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Abstract
Few addiction treatment options are available in Arctic Canada, leading many Inuit to seek treatment programs in
southern cities. We conducted a case study to understand what contributes to a culturally safe experience for Inuit in a
mainstream addiction rehabilitation centre in Southern Canada. We carried out more than 700 hours of participant
observation, in addition to semi-structured interviews and member-checking activities with 20 Inuit residents, 18 staff
and four managers. Data were analysed using an inductive interpretative process. Throughout their journey in the
program, Inuit navigated through contrasting situations and feelings that we grouped under six broad themes: having Inuit
peers, having limitations imposed on one’s ways of being and doing, facing ignorance and misperceptions, having
conversations and dialogue, facing language barriers and being in a supportive and caring environment. This study
highlights how cultural safety varies according to people, context and time, and relates to developing trustful
relationships.
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Introduction

Significant health disparities exist between Indigenous
and non-Indigenous populations worldwide (Gracey &
King, 2009), with comparatively high rates of substance
use and their related impacts being important dimensions
of these disparities (Gone & Trimble, 2012). Substance
use is a major concern for Inuit communities in Canada
(Bélanger et al., 2020; Inuit Tapiriit Kanatami, 2014;
Laneuville, 2015). It is both a cause of social difficulties
and a consequence of individual and collective experi-
ences of disempowerment and suffering (Brady, 1995;
Brunelle et al., 2009; Chansonneuve, 2007; Inuit Tapiriit
Kanatami, 2014). For Inuit, these experiences are related
to historical and contemporary events that include in-
stances of forced relocation and coercive policy to en-
courage resettlement, epidemics and mass medical
evacuations to sanatoriums in southern parts of the
country, the slaughter of sled dogs and the separation of
families as a result of various government policies such as

the residential school system (Muckle et al., 2020; Truth
and Reconciliation Commission, 2015; Viens, 2019). This
results in high rates of individual traumatic lifetime ex-
periences including sexual, physical and emotional abuse;
loss of loved ones to suicide; as well as material depri-
vation and enforced cultural dislocation through colonial
institutions. In such a context, the provision of health and
social services can be viewed as part of larger colonial
processes that have marginalized people from their tra-
ditional homelands and livelihoods (O’Neil, 1986).
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Responses to addictions are largely provided through
systems and mechanisms that can reinforce disparities.
Health systems are social spaces in which power relations
intersect with social categories such as race, class and
gender (Tang et al., 2015). It is generally accepted that a
failure to take into account the role of historical experi-
ences, social distance and culture in the delivery of care
impedes access for Indigenous populations, thus re-
inforcing the inequities inherent to health systems (Horrill
et al., 2018; King et al., 2009). For Inuit seeking help to
reduce or stop using alcohol or drugs, there are limited
treatment options that are cognizant of Inuit history,
culture, and language and their impacts on addiction
behaviours, causes and healing modalities. This situation
combined with other considerations such as concerns over
confidentiality or court requirements leave many Inuit with
little choice but to attend mainstream or First Nations ad-
diction rehabilitation programs in southern cities where
linguistic, cultural and historical knowledge and social ex-
periences are not shared by service providers and Inuit service
users (Laneuville, 2015; Viens, 2019). Little is known about
the experiences of Inuit in such settings. Nevertheless, an
extensive literature documents the geographic, social, eco-
nomic, cultural, linguistic, jurisdictional and institutional
barriers that Indigenous people face in accessing care and
their often-negative experiences in urban healthcare settings
(e.g. Allan & Smylie, 2015; Browne et al., 2011; Goodman
et al., 2017; Hole et al., 2015; National Collaborating Centre
for Indigenous Health, 2019; Vang et al., 2018).

Cultural Safety

The recognition of pervasive inequity and discrimination
led Maori nurses in New Zealand to propose ‘Cultural
Safety’ as a guiding principle and an analytical per-
spective for considering the influence of the broader
historical, sociocultural, political and economic context in
the delivery of health services and the creation of health
disparities (Ramsden, 2002). Cultural safety emphasizes
the culture of health care as a ‘site for transformation’ to
address power imbalances, discrimination and the per-
sistent impacts of historical injustices on health and
healthcare (Browne et al., 2016, p. 5). It has been ex-
amined in the literature as a process and an outcome. As a
process of considering culture in care, cultural safety
implies critical reflection from healthcare providers and
organizations to recognize and question their own biases
and the balance of power in care relationships, as well as
to implement consequent professional, organizational and
system transformations to attend to power differentials
(Blanchet-Cohen & Richardson/Kinewesquao, 2017;
Brascoupé & Waters, 2009). As an outcome determined
by recipients or care, cultural safety refers to what people
feel or experience when their cultural identity and

worldview are acknowledged and respected through in-
clusive relationships, sincere commitment, dialogue, eq-
uitable partnership and shared decision-making (Blanchet
Garneau & Pepin, 2012; National Aboriginal Health
Organization, 2008).

To date, studies that have used cultural safety as an
analytical lens examined experience of care cross-sectionally
(e.g. Browne & Fiske, 2001; Cameron et al., 2014; Hole
et al., 2015). We know little about how cultural safety ac-
tualizes and/or changes over time in the context of sustained
long-term care relationships. In this article, we examined
experiences of Inuit in a mainstream addiction rehabilitation
centre to identify contexts and practices that promote or
hinder cultural safety for Inuit in residential programs and
how all of this unfolds over time.

Methods

Study Design and Setting

This article is part of a larger project which aims to explore
the contribution of cultural safety to identify ways to
improve access and services offered to Inuit in mainstream
residential addiction rehabilitation programs (Lauzière,
2021; Lauzière et al., 2021). We conducted a qualita-
tive, instrumental case study to allow for a more complete
and nuanced understanding of cultural safety as a socially
constructed phenomenon (Abma & Stake, 2014; Stake,
1995). Because cultural safety is determined by the in-
dividuals or groups likely to experience insecurity
(Blanchet Garneau & Pepin, 2012; Ramsden, 2002), we
purposively selected an addiction treatment centre that
serves a large number of Inuit to maximize what we could
learn from the case (Stake, 1995).

The study was conducted in an addiction rehabilitation
centre with residential programs in the southern part of the
province of Quebec, Canada. As a private institution with
agreements with the QuebecMinistry of Health and Social
Services, the centre offered voluntary mainstream out-
patient and residential addiction rehabilitation programs,
as well as aftercare and continuing care programs, social
and employment reintegration services, and family ser-
vices. It served different population groups: adolescents,
adults, pregnant women and mothers with young children,
adults with mental health issues and individuals referred
by the justice system. Over time, the centre had worked
with individuals from different ethno-cultural back-
grounds including Indigenous peoples, with Inuit repre-
senting less than five percent of its program users.

Within a therapeutic community approach (National
Institute on Drug Abuse, 2015), program users supported
each other in their recovery, in the development of social
competencies to better manage challenging situations in
their everyday life without resorting to alcohol or drugs.
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All program users also worked with a case worker on
individualized care plans. The length of residential pro-
grams was up to 6–8 months, depending on individuals’
needs, motivation and readiness for treatment. New res-
idents were admitted weekly and progressed in gender-
specific five-phase programs. Programs were highly
structured both in terms of daily schedules and internal
social organization according to the residents’ progress.
Programs were provided in French and English in a
complex linguistic dynamic where staff and residents with
varying language competence interact daily.

Within special projects intended for them, Inuit in the
residential programs (‘Inuit residents’) gathered approxi-
mately once a month in one location outside the centre’s
premises, where they could eat traditional foods; the group
also met with visiting Inuit Elders who came quarterly to
share their life experiences with Inuit who were in institu-
tions in the South (treatment or detention centres). Starting in
2018, a few staff had also been visiting selected villages in
northern Quebec, approximately monthly, to offer aftercare
support to former Inuit residents.

Data Collection and Participants

Data collection and analysis were informed by ethno-
graphic and creative research methods (Creswell, 2013;

Kara, 2015). The work was performed by a team of non-
Indigenous researchers consisting of one female PhD
candidate with work experiences in community/public
nutrition and Inuit health and two university professors
with combined experiences in healthcare organization;
qualitative methods; and Inuit culture, health and healing.
Ethical approval of the study was received from the local
institutional ethics committee (CIUSSS de l’Estrie–CHUS,
Sherbrooke, QC, Canada). Participants provided written or
oral informed consent upon their preference.

Over a 2-year period, the PhD candidate (Julie Lau-
zière) collected data using participant observation, doc-
ument review and in-depth interviews, followed by
member-checking activities. Figure 1 summarizes the
data collection methods and participants.

Participant Observation

Participant observation helped the PhD candidate to be-
come familiar with the centre’s activities, functioning and
context of intervention, and to establish rapport with its
various actors (Bogdewic, 1999; Stake, 1995). At the
beginning of each visit, she introduced herself as a uni-
versity student to everyone she met and made sure to
answer any questions they might have about her presence
and/or the research project. During visits, she shared the

Figure 1. Data collection.
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daily lives of Inuit women residents, allowing for close
observation of a variety of activities and interpersonal
interactions. These were purposively selected and in-
cluded different types of group meetings, sports and art
activities, as well as tasks associated with managing the
therapeutic community, preparing meals and maintaining
the facilities. On occasion, she observed case conferences
or individual interventions with Inuit residents, with their
consent. She also spent time interacting with staff and
managers during each visit and participated in a few team
meetings. Observations were recorded as field notes;
covering contexts, activities, actors, interactions, re-
sources and informal discussions with various actors.
Selected documents, including the centre’s website, an-
nual reports and program tools were also examined to
contextualize observational and interview data.

In-Depth Interviews

Inuit residents in three of the centre’s adult programs as
well as staff and managers were purposively invited to
participate in in-depth interviews. Invitations to Inuit
residents were made to maximize diversity based on age,
sex/gender and life experiences. Other participants were
selected based on their role and the intensity of their
contact with Inuit residents. The research team developed
semi-structured, open-ended interview guides based on
the literature and preliminary understanding of the ther-
apeutic context. The interview guides were discussed with
an Inuit community organization director before pre-
testing with one Inuit resident from the case who later
agreed for her interview to be retained for analysis. In-
terview guides evolved over time based on collected data.

All interviews were conducted by the PhD candidate in
English or French, according to each participant’s pref-
erence, in closed rooms on the centre’s premises. In-depth
interviews lasted 35–110 minutes with Inuit participants
and 25–200 minutes with staff participants. Interviews
were audio-recorded and transcribed verbatim. For par-
ticipants who were uncomfortable with audio-recording
(n = 3), minimal notes were taken during the interview and
expanded thereafter.

Data Analysis

We conducted an interpretive thematic analysis (Thorne,
2016) iteratively using a combination of editorial and
immersion-crystallization approaches to structuring the
analytical process (Miller & Crabtree, 1999). The per-
spectives of Inuit and staff participants were analysed
separately before being contrasted. The PhD candidate
immersed herself in data by listening to audio recordings
and reading interview transcripts and field notes. Together
with a co-researcher (Isabelle Gaboury), she (re)read and
examined a selection of transcripts covering each partici-
pant category and interview type to identify emergent
themes and to form an initial, broad-based coding scheme.
The PhD candidate then coded the transcripts using NVivo
and refined the initial coding categories. Additional codes
were applied to incorporate the temporal and emotional
dimensions of the participants’ experiences (Saldaña,
2016). Data were mapped and carefully examined for re-
lationships, patterns and possible connections to existing
literature. Observational and interview data were combined
to enhance validity of findings through triangulation (Stake,
1995). Team discussions took place throughout the re-
search process to further enhance the trustworthiness of the
study findings and interpretations.

Member-Checking Activities

Following preliminary data analysis, the PhD candidate
developed a variation of the ‘Snakes and Ladders’ board
game to share and discuss her main observations and
preliminary interpretations with two groups of Inuit
women residents (Neuwelt & Kearns, 2017). Separate
meetings were organized with selected staff members and
a manager in which visual models were used to elicit
similar discussions (Glegg, 2019). Additional nuances or
examples given by the participants during these activities
were included in the final analysis.

Participant Characteristics

Over the course of the study, individuals of different
backgrounds and roles were met, including 32 Inuit

Figure 2. Journey of Inuit participants into the centre’s programs.
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residents (28 women and four men) from five of the
centre’s residential programs. A total of 20 Inuit residents
(19 women and one man) aged 18–61 years participated in
interviews and/or member-checking activities. All were
originally from the Inuit Nunangat and two of them had
been living in southern Quebec for over 2 years. Staff
participants included 18 clinical/specialized staff and four
clinical/administrativemanagers (15women and sevenmen)
aged 24–67 years. None of them self-identified as Indige-
nous. Two-thirds had a lifetime’s experience of problematic
alcohol and/or drug use, with some of them being former
residents of the centre’s programs. Staff participants had
from 1 to 33 years of experience in the field of addiction
treatment, including 6months to 23 years in their current job.

Findings

Through their narratives, Inuit participants spoke about
their experience of navigating between contrasting yet
interrelated situations and feelings throughout their pro-
gram. We grouped these into six broad themes based on
the interpretative analysis: having Inuit peers, having
limitations imposed on one’s ways of being and doing,
facing ignorance and misperceptions, having conversa-
tions and dialogue, facing language barriers and being in a
supportive and caring environment. After giving an
overview of Inuit participants’ journey into the program,
we provide a detailed and nuanced description of when
and how these interrelated elements manifested and op-
erated in the program to either foster or hinder their
cultural safety. The themes are presented in a way that is
meant to emphasize the dynamic interplay between them.
Data from staff interviews and participant observation are
brought into the narrative presented here, when they shed
additional light on the context or relational dynamics in
the program. All quotes are from Inuit residents, identified
by pseudonyms. Quotes from Francophone participants
were translated into English by the research team after
data analysis was completed.

Journey of Inuit Residents Into the Program

Most residents followed similar stages during their
journey into the program (see Figure 2); each journey
being influenced by their many encounters with other
residents and staff. All residents we met, Inuit and non-
Inuit alike, experienced some form of shock in the be-
ginning of their program, with the first days or weeks
being very unsettling. For most Inuit participants, the
program structure and environment were very different
fromwhat they knew and were described as challenging to
adjust to. At first, they felt controlled having to follow
tight daily schedules and being subjected to the scrutiny of
others. This feeling of restricted autonomy was amplified

by having to stay in the same rooms for most of the day
with limited outings beyond the centre’s premises.

For Inuit participants, working with “addicts” who
“need fixing themselves” (in their words) was especially
upsetting at first. Many Inuit needed two to three months –
representing a third to a half of their program – before
starting to settle down and to use the proposed therapeutic
tools. “Getting to know” the place, the people and the
program was a key process for Inuit participants to feel
more comfortable and safer in their new environment.

“First came here, I felt very insecure. Because I didn’t know
what’s going on, I didn’t know the people. But then I got to
know them. I felt more secure.” (Elisapie)

Inuit participants who stayed in the program eventually
got “used to it” and came to better understand and ap-
preciate the program. Along their journey, they also made
personal realizations that led them to commit more to the
program. By interacting more with the other residents and
staff using the program tools, Inuit participants developed
new relationships based on having experienced similar
life situations and emotions. When further developed and
sustained over time, such connections eventually led Inuit
participants to feel that they belonged to the ‘family’ or
‘community’ of program residents.

“As far as I’m concerned, this is my second family.” (Mae)

While the above provides a general overview of a
‘typical’ journey in the program, it should not be un-
derstood as the journey of all Inuit participants, nor as a
linear one. The stories we heard highlight that all residents
had ups and downs at all stages of the program, yet all
experiences were unique. Not all residents we met
completed their program, and some had returned for
another program, regardless of whether or not they had
completed the previous one.

Navigating the Program Between Contrasting,
Interrelated Situations and Feelings

Having Inuit Peers.
“First time when I arrived, I saw [name of a particular Inuit
resident]. I was all safe.” (Annie)

Having Inuit peers, especially when first arriving in the
program, was valuable to most Inuit participants as it
helped them to be more at ease in this unfamiliar envi-
ronment. In addition to offering the opportunity to speak
in their first language, Inuit participants reported that they
were more open to talk to Inuit peers and felt better
understood by them given their common understanding of
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Inuit historical experience and present situation. In con-
trast, conversations with non-Inuit were sometimes de-
scribed as “awkward” due to language barriers or having
different sociocultural referents.

In the same way, Inuit participants were greatly ap-
preciative of and touched by the occasional visits by Inuit
Elders, and deplored the comments they received every now
and again from some non-Inuit residents who seemed to see
this activity as a privilege and/or did not recognize its ther-
apeutic value.Among other things, thesemeetingswith Elders
and other Inuit residents provided them with meaningful
support and motivation to continue their healing journey.

“[When we meet with Elders], they think we’re getting
special treatment. I try to explain to some of the girls that you
know, we do our therapy too, it’s not like we’re just going out
to have fun and eat country food. We have our own little
therapeutic community too.” (Minnie)

Having Inuit peers was also important to Inuit par-
ticipants because it helped them to develop relationships
with fellow Inuit while sober. Nevertheless, these rela-
tionships were sometimes conflictual, as some Inuit
participants reported being “put down” by Inuit peers at
times, a situation that resulted in acute feelings of lone-
liness and isolation.

The presence of Inuit residents in programs fluctuated
over time, depending on demand and available space.
There were periods when there was only one Inuit resident
and others when there were several (up to eight) or none.
Some reported feeling alone and isolated when they were
the lone Inuk in their program, whereas some others,
while they also found the situation difficult, nevertheless
saw it as an opportunity to connect with non-Inuit. In all
cases, Inuit participants were concerned when leaving the
program meant there would be a single Inuk remaining.

From the staff, there was a clear recognition of the
importance and benefits of having more than one Inuk at a
time in the program to facilitate their integration. How-
ever, some staff questioned the depth or quality of the
relationship between Inuit residents, particularly when
they came from the same northern village or were related
otherwise, with some of these relationships in the program
being seen as mostly based on convenience.

Having Limitations Imposed on One’s Ways of Being and
Doing. At different points in their program, Inuit partic-
ipants felt forced to do things they did not want to or that
they did not understand. Likewise, some reported they felt
prevented from acting according to their personal and/or
collective ways of being and doing:

“It was very difficult for me at first because I was told… I
don’t know howmany times, not to be around Inuit, as much.

[...] It was very difficult for me. I can’t just seem to… not be
around them, because I’m so used to them. Like even though
I didn’t know them for, like, a long time. Like if there’s Inuit,
I’ll go to them.” (Maggie)

In some situations, Inuit participants felt they were
treated differently specifically because they were Inuit,
such as when they were asked to stay away from fellow
Inuit and to mix more with other residents or when they
were asked not to speak in Inuktitut so everybody could
understand their conversations. When experienced or
perceived by Inuit residents as manifestations of racism,
these situations impinged on their experience of cultural
safety in the program:

“In the beginning, I wasn’t hanging out with the French girls
or English girls or... either talking to them. I was just talking
to [name of a given Inuit resident] and the other Inuit girls,
mostly. And they would tell us, like ‘you Inuit girls’, ‘you
Inuit girls’... And… I just felt like they were racist. And that
they wanted us differently than the other girls. [...] And, I feel,
I just felt watched.” (Elisapie)

Staff rather explained that they would intervene
whenever they perceived that a “negative alliance” or an
“unhealthy dynamic” existed between residents or group of
residents in order to preserve the safety aspect of community
dynamics and the integrity of the therapeutic approach.
Although this course of action was not specific to Inuit
residents, it was said to be likely happening with them
because of their inclination to group together, sometimes
without letting other people into their circle.

In situations where Inuit were asked to stay apart from
each other, they would usually come to see benefits in that
they were able to develop relationships with at least some
non-Inuit residents; however, if the same intervention was
made too early in their program or at a time when they had
not yet developed a basic relationship with at least one
other resident in the program, Inuit participants felt iso-
lated and not listened to.

In contrast to the community dynamics that made them
feel different or controlled, Inuit participants appreciated
being able to have some input in their own individual
plans of care in terms of what they felt they needed to
improve instead of being told what to do, as this made
them feel that their view matters.

Facing Ignorance and Misperceptions.
“They only understand I live in a violent home. In a cold [climate].
With animals. [laughing]And they understand that I live in a lot
of places where there is alcohol and drugs.” (Louisa)

For Inuit participants, having to live and work with
non-Inuit was uncomfortable at times due to their
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ignorance of, and misperceptions about, the northern/Inuit
context. From the Inuit participants’ perspective, non-
Inuit residents and staff had a very limited knowledge and
understanding of Inuit history and ways, the kind of life
Inuit go through every day, and resources available in their
communities. Staff acknowledged this perception de-
scribing how judgemental and reluctant they were at first
to change their ways. Some staff have had (or still had)
concerns over some Inuit customary practices. This
sometimes led them to try to change Inuit residents’ways,
including how they take care of their loved ones or spend
their money, even when it was not related to the reason for
their participation in the program.

Throughout their program, Inuit participants faced
many situations where the ignorance or misperceptions of
non-Inuit residents and staff translated into negative ex-
periences for them. As an example, staff participants
shared their perception over how the northern environ-
ment is challenging for anyone who struggles with alcohol
or drug issues to stay sober. Combined with an absence of
knowledge of the resources available in Inuit communi-
ties, this concern led some staff – and non-Inuit residents
as well – to adopt an overprotective approach towards
Inuit residents and to suggest that they should consider not
returning home after their program. In this view, there was
little recognition of how wrenching a choice between
home and sobriety could be, nor of the challenges Inuit
would likely face by moving to a southern city (e.g. living
without one’s relatives around and finding an apartment
and a job). Inuit participants were hurt whenever staff and
non-Inuit residents verbalized or acted as if they were
thinking that all Inuit will relapse at the end of their
program and/or they did not believe in their ability to stay
sober in their home community. They felt mistrusted in
such situations, which resulted in strong feelings of
sadness, bitterness and anger. Inuit participants also felt
uncomfortable, different or judged in situations where
others were reacting to or asking them to change their
ways, as described above. These negative experiences
were usually associated with Inuit closing themselves off
to others and/or to the program.

Having Conversations and Dialogue. Many of the chal-
lenging situations faced by Inuit participants sparked
conversations and open dialogue among staff and resi-
dents, which helped to reduce tensions and to foster
openness and trust. Staff participants reported the need to
better understand Inuit life context and culture to be able
to adjust their interventions accordingly, and they view
interactions with Inuit residents as opportunities for non-
Inuit to create relationships with Inuit while learning
more about them individually and collectively. In that
respect, staff often encouraged Inuit residents to talk
about where they come from to non-Inuit residents and

staff. Some Inuit participants were more open and
comfortable to do so than others, depending on their
personal traits and life experiences, as well as the context
and subject matter.

Dialogue did help, most of the time, although edu-
cating non-Inuit represented an additional burden on Inuit
participants. One thing that helped to alleviate this burden
was the fact that some staff members had begun to travel
regularly to the North to offer aftercare support. For Inuit
participants, this contributed to a sense of being better
understood, and for the staff who had gained this work
experience in the North, it made it easier to build con-
nections with Inuit residents thereafter. These staff usually
became ‘allies’ for Inuit participants as they had witnessed
and could corroborate information regarding their living
conditions and realities:

“I used to be so wishing that staff could go up North. Now
they have after-care group. Now they understand more what
we go through with up North. So that is really helping too.”
(Jeannie)

Facing Language Barriers. Throughout their program,
language barriers presented significant challenges for
many Inuit participants. At the time of data collection,
most Inuit were more comfortable speaking in Inuktitut
than in English, and only a few were fluent in French. In
contrast, most non-Inuit residents were Francophones
and had limited proficiency of English. Most staff were
fluent in French and English, but none spoke Inuktitut.
For Inuit, being in such a place contributed to a lack of
comfort, being closed off and loneliness. Some had the
sense of not being in the right place, especially at the
beginning of their program.

Language barriers created a gap among the residents
because of limited verbal interaction and communication,
which contributed to misunderstandings and hindered the
development of relationships with non-Inuit residents. To
some extent, the language barriers also impacted the
understanding that Inuit participants had of the program
structure, routines and therapeutic tools, as well as their
retention, participation and/or progression in the program.
Having to use English or French represented an additional
challenge when they wanted to express themselves,
particularly when it came to sharing their feelings. Some
Inuit were afraid to be judged or laughed at for the way
they express themselves in another language, whereas
others were hard on themselves for being slow or re-
maining silent in their interactions with non-Inuit. As most
everyday conversations were in French and not everything
was automatically translated into English during group
meetings, Inuit reported being annoyed or frustrated
having to constantly ask other residents or staff for
translation into English (or Inuktitut) when their need for
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translation was known by all. Conversely, the staff saw
these interactions as opportunities to learn how to be
assertive and take one’s place in a group. Inuit partici-
pants were greatly appreciative when translation was
readily offered, including during celebrations and at
times when decisions about the affairs of the resident
community were being made. This gave them access to
the information that was being shared and made them
feel that they were considered as full members of the
resident community.

Beyond these considerations, language and commu-
nication issues reflected the level of relational comfort
with residents and staff. When they first came into the
program, some Inuit participants were not comfortable
enough to let people know that they understood or spoke
some French or, in a few cases, that they were actually fluent
in French. Part of this was explained by the fact that they
have limited opportunities to learn and use French in the
North and needed time to be more confident in their abilities
to use it in their interactions with Francophones. This was
also the case for English although there was greater fa-
miliarity and fluency. Language was nevertheless inter-
twined with closedness and mistrust. Some Inuit participants
have hidden, sometimes for weeks or even months, the fact
that they were understandingwhat was going on in French to
protect their distance from others and the program because of
trust issues and/or to resist to the program:

[Name of an Inuit resident] told me that he does “not trust
White people” and that he does not speak to them. Although

he studied French in school and understands it very well, he
said that nobody knows about it in the program and he acts as
if he always needs the translation. (excerpt from field notes)

Language issues usually receded over time as Inuit
residents became more familiar with the people and the
program structure.

Being in a Supportive and Caring Environment.
“There’s a lot of care. […] I don’t see care… much at home, as
much as they do here. It makes me… I’m part of the group. Just
the feeling of the thing they care forme. And that they’re there for
me. Just makes me I’m part of this, the community.” (Elisapie)

Ultimately, Inuit participants found support and care
through the relationships they developed with other res-
idents and staff. For Inuit participants, being cared for
meant having people who were there for them, to support
them. Such people were described as sober, honest, well-
meaning, helpful, empathetic and caring. They were
welcoming and inclusive, reaching out to them and
sharing their life story with them. They were taking an
interest in them, listening to them and showing consid-
eration and understanding of their situation.

These attributes contributed to feelings of trust and
safety among Inuit participants. Being cared for made
Inuit participants “feel important”. It helped them to feel
less lonely, increased their self-esteem and gave them a
reason to be hopeful for the future. Many Inuit participants
had gone through traumatic events and had relatives and

Figure 3. Relational interplay influencing the overall experience and cultural safety of Inuit participants in the centre’s programs.

Lauzière et al. 977



friends who were less available to offer appropriate
support, especially emotional support, because of their
own drinking and/or drug problems. In turn, following
their experience in the program, several Inuit participants
have said they wanted to be a caring person for their loved
ones and/or to support other Inuit who are struggling with
addiction as they did.

From the overall experience of Inuit participants, we
developed a model which proposes a way of under-
standing the relational interplay influencing their cultural
safety in this setting (see Figure 3). The quality and
outcome of the many encounters they had with the staff
and other residents were influential in the development
of trust throughout their program, which in turn was
contributing to their feeling of being culturally safe.
Some of these encounters were associated with un-
comfortable or upsetting experiences related to facing
or perceiving a lack of respect, listening, understanding
and consideration for oneself or one’s life circum-
stances, as well as prejudice or racism (lower left cir-
cle). In contrast, other encounters were associated
comforting and secure experiences related to interac-
tions based on respect, understanding, non-judgement
and care (upper right circle).

Discussion

We examined the experiences of Inuit in a mainstream
addiction rehabilitation centre to understand how cultural
safety develops and unfolds in this context, using a case
study design. The unique characteristics of the selected
case allowed for a longitudinal examination of factors
contributing to cultural safety within a complex inter-
vention setting; in this case, long-term mainstream resi-
dential programs based on a therapeutic community
approach. Our findings highlight that the relational di-
mension is central to understanding the Inuit experience of
programs in a longitudinal perspective. The quality and
outcome of the multiple encounters they had with the staff
and other residents was a major influence on the devel-
opment of trust and cultural safety over the course of their
program. Key elements to promoting cultural safety in this
context included having Inuit peers, having conversations
and dialogue, and being in a supportive and caring en-
vironment, whereas having limitations imposed on one’s
ways of being and doing, facing ignorance and misper-
ceptions and facing language barriers were rather hin-
dering cultural safety. Our study emphasizes the need to
consider the dynamic interplay between contexts and
practices that promote and hinder cultural safety, partic-
ularly in long-term care programs, to enhance the care
experience of Inuit and likely of other population groups.

Trust as a Necessary Condition for Cultural Safety

Historical and ongoing experiences of oppression and
marginalization of Indigenous peoples resulted in a loss of
trust in self, family/clan, community, and government and
outsiders, all of which impacts the way Indigenous people
engage in life, build relationships and participate in
various activities, including treatment programs
(Thibodeau &North Peigan, 2007). Like other Indigenous
peoples, Inuit report negative experiences with health and
social services, which they describe as “difficult to trust
and potentially dangerous” (Fraser & Nadeau, 2015S. L.
Fraser & Nadeau, 2015, p. 295). Nevertheless, trust is
crucial for the therapeutic alliance and for group cohesion
and functioning (von Greiff & Skogens, 2014; Yalom &
Leszcz, 2005), including in therapeutic communities.

By emphasizing the central role of trust in fostering a
sense of cultural safety in Inuit, our findings point to its
dynamic nature as a relational process outcome. Trust
needs to be established for “exotic differences” in the
care relationship be exposed, discussed and negotiated
(Ramsden, 2002, p. 179). Trust itself builds iteratively
on the basis of social interactions over time and is
“dynamic, volatile, and constantly renegotiated” (Carr,
2001, p. 35). In clinical contexts where vulnerability is
unavoidable, the affective component of trust is
prominent (M. A. Hall et al., 2001) and grounded in
“relationships and affective bonds generated through
interaction, empathy and identification with others”
(Calnan & Rowe, 2007, p. 284). In our study, Inuit
participants were more likely to be comfortable with Inuit
peers at first and eventually expanded their zone of comfort
after getting to know other residents and staff and devel-
oping relationships with them based on similar experiences
and emotions. That Inuit participants eventually felt they
were part of the residents’ ‘family’ or ‘community’ also
suggests that they were able to develop interpersonal trust
with at least a few people over their journey in the program.
Developing a sense of belonging within a supportive and
caring environment has been found to have a positive and
validating effect on experiences of Indigenous people
accessing preventive care (Van Herk et al., 2012).

Opportunities to develop trust are generally more
limited in programs characterized by rigidity and re-
strictions imposed on its users, which may contribute to
perpetuating mistrust of the system (Law et al., 2019).
Collective and individual experiences of Inuit with institu-
tions or programs characterized by power imbalances and
surveillancemodes that impinge upon or limit their autonomy
– such as the residential school system and justice and child
welfare systems where they are overrepresented – may have
amplified their impression of being watched, judged or be-
littled when subjected to the scrutiny of others within the
program, and contributed to their feeling of being unsafe.
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Quality of Communication as a Cornerstone for
Cultural Safety

Language barriers and cross-cultural misunderstandings
have been observed to negatively impact the self-esteem
of Inuit when interacting with southern mainstream health
services (Tester et al., 2001), which is likely to diminish
their well-being (Woods, 2010). In our study, some Inuit
participants were prone to self-blame for their personal
failings when they were unable to express themselves well
or were slow to react in either one of the languages in
which the programs were offered. For them, communi-
cation was easier with Inuit peers due to common lan-
guage and referents. As Inuktitut is a symbol of Inuit
identity (Dorais, 1995), having the opportunity to express
themselves in Inuktitut was important and being denied
such occasions was unacceptable to them. A Norwegian
study also found that neglecting the Sami language and
not offering interpreting service in health care encounters
were considered culturally unsafe by North Sami-
speaking patients (Mehus et al., 2019). Besides lan-
guage, situations where non-Inuit were reacting nega-
tively to Inuit customary practices were sources of
frustration and, depending on the situation and the person,
resulted in withdrawal or resistance. In this context, the
occasional activities dedicated to Inuit residents were
valued as they gave them a break from intensive cross-
cultural interactions. Dedicated, Indigenous-only time and
space were highlighted by other authors likewise as being
comfortable and culturally safe for Indigenous peoples
(Firestone et al., 2019).

Providing culturally safe care implies being able not
only to notice, recognize and interpret correctly various
communication cues including verbal, body and gestural
language and silence; but also being knowledgeable and
reflexive about our own communication patterns (Møller,
2016). Not knowing or adjusting one’s ways of interacting
may lead Inuit to the impression of a lack of consideration
(Ruderman & Weller, 1981). In the absence of other
people with Inuit cultural and linguistic skills, such as
Inuit staff, Elders or interpreters, Inuit participants were
often left with the role of cultural broker for non-Inuit
residents and staff. There were times when other people,
especially staff members with working experience in the
North, validated what Inuit residents were saying and
advocated on their behalf in situations likely to be prej-
udicial to them. The fact that these staff were in a social
position that enables them to challenge authority (O’Neil,
1989) may partly explain why their words seemed to carry
more weight than those of the Inuit residents who were
primarily affected.

Communication is a medium through which power can
be exercised (Jennings et al., 2018). In our study, ‘power
over’ manifested in multiple ways through verbal and

non-verbal interactions such as dismissing, othering,
judging, making statements based on stereotypes and
using a foreign or unfamiliar language without proper
translation (Browne & Fiske, 2001; Jennings et al., 2018).
Although such manifestations were not specific to the
interactions from non-Inuit towards Inuit, they have the
potential to perpetuate inequities between the two groups
when used (even inadvertently) by non-Inuit in a way that
excludes or limits the full participation of Inuit in program
activities or their integration in the resident community.
Power to disagree or resist was also present, which
sometimes passively manifested by Inuit participants not
paying attention to the message or ‘just saying yes’ when
feeling too powerless to challenge a situation or what was
asked from oneself (Jennings et al., 2018; Møller, 2005).

The Need to Reflect on Power Dynamics

To the extent that the therapeutic community approach is
essentially based on peer support, the relational dynamics
are necessarily different from those in other contexts
where a care provider has a status and knowledge that
places him or her in an expert position relative to the care
recipient. That said, therapeutic communities remain
places where power issues are present, tied to the structure
and program modalities that involve certain types of in-
teractions among their members, residents and staff in-
cluded. That all staff and most residents were non-Inuit
also points to the need to explicitly consider the macro
context influences on interactions and power dynamics
(Fraser et al., 2015; O’Neil, 1989). This is all the more
important in cognitively and emotionally challenging
working/living environments since stressful conditions
may lead to the activation of implicit racial/ethnic biases
(i.e. prejudicial attitudes and/or stereotypes) from which
unwitting discrimination can arise (W. J. Hall et al., 2015;
van Ryn & Fu, 2003).

Most participants had a very limited awareness or
understanding of the historical and socio-political con-
text in which their interactions in the program took place.
Raised and socialized in different yet interconnected
social worlds, Inuit and non-Inuit inevitably have dif-
ferent embodied experiences of life and of the persistent
legacies streaming from colonial history, which could
lead to very different interpretations or actions in re-
sponse to a same situation. In some cases, the perva-
siveness of racism and discrimination may have played a
role in Inuit participants’ lives, including in the very
pathways that brought them into treatment at the centre.
As most Inuit participants were women, it should also be
noted that compared to Indigenous men, Indigenous
women and girls are known to be disproportionately
impacted by prejudice and discrimination and feel less
safe in their interactions with the health care system due
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to the intersection of racism against Indigenous peoples,
misogyny and gender discrimination (Turpel-Lafond,
2020). As for the perspectives of non-Inuit, they were
likely influenced by their own experiences, if any, of
working/living with Inuit in the program or in other
particular situations (e.g. group home, detention and
homelessness), as well as by dominant discourses about
culture, egalitarianism and Indigenous peoples (Browne,
2005).

To foster a therapeutic community spirit, the staff
focused on the commonalities in residents’ experiences.
Although this strategy had some benefits, it also entails
potential risks to cultural safety as it may result in
situations where individuals’ experiences are being
examined and understood only in the light of these
commonalities (perceived or actual). For example,
some staff were likely to interpret the fact that Inuit
residents felt judged or misunderstood as a common
trait of people who use alcohol/drugs, without neces-
sarily considering the ways in which multiple systems
of oppression such as racism, colonialism, classism and
sexism intersect to structure the unique life experiences
of each resident (Hole et al., 2015). For Inuit, not
having the feeling that their social experience as a
whole is heard, understood and considered may neg-
atively influence the evaluation of their care encounters
with non-Inuit staff and residents (O’Neil, 1989). As for
staff, failure to consider the broader socio-political and
historical contexts may lead them to interpret everyday
clinical situations as reflective of personal opinions or
sensitivities of Inuit residents; this would hinder the
identification of strategies that may disrupt individual
and institutional practices that, albeit unintentionally,
may contribute to or perpetuating racialization and
injustices (Browne, 2017).

Implications for Practice

Although the responsibility of providing a culturally safe
environment lies with the care providers and institutions,
the actual outcome of their efforts also depends on the care
recipients who have to engage themselves in the relational
care process to actualize cultural safety. For managers and
care providers serving Inuit, it is essential to understand
and consider the gap in trust and to create the conditions
for mutual trust to develop. A closer attention to com-
munication issues and power imbalances would also be
warranted. A better understanding of the immediate and
broader contexts in which care is provided could help
moving forward in this direction. Finally, care providers
and institutions can refer to equity-oriented initiatives and
tools to foster the critical reflexivity and organizational
changes necessary to create culturally safe care

environments (e.g. Browne et al., 2018; Jones, 2018;
Nixon, 2019; Plamondon, 2020).

Study Limitations

This study contributes to the understanding of key features
of culturally safe addiction rehabilitation programs for
Inuit, especially women. Further research with Inuit men
is warranted as their care experiences might be different.
Our observations are also intrinsically linked to the
therapeutic context and approach in the participating
centre. During data analysis, it was difficult at times to
distinguish the relational dynamics associated with cul-
tural safety from the recovery process in group therapy
which involves self-identification or self-affiliation to the
group. The transferability of study findings to other set-
tings, especially where programs are shorter and/or fo-
cusing on individual counselling, would need further
exploration. Finally, we cannot completely avoid the risk
of essentialization in the way we represented Inuit and
non-Inuit participants in the study, although we have tried
to minimize distortions by using reflexivity and per-
spective throughout the research process.

Conclusion

Our study reinforces the idea that being culturally safe
relates to developing trustful relationships with the people
around oneself. In a place that is likely to pose a cultural
risk due to a marked sociocultural distance and power
differentials, some encounters or situations would foster a
sense of cultural safety while others will go the other way,
depending on people, context and time. Consequently, we
find that cultural safety cannot be conceptualized as a
simple dichotomous outcome of care nor as a consistent
one, especially in a complex long-term intervention.
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universitaire de première ligne en santé et services sociaux
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Québec: Listening, reconciliation and progress. Final re-
port. Val-d’Or, QC: Commission d’enquête sur les relations

Lauzière et al. 983

https://doi.org/10.1080/22423982.2019.1612703
https://doi.org/10.1080/22423982.2019.1612703
https://doi.org/10.7202/1040146ar
http://www.nrbhss.ca/fr/enquetes-de-sante
http://www.nrbhss.ca/fr/enquetes-de-sante
https://www.nccih.ca/495/Access_to_health_services_as_a_social_determinant_of_First_Nations,_Inuit_and_M%C3%A9tis_health.nccih?id=279
https://www.nccih.ca/495/Access_to_health_services_as_a_social_determinant_of_First_Nations,_Inuit_and_M%C3%A9tis_health.nccih?id=279
https://www.nccih.ca/495/Access_to_health_services_as_a_social_determinant_of_First_Nations,_Inuit_and_M%C3%A9tis_health.nccih?id=279
https://www.nccih.ca/495/Access_to_health_services_as_a_social_determinant_of_First_Nations,_Inuit_and_M%C3%A9tis_health.nccih?id=279
https://www.drugabuse.gov/sites/default/files/therapueticcomm_rrs_0723.pdf
https://www.drugabuse.gov/sites/default/files/therapueticcomm_rrs_0723.pdf
https://doi.org/10.1186/s12889-019-7884-9
https://doi.org/10.17730/humo.45.2.q34m761r857km8lh
https://doi.org/10.1525/maq.1989.3.4.02a00020
https://doi.org/10.1525/maq.1989.3.4.02a00020
https://doi.org/10.1186/s12889-020-8324-6
https://doi.org/10.1186/s12889-020-8324-6
https://doi.org/10.1111/1467-9566.12236
https://www.jstor.org/stable/42870610
https://fpcfr.com/index.php/FPCFR/article/view/59
https://fpcfr.com/index.php/FPCFR/article/view/59
https://ehprnh2mwo3.exactdn.com/wp-content/uploads/2021/01/Volume_2_Inuit_and_Northern_English_Web.pdf
https://ehprnh2mwo3.exactdn.com/wp-content/uploads/2021/01/Volume_2_Inuit_and_Northern_English_Web.pdf
https://ehprnh2mwo3.exactdn.com/wp-content/uploads/2021/01/Volume_2_Inuit_and_Northern_English_Web.pdf
https://engage.gov.bc.ca/app/uploads/sites/613/2020/11/In-Plain-Sight-Full-Report-2020.pdf
https://engage.gov.bc.ca/app/uploads/sites/613/2020/11/In-Plain-Sight-Full-Report-2020.pdf
https://doi.org/10.1177/1049732318792500
https://doi.org/10.1177/1049732318792500
https://doi.org/10.1016/j.healthplace.2011.12.004
https://doi.org/10.2105/ajph.93.2.248


entre les Autochtones et certains services publics. https://
www.cerp.gouv.qc.ca/fileadmin/Fichiers_clients/Rapport/
Final_report.pdf

von Greiff, N., & Skogens, L. (2014). The mechanisms of treatment–
client and treatment staff perspectives on change during treat-
ment for alcohol problems.Nordic Social Work Research, 4(2),
129–143. https://doi.org/10.1080/2156857x.2013.834840

Woods, M. (2010). Cultural safety and the socioethical nurse.
Nursing Ethics, 17(6), 715–725. https://doi.org/10.1177/
0969733010379296

Yalom, I. D., & Leszcz, M. (2005). The theory and practice of
group psychotherapy (5th ed.). Basic Books

Author Biographies

Julie Lauzière, PhD, is a graduate in Research Health
Sciences (Community Health) from Université de
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