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The Relationship Between Indigenous Health and Relevant Sector Standards in Aotearoa New Zealand, Australia and Canada: A Scoping Review


Abstract
Background
Health sector Standards in Aotearoa New Zealand, Australia and Canada increasingly acknowledge the importance of culturally appropriate care for Indigenous populations. Despite this, inequities persist. This review explores how national health Standards intersect with Indigenous health, focusing on Cultural Safety, Indigenous-led governance, Indigenous knowledge, and anti-racism.
Methods
A scoping review methodology was employed to map the breadth of literature across Aotearoa New Zealand, Australia and Canada. Guided by a six-stage framework and the PRISMA-ScR protocol, the review used the qualitative variant – Population/Problem, Interest, Context (PICo) approach – to structure inclusion criteria and search strategies. Literature was sourced from five major databases and supplemented by grey literature. Data from 36 records were charted, synthesised, and analysed through narrative synthesis and stakeholder engagement.
Results
Cultural Safety was consistently identified as more impactful than cultural competency alone, yet most Standards fall short of indicating how Cultural Safety will be measured. Across records, 75% highlighted the need to address social determinants of health, and 67% advocated anti-racism and structural reform. Indigenous-led governance and self-determination were linked to improved health outcomes in 50% of the records, though practical implementation was uneven. Integration of Indigenous knowledge and holistic approaches was supported in 47% of records, but limited by weak policy infrastructure. Racism, both systemic and interpersonal, was identified in all studies as a persistent barrier to equity. National Standards often lack the enforcement mechanisms to address these issues meaningfully.
Conclusion
This review identified significant gaps between the intent and implementation of health sector Standards across Aotearoa New Zealand, Australia, and Canada in relation to Indigenous health. Despite formal commitments to culturally appropriate care, systemic barriers, rooted in colonisation and policy-practice disconnects, continue to undermine equitable outcomes. The findings highlight the need for Indigenous-led evaluation, stronger accountability, and the embedding of Cultural Safety, Indigenous leadership, and holistic health approaches to drive meaningful and lasting change.









Introduction
National healthcare Standards provide consistency for implementing and auditing a consistently safe and high quality care context across broad domains such as clinical outcomes and governance. This scoping review critically examines the intersection between Indigenous health and national health sector Standards across Aotearoa New Zealand (henceforth Aotearoa), Australia and Canada. Key focus areas include Cultural Safety, Indigenous-led governance and self-determination, Indigenous knowledge, and anti-racism which are central to understanding how these Standards aim to enhance outcomes for Indigenous peoples. Cultural Safety differs significantly from cultural competence. The latter emcompasses the aquisition of knowledge about cultural norms in order to be able to function in an appropriate, non-offensive manner with people from different cultural contexts. By contrast, Cultural Safety, a concept developed by a nursing scholar Irihapeti Ramsden, is a politicised concept that recognises the impact of colonisation and challenges structural inequities and power imbalances, demanding systemic change [1]. Significantly, Cultural Safety is determined by the recipient of care [1]. The concept of Cultural Safety is deeply linked with the social determinants of health (SDH) because culturally unsafe healthcare means inequitable access and engagement. Intergenerational poverty since colonisation also impacts the SDH [2].
The scoping review begins with an overview of health sector Standards. The synthesis of findings offers recommendations to inform future research, strengthen policy frameworks, and support the transformation of health systems to better serve Indigenous communities.

Background
Unifying these national health sector Standards in all three countries is the formal recognition of Indigenous rights to safe, equitable, and inclusive health care. This approach aligns with the United Nations Declaration on the Rights of Indigenous Peoples (UNDRIP) [3]. All Standards demonstrate some efforts towards recognising the significance of Indigenous health, with variable attention to Cultural Safety, the SDH, racism, Indigenous-led governance and self determination. The following outlines how each country’s Standards incorporate these principles.
The Australian National Safety and Quality Health Service Standards (NSQHS) aim to improve safety and quality through continuous improvement and harm prevention [4]. Their focus on consumer engagement aligns with the UNDRIP, particularly Article 18, affirming Indigenous peoples’ rights to participate in decision-making [3].
Accreditation Canada and the Health Standards Organization (HSO) have developed Indigenous Health Standards, including the British Columbia Cultural Safety and Humility Standard [5]. They prioritise Cultural Safety, Indigenous engagement, equitable service, and quality improvement [5], aligning with UNDRIP’s Article 24, which recognises traditional healing and the right to the highest attainable standard of health [3].
In Aotearoa, the Ngā Paerewa Health and Disability Services Standard (HDSS) ensures services are safe, appropriate, and culturally responsive, particularly for Māori and diverse communities [6]. It includes consumer rights, cultural competence, and holistic wellbeing, reflecting UNDRIP Articles 11 and 23, which support Indigenous practices and participatory service development [3]. 
Collectively, these Standards utilise well-established monitoring processes such as accreditation, self-assessments, audits, data collection, site visits, stakeholder engagement,  and health outcome measures. 
While they share commitments to cultural diversity (see Table 1), differences remain. Accreditation Canada/HSO offers Indigenous-specific Standards, whereas NSQHS and Ngā Paerewa HDSS incorporate Indigenous needs into broader health quality frameworks. Measurement of commitments to cultural diversity also varies: Accreditation Canada prioritises community feedback, NSQHS focuses on clinical outcomes, and Ngā Paerewa highlights holistic Māori health models across physical, mental, spiritual, and social domains.

Research Aim
This scoping review aims to explore how national health Standards intersect with Indigenous health, focusing on Cultural Safety, Indigenous-led governance, Indigenous knowledge, and anti-racism across Aotearoa, Australia and Canada. 

Research Question
How do national health Standards intersect with Indigenous health in the contexts of Cultural Safety, Indigenous-led governance, Indigenous knowledge, and anti-racism?

Methods 
A scoping review methodology was utilised as it is well-suited for mapping the breadth of existing literature, identifying knowledge gaps, and exploring key concepts [7]. The structured review protocol was informed by Carr et al. [7],  building on Arksey and O’Malley’s work [8] and incorporates  Levac et al.’s refinements [9]. The review had six stages: (1) formulating the research question or objective; (2) identifying relevant literature; (3) selecting studies; (4) organising data; (5) synthesising and summarising findings, and (6) engaging with relevant stakeholders.	This scoping review was Indigenous-led by the first and second authors. 

Eligibility Criteria
We applied the qualitative variant – Population/Problem, Interest, Context (PICo) framework – to refine the scope of our research objective. The study population included Māori in Aotearoa, Aboriginal and Torres Strait Islander peoples in Australia, and Canadian First Nations, Inuit, and Métis communities. The area of interest were health Standards encompassing policies, programmes, and frameworks designed to enhance Indigenous healthcare, particularly Cultural Safety and health equity. For the context component, we explored how their implications across the three countries, focusing on Indigenous health outcomes. The years searched, inclusion and exclusion criteria are outlined in Table 2.
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Information Sources
As the primary sources for the search, PubMed, Scopus, CINAHL, JSTOR, and SAGE were selected. These databases offer a broad interdisciplinary range of perspectives and are well-suited for exploring the multifaceted nature of Indigenous health and policy. 

Search Strategy
As shown in Table 3, the research objective was broken down into key concepts. We generated an expanded list of synonyms, related terms, acronyms, and alternative spellings for each concept to ensure comprehensive coverage. These terms were then strategically combined into search strings using Boolean operators. Grey literature was included from credible sources, and a detailed search process log was maintained. Rigorous documentation ensured transparency, consistency and reproducibility. 

Selection of Sources of Evidence
The screening process began with the extraction of all potentially relevant titles and abstracts using the predefined search terms, subject headings, and search limits. The number of records retrieved from each database was recorded individually to maintain transparency across sources. Duplicate entries were identified and removed, with the number of duplicates documented. The remaining titles and abstracts were screened for relevance against the research aim. Records not meeting the inclusion criteria from this initial review were excluded. The remaining studies were flagged for full-text retrieval.
Full texts that were inaccessible were documented as unavailable. Full-text records that were obtained were evaluated in detail. Those that failed to meet the criteria were excluded, with reasons noted. The final studies that satisfied all inclusion parameters comprised the literature for the review.

Study Selection
As highlighted in Table 4, the Preferred Reporting Items for Systematic reviews and Meta-Analyses (PRISMA) process was followed to screen relevant literature [10]. After removing duplicate records from the initial search results, titles and abstracts of 1312 records were screened for focus on the relevant study population or accreditation Standards, and 1280 records were excluded. Thirty-two records from the identified search databases were retrieved and assessed for eligibility. An additional 26 records from organisations or citation searching were also assessed for eligibility. Of the 58 records, 10 were from the identified databases and 26 were identified via other methods.

Data Charting Process
Within the data charting process, selected study information included country, aim, methodology, methods, study interpretation and contributions to the wider research context.

Results Synthesis 
Synthesis commenced with organising data extracted from the 36 included studies. Using a data extraction template, key findings were collated to establish an overview of the evidence base and identify early patterns and divergences [11]. Relationships within and across studies were examined to uncover recurring ideas, discrepancies, and contextual factors.
A Miro board was employed to visualise the conceptual groupings derived from the results and discussion sections. This enabled a clearer exploration of emerging trends and potential anomalies within the data, contributing to rigour in the findings.
For synthesis rigour, each record's quality and methodological soundness were considered. This identified bias or evidence limitations, which were reported in the final analysis [12]. A methodical approach was maintained, guided by the PRISMA-ScR framework, to ensure reproducibility, clarity, and coherence in how findings were interpreted and presented [13]. 

Stakeholder Engagement
Guidence was informally provided in-person by experienced auditors in Aotearoa who have audited organisations against the Ngā Paerewa HDSS. These stakeholders were consulted early on in the development of the larger research project. They shared insights into the audit process, helping to contextualise the research within practical audit environments. The primary researcher also brought direct experience, having supported hospitals in Aotearoa in meeting the Standards. This collaborative engagement helped identify and understand the practical challenges involved in implementing the Standards, supporting findings that are relevant to the sector and responsive to its needs.

Results of data synthesis
Characteristics of Evidence Sources
The summary of included sources is as follows: 33 qualitative studies and three healthcare Standards. Geographically, 10 studies focused on Aotearoa, 12 on Australia, 13 on Canada, and one had a global scope. Studies involving participants included patients (n = 16), whānau/families (n = 8), community members (n = 13), health professionals (n = 18), and government or health organisations (n = 12). Most studies incorporated multiple perspectives. However, few explicitly engaged with national health sector Standards (n = 3), suggesting research gaps investigating the relationship between policy intent and practice.
Four themes were identified across the dataset (Table 5): Cultural Safety versus cultural competence; Indigenous-led governance and self-determination; integration of Indigenous knowledge and holistic approaches; and anti-racism and structural change. Twenty studies prioritised Cultural Safety over cultural competency. While one record upheld cultural competency as sufficient [14], most distinguished between the two – that cultural competency involves awareness and skills, whereas Cultural Safety requires environments shaped by Indigenous identity and experience [14]. With this theme, 20 studies stressed the importance of addressing SDH and health inequities to achieve Cultural Safety. Eighteen studies supported Indigenous-led governance and self-determination, though some proposed partnership models as a transitional or complementary approach. Seventeen studies endorsed integrating Indigenous knowledge and holistic healthcare models. Finally, 24 studies advocated for anti-racism strategies to drive systemic change.

Key Findings

Cultural Safety versus cultural competence
While many studies discuss cultural competency and Cultural Safety, few explore in-depth the distinctions between the concepts. Cultural competency involves acquiring knowledge and skills to work across cultures [15]. One study argued this framework should underpin culturally safe, Indigenous-led evaluations [16]. The Australian NSQHS Standards support cultural competence with Aboriginal and Torres Strait Islander people [4], but do not address systemic power dynamics and therefore Cultural Safety is unexamined. Only one study viewed cultural competency as sufficient [14], while 10 others in Australia advocated embedding Cultural Safety into all levels of care. Three studies positioned competency as a starting point, with safety achieved through reflection, anti-racism strategies, and Indigenous perspectives [17-19]. Others [3, 14, 20] critique Standards that stop at competency without progressing toward Cultural Safety.
Cultural Safety challenges structural inequities and power imbalances, demanding systemic change [1]. This aligns with Accreditation Canada’s Indigenous Health Standards, which promote anti-racism, community engagement, and decolonising practice. These values are also reflected in British Columbia’s Cultural Safety and Humility Standard [5] and Ngā Paerewa HDSS [6]. A meta-synthesis of 14 studies by Graham and Masters-Awatere [17] called for reconceptualising Māori health care delivery, linking cultural competency with deeper sociopolitical awareness. Without strong enforcement mechanisms, two studies argued Cultural Safety risks remaining aspirational [16, 17].
Across 27 studies, the enduring impacts of colonisation were central to understanding inequities in health access and outcomes. Structural racism, intersectionality, and SDH must be addressed to institutionalise Cultural Safety [1, 19-23]. Scholars call for embedding Indigenous voices and accountability into national Standards and health pathways [24-28]. Although current research offers important perspectives on holistic health, equity and the significance of Cultural Safety, few studies examine the long-term effects of national Standards on Indigenous health outcomes, in some instances perhaps due to the short time periods the Standards have been in place.

Indigenous-led governance and self-determination
The centrality of Indigenous-led governance and self-determination is a recurring insight across the literature. Eighteen studies recognised that when Indigenous communities lead and control health services, outcomes significantly improve. Community-led approaches are consistently reported as more effective than top-down, government-imposed models. Governance models prioritising self-determination, Cultural Safety, and local autonomy tend to result in more coordinated, culturally appropriate, and comprehensive service delivery [21-33]. 
Many studies advocate for community-led approaches and Indigenous decision-making across all levels of healthcare to support ground-level initiatives. In Canada, organisations must demonstrate an overarching commitment to Indigenous health equity in governance, strategy, and resource allocation [5]. In Aotearoa, Māori should be represented in governance and leadership roles to influence decision-making [6]. Despite these mandates being progressive, limited information is available from which to determine the success of these indicators. This highlights a need for closer monitoring to gather implementation data. In Australia, the Standards encourage Indigenous leadership as a strategic priority, rather than promote Indigenous governance (D) [4].

Integration of Indigenous knowledge and holistic approaches
Seventeen studies emphasise grounding health interventions in Indigenous knowledge systems and holistic wellbeing. Health is conceptualised as a dynamic interplay of physical, spiritual, cultural, and social dimensions. Three studies across Australia and Canada [34-36] advocate for co-designed healthcare approaches between Western healthcare and Indigenous stakeholders. Although these align with their respective health Standards, four studies [35-38] suggest a lack of integration, accountability mechanisms and formal policy infrastructures. 
In Aotearoa, two studies [30, 39] argue for full restoration of Indigenous sovereignty and Māori-led frameworks as the foundation for achieving equity. These studies demonstrate how Indigenous philosophies can authentically guide practice aligned with the Ngā Paerewa HDSS [6].
Studies examined how Indigenous knowledge and holistic frameworks are integrated into healthcare. For example, two studies [35, 36] used systematic reviews informed by community-based participatory research to investigate the role of Indigenous knowledge in areas such as suicide prevention and traditional healing. 

Anti-racism and structural change
All 36 studies implicitly indicate racism in healthcare. Twenty-four explicitly identify systemic and interpersonal racism, and power imbalances stemming from colonisation. Four studies [21, 22, 30, 40] critique institutional structures and policies that disempower Indigenous communities by limiting autonomy and marginalising knowledge systems. These dynamics reinforced top-down, paternalistic approaches that exclude Indigenous decision-making. Across contexts, systemic racism and historical oppression remain embedded in health governance, hindering culturally safe care [21-22, 40-42].
Two studies across Australia and Aotearoa [19, 28] advocate for integrating Indigenous methodologies into health Standards, mandating anti-racism education and reflective practice, and revising policies to embed anti-racism across clinical and non-clinical settings. These actions are not yet reflected in the Australian NSQHS Standards or Aotearoa’s Ngā Paerewa HDSS. 
In Canada, there is growing movement among health organisations to embed anti-racism principles. Institutions are urged to adopt zero-tolerance approaches to Indigenous-specific racism, and leadership bodies increasingly issue formal statements confronting colonial harm and committing to systemic change [5].

Discussion
Statement of principal findings
National Stardards that recognise unique needs and rights of Indigenous people are a beginning point for remedying the parlous state of Indigenous health. The benefit of national Standards is that there is a uniform of set outcomes against which services have to measure outcomes. Therefore, Standards provide mandatory expectations without dictating the process. Standards alone however will not transform health and social services [43]. Standards must be backed by rigorous audits to ensure there is continuous quality improvement in upholding Indigenous people’s rights. We concur with Ng et al. [44] that system learning is fundamental. A quantitative data-driven reporting process is required to operationalise improvement actions and progress towards expected outcomes. The current study also highlights the importance of the second strand of health system learning, which is a structured approach to education and problem-solving. In this context, health system learning entails Indigenous knowledges being integral to theory building and health systems’ evolution. Fundamental to this process is examining the systems that perpetuate health disparities [45]. The findings highlight that there are key areas pertaining to the transformation of health systems to better serve Indigenous communities where further institutional development is necessary. 

Interpretation within the context of wider literature
In this study, key areas include Indigenous-led governance integrating Indigenous knowledge and community-led approaches are essential for better outcomes. Racism is a central issue relating to colonisation and systemic exclusion. This review supports the argument that Indigenous people experience complex biopsychosocial harms from racism, and legal and health systems have a pivotal role in protecting rights [46]. Cultural competency is often treated as a technical requirement rather than a step toward deeper Cultural Safety. Cultural Safety requires systemic transformation, power-sharing, and anti-racism praxis [47]. The findings show persistent barriers remain, including limited insight into Indigenous definitions of Cultural Safety. Despite policy advancements, Cultural Safety is not consistently operationalised. Health systems still prioritise Eurocentric models, marginalising Indigenous approaches [17, 18]. Policies and Standards must centre Indigenous leadership, embed Cultural Safety, and expand Indigenous workforce roles and governance grounded in tino rangatiratanga (autonomy) and co-design [6, 40]. 

Implications for policy, practice and research
These findings highlight a critical global shift in health systems. Integration of Indigenous knowledge systems into healthcare supports holistic, relational, and preventative models of care that benefit both Indigenous and non-Indigenous populations [17]. Ultimately, Indigenous health equity is a benchmark for the wider healthcare system's responsiveness, integrity, and justice.
All three countries share similarities in their colonial histories and current politicisation of health. The latter can readily eclispe attention focused on fundamental issues such as equity, institutional racism and Cultural Safety. There are several exemplars in the Aotearoa context of steps towards ensuring that policies and direct care are compliant with Māori rights and aspirations. Critical Tiriti Analysis [48, 49] uses the Articles of the 1840 Te Tiriti o Waitangi to retrospectively analyse policy and prospectively to design policies that address Māori leadership. It focuses on Māori leadership, participation and self-determination.  In the nursing context, Ke Kaunihera Tapuhi o Aotearoa, the Nursing Council of New Zealand [50] has recently renewed the scope and Standards of registered nurse practice ensuring authentic Māori representation in their development and reflecting alignment with Te Tiriti o Waitangi with an equitable and holistic approach to health. There are numerous examples of high-level collaboration between Indigenous nations to improve health, including a broad focus on planetary health [51].

Strengths and limitations
This study followed a rigorous methodology, using a six-stage scoping review process guided by the PICo and PRISMA-ScR frameworks. The search strategy was documented to ensure transparency and reproducibility. The data charting process was thorough, capturing standard bibliographic information and contextual factors. The use of a Miro board enabled thematic clarity. 
Limitations include scant data for Canadian representation, particularly for Inuit and Métis. There is also a lack of explicit research about engaement with Standards. The predominance of qualitative, cross-sectional designs restricts longitudinal insights. Few studies were Indigenous-led, affecting cultural relevance.

Conclusion
This scoping review aimed to explore how national health Standards intersect with Indigenous health across Aotearoa, Australia and Canada, and the implications for health outcomes on Indigenous communities. Although many Standards formally recognise the importance of culturally appropriate care, the review found that there are implications for their rigorous implementation. Persistent systemic barriers, including the enduring effects of colonisation and inconsistent incorporation of Indigenous worldviews, continue to limit equitable healthcare access and outcomes for Indigenous peoples. These structural issues are attributed to the disconnect between policy intentions and practice.
The review highlighted the need for Indigenous-led research and evaluation. The findings call for monitoring and transformative change within healthcare systems. Embedding Cultural Safety into governance structures, strengthening Indigenous leadership, and addressing broader SDH are essential to achieving equitable outcomes. The review recommends stronger accountability measures, sustained anti-racism initiatives, and the integration of Indigenous healing and holistic health models. By doing so, health Standards can move beyond symbolic inclusion and towards tangible improvements. 
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Tables
Table 1. Key Indigenous Standards relevant to Australia, Canada and Aotearoa New Zealand.
	Standard
	Australian NSQHS (Aboriginal & Torres Strait Islander)
	Accreditation Canada/HSO (Indigenous Health Standards)
	Ngā Paerewa HDSS (Māori-specific Standards)

	Strengthening Relationships and Partnerships
	Health service organisations are encouraged to build strong partnerships with local Aboriginal and Torres Strait Islander communities, including Aboriginal community-controlled health services (Actions 1.2 and 2.13).

	Collaboration with Indigenous leadership in decision-making and community engagement to ensure services align with community values and needs.
	Organisations must actively engage with Māori communities, ensuring Māori governance and leadership input (Te Tiriti o Waitangi principles).

	Addressing Equity and Safety Needs
	Ensure that Aboriginal and Torres Strait Islander safety and quality care needs are embedded in organisational priorities (Action 1.2). Address specific health needs of Aboriginal and Torres Strait Islander populations (Action 1.4).

	Focus on identifying and reducing health disparities experienced by Indigenous peoples, ensuring equitable access to care, and addressing systemic barriers to healthcare.
	Equity of access to services for Māori, with targeted approaches to reduce health disparities for Māori, as per the obligations of Te Tiriti o Waitangi (Standard 1.2).

	Cultural Safety and Respect
	Organisations must demonstrate respect for the cultural identity of Aboriginal and Torres Strait Islander clients. (Action 5.8).

	Cultural Safety and humility training for staff, recognition of the impact of colonisation, and respect for Indigenous cultural protocols and practices.
	Services must demonstrate culturally safe practice, reflecting Māori values, tikanga, and spiritual beliefs. Whānau must be involved in decision-making (Standard 1.4).

	Workforce Development
	Strengthening the Aboriginal and Torres Strait Islander workforce by increasing employment and supporting professional development (Action 1.33).
	Recruitment and retention of Indigenous staff, as well as ongoing training on Cultural Safety, racism, and Indigenous health needs.
	Development of a culturally competent workforce that integrates Te Ao Māori (worldview) principles into health care, with specific strategies for recruitment and retention of Māori staff (Standard 2.3).


	Holistic Health Care
	Aboriginal and Torres Strait Islander health encompasses physical, social, emotional, cultural, and spiritual aspects, reflecting a whole-of-life view of health and wellbeing.
	Emphasis on holistic care models that incorporate traditional healing, medicines, and Indigenous holistic worldviews (e.g., spiritual, emotional, mental, and physical aspects of health).

	Health services must incorporate Te Whare Tapa Whā (holistic model of health) and other Māori health models, recognising the spiritual, physical, mental, and whānau aspects of wellbeing (Standard 1.1).

	Governance and Leadership
	Leadership must advocate for Aboriginal and Torres Strait Islander health as a strategic priority, including inclusive governance and policies that reflect the needs of Indigenous communities (Actions 1.2 and 1.21).

	Organisations must demonstrate an overarching commitment to Indigenous health equity in governance, strategy, and resource allocation.
	Māori should be represented in governance and leadership roles within health organisations to influence decision-making processes (Standard 3.4).

	Data Collection and Reporting
	Aboriginal and Torres Strait Islander health data must be collected, analysed, and used to drive improvements in care (Action 1.3).
	Indigenous data sovereignty is a key principle, requiring organisations to engage Indigenous communities in data governance, with a focus on culturally appropriate data use.
	Continuous monitoring and auditing of service quality for Māori populations is required, integrating community feedback and ensuring accountability (Standard 2.2).


	Risk Management and Safety
	Ensure care for Aboriginal and Torres Strait Islander patients is well-coordinated, addressing social determinants of health, and involving family support where appropriate (Action 5.13).

	Safety and risk management strategies must be adapted to meet the needs of Indigenous patients, particularly in remote areas, with focus on culturally safe care.
	Services must include Māori cultural values and safety within their risk management practices, ensuring culturally safe environments (Standard 3.1).

	Family and Whānau-Centred Care
	Family support and inclusion in care coordination for Aboriginal and Torres Strait Islander patients is required (Action 5.13).
	Patient and family-centred care must involve Indigenous patients and their families in care planning, decision-making, and risk management.
	The Whānau Ora approach emphasises family wellbeing, ensuring that health services integrate family-centred care and decision-making (Standard 1.6).


	Traditional Healing and Medicines
	Encouraging the recognition of Aboriginal and Torres Strait Islander traditional practices within the healthcare setting where appropriate.

	Organisations must facilitate access to traditional Indigenous healing practices and medicines alongside Western medical care.
	Services must respect and incorporate Māori traditional healing practices and integrate spiritual health care (Standard 1.3).



Table 2. Inclusion and Exclusion Criteria for determining literature relevance and eligibility for this review.
	Inclusion Criteria
	Exclusion Criteria

	· Topics relating to health sector Standards (policies, regulations, frameworks, guidelines), health outcomes (access, equity, quality), Cultural Safety.
· Peer-reviewed journal articles
· Grey literature published by reputable organisations and government publications
· Published between 2013-2024
· Written in English
· Qualitative research
· Studies conducted in Aotearoa New Zealand, Australia and Canada
· Inclusive of all genders, all ages, and all levels of health (who have had healthcare experiences)
· Indigenous population groups (Māori, Aboriginal, Torres Strait Islander Peoples, First Nations, Inuit, Metis)

	· Studies not directly related to the topic of this literature review
· Unpublished studies or grey literature
· Works that are not considered to be scholarly or rigorous (blogs, news articles, webpages) for literature reviews
· Studies published prior to 2013
· Quantitative research




Table 3. Search strategy.
	Search Terms

	Concept: Health Sector Standards
	
	Concept: Health experiences
	
	Concept: Indigenous population
	
	Concept: Colonisation
	
	Concept: Geography

	Health standards
Health policies
Health regulations
Healthcare standards
Healthcare policies
Healthcare regulations
Standards of health
Health needs
Healthcare needs
	
AND

OR
	Impact
Effects
Outcomes
Influence
Effected
Experience
Consequence
Shape
Ramifications
Implicate
Impinge
	
AND

OR
	Indigenous
Aboriginal
Māori
First Nations
Inuit
Metis
Torres Strait Islanders
Native-born
Ethnic
	
AND

OR
	Colonialism
Colonial
Settlers
Colonise
	
AND

OR
	Aotearoa
Aotearoa New Zealand
Australia
Canada

	PubMed
(("Health standards" OR "Health policies" OR "Health regulations" OR "Healthcare standards" OR "Healthcare policies" OR "Healthcare regulations") AND ("Impact" OR "Effects" OR "Outcomes" OR "Influence" OR "Experience") AND ("Indigenous" OR "Aboriginal" OR "Māori" OR "First Nations") AND ("Colonialism" OR "Colonial") AND ("Aotearoa" OR "Aotearoa New Zealand" OR "Australia" OR "Canada"))
Date Done: 10/09/2024
Results: 450
Reviewed: 15
Used: 4

	Scopus
(("Health standards" OR "Health policies" OR "Health regulations" OR "Healthcare standards") AND ("Impact" OR "Effects" OR "Outcomes" OR "Influence") AND ("Indigenous" OR "Māori" OR "Aboriginal" OR "First Nations") AND ("Colonialism" OR "Settlers") AND ("Aotearoa" OR "Aotearoa New Zealand" OR "Australia" OR "Canada"))
Date Done: 10/09/2024
Results: 18
Review: 4
Used: 1

	CINAHL
((MH "Health Policy" OR "Health standards" OR "Health regulations") AND ("Impact" OR "Effects" OR "Outcomes" OR "Experience") AND ("Indigenous" OR "Aboriginal" OR "Māori" OR "First Nations") AND ("Colonialism" OR "Settlers") AND ("Aotearoa" OR "Aotearoa New Zealand" OR "Australia" OR "Canada"))
Date Done: 10/09/2024
Results: 6
Reviewed: 1
Used: 0

	JSTOR
(("Health standards" OR "Health policies" OR "Healthcare standards" OR "Healthcare policies" OR "Health regulations" OR "Healthcare regulations" OR "Standards of health" OR "Health needs" OR "Healthcare needs") AND ("Impact" OR "Effects" OR "Outcomes" OR "Influence" OR "Experience" OR "Consequence" OR "Shape" OR "Ramifications" OR "Implicate" OR "Impinge") AND ("Indigenous" OR "Aboriginal" OR "Māori" OR "First Nations" OR "Inuit" OR "Métis" OR "Torres Strait Islanders" OR "Native-born" OR "Ethnic") AND ("Colonialism" OR "Colonial" OR "Settlers" OR "Colonise") AND ("Aotearoa" OR "Aotearoa New Zealand" OR "Australia" OR "Canada"))
Date Done: 10/09/2024
Results: 366
Reviewed: 1
Used: 0

	SAGE
("Health standards" OR "Health policies" OR "Healthcare standards" OR "Healthcare policies" OR "Health regulations" OR "Healthcare regulations" OR "Standards of health" OR "Health needs" OR "Healthcare needs") AND ("Impact" OR "Effects" OR "Outcomes" OR "Influence" OR "Experience" OR "Consequence" OR "Shape" OR "Ramifications" OR "Implicate" OR "Impinge") AND ("Indigenous" OR "Aboriginal" OR "Māori" OR "First Nations" OR "Inuit" OR "Métis" OR "Torres Strait Islanders" OR "Native-born" OR "Ethnic") AND ("Colonialism" OR "Colonial" OR "Settlers" OR "Colonise") AND ("Aotearoa" OR "Aotearoa New Zealand" OR "Australia" OR "Canada")
Date Done: 10/09/2024
Results: 480
Reviewed: 10
Used: 5

	Citation Searching
Via Auckland University of Technology Library database and online searching
Reviewed: 28
Used: 26



Table 4. PRISMA 2020 flow diagram for new systematic reviews which included searches of databases, registers and other sources.
[image: A diagram of a flowchart
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Table 5. Key themes.
	Key Theme
	Number of Studies
	Percentage

	Cultural Safety rather than cultural competence
Social determinants of health and inequities (sub-theme)
Indigenous-led governance and self-determination
Integration of Indigenous knowledge and holistic approaches
Anti-racism and structural change
	20
27
18
17
24
	56
75
50
47
67
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