompasses the plan-
ning, delivery, evaluation, and outcomes of health care 
services.12 18 Whereas culturally unsafe care includes ‘any 
actions [or omissions] that demean, diminish or disem-
power the cultural identity and well- being of the indi-
vidual’ 19 (p.5) and is enabled by systems of oppression, 
culturally safe care is the process and outcome of feeling 
comfortable, respected, and safe in one’s cultural identity.

Finally, and most importantly, cultural safety dictates 
that the only person who can truly define whether a service 
is culturally safe is the person receiving that service.13 By 
centering client feedback, cultural safety attends to and 
challenges client–provider power imbalances that give 
few opportunities for client experiences to drive change. 
Service providers, meanwhile, are required to engage 
in a lifelong process of critical self- reflection, learning, 
and growth related to their sociopolitical identities and 
locations.12 Confronting the realities of how settler colo-
nialism and racism have impacted and continue to impact 
the services they and others provide is a critical first step 
to this process.

Although cultural safety has gained interest and uptake 
across Canada,20 21 little has been published with regards 
to how best to assess, evaluate, and build accountability 
for cultural safety in healthcare, social services, and 
education. There is also room to explore what cultural 
safety means for non- Indigenous peoples.22 23

Indigenous and non-Indigenous midwifery in Canada
In what is now known as Canada, Indigenous midwives 
are leaders in delivering culturally safe care. Cultural 
safety - or the creation and protection of the sacred 
space in which each person, in their uniqueness, can feel 
safe to express who they are and what they need 24(p.3) 
- is a core value of the National Aboriginal Council of 
Midwives (NACM). Even though Indigenous midwives 
have been supporting families and communities since 
time immemorial, it was only recently that Indigenous 
and non- Indigenous midwives re- entered the perinatal 
mainstream in Canada due to generations of attempted 
erasure, suppression, and delegitimatisation.25

In 1994, Ontario became the first province to regulate 
midwifery.25Registered Midwives in Ontario are primary 
care providers who offer comprehensive services to 
people during pregnancy, birth, and up to 6 weeks post- 
partum.26 Midwives typically support clients with low- risk 
pregnancies, and work from the philosophies of choice 
of birthplace (ie, home, hospital, and/or birth centre), 
informed choice, and continuity of care.27 Respect for 
client dignity, autonomy, cultural safety, and experience 
as central to decision making are listed among the values 
of the Association of Ontario Midwives.28

Indigenous midwives in Ontario are practitioners who 
self- identify as Indigenous, and practice as either Regis-
tered Midwives or Aboriginal Midwives working under 
theExemption Clause.25 Indigenous midwives are unique 
because they bring a specific approach, knowledge base, 
set of skills, and core competencies that enable them to 
support parents and families during the birth year and 
early life in a culturally safe way.24

The literature exploring Indigenous midwifery, and 
culturally safe perinatal care in general, is still emerging. 
The majority of studies are from Australia and evaluate 
cultural safety from the perspectives of care providers, 
rather than recipients.29–31 There is also a gap in the 
cultural safety literature with regards to place, as most 
studies focus on rural, remote, and/or northern commu-
nities.32 33 Considering that the majority of Indigenous 
peoples in Canada now live in urban centres, and that 
anti- Indigenous racism persists, there is an urgent need 
to understand what culturally safe care looks like in urban 
settings to ensure the provision of quality services and 
interrupt ongoing harms.

Seventh Generation Midwives Toronto (SGMT) is 
an Indigenous- focused midwifery practice in Toronto, 
Canada that strives to meet this need.34 Toronto is one of 
the largest and most ethnically diverse cities in Canada.35 
It has the largest population of Indigenous people in 
Ontario, with recently confirmed estimates of at least 
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70 000 people.36 Accordingly, SGMT welcomes both Indig-
enous and non- Indigenous clients into their practice, 
and has Indigenous and non- Indigenous midwives on 
staff. As an Indigenous- focused practice, SGMT reserves 
spaces for Indigenous clients with low- risk and high- risk 
pregnancies; trains student- midwives and is designated 
as a priority placement for Indigenous students; creates 
opportunities for Indigenous clients to include Indig-
enous teachings, practices, and protocols in their care; 
and supports all families to reflect on the importance of 
culture and tradition in their birth year experience.

SGMT initiated its first practice evaluation in 2014. In 
this qualitative study, we present findings from interviews 
with clients that were conducted as a part of this evalu-
ation. The purpose of this study was to determine how 
Indigenous and non- Indigenous clients at SGMT concep-
tualised cultural safety, and the extent to which their expe-
riences at SGMT aligned with these conceptualisations.

While we use the collective terms ‘Indigenous’ 
throughout this article, the diversity and richness of First 
Nations, Inuit, and Métis cultural heritage and expres-
sion as Indigenous peoples from many nations and back-
grounds coming together in a large urban centre should 
not be underestimated. Support for self- determined and 
relationship- based cultural expression, cultural respect, 
and sharing across these diversities is a core premise of 
SGMT’s practice,37 and cultural safety in Toronto more 
generally.

METHODS
Study overview and approach
This study was initiated as a part of a multi- phased 
Indigenous health service evaluation of SGMT that was 
informed by informed by Indigenous, utilisation- focused, 
and realist methodologies.38–40 The aim of the evaluation 
was to learn how, why, and for whom SGMT works and to 
develop a culturally relevant performance measurement 
system for the practice. Evaluation questions included: (1) 
What are the maternal, child, and family birth outcomes 
for SGMT clients? (2) What are the key prenatal, birthing, 
and reproductive health needs of our clients and how 
are we meeting these needs? (3) How do our clients 
define culturally secure reproductive healthcare? And 
(4) Is SGMT contributing to changes in attitudes and 
behaviours regarding Indigenous peoples, knowledge, 
and practice, and how? The evaluation consisted of: (A) 
key informant interviews with SGMT clients and SGMT 
midwives, (B) precare and postcare questionnaires for 
SGMT clients, and (C) SGMT outcome legacy data from 
2005 to 2012. This study reports on findings from the key 
informant interviews with SGMT clients.

The SGMT evaluation was co- led by Indigenous 
midwives at SGMT (SHW and CB) in partnership with 
researchers at the Well Living House based at St. Michael’s 
Hospital in Toronto (JKS and MF). This evaluation built 
on over ten years of pre- existing Indigenous community, 

clinical, and research collaboration between the commu-
nity and academic leads (SHW, CB, and JKS).

The evaluation design and implementation drew on the 
Well Living House’s established methods and protocols 
for conducting rigorous, ethical, and high- quality Indige-
nous health research41–44 and published best practices.45 
These methods balance tangible community benefits 
with research excellence, strong and reciprocal rela-
tionships, capacity building, Indigenous leadership, and 
Indigenous governance and management of Indigenous 
information.46 The roles and responsibilities of the eval-
uation partners (ie, the Well Living House and SGMT) 
with study conduct, governance, data sharing, and SGMT 
data ownership were delineated in a project- specific 
data sharing, research, and publication agreement. 
The midwives were actively involved in the evaluation, 
co- leading the development of the evaluation questions, 
logic model, and evaluation tools (eg, interview guide 
used for this study). The midwives were also involved in 
the training of data collectors, recruitment of participants 
for the interviews and questionnaires, and the vetting of 
evaluation outputs.

Participant recruitment and data collection
Potential participants were identified using purposeful 
sampling47 to best represent the diversity of needs, 
choices, and healthcare experiences observed at SGMT. 
SGMT midwives compiled a list of clients who were ≥18 
years old, gave birth in 2014, and represented different 
social locations—including age, family structure, socio-
economic status, education level, Indigenous/non- 
Indigenous identity, race, and birth outcomes—to be 
potential participants.

The SGMT receptionist made first contact with poten-
tial participants. Potential participants who expressed 
interest in the study and gave permission to be contacted 
were telephoned by MEC. MEC is a white settler cisgender 
woman who at the time of the study was a novice researcher 
completing her Master of Public Health. She had no 
previous relationship with SGMT, midwifery, childbirth, 
or the participants. MEC received training and mentor-
ship from the SGMT midwives and WLH researchers to 
prepare for participant contact and interviewing. Mentor-
ship included conducting practice interviews with past 
Indigenous client volunteers and receiving direct crit-
ical feedback from an Indigenous midwife on relational 
approaches to interviewing.

During the initial phone call, MEC explained the 
study, answered questions, and if appropriate, sched-
uled an in- person meeting with the potential partici-
pant. During the subsequent meeting, MEC reviewed the 
study in depth, assured them that their participation or 
lack thereof would have no impact on their future care 
with SGMT, answered questions, and obtained informed 
consent. All interviews were conducted in- person by MEC 
between October 2014 and March 2015. Interviews varied 
in length from 20 min to 1 hour and took place in quiet, 
private locations of the participants’ choice (eg, coffee 
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shops, homes, SGMT office). The interviews were digi-
tally recorded with participant consent. One participant 
requested that their interview be transcribed via laptop. 
Participants were asked whether they wished to review 
their transcripts prior to analysis to enhance the accuracy, 
validity, and credibility of the study,48 and four requested 
this review. Participants were given a small gift and mone-
tary compensation (US$20) to acknowledge their contri-
butions and cover any costs related to participation.

Questions focused on past experiences with perinatal 
care; specific needs during pregnancy, birth and the post-
partum period; experiences receiving care from SGMT; 
culturally safe care; and the role(s)/importance of iden-
tity and knowledge sharing. Cultural safety was explained 
to participants as ‘what makes you feel comfortable, 
respected and able to be yourself’. The interview guide 
is presented in online supplemental appendix A. The 
research team members from SGMT (SHW and CB) 
and Well Living House (JKS and MEC) agreed that satu-
ration had been reached after 9 Indigenous participant 
interviews and 11 non- Indigenous participant interviews 
(n=20), as no new themes or ideas were emerging.49

Data analysis
The recordings were transcribed verbatim by MEC and 
verified by a second Well Living House researcher. Tran-
scripts were analysed thematically using an established 
consensus- based, iterative method that involved both 
academic and community- situated peer researchers and 
applied a critical, naturalistic, and decolonising interpre-
tive lens.42 43 This lens is based on key assumptions that 
have been detailed elsewhere 41(p.437–438). The aim of 
our methodological approach was to centre Indigenous 
perspectives and to understand and represent the gath-
ered information in a way that was as true to the lived 
experiences of the Indigenous and non- Indigenous 
participants as possible.

Analysis began with a mixed academic- community team 
completing an in- depth review and preliminary theme- 
based coding of the transcripts. The team consisted 
of MEC, a white settler researcher who at the time was 
completing a Master of Public Health; JKS, a well- 
known Métis family physician and applied public health 
researcher; and a third reviewer, a First Nations woman 
who was invited to independently contribute based on 
her lived experience as a former SGMT client and experi-
ence in qualitative analysis. Each team member was tasked 
with individually identifying the major themes in the tran-
script along with key quotations that illustrated this them. 
After this preliminary independent thematic coding, 
the team met to reach consensus on major themes and 
develop a codebook with exemplar quotations. MEC then 
conducted an in- depth analysis of the transcripts using a 
crystallisation- immersion process50 to further develop the 
coding. The resultant analysis was iteratively refined in a 
series of meetings among the three reviewers, and then 
presented to community research partners SHW and CB 
for final review and approval.

Patient and public involvement
An advantage of our Indigenous community- partnered 
research approach and Indigenous leadership of both 
the academic and community research team is that 
‘patient and public involvement’ are built into the 
research process. Collectively, the three Indigenous 
authors (JKS, SHW and CB) have more than 65 years of 
experience providing Indigenous- focused maternity care 
and they have all also personally experienced Indigenous 
midwifery care. Further, the larger evaluation of SGMT 
was informed by a number of focus groups that involved 
Indigenous Elders, Indigenous community members, and 
SGMT midwives. Indigenous experiences, priorities, and 
preferences of clients were, therefore, central throughout 
the evaluation, including the development of research 
questions, outcome measures, study design, and recruit-
ment of participants. This specific study, in addition to 
being focused on client informants, included former 
SGMT clients for community context in the data analysis 
to ensure the results would be as true to the lived experi-
ences of community members as possible. These aspects 
included data collection (ie, participant interviews) and 
analysis (ie, opportunities for member checking and 
inclusion of the independent research analyst who was 
a former client of SGMT). Results from this study will 
be shared at conferences, in publications, and/or in 
community- friendly fact sheets distributed to SGMT clien-
tele and study participants. Because SGMT owns the data, 
all materials must be reviewed and approved by SGMT 
before distributing.

RESULTS
Three domains of cultural safety emerged from the anal-
ysis: (1) Relationships and Communication, (2) Sharing 
Knowledge and Practice, and (3) Culturally Safe Spaces. 
Several themes were identified in each domain. The 
themes are presented below, supported by quotes from 
the Indigenous and non- Indigenous participants. The 
Indigenous/ethnic identity of each quoted participant 
is coded following each quotation below using ‘I’ for 
Indigenous and ‘N’ for non- Indigenous, followed by a 
participant number and specific ancestry/ethnicity. The 
demographic information of participants is presented in 
table 1.

Relationships and Communication
Respect and support for choices
When describing cultural safety, many participants 
(n=13) emphasised the importance of feeling respected 
and supported in their choices:

Culturally appropriate care would be something that 
is respectful of any practices that I would have that 
I would want to do, not judgmental about choices 
that I’m making, giving me informed or information 
about a choice I made that they may not necessarily 
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follow their model of care … but respecting my choic-
es regardless. (I5, Métis)

‘Choice’ was broadly defined to include life choices, 
choices about pregnancy and birthing, and choices 
about client involvement in decision making. Respect 
and support for choices, then, was made possible when 
the midwives withheld judgement, honoured the partic-
ipant’s decisions, and/or advocated on their client’s 
behalf:

When I first met [my primary midwife], I was feeling 
insecure and she made me feel really confident, like 
what I was doing, you know, choosing to be a single 
mom. She really helped me feel like it was a good 
choice instead of something to be afraid of. (N13, 
white/European)

[My midwife was] warm, easy to talk to, she didn’t 
judge me for anything I said. She just… she under-
stood, you know. She didn’t, like even though, yes, 
she had to remind me ‘it’s better to breastfeed,’ she 
never pushed the idea on me, you know what I mean? 
(I4, First Nations)

[My midwife] was able to like be in my corner and 
be like ‘no, she doesn’t actually have to do this. … 
There’s nothing indicating that she needs to be in 
this position’. So because of that, she kind of gave 
me the strength to continue to be my own advocate 
even when she wasn’t in the [hospital] room. (I7, 
First Nations)

One participant felt that her midwives could have been 
more supportive of their preference for a midwife- led 
approach:

Just saying, ‘you can do it or you don’t have to do it,’ 
to me, is not what I’m looking for. I still want to have 
the choice, but I’d like someone to explain the risks, 
the benefits, what most people do, why most people 
do what they do. (N11, white/European)

Personalised, continuous relationships with midwives
Cultural safety was also conceptualised as having person-
alised, continuous relationships with midwives. Partic-
ipants from both groups described these relationships 
as being treated like a human and peer rather than a 
number, not feeling rushed, and receiving individualised 
emotional and mental health support.

You can feel when somebody actually cares, as op-
posed to making it a clinical situation. … I mean 
sometimes we would just chit- chat and it was nice, you 
know? (N14, Caribbean and European)

Once I was in the room with the midwives… all the 
attention was on me. Just taking the time to ask any 
questions or, you know, not make me feel like I was 
being asked to get in and out as quickly as possible. … 
I felt like I would be able to build a good relationship 
with the midwives there. (I8, Métis)

It was very important to have a little bit of the emo-
tional support that just, kind of, buoys you when 
you’re pregnant and feeling awful and overwhelmed. 
… That’s not something I have at home, so it was 
good to know that I had somebody to provide that, 
as well as that sort of physical and medical backup. 
(N19, white/European)

However, for most of the Indigenous participants and 
one of the racialised non- Indigenous participants, these 
relationships were more specifically conceptualised as 
two- way, kin- based relationships built on shared under-
standings and experiences.

I would like to imagine my childbirth experience 
to be, to feel like I’m amongst sisters and not with 
a medical professional. And with my sisters I know 
their story, and so I feel like I would like to know my 
midwives’ story a little bit more.’ … I think that’s im-
portant and it develops trust and well, really, a sense 
of community. (I1, First Nations)

It’s nice when [the midwives] would share where 
they’re from. [My midwife] said what reserve she’s 
from … and she shared her stories. It made me feel 
more comfortable in talking to her and sharing my 
story and going through the journey of giving birth, 
cuz it’s a very personal, highly personal, thing. (I6, 
First Nations)

It was literally about bringing this new person into 
the world and welcoming her in this, kind of, almost 
like a sisterhood. (N20, Black/Caribbean)

Table 1 Demographic characteristics of participants (n=20)

Characteristic
Indigenous
participants

Non- Indigenous
participants

Age (avg) 33.8 34.5

Education

  High school 2 0

  College 2 1

  University 3 5

  Graduate/
professional

2 5

Parity

  Primiparous 4 8

  Multiparous 5 4

Birth place

  Birth centre 1 1

  Hospital 8 7

  Home 0 3

Indigenous/
ethnic identity*

First Nations: 7 European/white: 7

Métis: 2 Racialised: 4

Inuit: 0

*Loosely based on participant self- identification.
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This was also evident when some of the Indigenous 
participants explained why it was so important to have an 
Indigenous- identified midwife.

The ideal is the Aboriginal midwife, just being 
Aboriginal herself. She understands what it means to 
be an Aboriginal woman because she’s lived that life. 
… She would know and understand and we’d have 
that connection. We’d understand each other. (I6, 
First Nations)

Throughout the pregnancy, the student was awesome 
because she was, for one, she was Aboriginal so she 
gets it. Secondly, she just had a calming effect on me. 
And so, I liked that. And she, she didn’t make any-
body feel lesser or higher than her. She was at the 
same level and that’s what I loved about that. (I9, First 
Nations)

Only one Indigenous participant (IP8, Métis) felt that 
her non- Indigenous midwife ‘practiced culture care as 
much as my Aboriginal one … She might have been more 
sensitive because she wasn’t [Indigenous]’.

For some of the Indigenous participants, personalised 
and continuous relationships also meant the midwives 
facilitating the intergenerational transmission of knowl-
edge and participation in care, and practising beyond the 
scope set by the Ontario midwifery model of care or stan-
dards of practice.

My daughter was there for my birth, so that was a big 
thing for me too. I was kind of hesitated about if she 
should come or if she couldn’t come, but the mid-
wives, were like, you know, ‘it’s fine, she can come. 
(I3, First Nations)

I think for my mom, who isn’t in touch with her 
Aboriginal culture, I think it was really nice for her to 
live through it through me. … She came to one of my 
appointments with me and she made me a moss bag, 
so you know? Just really celebrating her culture where 
she felt safe to do it. (I8, Métis)

[When] I was at the children’s hospital], my midwife 
actually gave me money to buy food because they 
don’t feed people, they don’t feed grown ups [there]. 
(I4, First Nations)

There are ceremonies that you have for couples too, 
right? Like in parenting. I would’ve loved to have 
learned a little bit about that kind of stuff [at the 
practice]. (I9, First Nations)

For the non- Indigenous participants, personalised rela-
tionships were described in more client- centred terms; 
several participants spoke to the importance of the 
midwives ‘getting to know the patient and making sure that 
they’re sort of doing everything they can to have a healthy 
pregnancy and maintain their own health emotionally 
and physically’ (N16, white/European). Continuity of 
care was also understood as such, with participants identi-
fying having the same midwife/group of midwives, being 
visited at home and receiving comprehensive post- partum 

care as vital to feeling supported, respected, and able to 
be themselves.

I think in terms of labour and delivery, I think having 
the actual person you developed a relationship with 
is hugely important. … That made a huge difference, 
I think, in my comfort in that experience, ‘cause they 
know you, they know how to keep you calm, and yeah, 
you feel better. (N11, white/European)

To have somebody tell you, ‘nope, everything’s 
fine, everything’s perfect, she’s perfect; nope, she’s 
progressing as she should be; no, this jaundice this 
nothing to worry about it’s only a little bit.’ All of those 
things, it’s just constant reassurance and it just allows 
you to just focus on what you should be focusing on, 
which is a newborn, getting a bit of sleep, all that kind 
of stuff. (N12, white/European)

It was great because they could come to the house 
and I had [my first child], she’s quite [laughs]… she’s 
not a handful, but especially after you’ve just given 
birth, they would come to the house and check up on 
the baby and they… seemed to really take time with 
the baby too and she wasn’t just a number, like they 
actually cared about how she was doing. (N10, white/
European)

Being different from past negative experiences
Fourteen participants, nine of whom were Indigenous 
and one of whom was non- Indigenous and racialised, 
drew on their past negative experiences with hospital- 
based healthcare providers and systems to explain what 
cultural safety was not.

I have a background of having doctors not listen to 
me. Or not respect my opinion. And so there was a 
fear that if I had to make some decisions … that my 
options weren’t gonna be considered. … So that’s 
what I mean by [not wanting to be in a] medical set-
ting where everything’s standardized—your individu-
al concerns aren’t really heard. (I8, Métis)

I had a rather bad experience with the obstetrician 
we started with—like I didn’t feel she was taking our 
concerns serious. … [After I asked my] third ques-
tion, she was like literally cutting me off, and she 
wasn’t even sitting down for the appointment. She 
was just like standing in the doorway the whole time! 
So that’s when I said to my [partner], ‘we need to find 
midwifery care’! (N17, white/European)

Sharing Knowledge and Practice
Feeling informed about the basics about pregnancy, birth, and the 
postpartum period
All 20 participants valued the clinical information they 
received from their midwives, feeling supported and safe 
when they knew what to expect physiologically and what 
options were available.

Having [the midwives] talk to me, and really pro-
vide me with information so I can make an informed 
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consent, an informed decision, and that would be 
where I felt respected. (I2, First Nations)

I needed information, mainly because it was my first 
pregnancy, so like everything is new. And as much 
as you read online, you need someone to guide you 
or answer your questions. So information was the 
main [support I needed], I would say. (N15, Middle 
Eastern)

I didn’t know anything about pregnancy. I think the 
last time I was around anyone that was pregnant was 
my sister… [and] it’s been awhile. Anything that 
came out of [the midwife’s] mouth could help me! 
(I9, First Nations)

There was also some discussion about how informa-
tion was being communicated, with participants empha-
sising the importance of using accessible language and 
welcoming families of all identities.

I was looking for, sort of the medical side of the preg-
nancy information to be delivered in a non- medical 
setting. That was very important to me. I didn’t feel 
like it was a medical process to be pregnant, nor was 
childbirth a medical emergency. … The midwives’ ap-
proach was informative, calm. All the information was 
delivered in such a consumable way for me, an under-
standable way for me. (NA19, white/European)

They do the home birth class and have a question 
and answer night just for dads. … Let’s change that 
language and make sure that it’s accessible to all part-
ners and not just male partners. I think that the other 
piece was just watching the language on some of 
their intake forms and paying attention to pronouns, 
and making it a little more accessible to the LGBTQ 
population, given that Two- Spirited is something that 
is part of the Aboriginal culture and it’s not on any of 
their paperwork. (I5, Métis)

Having access to Indigenous knowledge and protocols
All of the Indigenous participants and three of the non- 
Indigenous participants conceptualised cultural safety as 
being able to access Indigenous knowledge, teachings, 
ceremony, and protocols (‘Indigenous knowledge and 
protocols’) during the perinatal period. For one Indig-
enous participant, cultural safety was about access and:

Treating cultural things as ‘normal,’ so it’s not a nov-
elty thing that like I was seeing a healer and he was 
giving me teas to drink. … Like [the midwives] just 
took it at value that, like, a traditional person gave 
those to me. (I7, First Nations)

Indigenous knowledge and protocols did not only 
encompass more formal teachings, medicines, and cere-
mony, but also, everyday practices and protocols such as 
including family members, learning via storytelling, and 
sharing food and drink:

Something that would make me feel more cultur-
ally rooted would be the chance to either accept or 

offer food or drinks. Not just water, but like if there 
was, I don’t know, like a tea station or something. 
Something that makes me feel like I’m going to my 
granny’s house, you know? Or to my auntie’s house, 
or you know? Like where you’re just a cup of tea. (I1, 
First Nations)

Eight of the Indigenous participants sought care from 
SGMT to access Indigenous knowledge and protocols. All 
of the Indigenous participants who were given the oppor-
tunity to include Indigenous knowledge and protocols in 
their midwifery care reported benefits:

You know how long it takes for your chest to go down 
[after labour]? It took me two days with that tecta 
[tea], so it was very helpful. (I4, First Nations)

[My primary midwife] smudged with some tobacco 
that she got and that was quite sacred to her. So that 
was really special that we really got to smudge before 
her birth. … It calmed me down because I wasn’t 
ready for [my baby] to be born; she was too early. (I2, 
First Nations)

We could smudge when I was in labour, right? That 
was a big thing for me. Doing that meant a lot and 
especially giving my daughter a cedar bath when she 
was born, that meant a lot to me too, right? So it’s 
impacted me a lot, my culture, in the last few years. 
And I’m happy to be giving my children that now be-
cause I understand it more and I know a little more 
about my culture, and now they can pass it on. (I3, 
First Nations)

Six Indigenous participants felt that there was room 
for their midwives to better initiate conversations about 
Indigenous knowledge and protocols. Some participants 
did not know what to ask for, or how to ask for it.

I remember that experience being told about the ce-
dar bath … I really have no clue how to do the cer-
emony. And so I think the assumption was, ‘no, just 
do a cedar bath, you know? Put cedar in a bath.’ So 
I think some things have to be spelled out so peo-
ple feel comfortable doing it, cuz if it’s not… you feel 
like you’re misrepresenting the cultural practice and 
you’re not passing it on properly. (I8, Métis)

My midwife just took it upon herself to say, ‘hey do 
you wanna smudge?’ and we’re like ‘yeah, that’s 
great, like we didn’t even know that was an option’ 
because of, you know, you’re in a hospital. … She did 
it on her own and she asked me in the birthing room 
if it was something I wanted to do and… then she told 
me the story of the tobacco and how she got it and 
it was pretty special. So it made me feel quite, quite 
special about that. (I3, First Nations)

The importance of the midwives asking/inviting 
became clear after one Indigenous participant was not 
asked, which made the participant feel ‘that I’m not 
Aboriginal, right? That I’m not Métis’ (I5, Métis). She 
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went on to share that she was hoping for ‘an experience 
where I would learn a little bit more. My grandparents 
passed away when I was fairly young and we moved to a 
very white community, which sort of segregated any teach-
ings that I would’ve experienced from them’. (I5, Métis)

All of the Indigenous participants wished that they had 
access to more Indigenous knowledge and protocols. 
Some Indigenous participants spoke to the challenges of 
this task, such as the impacts of colonial suppression:

In the community that I was brought up in, we ha-
ven’t really shared childbirth, traditional knowledge 
about childbirth. And so it’s not something that my 
sisters and I carry with us today that we can share 
amongst others. So if they have anything that they 
could share related to traditional knowledge and 
childbirth, I would love to hear about it because I feel 
like it’s something that’s been lost (I1, First Nations).

Three of the non- Indigenous participants were inter-
ested in accessing Indigenous knowledge and protocols 
at SGMT. Two of these participants had children whose 
biological fathers were Indigenous. One participant, who 
used an Indigenous sperm donor, felt that the cultural 
and spiritual aspects of her care ‘didn’t get as developed 
as I would have liked’ (N13, white/European). Another 
participant, who had a previous relationship with her 
child’s father, was offered a smudge during labour but ran 
out of time. She was grateful for the sage because ‘it was 
like a little memento from the experience and everything 
and I think also, even though I’m not with [their] dad, that 
knowing that would’ve also gave him some level of peace 
… ‘cause he couldn’t be here’ (N20, Black/Caribbean). 
The third participant, after experiencing a perinatal loss, 
had her child honoured at a ceremony attended by her 
Indigenous midwife. She felt that this ceremony was key 
to her healing because afterwards, ‘it was just like I knew 
that some of the things I’d been feeling subconsciously 
but couldn’t quite vocalise had been met’ (N17, white/
European).

Culturally Safe Spaces
Feeling ‘at home’ in practice
Cultural safety was also conceptualised as being in a phys-
ical space that made participants feel ‘at home.’ Even 
though most participants (n=18) described this space 
as ‘less clinical’ and more ‘homey,’ the ideals fell on a 
continuum ranging from the Toronto Birth Centre to 
their own home settings.

I think the home environment would be my ideal 
place. … I think the true privacy, that it really is your 
space. You know, no matter what you do to a hospital 
room or to a birthing centre room it never really be-
comes ‘your’ space, but this [home] is always going to 
be your space. And it’s just, you know, you can labour 
in any position you want, there’s no… medical equip-
ment just hanging in the corners waiting for you. (I2, 
First Nations)

One of the non- Indigenous participants felt more 
at home in a ‘more medicalised space’ (N11, white/
European), whereas one of the Indigenous participants 
recalled the reserve where she grew up.

The nature, the bush, the trees, freshwater; that is the 
ideal space I’d like to bring and raise my child into. 
… It’s just what I know, where I grew up, what I expe-
rienced. It makes me happy, relaxed, calm. (I6, First 
Nations)

Relationships interconnected with physical spaces
For many of the Indigenous participants and one of 
the racialised non- Indigenous participants, conceptu-
alisations of culturally safe space were inseparable from 
relationships:

It’s almost like [primary midwife] came in and the 
energy changed in the [hospital] room again, and it 
was like calm, ‘cuz I trusted her’. (I7, First Nations)

[Cultural safety is] pretty much what [the midwives] 
did, which was like give me enough space. So like, 
for example, I had a crap ton of visitors, right? And 
my visitors [laughs] are, you know, sometimes like 
very Caribbean and like wanna bring you food and 
tunes and stuff. … It made all the difference in the 
world when, you know, my friends came and got me 
to laugh, and I just basically just was able to relax and, 
like you said, be myself and like quit freaking out. … 
Just the fact that the space was given for me to be 
myself. Nobody made a big deal and said, ‘oh, you 
can only have this many people in the room’. (N20, 
Black/Caribbean)

The role of SGMT in the broader community also arose 
in discussions about culturally safe spaces. For one of the 
Indigenous participants, being and feeling connected to 
community was essential:

In the summer I went to a pow wow and while I was 
there, I saw my midwife and her family. And then I 
didn’t realize, but the [practice receptionist] was ac-
tually dancing and he was in regalia, and I didn’t rec-
ognize him. When I came into the clinic just after the 
pow wow, he was telling me how he saw me there. So 
that makes me feel like, you know, being able to go to 
these Aboriginal events in the city and to see people 
who I know makes me feel more connected for sure. 
(I1, First Nations)

SGMT also had varied but generally positive impacts on 
the non- Indigenous participants’ attitudes towards Indig-
enous peoples. This mainly occurred through passive 
exposure and was met with varying degrees of reflexivity:

[My experience at the practice] has sort of has piqued 
my interest [in the Indigenous community] at a low 
level. (N18, Chinese/European)

[My experience at the practice] made me read about 
[Indigenous communities] and get curious about it 
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more. It’s opened my mind towards this community 
more than before. (N15, Middle Eastern)

I absolutely have an interest [in engaging with the 
Indigenous community], but I also feel quite the 
opposite of entitled. In fact, like I shouldn’t be given 
the privilege to know what other people do, espe-
cially Aboriginal people [laughs] given our history, 
the history of the country, the current state of the 
country. (N19, white/European)

DISCUSSION
This study found that Indigenous and non- Indigenous 
midwifery clients conceptualised and experienced cultural 
safety at SGMT in different ways. While some ideas were 
shared across groups (ie, the three domains: Relation-
ships and Communication, Sharing Knowledge and Prac-
tice, and Culturally Safe Spaces), the more prominent 
finding was the unique and distinct ways in which the 
Indigenous participants conceptualised cultural safety. In 
this discussion, we use a critical and decolonising lens to 
explore the significance of the Indigenous participants’ 
conceptualisations and their implications for healthcare 
practice. We then explore the non- Indigenous partici-
pants’ conceptualisations and their implications—taking 
care to highlight the parallels that emerged between the 
Black and Indigenous participants.

Indigenous conceptualisations of cultural safety
Coming from diverse backgrounds, each Indigenous 
participant had their own conceptualisations of cultural 
safety—of what would make them feel comfortable, 
respected, and able to be themselves. However, there 
were aspects of cultural safety that were almost exclusively 
identified by the Indigenous participants. The conceptu-
alisation of cultural safety as having reciprocal kin- based 
relationships with midwives, access to Indigenous knowl-
edge protocols, and relationships being connected to the 
space suggests that the Indigenous participants shared a 
distinct understanding of relationships, knowledge, and 
space. These conceptualisations resonate with overar-
ching Indigenous social constructs that exist and have 
always existed across Indigenous communities.51–55

For example, the desire to connect with midwives as 
family for the process of childbearing could align with the 
Cree and Métis concepts of wahkootowin. Métis elder and 
scholar Maria Campbell explains wahkootowin, or the 
‘kinship or the state of being related’ (Ermine as cited 
in54 p.5), as follows:

Today it is translated to mean kinship, relationship, 
and family as in human family. But at one time, from 
our place it meant the whole of creation. And our 
teachings taught us that all of creation is related and 
inter- connected to all things within it. Wahkootowin 
meant honouring and respecting those relationships. 
[It was] our stories, songs, ceremonies, and dances 
that taught us from birth to death our responsibilities 

and reciprocal obligations to each other. Human to 
human, human to plants, human to animals, to the 
water and especially to the earth. And in turn all of 
creation had responsibilities and reciprocal obliga-
tions to us. 54 (p.6)

For some Indigenous peoples, relocating within 
networks of kinship like wahkootowin can heal the 
ruptures of multigenerational family disruption, abuse, 
and forced displacement from colonialism. However, 
kinship must be structured in contexts that are rooted 
in Indigenous knowledge and practice, and aligned with 
the diverse and specific personal, family and community 
histories, experiences, and identities present. Here, we 
recall how important it was for the Indigenous partici-
pants to have access to Indigenous knowledge, protocols, 
ceremonies, and medicines through SGMT—regardless 
of their pre- existing level of knowledge or desire to use 
them. It was also expected that the Indigenous midwives 
would receive and share this knowledge with Indigenous 
participants. The ability to pass this knowledge to/from 
future and past generations was powerful and healing for 
some of the Indigenous participants. Given the rich cross- 
nation traditions of Indigenous midwifery25 these find-
ings signal that the roles and expectations of Indigenous 
midwives as intergenerational knowledge carriers remain 
alive and well.

Wahkootowin is inclusive of relationships with specific 
landscapes, waterways, plants, and animals because these 
are considered kin. Relationships, responsibilities, knowl-
edge systems, and landscapes are foundationally intercon-
nected across the diversities of Indigenous societies, and 
reflect a grounding of Indigenous ontologies and episte-
mologies in local ecosystems.56 57 Through this lens, it is 
not surprising that the Indigenous participants conceptu-
alised relationships and physical spaces in cultural safety 
as intertwined.

The presence of Indigenous understandings and 
approaches to childbearing in large urban centres such 
as Toronto is significant for several reasons. As reported 
previously, and discussed by the Indigenous participants, 
cultural expression, and intergenerational knowledge 
transmission can be daunting in this context. Systemic 
anti- Indigenous racism in hospitals3 6; intergenerational 
gaps in Indigenous childbearing and midwifery knowl-
edge linked to deliberate colonial disruption25 58; the need 
to balance knowledge sharing with knowledge protection 
and preservation; and externally imposed politicisations 
of Indigenous identities59 60 are only some of the chal-
lenges many Indigenous peoples living in cities must face. 
However, this study demonstrates that Indigenous values 
and social constructs—including the ability and desire 
to strengthen kinship networks and build relationships 
with place—have not been lost with urban Indigenous 
migrations and the urbanisation of traditional Indige-
nous landscapes. Despite forced relocations and inter-
ruptions by colonial powers, Indigenous peoples have 
a long and well- documented history of adapting to and 
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building relationship with places.61 The establishment 
of urban Indigenous Friendship Centres,62 the assertion 
of traditional Indigenous land use in cities,63 64 and the 
growth of vibrant city- based health, social and education 
spaces such as SGMT are contemporary examples of how 
this ability to build relationships with physical spaces in 
ways that are mutually synergistic with the growth and 
strengthening of human relationships and the continuity 
of Indigenous knowledge and practice is thriving.

Reflecting on the diverse and resonant ways in which 
familial and kinship relationships remain foundational 
to urban Indigenous communities, this study affirms the 
importance of Indigenous midwifery and the need for 
culturally safe services in urban areas like Toronto. The 
Indigenous participants cherished the existence of SGMT 
and Indigenous midwifery, describing the unique sense 
of trust, comfort, connection, and shared understandings 
they could have with Indigenous midwives. The results 
show that, while non- Indigenous midwives and providers 
can provide culturally safe care, Indigenous midwives 
bring a shared understanding and approach that can have 
uniquely powerful and positive impacts on the health and 
well- being of Indigenous clients.

This study also highlights the role that Indigenous 
midwives play in Indigenous resurgence. Indigenous 
resurgence involves ‘recreating the cultural and polit-
ical flourishment of the past to support the well- being 
of our contemporary citizens’65 (p.51) and requires a 
reclaiming of ‘the very best practices of our traditional 
cultures, knowledge systems and lifeways’65 (p.17–18). 
Recall that ‘culture’ is understood broadly through an 
Indigenous lens. Illuminating the power of Indigenous 
midwives and the survival of Indigenous understandings 
of relationships, knowledge,and space, this study offers a 
glimpse into the Indigenous resurgence that is occurring 
in Toronto. When healthcare services assert the inherent 
value of Indigenous infants, parents, families, communi-
ties, and ways of life, and ground Indigenous peoples in 
their own culture and teachings, they are actively rejecting 
the dispossession of Indigenous peoples and supporting 
the possibility of new, non- colonial political and social 
realities through birthing and family building.66–69 In 
other words, when healthcare services are provided in a 
culturally safe way to Indigenous peoples—whether by an 
Indigenous or non- Indigenous provider—it is a political 
act of care in support of Indigenous resurgence.

Non-Indigenous conceptualisations of cultural safety
As a relatively heterogeneous group, the non- Indigenous 
participants’ conceptualisations of cultural safety varied. 
Even though further research is needed to better under-
stand these conceptualisations, patterns did emerge that 
distinguished the white/European participants’ concep-
tualisations from the racialised participants’ conceptu-
alisations. One significant finding was the similarities 
between how the two participants with Black/Caribbean 
ancestry and the Indigenous participants conceptualised 
cultural safety. Although the sample size was small, the 

common experiences of racism in the healthcare system 
and understandings of cultural safety in relational, kin- 
based, and community- specific terms are notable; we are 
reminded of interconnections between Black and Indig-
enous communities, including historic and current acts 
of solidarity in the face of anti- Black and anti- Indigenous 
racism. These important relationships warrant further 
attention and exploration and present an opportunity to 
better understand intersections between Indigenous and 
Black constructions of cultural safety outside the confines 
of white colonial configurations.70

While cultural safety may not have been specifically 
designed for white/European clients, this study shows 
that the Indigenous concept of culturally safe care reso-
nated with and benefited participants with white/Euro-
pean ancestry. For example, several non- Indigenous 
participants, many of whom were white, spoke to how 
SGMT itself, given its Indigenous focus and commitment 
to cultural safety, motivated them to think more broadly 
about their own cultural needs and identities and in 
some cases learn more about Indigenous communities. 
Because dominant Canadian understandings of ‘culture’ 
are still narrowly equated with ‘racialised communities,’17 
it is promising that being asked by midwives to reflect on 
culture and tradition and actively exposed to Indigenous 
peoples and Indigenous spaces can help shift thinking.

With regard to white/European participants’ concep-
tualisations of cultural safety, common themes emerged. 
In general, cultural safety was conceptualised as relation-
ships, knowledge, and spaces that were client- centred and 
anti- oppressive. The notion that culturally safe care stood 
in juxtaposition to the highly medicalised, hospitalised, 
cisheteronormative, physician- dominated, and male- 
dominated mainstream model of perinatal care that has 
been critiqued elsewhere71 72 was widely shared. Themes 
related to control over choices and spaces were especially 
prevalent. On reflection, it appears that white participants 
conceptualised cultural safety in ways that were reso-
nant and at times identical to the core principles in the 
Ontario midwifery model of care (ie, informed choice, 
continuity of care and choice of birthplace27). While it is 
likely that all participants valued these principles (hence 
their choice of a midwife), the white participants were 
more precise in their articulations of culturally safe care 
meaning Ontario midwifery care. This finding is signif-
icant because it suggests that Ontario midwives are well 
positioned, by virtue of their philosophy, approach, and 
model of care, to provide what is considered to be cultur-
ally safe care to clients who are white/European. It also 
raises critical questions about whose understandings of 
midwifery and culturally safe care are taken into consid-
eration when designing and delivering Ontario midwifery 
care. For example, the concept of client- centred care and 
‘getting to know the individual’ may not foster cultural 
safety for Indigenous and racialised clients who under-
stand relationships, knowledge, and space as intercon-
nected manifestations of family, kinship- based societies. 
Here, we are reminded of the necessity of increasing the 
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number of Indigenous and racialised midwives and peri-
natal care providers and the need to ensure that cultural 
safety standards, initiatives, and appraisal become a core 
part of health service functioning and health service 
provider training. This in turn must draw on understand-
ings of cultural safety that are meaningful and relevant to 
Indigenous and racialised peoples.

LIMITATIONS
This study involved a single midwifery practice with a 
unique focus. Additional research is needed to better 
understand the relevance of these findings across 
different midwifery practice contexts. Furthermore, while 
we attempted to optimise diversity across our sample, 
participants tended to be older, more educated, and 
have more hospital births than the average SGMT client. 
Non- Indigenous participants were also more commonly 
white. This may be the result of older, more educated, 
white women being more likely to volunteer for the study 
and to choose or require hospital births or midwifery 
care compared with clients who were younger, had less 
education, and/or who were racialised. We also did not 
have any Inuit participants, which may be reflective of the 
small number of Inuit clients at SGMT. We acknowledge 
that this study is very community- specific and hope it will 
motivate further exploration of the ways Indigenous and 
non- Indigenous communities conceptualise and experi-
ence culturally safe care across diverse gender identities, 
sexualities, family situations, income levels, locations, and 
abilities.

CONCLUSION
In this study, we interviewed former clients of an urban 
Indigenous- focused midwifery practice to determine how 
Indigenous and non- Indigenous clients conceptualised 
cultural safety, and the extent to which their experiences 
at the practice aligned with these conceptualisations. 
Three core domains of cultural safety emerged: Rela-
tionships and Communication; Sharing Knowledge and 
Practice; and Culturally Safe Spaces. Several themes were 
identified in each domain, with some shared across Indig-
enous and/or non- Indigenous racialised and/or non- 
Indigenous white/European groups and some distinct 
to Indigenous participants. Indigenous participants’ 
unique conceptualisations of cultural safety reflected 
long- standing Indigenous understandings of relation-
ships, knowledge, and space. The survival of Indigenous 
values and approaches to childbearing affirms the value 
of Indigenous midwives, the need for culturally safe care 
in urban centres, and the resilience and resurgence of 
urban Indigenous communities.

Assessing cultural safety from the perspective of clients, 
this study offers new insights to the emerging fields of 
Indigenous midwifery and cultural safety research. Our 
results illuminate the unique needs of Indigenous clients, 
the resilience and resurgence of Indigenous communities 

in Toronto, and the vital role of Indigenous midwives. We 
have also demonstrated the positive impacts that cultur-
ally safe care can have for clients of all backgrounds. These 
findings highlight the desire of midwifery clients to see an 
expansion of Indigenous midwifery services and cultur-
ally safe services in urban spaces and beyond and the 
need to include ‘cultural safety’ as an indicator in future 
evaluations of healthcare services and organisations. 
Making cultural safety the standard of care is a key first 
step towards interrupting the harms of anti- Indigenous 
racism and oppression in healthcare, and supporting 
families and communities to not only be healthy and well, 
but to thrive.
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