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Abstract
Introduction: African Nova Scotians (ANSs) are a culturally distinct and resilient people who have endured
historical and contemporary hardships yet have persisted and succeeded in exceptional ways. Currently, little is
known about African Nova Scotian (ANS) nurses; however, available literature suggests that ANSs are
underrepresented as health practitioners, particularly in nursing. Addressing this knowledge gap warranted an
examination of ANS nurses and their leadership experiences. This dissertation includes a series of manuscripts
that situate Black nurses in Canada before presenting the focal qualitative study that critically examined the
leadership experiences of ANS nurses in healthcare practice.
Methods: This study was guided by the theoretical underpinnings of Black feminist theory. Data collection
involved one-on-one semi-structured telephone interviews with eighteen ANS nurses. Eligibility criteria
required participants to be a regulated nurse and to identify as ANS. Data, in the form of interview transcripts,
were analyzed using the analytical framework of Critical Discourse Studies. Specifically, the analysis involved
the interrogation of three structure levels — namely the discursive, social, and cognitive.
Findings: Study findings are presented in three overarching sections: 1) African Nova Scotians as a Distinct
People 2) Institution of Care and 3) Leadership Philosophy and Practice. Each section contains conceptual
themes and subthemes, which together, provide a comprehensive understanding of factors that influence the
leadership of ANS nurses. Section 1 revealed how formative aspects of ANS identity influenced leadership
philosophy and practice. Section 2 involved the interrogation of the nursing profession and the healthcare
system as social structures, which are implicated in the [re]production of power dynamics. Finally, Section 3
presents the conceptualization of the leadership philosophy and practice for ANS nurses.
Conclusion: This study presents insight into the ways in which ANS nurses perceive and practice leadership.
Leadership, which was deeply rooted in a community-oriented approach to care, was regarded as an integral
component of nursing practice. Understanding and integrating ANS nurses and their knowledge into practice
has implications that extend beyond nursing. These findings include significant considerations for the
advancement of community health and healthcare. Finally, this study contributes to the ongoing work of

reclaiming ANS identity.



Glossary and Definitions

ANS African Nova Scotian

APN Advanced Practice Nurse

BFT Black Feminist Theory

CAN Canadian Nurses Association

CRC Combahee River Collective

IB&M Indigenous Black and Mi’Kmaq Initiative
LPN Licensed Practical Nurse

NP Nurse Practitioner

NSH Nova Scotia Health

PLANS Promoting Leadership in health for African Nova Scotians
PTSS Post Traumatic Slave Syndrome

RN Registered Nurse

SON School of Nursing

TYP Transition Year Program

UN United Nations

UsS United States

African Nova Scotians (who also self-identify as Indigenous Black, Africadian, Afri-Scotian or Scotian) are
descendants of free and enslaved Black Loyalists, Black Refugees, Maroons and other Black people who
were settled across 52 indigenous (original) land-based Black communities.

Ancestry refers to the ethnic background or lineage of a person.

Identity is a socially constructed concept that refers to how people perceive themselves, independent of their
ancestry.

Anti-Black Racism is the specific form of prejudice and discrimination that manifests in the policies, practices
and decisions that knowingly or unknowingly reinforce discriminatory beliefs and attitudes towards
Black people.

Black Tax is a socially constructed concept that refers to the mental, physical, emotional and spiritual burden
that Black people are forced to negotiate as they navigate institutional and spaces or interact with

people.
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Class is a socially constructed concept that refers to the system of ordering of a society whereby people or
groups are divided based on perceived or actual social or economic status.

Ethnicity is a multidimensional dynamic concept that includes aspects such as race, ancestry, identity, language
and religion. Ethnicity also includes more subtle elements including culture, customs, beliefs and
practices, which are subject to change over time. Statistics Canada described three fundamental
approaches to measuring ethnicity, which include: ancestry; race; identity.

Gender (Expression & Identity) is a socially constructed concept that includes expressions such as behaviors,
roles and identities. Gender expression and identity influences perceptions of selves and others, their
acts and interactions, and the distribution of power and resources. Gender identity traditionally included
girls, boys, women and men however, gender has expanded to include trans, non-binary and gender
queer.

Institutions are stable, esteemed, recurring patterns of behaviors. Integrated systems of rules that structure
social interactions. It includes informal institutions such as customs, behaviors or patterns that are
valued or esteemed in a society as well as the formal institutions have a mandated permanence in
controlling social behaviours.

Nurse includes largest group of regulated health professionals in Canada. Nurses include four recognized
designations which are licensed practical nurses, registered nurses, registered psychiatric nurses, and
nurse practitioners. Nurses practice is the areas of clinical care, research, education, and administration.

Nursing Leadership encompasses the action, advocacy, and critical thinking that is required to promote change
and improve the health of individuals, families, and communities as well as the overall healthcare
system. It includes both formal and informal leadership roles since all nurses have capacity to be a nurse
leader.

Power is the socially constructed concept that accounts for the capacity of specific groups to control and benefit
from the unequal access to resources.

Power Dynamic is a social construct that describes how power affects a relationship between people, groups
and structures.

Race is a socially constructed concept that is based largely on genetically or biologically imparted features such
as skin color.

Racism is the prejudice, discrimination directed towards a person or group of people based on their

membership in a particular marginalized racial or ethnic group.
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Sex is the biological attributes found in humans and animal. It is associated with the physical and physiological
features related to genetic or biological components. Sex is used to assign female or male however,
variation also exist in this classification.

Sexism is the prejudice or discrimination directed at a person or group of people based on their sex or gender.

Sexual Orientation is a socially constructed concept that refers to a person’s pattern of emotional, romantic
and sexual attraction to other people.

Social Construct refers to the idea that was created and advanced by people in society or particular contexts.

Socioeconomic Status is a socially constructed concept that refers to the social ordering of people or groups

based on measuring a combination of factors such as wealth, education, income, and occupation.
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Chapter 1: Introduction

This introductory chapter provides a succinct overview of this qualitative study, examining the
leadership experiences of African Nova Scotian (ANS) nurses, as well as an outline for the format and structure
of the dissertation. ANSs are a distinct group of people, within the greater Black population in Nova Scotia,
whose experiences in nursing are not well understood. There is a paucity of evidence regarding ANS nurses in
healthcare and more specifically, their experiences in relation to leadership. To this end, this qualitative study
sought to critically examine the leadership experiences of ANS nurses in healthcare practice. This study was
focused on answering the following two questions: 1) What are the leadership experiences of ANS nurses and,
2) How do ANS nurses perceive leadership? Using Black feminist theory (BFT) to guide this study, which
involved semi-structured interviews with ANS nurses, data were analyzed using the analytical framework of
critical discourse studies (CDS) to generated conceptual themes. In the sections that follow, this chapter outlines
the background for this study, the research problem, research purpose and guiding questions, followed by the
significance of this research and finally the scope of this study. The chapter concludes with an outline of the
format and layout of the remaining dissertation.
1.1 Study Background

African Nova Scotians (ANSs) are a culturally distinct group within the larger Black population in Nova
Scotia. ANS heritage and the context of their arrival in Nova Scotia, dating back to the 1600s, as enslaved or
“free” people, resulted in a unique experience of Blackness. With approximately 22,000 ANSs comprising
approximately 2.4% of the Nova Scotian population, ANSs represent one of the largest racially visible groups in
Nova Scotia (African Nova Scotian Affairs [ANSA], 2016). Nearly 72% of ANSs identify as third generation or
greater (ANSA, 2016). This is significant, especially considering that ANS communities are understood as one
of the oldest, and at one time, the largest congregation of Black people in Canada. Many of the approximately
50 ANS communities located across Nova Scotia served as early settlements, some of which are designated as
historic sites and many others remaining populated and active today. The myriad socioeconomic issues
encountered by ANSs are the direct result of centuries of colonialism and anti-Black racism in Nova Scotia. For
example, high rates of chronic illness have contributed to a notably worse health status for ANSs compared to
that of the general population of Nova Scotia. Further, the United Nations [UN] (2017) concluded that racism
remains rampant in Canada, particularly in Nova Scotia, and that significant disparities persist in areas of
education, health, employment, and housing. Anti-Black racism, which is a term credited to Dr. Akua
Benjamin, is defined as the policies, practices, decision making and systemic processes, embedded throughout

the fabric of Canadian institutions, which result in discriminatory treatment towards Black people. As anti-
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Black racism is known to permeate multiple sectors of society — from education, labor, justice, and health,
growing research indicates how anti-Black racism compromises health.

Addressing anti-Black racism in healthcare — and the successive harms that ensue — requires
practitioners who are competent, invested in change and are in positions to instigate systemic reform. Nursing is
one of the most populous and regarded as one of the most trusted professions, and nursing is one of the more
prevalent health practitioner groups in healthcare. Leadership is a basic entry-level competency and standard of
practice in nursing practice. It is understood that all nurses, despite their level of training, have the capacity to
be a nurse leader. Whether through formal or informal leadership practices, nurses have the ability to effect
widespread advancement in healthcare. Nurse leaders are capable of challenging health inequities and
disparities through their knowledge and skills, by influencing health policy, shifting practices, and contributing
to the transformation of the larger healthcare system. Despite progressive advancement by nurses in healthcare,
there is a historical legacy within the profession that has limited expansion to its full scope. By restricting
access to the nursing profession, to only those who embodied the Victorian ideals of “true womanhood” Black
women were effectively prohibited from entering the nursing profession (Flynn, 2011). Flynn (2011) found that
Black women were deliberately excluded from entering and practicing nursing in Canada (Flynn, 2011). Black
women in Canada, who wanted to pursue a career in nursing, were prohibited from doing so until the 1940s
(Flynn, 2011). Instead, Black women who desired to pursue a career in nursing were instructed to train in the
United States (US), where Black women were permitted to attend nursing training facilities in the 1870s.
Myself and other scholars who conduct critical social research in nursing, recognize the insidious implications
and present-day impacts that this anti-Black legacy holds. Acknowledging these historical transgressions,
actively addressing anti-Black racism is current practice, and ensuring the representation and inclusion of
individuals [and voices] who have been historically excluded from nursing and leadership is vital in order to
advance towards enhanced health and wellbeing for ANSs as well as the larger population.

1.2 Knowledge Gap

The limited existing evidence indicates that there is an underrepresentation of ANSs in the nursing
profession, specifically in leadership roles. Beyond this, the current body of literature does not adequately
capture the significance of ANS ancestry for ANS nurses and their leadership experiences. Unsurprisingly,
much of the literature pertaining to a general understanding of Black nurses emerges out of the US, which has
an extensive history of Black scholarship and social programs directed towards the advancement of the Black
population. The acknowledgement and consensus regarding the existence of slavery in the US has enabled

successful attempts to address past transgressions, through strategies including the establishment of institutions



of higher learning to foster and grow Black scholarship, such as Historically Black Colleges and Universities
(HBCUs) as well as widespread Black-centric organizations. Unfortunately, a similar understanding of the
deeply engrained nature of anti-Black racism in the fabric of Canadian society remains an issue of contention.
Blatant denial and failure to acknowledge Canada’s own historical transgressions has led to extensive gaps in
literature and in our collective knowledge regarding Blackness in Canada — not to mention considerable
disparities in socioeconomic and health outcomes.

Though evidence regarding Black nurses in Canada is being uncovered and generated, there are still
large gaps in understanding that persist. As is revealed in the literature review chapter, existing Canadian
literature focuses largely on the experiences of Black immigrant nurses, in larger more diverse metropolitan
regions such as Ontario, Canada. This literature is extremely insightful and necessary to complete our full
understanding of Black nurses in Canada. However much of the existing literature fails to account for the
diversity and heterogeneity that exists within the Black population in Canada. The literature review chapter also
shows gaps in the methodological approach within this body of literature as there is currently no qualitative or
quantitative studies that examine the historically situated group of ANS nurses. Yet, there are three foundational
studies, each of which included participants who identified as ANS. However, these brilliant works did not
focus exclusively on the ancestral component of Blackness. To this end, this qualitative study attempts to begin
to fill this gap.

1.3 Research Purpose and Questions

The purpose of this qualitative study was to critically examine the leadership experiences of ANS nurses
in healthcare practice. Guiding questions in qualitative research help to narrow the focus of the study and offer
additional direction for the inquiry in question. Thus, the guiding questions for this qualitative study were:

1. What are the leadership experiences of ANS nurses?
2. How do ANS nurses perceive leadership?
1.4 Research Significance

This research offers insight into how ANS nurses are instrumental in addressing health inequities and
disparities to improve health outcomes for individuals, families and communities. Beyond the significance of
this work in nursing and healthcare, this study holds tremendous significance for ANSs. By serving as a
historical record of sorts, this dissertation adds to the growing information that validates and situates ANSs as a
distinct people. To this end, not only is this research significant as it begins to address a knowledge gap in
nursing, leadership and Canadian history, this research contributes to ongoing work to reclaim aspects pf ANS

identity.



1.5 Study Scope

The scope of this study is restricted to a critical social investigation of the leadership experiences of
ANS nurses. This study employs BFT and CDS to interrogate power dynamics within nursing and healthcare.
This study had minimal budget and any costs were covered through scholarship funding, internal departmental
awards, and supervisory support. Finally, a significant portion of this study occurred during the first two years
of the COVID-19 pandemic, which had an impact on several components of the study.
1.6 Dissertation Layout

This dissertation is a compilation of manuscripts and short excerpts. The manuscripts included in this
dissertation have either been published in or submitted to peer-reviewed journals. They include a combination
of theoretical, discursive, commentary and research manuscripts. To facilitate navigating this dissertation, there
are several sections throughout this dissertation that provide information introducing and situating the
manuscripts. This dissertation begins with the Personal Location (Chapter 2), which includes one manuscript.
Next, the Background (Chapter 3), which provides context for the study, contains two manuscripts. Following
this, the Literature Review (Chapter 4) contains two manuscripts. The theoretical and conceptual frameworks
are situated in the Philosophical Underpinnings (Chapter 5), which includes three manuscripts. Thereafter, the
Methods (Chapter 6) provides a comprehensive overview of the process used to conduct the qualitative study
that constitutes the crux of the dissertation. This then leads into the Findings (Chapter 7), which contains one
umbrella manuscript and three overarching conceptual sections. Rounding out the dissertation and giving
meaning to the findings, the Discussion (Chapter 8) contains one manuscript and several important subsections

that tie together the findings. Finally, a Conclusion (Chapter 9) summarizes the dissertation in entirety.



Chapter 2: Personal Location

As a doctoral student conducting qualitative research, it is essential to position myself — as the
researcher — by presenting a brief account of my personal and professional values and experiences in an attempt
to reconcile how these experiences shape my perspective and worldview. Situating oneself is necessary in
research as it allows readers to further understand how the researcher, as a tool, impacts the research (Creswell,
2013). Additionally, this locating of self will guide the reader and facilitate an understanding as to where my
ideas, experiences and interpretations originate as well as understanding the motivation for the research. The
action of situating oneself, through a personal location, extends beyond a simple description of our theoretical
and conceptual frameworks. Situating ourselves usually includes information that reveals how the researcher
came to invest themselves in a particular topic or phenomenon in addition to offering insight into all aspects of
the research process including selecting the paradigm in which we conduct research, identifying and
constructing research questions, and the choice of methods. This chapter begins with a sharing of contextual
aspects to help situate an understanding of my approach to research as well as myself as the researcher. This is
followed by a manuscript that builds upon this description. The manuscript, which is a scholarly personal
narrative, offers additional insight into my worldview and how I operate as a researcher.

2.1 Situating the Self

I was born and raised in New Glasgow, Nova Scotia, which is a town located 160 kilometers outside of
the provincial capital, Halifax. New Glasgow is one of the more-than 50 ANS communities located across Nova
Scotia. I was raised in a single-parent home by my maternal grandmother, from infancy. I am the first in my
family to complete high school, pursue post-secondary education, go on to pursue graduate education and a
professional career. Throughout my early years, I did not see many Black people in affluent sectors of society.
In my town, it was rare to see Black teachers, healthcare providers, lawyers among other professional careers.
For example, growing up, there was one Black physician, who was well-known and greatly admired by the
community. There were few, if any, Black nurses.

In addition to my ANS heritage, I have been a registered nurse in Nova Scotia since 2013. After
completing high school, I moved to Halifax, where I obtained a Bachelors of Science (Biology) degree from
Mount Saint Vincent University. I then completed the Baccalaureate nursing degree at Dalhousie University in
2013, after which I obtained a permanent full-time staff nurse position in the neonatal intensive care unit
(NICU) at the IWK Health Centre. After practicing for two years, where I developed a keen interest and passion
for research and health policy, I decided to pursue graduate education. In 2015, I enrolled in the Masters of

Nursing — Health Policy Practicum at Dalhousie, where I completed a health policy analysis of breastfeeding



practices in Tanzania. I gained a tremendous amount of experience in research, health policy and nursing
practice throughout my Masters degree, under the supervision of Dr. Megan Aston (Halifax) and Dr. Thecla
Kohi (Dar es Salaam) while working in Tanzania, as a research assistant. Following the completion of my
Masters degree in 2017, I enrolled in the doctoral program in the School of Nursing (SON) at Dalhousie.
Finally, adding a bit more excitement to my doctoral studies, I welcomed my beautiful daughter, Tatiana in
October, 2017, during the first semester of the first year of my PhD.

In addition to my academic work, I have been involved in extensive extra-curricular activities at
Dalhousie and in the SON. Some of these activities include committees, working groups, and consultation.
Notably, in 2017, I co-founded the Community of Black Students in Nursing (CBSN), which is a peer-led student
mentorship group for Black students in nursing. CBSN inspired the launch of similar student-led groups as well
as a student equity coalition. CBSN remains active today, under the leadership and direction of a transformative
nursing students. I maintain a supportive role with CBSN.

Outside of academia, I am engaged at both the provincial and national level to advance conversations
and initiatives, to address anti-Black racism in nursing. Highlights from this advocacy work include serving as a
member of the Black Nurses Task Force with the Registered Nurses Association of Ontario (RNAO). In my role
as a Task Force member with RNAO, I co-authored two peer-reviewed manuscripts, which describe the
mobilization of Black nurses in Canada as well as a descriptive account of the ways in which the Task Force is
tackling anti-Black racism in Ontario. I also work collaboratively with the Canadian Nurses Association,
researchers and academics.

The following section includes a published scholarly personal narrative that sought to generate meaning
from my journey to becoming a nurse leader. The narrative is a self-examination that employed Narrative
Inquiry and BFT as guiding methodologies to answer a salient question: What is the experience of an ANS
woman in becoming a nurse leader? This personal narrative was conducted under the supervision and
mentorship of Dr. Sheri Price, who is a Narrative Inquiry researcher. Dr. Price provided mentorship and support
through the Nova Scotia Health Research Foundation Scotia Scholars Trainee program.

2.2 African Nova Scotian Grit: A Scholarly Personal Narrative About Nursing Leadership

This work in section 2.2 also appears in: Jefferies, K., and Price, S. (2021). African Nova Scotian Grit:
A Scholarly Personal Narrative About Nursing Leadership. Health Populations Journal, 1(1), 34-42.

2.2.1 Statement of Manuscript Contribution

KJ conceived and develop this manuscript with guidance and mentorship from SP. KJ drafted the

manuscript and SP contributed to the methodological and analytical components of this work. SP approved the



final version of the manuscript and KJ submitted the manuscript for review. Copyright details are located in
Appendix A.
2.2.2 Background

Nursing leadership, which involves critical thinking, action, and advocacy, exists within all roles and
domains of nursing (Canadian Nurses Association [CNA], 2018). Nurse leaders possess knowledge and skills to
inspire and influence both people and systems (CNA, 2018). My journey to becoming a nurse leader is a mosaic
of challenge and triumph. As a first-generation African Nova Scotian (ANS) university student, I encountered a
series of obstacles in my journey to becoming a nurse leader. From an early age, [ was reminded that my race,
being Black, was undesirable. I did not realize to what extent this would impact how I understood the world.
Moreover, I could not have anticipated how influential race would be in my life, especially in relation to my
nursing education. As I continue to grow as a nurse leader, I further understand the significance of racism as a
social determinant of health. Anti-Black racism, which includes policies and decisions that oppress Black
people, is deeply embedded in economic, political, educational, and health institutions (Carruthers, 2018),
including nursing. Additionally, anti-Black racism does not exist in isolation and is thus impacted by ableism
and heteronormativity, as well as class and gendered oppression (Carruthers, 2018). My experience in nursing
has been shaped by oppression. This article is a reflective exercise that analyzes and shares salient aspects of
my journey to becoming a nurse leader.

At this moment, I am a registered nurse, full-time doctoral candidate, activist, and mother. I elected to
share my story through a scholarly personal narrative (SPN), which is an approach to writing narratives that
emphasizes the significance our lives hold (Nash, 2004). SPNs can tell a thoughtful story offering insight into
personal and social realities that are often omitted in conventional research (Nash, 2004). My SPN provides a
reflective analysis on my experience as an emerging nurse leader by sharing pivotal moments in my nursing
education. I believe that sharing my story serves three purposes: expanding the knowledge base by adding
stories that have historically been excluded; sharing narratives that resonate with others; and informing policies
to promote recruitment, retention, and representation in nursing and post-secondary institutions. While my SPN
emerges from a place of vulnerability, there is healing in speaking one’s truth. Thus, I use my privilege as an
educated Black woman to speak my truth, generating meaning from my experience, through an SPN. The
guiding question for this work is What is the experience of an ANS woman in becoming a nurse leader?

2.2.3 Theoretical Underpinning
The theoretical tenets guiding this SPN are those of narrative inquiry and Black feminist theory (BFT).

Narrative inquiry uses stories or narratives to describe how individuals make sense of their experience by



centring the narrative as the fundamental unit of interest (Clandinin, 2007; Polkinghorne, 1988). Narratives
describe human experience and provide an account of a sequence of events with intention to provide meaning
(Clandinin, 2007). Similarly, storytelling and oral histories are central to BFT, which is a theoretical perspective
that encourages an intentional and unapologetic examination of how intersections such as race, class, sexuality,
ability, and gender impact people and groups (Collins, 2000; Lorde, 1984). BFT posits that knowledge is
contained within lived experience; thus, to know requires [un]learning about the experience of another (Collins,
2000; Lorde, 1984). [Un]learning about experience involves listening to others as they speak their truth.
Speaking one’s truth is both an act of resistance and an act of healing. hooks (1993) encourages Black women
to be courageous and speak their truth through open and honest sharing that goes beyond simply naming “bad”
things or exposing horrors. A commitment to this self-work is essential because “there is no healing in silence”
(hooks, 1993, p. 16).
2.2.4 Methods

This SPN employs the Ten Tentative Guidelines for Writing SPNs (see Table 1) described by Nash
(2004). This approach goes beyond simply recounting a personal story that offers little or no meaning by
incorporating methods that are personal and social; practical and theoretical; reflective and public; local and
political; narrative and proposing; and self-revealing and self-examining (Nash, 2004). I employed the ten
guidelines iteratively throughout the writing process to develop and refine my narrative. Further, I received
mentorship from a narrative researcher, Dr. Sheri Price, to conceptualize and create this work.
2.2.5 Findings

The iterative nature of this narrative resulted in an SPN that encapsulates salient moments of my
academic experience and development as a nurse leader. The findings of this reflective exercise are presented
under two overarching themes with related subthemes. The two main themes are Developing Personal and
Professional Identity and Potential vs. Power.

2.2.5.1 Developing Personal and Professional Identity. Porter (2017) explains that identity
development for Black women is based on specific interactions that are connected to and influenced by
socialization. Dissecting and examining aspects of my identity has proven useful in understanding how I view
issues, problem-solve, and advocate for change. The aspects of my identity that will be discussed below include

being ANS, a first-generation university student, and a registered nurse.



Table 1
Ten Tentative Guidelines for Writing Scholarly Personal Narratives (SPNs)

Establish clear constructs, hooks, and questions

Move from the particular to the general and back again... often
Try to draw larger implications from your personal stories
Draw from your vast store of formal background knowledge
Always try to tell a good story
Show some passion
Tell your story in an open-ended way
Remember that writing is both a craft and an art
Use citations whenever appropriate

0 Love and respect eloquent (i.¢., clear) language

— O 00 3N N b WIN—

2.2.5.2 ANS Identity. A core aspect of my identity includes being an ANS woman. My ANS identity
embodies significant elements of my ancestry in Nova Scotia, which has a profound impact on my nurse
leadership and activism. ANSs comprise a community of people within the larger Black community in Nova
Scotia, Canada who are descendants of peoples dating back to the 1600s (Whitfield, 2018). Being socialized in
a predominantly White environment means that many ANSs were born, raised, worked, and played in spaces
that did not welcome or support Black people but rather problematized Blackness. A combination of factors
results in an identity, for ANSs, that is both layered and complex and is beyond the focus of this paper.
However, despite socialization in an environment that problematizes Blackness, there is deep-seated resiliency,
strength, and determination that pushes ANSs to rise against the odds. My ANS identity is further enhanced by
my identification as a Black woman. “Being Black” encompasses more than physical features and appearance.
Blackness encompasses biological and socio-cultural components as well as a distinct mindset and world view
(Carruthers, 2018). This is why many Black scholars, activists, and writers capitalize the word Black when
writing about Blackness. Refining this core element of my identity serves as a solid foundation in my nursing
leadership. For example, an act as seemingly simple as deciding when to use the term ANS vs. Black is an
important decision dependent on contextual factors.

2.2.5.3 First-Generation University Student. Another significant component of my identity that has
influenced my nursing leadership is being a first-generation university student. As the first person in my family
to complete high school, attend post-secondary education, and pursue a professional career, it would be an
understatement to say that I was not prepared for university. The complexity of being an ANS woman and a
first-generation student meant that life beyond high school was a mystery. I was unfamiliar with standard

university expectations including reading a course syllabus, academic etiquette, and on-campus student services
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and supports. Campus orientations were helpful; however, these orientations better served students who had
existing knowledge of university processes.

Knowledge gaps about university were compounded by living in an ANS community, where post-
secondary education was not the norm. Similar to many ANSs, I was not raised in an affluent community where
attending college or university was the norm. Instead, many people in my rural community worked menial jobs
or lived paycheque to paycheque. Additionally, I did not have dinner conversations that centred around
education or career aspirations. I certainly was not discouraged in these pursuits; rather, conversations tended to
focus on more immediate, present-day issues. A lack of career guidance and not seeing myself reflected in
higher ranks of society extended into my schooling, where there were few Black teachers or counsellors and
even fewer discussions with Black students about future aspirations. Many teachers and staff had low academic
expectations for Black students. The absence of early educational advising was countered in large part by Black
community members who went above and beyond. Community members, including educators, coaches, and
mentors, encouraged us (Black students) and affirmed that we had potential and that we were destined for
greatness. Recognizing the implications of first-generation students from ANS communities provides insight for
facilitating access and fostering success in post-secondary education.

2.2.5.4 Registered Nurse. Nursing was not a profession that I considered from a young age. As
described, growing up in a small rural community, I did not see any Black folks working in health care unless it
was in the cleaning or cooking sector. It never occurred to me that I could be a nurse because I did not see Black
nurses. You cannot be what you cannot see. And despite not seeing Black health-care providers, I saw a lot of
sickness, disease, and caregiving in my family and community. Chronic illnesses including diabetes and heart
disease claimed the lives of too many family and community members. The women in my family cared for sick
loved ones, both as they aged and when they died. As a child, I saw home care first-hand: bed pans, bed baths,
feeding, and other forms of care. I also saw the ways in which my grandmother, great-grandmother, and great-
aunts provided care to loved ones. It was competent, intentional, selfless, and loving. Watching these
phenomenal women care for loved ones helped me to truly appreciate what it means to care for another. They
were not licensed care providers; however, I witnessed core aspects of nursing care from the women in my
family.

My interest in science led me to complete a biology degree after high school. Uncertain about career
options with a biology degree, [ applied to several community college health-focused programs including a
medical laboratory technology program before eventually deciding upon nursing. I was drawn to nursing

because the program incorporated a robust scientific curriculum in addition to an accelerated program option for
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students with science prerequisites. Additionally, my institution of interest offered an entrance scholarship to
facilitate access for ANS and Mi’kmaw students. Ultimately, I chose to enrol in nursing for the emphasis on
science, the accelerated program, and the renewable entrance scholarship. Becoming a nurse is a culmination of
my early childhood experience and interest in science. Witnessing home care first-hand and expanding this
knowledge through formal nursing education positioned me to truly embrace the art and science of nursing; I
wanted to be a nurse!

2.2.5.5 Potential vs. Power. The theme of potential vs. power expands upon the systemic barriers that
exist in post-secondary education. Specifically, this theme depicts the struggle between personal abilities and
capabilities with rigid institutional processes. The subthemes of rising to the challenge, twice as good, self-
determination, and contributors to success all further describe the work of countering institutional oppressive
standards with tailored initiatives and targeted supports that enhance self-confidence, determination, and
eventual success.

2.2.5.6 Rising to the Challenge. My undergraduate nursing experience was enjoyable, which I attribute
to certain key factors. First, as an accelerated student, I had “university experience,” which facilitated
organization, balance, and overall success as a student. Second, the accelerated program included a de facto
cohort of university-prepared students, which made navigating the program easier. Finally, I completed the
program with another cohort of more than ten Black students who, together, built a solid community of support.
My undergraduate experience is in contrast to that of my Master of Nursing (MN) program. The ease,
confidence, and comfort with which I entered the undergraduate program did not exist at the graduate level. As
the only Black student in the graduate program, entering from a position of implied inferiority, I regularly
questioned my belonging.

I began the MN program after working at a tertiary maternal, pediatric, and newborn centre. During my
clinical practice, I became involved in health policy and research, where I developed a deep appreciation for the
ways in which evidence was created and used. My interest to pursue graduate education was supported and
strongly encouraged by the research supervisor, who was also faculty within the School of Nursing. With
enthusiasm, I began the application process; however, before the submission of my application, I was explicitly
told that I did not qualify for the thesis program and that I would only be considered for the course-based or
nurse practitioner program. Despite working as a research assistant and showing potential in research, I was told
that I could not apply for the thesis-based MN program because my GPA of 3.64 did not meet the 3.7 admission

GPA requirement. I did not dwell on this rejection because I was simply excited to be continuing my education.
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Months later, I was granted admissions to the course-based program: the program to which I was instructed to
apply. I was overwhelmed with excitement to embark on this new chapter of my career.

Admissions to the graduate program would not be my only hurdle in graduate school. After time, I
realized that my experience and growing potential was no match for the rigid institutional policies that
reinforced the exclusion of Black students. Equally disturbing was the discovery that exceptions, through formal
and informal processes, are often made. However, this was not an option for me. Instead, the default to rigid and
discriminatory policies were prioritized over my personal attributes, experience, and ultimate potential.

2.2.5.7 Twice as Good. Entering a graduate program as an ANS woman and first-generation university
student was no easy feat. Post-secondary education, specifically graduate education, is a privilege that is posited
in a way that reinforces inequity. Those who are able to knowingly or unknowingly leverage privilege are more
likely to be admitted and succeed. I witnessed and experienced how institutions unfairly place additional
burdens on already marginalized students by forcing them into a vicious cycle of needing to be twice as good in
order to achieve a fraction of success. To succeed, I had to overcome obstacles that were designed to prevent
me from being successful, including restricted admissions, a lack of representative mentors, oppressive
curriculum content, stigma, and overt or subtle criticisms of my abilities. The battle to belong goes beyond the
default excuse of imposter syndrome. Experiencing institutional racism reinforced by anti-Black policies and
decision-making is not the same as doubting whether you arrived at a place by sheer luck. Rather, belonging
arises from a belief that you are welcome in a space. Rising to the challenge, time after time, does build
character and a supreme level of resiliency. However, it is also an unnecessary stressor that may cause physical
and psychological exhaustion. Navigating a space that repeatedly diminishes and dismisses potential and
actively attempts to curb success is an all too common experience for many Black students.

An example of this is illustrated by my experience of trying to advocate for equal opportunity. As a
course-based MN student, I was not required to take research courses, yet I enrolled in the required thesis
courses because I had become passionate about research and was committed to expanding my research
knowledge and skills. Toward the end of my first year, I completed the required research thesis courses with a
stellar GPA. Recognizing both my interest and potential in research, my supervisor encouraged me to draft a
letter to self-advocate for transfer into the thesis program. This inspired me because I felt not only as though my
supervisor saw how passionate [ was but also that she saw promise in me. So I submitted my request, which was
denied. I was told that the program no longer permitted students to transfer into the thesis program. This was
disappointing but equally confusing, since the program was normalizing the practice of bridging students from

the MN to PhD program. I struggled to understand why non-Black students were identified, selected, and
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essentially groomed for success, while Black students were being denied admissions into the program or
prohibited from doing a thesis-based MN. Again, despite my potential and experience, I was not permitted to
enroll in the thesis program. At the time, I believed that there was a valid reason for why I was being denied this
opportunity a second time, despite going beyond my program’s expectations. I began to believe that [ was
inferior and that I did not belong. I have since come to understand that my potential was overlooked and
dismissed because of factors beyond GPA and outside of my control. My potential was dismissed ultimately
because I did not fit the traditional image of a thesis student.

2.2.5.8 Self-Determination. The struggle to belong as a graduate student regularly challenged my
confidence. Despite my effort to “fit in,” I felt out of place. I was excelling academically but I still felt as
though I did not belong. Ultimately, my perspective began to shift after two pivotal moments: discovering BFT
and working in Tanzania. Each of these critical moments enhanced my self-understanding and confidence as an
ANS woman. After years of trying to make sense of how I fit into the world, I was suddenly presented with
information to which I could relate. Prior to my introduction to BFT, I did not question the status quo; I
accepted societal practices, including my own experiences of racism as normal. My Eurocentric education had
instilled within me notions of colour-blindness, including the avoidance or dismissal of race and racism.
Reading literature by and about Black women was transformative, as it enabled a deeper reflection on my
experiences as an ANS woman in education and nursing, while also equipping me with language to articulate
and question my experiences.

Travelling to Tanzania and spending three months working at a local university reinforced my growing
knowledge from Black feminist literature. After attending a global health conference in 2015, which was made
possible by a travel bursary through the Dalhousie Global Health Office (GHO), my passion for global health
research was ignited. The GHO was instrumental in my growth as a scholar and this relationship constituted
what would become one of the most formative relationships in my graduate education. Accessible travel
bursaries and resources for conferences, opportunities in global health work, mentorship, and finally lasting
friendships were all elements that accelerated my personal and professional growth. My relationship with the
GHO led me to apply for the Queen Elizabeth II Diamond Jubilee Scholarship, which is a federally-funded
program that increases the skills of global citizens through international exchange opportunities. This
scholarship enabled me to complete my research internship at Muhimbili University of Health and Allied
Sciences in Dar es Salaam, Tanzania with a team of Canadian and Tanzanian researchers.

2.2.5.9 Contributors to Success. Completing my master’s degree would not have been possible without

specific targeted initiatives and supportive individuals. As a first generation ANS university student, I
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experienced many of the financial constraints that limit post-secondary education for Black learners including
minimal or absent generational wealth, student debt, family obligations, and precarious employment. I was
fortunate to receive a scholarship created to support ANS and Mi’kmaw students in graduate studies in
conjunction with two named scholarships through the School to cover my tuition and living expenses. Financial
assistance in the form of bursaries and scholarships available through dedicated programs was vital. I had
accumulated significant student debt from my undergraduate degrees; thus, scholarships alleviated my financial
burden and ensured that I could begin and ultimately complete the program.

Financial resources were complemented by supportive individuals and key opportunities for
development. For example, the opportunity to strengthen my academic profile through a research internship in
Tanzania remains invaluable. Working closely with the team to disseminate research findings through
presentations and publications strengthened my research expertise, which continues to inform my nursing
leadership. Moreover, working collaboratively and learning from an international research team, with
researchers who looked like me, remains unmatched.

2.2.6 Discussion

2.2.6.1 Representation and Visibility in Nursing. Ensuring representation and visibility of historically
marginalized groups in nursing is essential. A legacy of assumptions and restrictions in nursing has reinforced
the oppression and exclusion of Black folks (Flynn, 2011). These assumptions include the fundamental image
of a nurse, nursing education, and the curriculum, as well as the profession in general. Historical imagery of
nurses as angels and handmaidens (Price & McGillis Hall, 2014) combined with restrictions based on race,
gender, class, ability, and sexuality are in opposition to how Black people were and continue to be viewed
(Collins, 2000; Flynn, 2011). For example, the refusal to admit Black students into early nursing training
programs (Flynn, 2011) has congealed norms that continue to perpetuate discrimination throughout nursing.
Moreover, nursing education has been described as being oppressive to non-White folks by not attending to
intersectionality and attempting to maintain an apolitical position (Bell, 2021). These aspects, among others,
have contributed to Black nurses feeling disconnected or marginalized within the profession (Etowa et al.,
2009).

2.2.6.2 Pipeline to Success. Addressing issues of representation and visibility in nursing is connected to
larger educational barriers that inadvertently push Black students to be twice as good to simply be considered.
Profound barriers are detected in elementary school, with the school-to-prison pipeline. Increased suspensions,
excessive detentions, and implicit bias reinforce the disproportionate streamlining of Black students into

programs below their capabilities (Bernard & Smith, 2018; James & Turner, 2017). Too many Black students
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are dismissed as lacking potential, subjected to heightened surveillance and unnecessary scrutinization. These
actions have long-term consequences as they reduce the likelihood of high school success, thereby limiting
options for continued education and career choice (James & Turner, 2017). Likewise, streamlining Black
students into course-based graduate programs has lasting academic and employment implications including
decreased funding opportunities, stigma, and career stagnation. Thus, anti-racist frameworks in institution
policies and decision-making are necessary to create a pipeline to success.

2.2.6.3 The Ivory Tower. Entering and navigating academia, popularly referred to as the “ivory tower,”
has mental health implications, which are exacerbated by egos, competitiveness, and an elusive work—life
balance, among other challenges (Rawlins, 2019). The ivory tower is known to pose unique challenges for
Black and Indigenous people and people of colour, whether as students, staff, or faculty. For example, Henry et
al. (2017) describe how the under-representation of Black and Indigenous faculty in academia is further strained
by work environments that are not equitable, diverse, or inclusive. Growing issues including microaggressions
and layered oppression have prompted several institutions to commit to anti-racist initiatives to reduce and
attempt to eliminate institutional oppression.

2.2.7 Conclusion

By sharing salient moments from my academic journey to becoming a nurse leader, my SPN offers
insight for students, administrators, and decision-makers in nursing and advanced education. As described, |
share my story with the intention of normalizing the sharing and inclusion of stories from people who have
historically been silenced or restricted within nursing; inspiring others through shared experience; and
highlighting persistent barriers in education. Specifically, my SPN elucidates opportunities to address anti-
Black racism in academia. For example, challenging restrictive and oppressive admissions processes, improving
resource allocation, and committing to positive representation and visibility, are all plausible solutions to
position students from marginalized groups for success. The mandate of higher learning institutions should be to
cultivate a sense of belonging and create opportunities for the intellectual growth of all students regardless of
their circumstance or background.

Finally, this reflective exercise is beneficial in my ongoing nursing practice and activism work. By
analyzing pivotal moments loaded with challenges, triumph, self-doubt, and self-determination, I learn more
about myself and about the ways in which society works for and against people. Navigating the ivory tower
continues to present challenges; however, collaborative efforts with like-minded individuals provide the

building blocks to challenge issues, develop sustainable solutions, and transform oppressive norms. My passion

15



for research, commitment to excellence, and desire to see change is what drives me. As an ANS woman, Black

feminist, mother, and nurse leader, I will continue to speak my truth and contribute to change.
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Chapter 3: Background

The objective of this chapter is to provide additional context for understanding the research study. The
chapter begins with situating Blackness in a global context. It then presents a succinct excerpt regarding People
of African Descent in Canada. The chapter then briefly describes literature pertaining to ANSs, including the
description of the historical and contemporary socioeconomic factors that impacts ANSs. Following this
section, a note about ANS nurses provides a foundation upon which the remaining sections of this chapter rest.
The chapter concludes with two manuscripts, which present content on Blackness in nursing. To note, this
chapter is structured as such — including content regarding ANSs as well as Black nurses in Canada — for two
important reasons. The first is to provide a basic foundation to situate ANSs as a distinct people, especially in
relation to the larger Black population of Canada. The second is due to the paucity of literature regarding ANS
nurses.
3.1 International Recognition and Situatedness

In 2014, the UN officially declared the years 2015-2024 as the International Decade for People of
African Descent, recognizing people of African descent as a distinct group whose human rights must be
promoted and protected (ANSA, 2019; UN, 2019). The theme of the 2015-2024 International Decade is
Recognition, Justice and Development. The UN estimates that nearly 200 million people, living in the
Americas, identify as being of African descent. Building upon this declaration, the UN commissioned a UN
Working Group to conduct an investigation into the experience of people of African descent in Canada. In
2016, the UN Working Group visited key cities across Canada, including Ottawa, Toronto, Montreal and
Halifax to meet with individuals from multiple sectors, such as community and government (UN, 2017). The
Working Group determined that anti-Black racism continues to be rampant in Canada, particularly in Nova
Scotia. Additionally, these national consultations unveiled that significant disparities persist in critical sectors
including education, health, employment, and housing. In alignment with the International Declaration and the
recommendations from the UN Working Group Report, the federal government of Canada — under the
leadership of Justin Trudeau — officially recognized The International Decade for People of African Descent in
2018.
3.2 People of African Descent in Canada

In 2016, the number of Black people in Canada was estimated to be approximately 1.2 million people or
3.5% of the total Canadian population (Statistics Canada, 2019). According to Statistics Canada, the Black
population was noted to double over a 20-year period, between the years 1996 and 2016. Ontario, the most

populous and racially/ ethnically diverse province in Canada, had the large Black-identifying population, at
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roughly 627,700 people or 52% (Statistics Canada, 2019). To facilitate understanding the heterogeneity that
exists within the Black population in Canada, discussing the generational or ancestry effect is helpful. Statistics
Canada provides a comprehensive description of first, second and third generation Black people in Canada.
First generation includes those who were born outside of Canada. Second generation refers to those who were
born in Canada, who have at least one parent born outside of Canada. Finally, third generation include those
who were born in Canada and have both parents who were also born in Canada. At 56.4%, first generation
Black people in Canada are the most numerous, followed by second generation at 35% and the third generation
group at 8.6% of Canada’s Black population. This final group, the third generation, who include the population
of focus for this study comprise nearly 72% of the Black population in Nova Scotia. Finally, the composition of
the Black population in Canada includes those who immigrated from predominantly Black countries such as
Jamaica, Haiti, Cameroon, the Democratic Republic of the Congo and Nigeria (Statistics Canada, 2019).
3.3 African Nova Scotians

ANSs are a distinct group within the larger population of Black people in Canada (Pachai, 1997). The
Black population in Nova Scotia is comprised of two main groups within the larger Black community, namely
recent Black immigrants and Indigenous Black people — not to be confused with Indigenous Peoples who
inhabited turtle island precolonial times (Pachai, 1997; 1991). Black immigrants in Nova Scotia include those
who arrived in Canada, as far back as 1981 and who do not necessarily have a significant ancestral connection
to the historic land based ANS communities across Nova Scotia (Pachai, 1997; 1991; James et al., 2010).
Recent migrants arrive from various places around the world, including but not limited to continental Africa, the
Caribbean and the United States (Pachai, 1991; Whitfield, 2018). Whereas Indigenous Black people are
understood to be those who arrived in various parts of Canada either enslaved or to escape slavery in the United
States (Pachai, 1991; Whitfield, 2018). Notably, Nova Scotia is not the only province with Indigenous Black
populations who settled in various historic communities, as historical records indicate numerous settlement sites
throughout New Brunswick, Quebec, Ontario and Alberta (Whitfield, 2018). Finally, it is important to note that
while there are evolving and continued attempts to distinguish, identify and define Canadians according to their
ethnicity and race, this task is highly variable, complex, dynamic and nuanced therefore, discussions of this
nature should maintain flexibility.

Nova Scotia is understood as one of the oldest, and at one point the largest, congregations of early Black
people in Canada. African Nova Scotian Affairs [ANSA] (2016) states that there are more than 50 ANS land-
based communities located across the province of Nova Scotia, some of which served as settlement sites

between the 1600 and 1800s. While some of these ANS communities are designated historical sites, others as
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contemporary dwellings (ANSA, 2016; Pachai, 1991). Some of the more well-known ANS communities
include the Preston township, Guysborough, Digby, Shelburne, Whitney Pier and Windsor. Table 2 depicts the
five major metropolitan areas within Nova Scotia and the population of ANSs associated with each (ANSA,

2016).

Table 2
ANS Population in the Nova Scotia Metropolises
Metropolitan Area Population
Halifax 15,090
Cape Breton 1,105
Truro 855
New Glasgow 665
Kentville 440

There are approximately 22,000 individuals who identify as ANS or as Black in Nova Scotia,
comprising approximately 2.4% of the Nova Scotian population (ANSA, 2016). Currently, ANSs represent the
largest racially visible group in Nova Scotia, at 37% with 72% of ANSs being three generations or greater
(ANSA, 2016). ANSA (2016) explains that ANSs are a culturally distinct groups of Black people in Nova
Scotia and this is related directly to their ancestry and the historical context in which they arrived in Nova
Scotia. ANSs have ancestral linkages to Nova Scotia dating back to the 1600s when they arrived as slaves or
“free” people (Pachai, 1997; Whitfield, 2018). This historical connection is significant as it has resulted in a
unique culture, experience and way of understanding and interacting with the world (ANSA, 2016; UN Report,
2017; Pachai, 1997). Additionally, this historical context has contemporary implications, especially in relation
to ancestral trauma.

Given the lingering effects of slavery and the contemporary racism that is rampant in social and
institutional structures, available data shows that ANSs experience significant challenges and barriers due to
discrimination. Oppressive and discriminatory practices are evident in the healthcare, education, judicial and
social systems (Pachai, 1991; Thomas Bernard & Smith, 2018). Poorer health outcomes, high unemployment,
increased demand for social assistance and lower education only begin to highlight the ways in which ANSs
have been and continue to be marginalized in Nova Scotia (Walsh, 2017). Health disparities and inequities are
issues that stem from the organization and operation of social and structural determinants of health (World
Health Organization [WHO], 2017). Social determinants of health (SDH) are not biological or genetic factors

that make accessing and obtaining equitable health and services difficult but rather they are socially constructed
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dynamics that systematically oppress and marginalize specific groups (WHO, 2017). The World Health
Organization [WHO], (2017) explains that the SDHs, which include income, education, employment,
transportation, housing, food security, access to quality healthcare, race, gender and social support, are shaped
and exacerbated in large part by the unequal distribution of power, money and resources at various levels of
governance.

Regarding the demographics of ANSs, ANSA (2016) describes key indicators related to the status of the
ANS community, which include income, age distribution and employment. The distribution of income shows a
stark difference between income and employment for ANSs compared to the general Nova Scotia population.
For example, the average total income for ANS males is $33,500, while for ANS females it is $29,600 (ANSA,
2016). This is compared to the average total income for the general Nova Scotian population of $41,500
(ANSA, 2016). The prevalence of low income, after taxes, for ANS males and females is 18.7% and 18.5%
respectively, compared to the general Nova Scotian population at 6.7% (ANSA, 2016). While the prevalence of
low-income households for ANS males and females is 21.9% and 21.7% respectively, with the rest of Nova
Scotia at 7.9% (ANSA, 2016). Lastly, there is a notable difference in the age distribution of ANSs. Almost 45%
of the ANS population is below the age of 25 years, with the median age being 28 years compared to the
median age of the general Nova Scotia population at 45 years (ANSA, 2016). These figures introduce the notion
of intersectionality by highlighting how gender and race interact to produce variations in privilege and
marginalization.

3.4 African Nova Scotian Nurses

To date, very little is known about ANS nurses. Research involving this group is limited and
underexplored. Additionally, there is currently no database that disaggregates demographic nursing workforce
data according to race or ethnicity. However, as will be highlighted in the literature review chapter, there have
been qualitative studies conducted in Canada with Black nurses, which have included ANS nurses in the
sample.

The remaining two sections of this chapter contain two published manuscripts, which help to situate and
provide context for the study in question. While these published manuscripts do not focus explicitly on ANS
nurses, they examine two critical concepts, regarding Black nurses in Canada. The first published manuscript
(3.5) is a commentary, titled Black nurse leaders in the Canadian healthcare system, which highlights a
growing gap in the Canadian nursing workforce, specifically in nursing leadership. This commentary was
successful in advancing the exploration of important consideration regarding representation in nursing and in

leadership. The second published manuscript (3.6), titled The strong Black woman: Insights and implications
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for nursing, is a discursive paper that described the intricacies of the strong Black woman archetype and how
the construct is significant and relevant in nursing. The SBW archetype is one yet pervasive controlling racial
image that is consciously and unconsciously ascribed to Black women. As will be presented in the following
manuscript and findings chapter, the SBW archetype and other controlling or racial images, are extremely
prevalent in nursing. Finally, given the highly gendered nature of nursing; combined with the historical legacy
of exclusion, discrimination and anti-Blackness in nursing, a study of Blackness in nursing cannot exist without
exploration or mention of this construct.

Together, these published manuscripts couch the ANS context alongside the larger context of Black
nurses in Canada. Again, as was highlighted in the SPN, it is not uncommon for peoples of African descent to
identify both racially and/or ethnically with a particular group. Thus, while many ANSs claim ANS as their
ethnic identity, there is a notable portion who identify themselves as Black (with or without ANS ethnicity).

3.5 Black Nurse Leaders in Canadian Healthcare

This work in section 3.5 also appears in: Jefferies, K., Aston, M. & Tomblin Murphy, G. (2018). Black
Nurse Leaders in the Canadian Healthcare System. Canadian Journal of Nursing Leadership, 31(4), 50-56.
3.5.1 Statement of Manuscript Contribution

KJ conceived and develop this manuscript with guidance and mentorship from MA and GTM. KJ
drafted the manuscript while MA and GTM provided feedback on each draft. MA and GTM approved the final
version of the manuscript and KJ submitted the manuscript for review. Copyright details are located in
Appendix A.

3.5.2 Background

Black nurse leaders are nurses of African descent who embody nursing leadership competencies and
practice in formal and informal leadership roles. In Canada, individuals of African descent typically include
those who have ancestral linkages to continental Africa but may have immigrated to Canada by way of the
Caribbean, Africa or the United States (Maddalena et al. 2013; Pachai 1997). Several terms are used to describe
Black people in Canada such as African, Black or Caribbean Canadian; however, this discussion will use the
term Black in reference to individuals who identify as such. The common African origin has resulted in Black
people sharing similarities in culture, practice, belief and way of life. However, the manner, time and
circumstances of the arrival of Black people in North America (i.e., transatlantic slave trade from the fourteenth
to nineteenth centuries) have resulted in stark differences among Black people (Pachai 1997). As a result, the

experience of Blackness can be similar yet vary greatly within the Black community.
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Nursing leadership is required for and integral to health policy, practice and system reform (Downey et
al. 2011; Ferguson 2015; Huston 2008). Nursing leadership encompasses the formal and informal leadership
roles in nursing, which are practiced by licensed practical nurses, registered nurses as well as advanced practice
nurses (CNA 2009; Downey et al. 2011; Ferguson 2015; Huston 2008). Examples of formal leadership roles
include managers and charge nurses, whereas informal roles include coaching and mentoring (Downey et al.
2011). Each level of nursing has a distinct scope, which influences opportunities for how, where and when
nursing leadership is practiced (CNA 2009; CLPNNS 2013). In addition, as nursing leadership competencies
are embedded within nursing programs, all nurses upon graduation have the foundation required to serve as
formal and informal leaders (CNA 2009; CLPNNS 2013). Similarly, many nurses have access to training
throughout their career, which aims to enhance leadership competencies, including conflict management and
team building. Yet, to truly address gaps in care provision and offer services that are relevant and inclusive of
diverse needs, nursing leadership must also develop and support Black nurse leaders who reflect the values of
the Black community.

3.5.3 Visibility and Representation of Black Nurse Leaders

A multitude of factors acting as barriers has resulted in a lack of visibility and the underrepresentation of
Black nurse leaders in the Canadian healthcare system (Jefferies et al. 2018a). Visibility refers to recognizing
and acknowledging Black nurses in practice whereas representation refers to the number of Black nurses in
practice in relation to the population of Black people in Canada. Unfortunately, Black nurses encounter
numerous barriers along their journey to becoming a nurse as well as in the workforce (Etowa et al. 2009; Vukic
et al. 2016). Examples of barriers include the historical admission restriction of Black students to nursing
schools and the contemporary policies and structures that were developed during a time when racism and
segregation were acceptable (Flynn 2009). The impact of these substantial barriers perpetuates an oppressive
system that favours the advancement of White nurses while simultaneously restricting the progression of Black
nurses (Flynn 2009). Thus, supporting Black nurse leaders goes beyond maintaining a diversity quota and
having a token Black nurse as part of the care team (Vukic et al. 2012). Intentional action on an individual,
team, organizational and systemic level must be used to achieve representation and visibility (Vukic et al. 2012;
Jefferies et al. 2018b). The underrepresentation of Black nurse leaders can be linked directly to the
underrepresentation of Black students in nursing programs (Etowa et al. 2005; Vukic et al. 2016). Although
more Black students are gaining admission to the nursing program, particularly beyond the baccalaureate level,

the rates of attrition among Black students remains high, as traditional recruitment and retention initiatives have
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been unsuccessful in considerably increasing enrolment and promoting retention within programs (Vukic et al.
2016).

Black nurses are overrepresented in entry-level and non-specialty areas such as continuing care
assistants and underrepresented in specialty, advanced practice and upper-level roles such as intensive care units
and managers (Calliste 1996; Flynn 2009; Hagey et al. 2001; Premji & Etowa 2014; Vukic et al. 2016).
Moreover, systemic barriers and ideologies make transitioning to advanced practice roles and specialty areas,
such as nurse practitioners, managers and intensive care units, difficult for Black nurses (Calliste 1996; Flynn
2009; Hagey et al. 2001; Premji & Etowa 2014). Moreover, the underrepresentation and invisibility of Black
nurse leaders is compounded by the dearth of race-based consideration found within traditional leadership
models, theories and frameworks (McLane-Davison 2015). As a result, influential Black nurse leaders are often
omitted from discussions in nursing (Jefferies et al. 2018). This is problematic, as the theories and frameworks
developed to be used with diverse groups of people are not developed in an inclusive manner. This lack of racial
consideration in leadership has led to Black scholars and allies exploring and developing more Africana
approaches to leadership (McLane-Davison 2015; Shockley 2008). Thus, as society continues to diversify in
relation to patient populations, work environments and colleagues, Black nurse leaders are pivotal in ensuring
that Black voices are heard and included in decision-making.

3.5.4 Significance of Black Nurse Leaders in Canada

Phillips and Malone (2014) explain that increasing diversity in nursing has significant implications for
addressing the health disparities experienced by non-White communities. Canada is in dire need for Black
nurses to be visible and represented in leadership to address the unique and diverse health needs within the
Black community. There are approximately 1.2 million Black people in Canada, which accounts for
approximately 3.5% of the Canadian population (Statistics Canada 2018). Black communities across Canada
experience health issues at higher rates than the general Canadian population. For instance, Kisely et al. (2008)
found that African Nova Scotians experience high blood pressure, diabetes and mental illness at a rate of 13—
45% higher than non-Black Nova Scotians. Evidence also shows that Black people often receive a later disease
diagnosis and worse disease prognosis. This later disease diagnosis is particularly concerning in the case of
prostate cancer, which is shown to be higher among Black men (Prostate Cancer Canada 2018).

Black patients describe ease and reassurance when they see and receive care from a nurse who looks like
them (Etowa et al. 2007). This is due in part to the fact that there is a plethora of nuances that practitioners are
unaware of, which result in misunderstandings and insensitive care. An example of this is related to the

maintenance required for Black skin and hair. These misunderstandings then lead to a lack of trust in the
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healthcare system and the providers, which reduces the inclination to seek care (Etowa et al. 2007). Too often,
stereotypes, assumptions, unconscious bias and ignorance cloud the ability of practitioners to provide competent
care to Black patients (Edge 2010). Edge (2010) found that harmful stereotypes held by practitioners affected
the manner in which they provided care to Black patients. Edge (2010) also found that practitioners would adopt
a “colour-blind” approach, stating that they did not take a patient’s race into consideration. Despite this being a
common traditional approach to working with patients of a different race or ethnicity, evidence shows that the
“colour-blind” approach is more detrimental to a patient, as they are not regarded as an individual and their
unique circumstance is not considered (Bonilla-Silva 2014).

Race is listed as a social determinant of health, which significantly influences health service utilization
and access (Maddalena et al. 2013). Race is also just one of the many factors that severely impact the health of
the Black community. Many Black people in Canada experience the pressures of multiple social determinants of
health, such as unemployment, inadequate housing, food insecurity and hazardous/harmful environments (UN
Report 2017). Moreover, within the Black community, there are hyper-marginalized individuals who experience
social constructs or multiple factors impacting and influencing their health status resulting in profound
inequities (Collins 2000; Crenshaw 1991). Black women and Black trans folks are examples of groups who
experience hyper-marginalization. Not only do Black women experience oppression in the form of racism
because of their Black identity, but they also experience oppression as the result of sexism from their female
identification (Collins 2000; Crenshaw 1991).

Black nurse leaders are essential in addressing the unique needs of the Black community in multiple
ways. These include informing policies impacting the health of Black individuals, families and communities;
addressing harmful stereotypes rampant in healthcare; informing culturally competent care; and fostering an
inviting and safe work environment. Black nurse leaders are needed to facilitate this process to incorporate key
considerations from their lived experience. Without incorporating this perspective, the gap in service provision
will continue to grow and the Black community will continue to be underserved and suffer injustices (UN
Report 2017).

3.5.5 Facilitating Black Nurse Leaders in Practice

To address the absence and invisibility of Black nurse leaders, it is necessary to be intentional in
supporting Black nurses throughout their nursing journey. Black nurse leaders are essential to ensuring relevant
care provision to the Black community and ultimately improving their health outcomes. Thus, supporting Black
nurse leaders in education and the workforce is vital (Jefferies et al. 2018). As described, Black students

encounter increased challenges and barriers when applying to nursing programs. Therefore, examining the
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admission process is an essential initial step (Vukic et al. 2012). In addition, the nursing education curriculum
must be inclusive, relevant and reflective of Black values and experiences (Jefferies et al. 2018). Finally,
recruitment and retention initiatives need to be redesigned in a manner that dismantles hegemonic and narrow
views of what nursing entails and who is able to be a nurse (Price & McGillis Hall 2014; Vukic et al. 2016). An
example of a progressive initiative is seen with the recently launched initiative in the School of Nursing at
Dalhousie University. This initiative, which was conceptualized by the first author and colleagues, offers peer-
mentoring for Black students in the nursing program at Dalhousie. The Community of Black Students in Nursing
is designed to provide guidance navigating the undergraduate and graduate programs, expose students to
research, offer opportunities for community engagement and provide a safe space to share and discuss
experiences as a Black student nurse.

Addressing the drawbacks of nursing education must happen in unison with addressing drawbacks and
gaps in the nursing workforce. Empowering Black nurse leaders cannot be achieved in a system that holds on to
oppressive, hegemonic ideologies. The nursing workforce and health systems must review, amend and create
policies in collaboration with Black nurses to ensure that their voices are heard and included (Etowa et al. 2011;
Vukic et al. 2012). There are several jurisdictions across Canada, which have initiated progressive approaches
to nursing diversity and inclusion through their strategic plans and guidelines. Finally, prioritizing the collection
of race-based data is necessary to adequately assess and address health issues in the Black community. Without
race-based data, there is inadequate understanding of the current issues and ways to move forward.

3.5.6 Conclusion

Representation and visibility of Black nurses is necessary if health policies and practices are intended to
serve all Canadians from diverse communities. Black nurse leaders are capable of using their experiential
knowledge and training to inform their practice when working with patients from culturally and racially diverse
backgrounds. Specifically, Black nurse leaders are able to use their subjectivity and lived experience to address
the challenges of race, class and gender as well as the profound influence of race on health. Drawing on their
experiential knowledge, Black nurse leaders are able to assist in the development of policies, practice standards
and health system reform to better serve the Black community. Without the insider perspective of Black nurses,
it becomes increasingly difficult to recognize and challenge the oppressive privilege within the Canadian
healthcare system. Thus, this commentary is calling for a paradigm shift across practice areas and at multiple
levels to improve the health outcomes of the Black community and to strengthen the reputation of nursing

leadership in Canadian healthcare by truly being inclusive.

25



3.6 The Strong Black Woman

This work in section 3.6 also appears in: Jefferies, K (2020). The Strong Black Woman: Insights and
Implications for Nursing. The Journal of the American Psychiatric Nurses Association.
doi:10.1177/1078390320983900
3.6.1 Statement of Manuscript Contribution

KJ conceived and develop this manuscript with input from SP (acknowledged in full publication). KJ

drafted and submitted the manuscript for review. Copyright details are located in Appendix A.

3.6.2 Background

The strong Black woman (SBW) is recognized from a mile away. She is strong, capable, and resilient
and appears to succeed despite all odds. Laverne Cox, Serena Williams, Michelle Obama, Oprah Winfrey, and
Beyoncé are a few of the contemporary names associated with Black women who are endearing,
transformational, and strong. They are strong Black women. But what does it mean to be an SBW? Where did
this concept originate from? And is this a title that all Black women should aspire for? The label SBW is a
social construct or controlling image that is used to describe Black women who display a particular set of
character traits that make them appear “superhuman” (Collins, 2000). The SBW construct generally
encompasses five main components centered on independence, caring, and strength, which include the
obligation to (1) maintain and present an unwavering image of strength, (2) suppress all emotion, (3) be self-
reliant, (4) succeed despite all odds, and (5) always place the needs of others before those of oneself.

There are several well-known racial constructs that emerged during the enslavement era and gained
popularity through minstrel shows and continue to be associated with Black folks (Amuchie, 2016; Collins,
2000; Hill, 2009). Notable examples include the mammy (think aunt Jemima), the welfare queen, the angry
Black woman [or matriarch], and the Jezebel (Ashley, 2014; Collins, 2000; Dow, 2015; C. M. West, 2008).
Modern depictions of trans women in films have largely been of comedic nature with critics illuminating how
these offensive portrayals of trans women have been used in an attempt to either emasculate Black men or
portray trans individuals as psychologically unstable—which is false and highly offensive (Feder, 2020). Last,
the mandingo, Sambo, and Uncle Tom are constructs that are used to hypersexualize, emasculate (Mobley &
Johnson, 2019), or present Black men as self-hating. Each of these depictions carries with it its own set of
assumptions. However, the common thread that binds each of these together is their historical origin and the
intention to control Black folks (Collins, 2000; Feder, 2020). While these constructs are easily recognizable and

remain prevalent in pop culture and media, their understanding and use in health care is not widely discussed.

26



To this end, it is necessary to elucidate how one of the more prevalent constructs manifests and the implications
for health care—specifically, nursing. Enter, the strong Black woman.
3.6.3 At the Intersection of Race and Gender

The SBW construct—also referred to as the superwoman schema—is assigned to Black women and is
regarded as the admirable yet destructive manifestation of intersectional pressure that is encountered by Black
women (Collins, 2000; Watson & Hunter, 2016; Woods- Giscombe et al., 2016). Since time immemorial, Black
women have been situated as pillars within families and communities (Etowa et al., 2017; L. M. West et al.,
2016) and carry the burden of a multitude of societal forces including sexism, racism, and class exploitation
(Collins, 2000; Collins & Bilge, 2020; Crenshaw, 1991; Davis, 1981; hooks, 1984; Lorde, 1984). During this
current climate, which continues to expose racial injustice, Black women remain at the helm leading change
first and foremost within families and also in communities as activists, scholars, and health care professionals.
This undeniable display of independence, caring, and strength constitute the central tenets of the SBW
construct. These central tenets then serve as the foundation for the five general components of the SBW
construct, which include an obligation to (1) always maintain and present an image of strength, (2) suppress
emotion, (3) be self-reliant, (4) succeed despite all odds, and (5) always place the needs of others above those of
oneself.

Traditionally, the SBW construct has received positive regard, with Black women being applauded for
demonstrating this combination of traits. Yet, despite the appealing nature, there is an aspect of the construct
that is less discussed. The harmful aspects of the SBW construct have proven to be highly detrimental to the
mental, physical, and spiritual well-being of Black women (Etowa et al., 2017). Thus, the purpose of this
discussion paper is to present a succinct description of the SBW construct, the associated components, and
examples of how this construct may manifest in the lives of Black women. The article concludes with
implications of the SBW construct for nursing by discussing how knowledge of this issue can be used to better
understand and address the needs of Black women as providers and consumers of care.

3.6.4 Black Don’t Crack

The inspiration for this article arose from a podcast titled Therapy for Black Girls, which is a podcast
founded by a psychologist based in Atlanta, Georgia (Harden-Bradford, 2018). The podcast, which has more
than 150 episodes, offers a weekly conversation for Black women “about all things mental health, personal
development, and all the small decisions we can make to become the best possible version of ourselves”
(Harden-Bradford, 2018). Each week, the host invites a well-known Black woman health care provider to

discuss a topic. The episode inspiring this article is called Shedding Your Superwoman Status (Episode 54), in
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which the conversation centered on a well-known phrase in the Black community. This phrase “Black don’t
crack” refers to the youthful physical appearance that many Black people carry into their older years. It quite
literally refers to the minimal—and in some cases absence of—wrinkles, fine lines, and other visible signs of
aging. There is a paucity of empirical evidence on this phenomenon; yet the concept is well-known and widely
understood among Black folk in North America (Morgan, 2019).

The intriguing aspect of the discussion on the topic of “Black don’t crack™ was the acknowledgement
that metaphorically Black does in fact crack and that Black cracks quite extensively. However, this cracking
happens from the inside out (Harden-Bradford, 2018). This metaphor is deeply layered and intertwined with
aspects of respectability politics (Higginbotham, 1993), weathering (Geronimus 1992, 2001; Geronimus et al.,
2006), intergenerational trauma (DeGruy, 2005), as well as elements of everyday racism (Essed, 1991) or
microaggressions, each having a direct and significant impact on the mental, physical, and spiritual well-being
of Black folks, and thereby accelerating this metaphorical cracking. “Cracking from the inside out” symbolizes
the substantial physical and mental strain arising from the internalization of socioeconomic problems (DeGruy,
2005; Geronimus, 1992, 2001; Geronimus et al., 2006; Harden-Bradford, 2018).

The entire premise of the SBW construct, which will be described in the following section, is built on
the notion that Black women can [and should] be able to overcome challenges on their own and not show
weakness. These unrealistic and subconscious expectations create societal misconceptions while simultaneously
reinforcing the pressure to raise to such expectations. As a result, the SBW construct is shown to have a
profound impact on health, with Black women having poorer outcomes than White folks and Black men (Etowa
et al., 2017; Geronimus, 1992, 2001; Geronimus et al., 2006; Kisely et al., 2008). Additionally, subscribing to
the SBW construct is linked to mental health issues including increased depression and suicidality (Green,
2019). Thus, the interconnectedness between the SBW construct and health necessitates careful consideration
regarding how this phenomenon affects Black women’s well-being.

3.6.5 Have You Met a Strong Black Woman?

The SBW is a social construct, stereotype, or controlling image assigned to Black women that emerged
during the enslavement era (Collins, 2000). The SBW is viewed as strong, independent, and successful in every
facet of her life (Watson & Hunter, 2016). She “. . . depicts a strong, self-reliant, independent, yet nurturing
woman who denies her own wellbeing to meet the expectations of others” (Etowa et al., 2017). The central
tenets of the SBW construct include notions of strength, independence, and caring (Donovan & West, 2015; L.
M. West et al., 2016). Displays of strength include perceived natural resilience and the ability to overcome any

challenge with a level of ease while working tirelessly without complaint (Donovan & West, 2015).
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Independence for the SBW means that assistance or support cannot be accessed, and if this occurs, the
individual is perceived as weak, needy, dependent, or unqualified. Finally, caring requires that the SBW place
the needs of others before those of her own, that she be self-sacrificing, and that she willingly gives her time,
resources, and energy (Donovan & West, 2015). The five components of the SBW construct include (Harden-
Bradford, 2018)

1. The obligation to present an image of strength

2. The obligation to suppress any emotion

3. The obligation to maintain independence and not be dependent on others

4. The obligation to succeed against and despite all odds

5. The obligation to always place the needs (and comfort) of others before those of oneself.

With most Black women understanding what it means to be an SBW, the general consensus is that this
image encapsulates strength, spirituality, determination, care, and expertise (Abrams et al., 2014; L. M. West et
al., 2016). Embracing the SBW construct has notable benefits including the potential to improve self-efficacy
and perceived invincibility, leading some to use it as a coping mechanism (Green, 2019; Watson & Hunter,
2016). However, the SBW is also understood to be emotionally contained, selfless, and “every woman”
(Abrams et al., 2014). As a result, Black women express mixed feelings about whether or not the SBW
construct should be embraced (Dow, 2015), with some feeling obligated to be an SBW (Etowa et al., 2017). For
example, embracing the SBW construct can be used as a survival mechanism particularly in sociopolitical
environments that oppress Black women (Etowa et al., 2017). Etowa et al. (2017, p. 386) found that Black
women felt compelled to embrace the SBW construct to . . . get through the racist education system . . .” and
be a pillar of support for their family and community. Dow (2015) expounds on the notion that Black women
are conflicted by the construct, with some viewing it as a goal to strive toward, while others consider it
inevitable, and still others seeing it as something to be avoided. These conflicted responses veil the cavernous
harms of embracing the SBW construct and the consequences of using it as a survival or coping mechanism
(Etowa et al., 2017; Green, 2019; Watson & Hunter, 2016).

3.6.6 Harms of Advancing the SBW Construct

The harms of advancing the SBW construct are greatly minimized or even normalized throughout
society. As eluded to, these harms affect all facets of Black women’s health, cross-cutting physical, mental, and
spiritual well-being. The SBW construct is associated with poorer health, increased substance use (Jerald, Cole,
et al., 2017), and decreased mental health service use or other self-care activities (Hunter & Watson, 2015;

Woods-Giscombe et al., 2016). Moreover, there is a significant reduction in self-care including help-seeking
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(Etowa et al., 2017; Woods-Giscombe et al., 2016). Unsurprisingly, Black women have expressed concern
related to the mental and physical toll of being an SBW (Etowa et al., 2017).

Specifically, psychological distress results from feelings of failure for not being able to attain and
sustain expectations in addition to the obligation to manifest strength, reject assistance, succeed in all aspects of
life, and take care of others (Dow, 2015; Hunter & Watson, 2015; Liao et al., 2020; Watson-Singleton, 2017).
Moreover, increased levels of stress, anxiety, depression, and loneliness are associated with the SBW construct
(Donovan & West, 2015; Green, 2019; Liao et al., 2020). Additionally, Black women who embraced the SBW
construct had an increased likelihood of suicidality (Green, 2019). The mental health implications of the SBW
construct are further aggravated by the notion that accessing mental health services is viewed as a weakness
(Woods- Giscombe et al., 2016), especially since emotional support has the potential to act as a mediator
between the pressures of the SBW construct and psychological distress (Watson-Singleton, 2017).

In terms of physical harm, the threat of fatigue and illness is heightened. The socioeconomic climate
does not permit Black women to be ill or take time off. Instead, it is expected that Black women forgo their own
health needs and self-care (Etowa et al., 2017). The SBW construct depicts a strong, self-reliant, independent
Black woman who is giving, to the detriment of herself, which may serve as a buffer against stress (Etowa et al.,
2017) or be a cause. Being everything to everyone all the time is an impossible task, which has led some Black
women to believe that they must be strong and made of steel (Etowa et al., 2017). Last, decreased health service
utilization has implications that extend to families and communities.

3.6.7 Nursing Implications and the Strong Black Woman

The SBW construct has resounding implications for Black women, the community, and nursing.
Nursing, which has a history of racial, classist, and gender tensions (Flynn, 2009) as well as power dynamics,
would benefit greatly from examining how the profession reinforces and perpetuates harm through the SBW
construct. The SBW construct prescribes not only how Black women are treated as patients but also how this
image affects Black women who practice nursing. Black women nurses battle issues of systemic and
institutional racism as well as issues of representation, in the profession and in leadership roles. Anti-Black
racism includes the intentional or unintentional language, policies, decisions, and practices that work to oppress
Black folks. Examples in nursing that extend beyond the well-known racial slurs also include missed
promotions and heightened surveillance (Jefferies, 2020; Modibo, 2004). Exploring, naming, and then
challenging the views of health care providers and the racial imaging used in practice—across disciplines—are

essential to avoid assumption-based care (Andrews et al., 2017; Jerald, Ward, et al., 2017). Therefore, this
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section initiates a conversation toward a deeper understanding of how nursing may advance through practice,
education, research, and policy.

3.6.7.1 Practice. Non-Black nurses equipped with knowledge about the SBW construct have an
opportunity to be an informed colleague and provider. Reducing and ultimately eliminating the inappropriate
use of this requires deep reflexivity. Labeling Black women as an SBW reduces the quality of health care, while
forcing Black women to advocate for better care. Thus, resisting the urge to use the SBW construct in relation
to Black nurse colleagues and patients is absolutely critical. Nursing must work to create an environment that
provides appropriate care and a space where Black folks, particularly women, are able to provide and receive
quality care.

Specifically, defaulting to this construct in the care setting has the potential to alter therapeutic
interactions between patients and providers, which may further exacerbate existing health inequities (Andrews
et al., 2017). For example, Hoffman et al. (2016) explain that health care providers hold beliefs that biological
differences exist between White and Black patients, with the false assumption that Black patients experience
less pain. These beliefs, paired with the SBW construct, have created life-threatening circumstances
surrounding childbirth for Black women. Black women are thought to have a higher pain tolerance and
experience less pain during childbirth, which leads to inadequate pain management and an increased likelihood
of maternal death (Edge, 2010; Kasprzak, 2019).

3.6.7.2 Education. SBW are learners and educators. The past 20 years have exposed deep knowledge
related to Black learners. Jefferies (2020) published an analysis piece outlining a gap in Canadian nursing
education—critiquing a nursing curriculum that reinforces oppressive stereotypes and is void of content
acknowledging the historically significant contributions of Black nurse pioneers. Segregation and systemic
racism have greatly influenced nursing education, with many effects still felt today (Flynn, 2009; Hine, 1982).
Meaning, receiving an antiracist perspective and approach to nursing education is highly dependent and variable
based on the academic institution and location. Evidence shows that the SBW construct is present for Black
postsecondary students, causing increased levels of stress, depression, and hypervigilance (Corbin et al., 2018;
Donovan & West, 2015). Additionally, Mirza (1995, 2006) describes the oppression experienced by Black
women in academia. High attrition, self-reports of feeling isolated, and stark underrepresentation necessitate
examination at the institutional level.

3.6.7.3 Research. The implications for research related to the mental and physical health of Black
women as well as the SBW construct are extensive. As evidence about Black women’s health mounts, it is

necessary to employ a variety of methodologies to investigate the SBW construct in order to inform appropriate

31



interventions to address various health needs. Deepening understanding, through qualitative, quantitative, and
mixed approaches, about how the SBW construct affects Black women’s health is beneficial. Moreover,
ensuring that data collection and analysis occur in a manner that challenge (rather than reinforcing) systems of
oppression such as racism, ableism, sexism, heteronormativity, and class exploitation is necessary. For example,
research that employs an intersectional analysis (Collins & Bilge, 2020) to investigate the SBW construct as
related to queer and trans Black women is vital. Finally, the growing body of evidence pertaining to the SBW
construct warrants synthesis of this work in the form of a systematic or scoping review.

3.6.7.4 Policy. Health policy refers to the decisions, plans, and actions that are designed to achieve
specific health outcomes/ goals within a particular setting (World Health Organization, 2020). While policies
offer guidance, structure, and directive, they are often the products of dominant discursive frameworks that are
not only reflective of but also the result of social, structural, and historical influences (Cheek & Gibon, 1997).
Thus, Cheek and Gibson (1997) suggest applying a critical approach to policy that challenges what is and is not
written as well as the language used and the associated ideology that is being promoted. The SBW construct
along with other racially charged assumptions have extensive historical roots that have been woven into the
fabric of policy and institutional discourse. Policy that relies on outdated and harmful assumptions widens
health inequities experienced by Black women. Thus, policy makers must be intentional in attending to racial,
ethnic, and cultural diversity to enhance health care (Amuchie, 2016). As the notion of strength in relation to
Black women evolves (Green, 2019), reliance on the SBW construct must continue to be challenged on a local,
national, and global level (Etowa et al., 2017). Likewise, as more becomes known about the helpful and harmful
aspects of the SBW construct (Nelson et al., 2016), this knowledge can be used to redefine what it means to be
strong, interdependent, vulnerable, and deeply connected (Nelson et al., 2016).
3.6.8 Conclusion

Black women continue to impress the world with their capabilities by leading change. As health care
strives toward equity, it is vital that the amour that Black women [are perceived to] don is not used to justify or
reinforce assumption-based behavior. The SBW construct is empowering for many Black women; however, it is
also proven to greatly affect physical, mental, and spiritual health. The superhuman portrayal leads to unrealistic
expectations, increased demands, and added stress. Nursing is central to this discussion as it is one of the most
trusted and accessible health professions, largely due to holistic practice, therapeutic skills, as well as
knowledge. Nurses, across all sectors, have the responsibility to not only be knowledgeable about this construct
and the assumptions therein but also similarly engage in ways to not perpetuate harm. Providers must expand

their understanding of strength to go beyond a singular concept regarding Black women in order to permit deep
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reflexivity in practice, education, research, and policy to inform care and ensure that nursing is not only

supportive but also antiracist.

33



Chapter 4: Literature Review

This chapter, which constitutes the literature review for this qualitative study, includes two manuscripts.
Together, these manuscripts provide a comprehensive, systematic charting of the available literature regarding
Black nurses in Canada. The undertaking of a scoping review was a calculated decision as this type of review
provides an informative layout of existing literature. The chapter begins with a short introduction to scoping
review methodology and the inherent benefits for research and knowledge generation. This section is followed
by the published a priori protocol and then the scoping review report, which is currently under review.

4.1 Scoping Review Methodology

According to JBI, scoping reviews are an effective approach to map or chart a particular area of
research, particularly if that area is unclear or poorly defined (Peters et al., 2017). These reviews use the
mnemonic, PCC, which represents the participants, concept, and context of interest. Scoping reviews are an
excellent starting point in evidence syntheses (and research in general) as they help to identify the types of
available evidence in a given field, they facilitate the identification and analysis of knowledge gaps, they allow
for the clarification of key concepts and definitions in literature, they provide an understanding of how research
is conducted in relation to a specific topic or field, and they enable the identification of key characteristics or
factors related to a concept (Peters et al., 2017). Finally, by clarifying working definitions or conceptual
boundaries related to topics or fields, scoping reviews serve as excellent precursors to qualitative, quantitative
or mixed methods systematic reviews (Peters et al., 2017).

After undertaking a traditional narrative approach for the initial literature review at the beginning of my
dissertation, I decided it would be more appropriate to conduct a systematic mapping of the existing body of
literature related to Black nurses in Canada. As will be described in the a priori protocol, this was a strategic
decision to undertake a scoping review for three key reasons. First, at the time of protocol development, there
was no existing systematic review or synthesis of this body of evidence. Second, given the nature of the
phenomenon of interest, charting the existing evidence regarding Black nurses in Canada, was a timely project
that was long overdue. Third, this scoping review offered an opportunity for research mentorship. As the lead
author, I applied for and received an Operating Grant through the Research and Development Fund in the
Dalhousie SON, where I hired two ANS nursing students as research assistants to support the development and
conducting of the review.

As will be outlined in each of the following two manuscripts, this scoping review included a scan and
charting of peer-reviewed and grey literature regarding Black nurses in Canada. The first published manuscript

(4.2), which is the a priori scoping review protocol, published through the JBI Evidence Synthesis System,
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provided the systematic strategy for the review. The second manuscript (4.3), is the final consolidation of the
full scoping review report, which is currently under review.

Finally, an important point to note regarding the included manuscripts is concerning the terminology
used to describe the participants of interest. The first published manuscript, which is the a priori protocol that
was published in the JBI Evidence Synthesis, uses the term African Canadian in reference to participants of
interest. However, after conducting a scoping review charting food security amongst African Canadian
communities, and careful examination of the gathered sources, an informed decision was made to use the term
Black, which was justified as being more inclusive and in alignment with the wider social and academic
language (Jefferies et al., 2021). This note of a change in language is further explained in the second manuscript
(4.3).

4.2 African Canadian Nurses in the Nursing Profession in Canada: A Scoping Review Protocol

This work in section 4.2 also appears in: Jefferies, K., Martin-Misener, R., Tomblin Murphy, G.,
Helwig, M, Thomas Bernard, W., Gahagan, J. (2021). African Canadian nurses in the nursing profession in
Canada: A scoping review protocol. Joanna Briggs Institute Database of Systematic Reviews and
Implementation Reports (JBISRIR), 19(4), 883-890. doi: 10.11124/JBISRIR-D-19-00376.

4.2.1 Statement of Manuscript Contribution

KJ conceived and develop this manuscript with methodological guidance and mentorship from RMM,
GTM, MH, WTB, and JG. MH developed and ran the preliminary search after consultation with KJ. KJ drafted
the manuscript while RMM, GTM, MH, WTB, and JG provided feedback on each draft. RMM, GTM, MH,
WTB, and JG approved the final version of the manuscript and KJ submitted the manuscript for review.
Copyright details are located in Appendix A.

4.2.2 Background

Nursing is a health profession that encompasses both an artistic and scientific approach to care (Henry,
2018). Florence Nightingale, who was a British nurse, social reformer, and statistician, is regarded as the
founding philosopher of modern nursing (Encyclopedia Britannica, 2021). In 1860, Nightingale established the
first scientifically based, professional nursing school located in London, England (Encyclopedia Britannica,
2021). Nursing has since transformed into a profession with influence in clinical practice, education, research,
and policy (Henry, 2018). In addition to changes within the profession, nursing is undergoing an image
transformation (Flynn, 2009; Price & McGillis Hall, 2013). The image of nursing reflects who is viewed as a
nurse and who is able to become a nurse (Flynn, 2009; Price & McGillis Hall, 2013). Historically, a nurse was

depicted as an image of purity, dignity, and gentleness (ie, the Victorian ideals of “true womanhood™), which
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was associated with white women and not with people of African descent (Flynn, 2009). Within Canada, the
nursing profession is of interest because Canadian nursing schools did not admit African Canadians into their
programs until the late 1940s (Flynn, 2009). Racism in Canada prevented African Canadians from entering
nursing and practicing in a safe, inclusive environment, and this continues today (Bernard & Smith, 2018;
Boyer, 2017; Jefferies et al., 2018; Patterson & Veenstra, 2016).

The legacy of African Canadian nurses illuminates years of racism, discrimination, and struggle, but
also profound resilience and success (Flynn, 2009; Jefferies et al., 2018). The purpose of this scoping review is
to synthesize the existing evidence related to African Canadian nurses practicing the nursing profession in
Canada. By definition, nursing encompass clinical care, policy, education, administration, and research (CNA,
2015). This review is both timely and necessary as diversity in Canadian nursing is gaining national interest;
there is no published synthesis of this evidence; and there is a need to determine the magnitude and type of
available evidence. Lastly, this review may hold international relevance by offering insights for racialized
people in nursing while simultaneously addressing the international call-to-action declared by the United
Nations (UN).

4.2.2.1 People of African Descent in Canada. In 2014, the UN declared 2015-2024 as the
International Decade for People of African Descent in order to address the ongoing human rights violations and
social injustices experienced by people of African descent worldwide (UN, 2021). The decade’s theme, “People
of African Descent: Recognition, Justice and Development,” has been recognized by several countries,
including Canada (UN, 2021). In addition to this international call-to-action, a 2017 UN report raised a
nationwide alarm in Canada, calling for immediate action to improve the social welfare of African Canadians
by addressing the pervasive anti-Black racism that is rampant across all sectors of Canadian society (UN, 2017).

In Canada, there are approximately 1.2 million people who identify as Black or of African descent
(Statistics Canada, 2016). Throughout the literature and in everyday communication, several terms are used in
reference to African Canadians or people of African descent who reside in Canada. Terms commonly used in
research include “Black,” “immigrant,” “African,” and “visible minority” (James et al., 2010; Jefferies,
Tomblin Murphy & Helwig, 2020). The authors acknowledge that African Canadians are not a monolith and
that there are differences that exist within this group. However, to provide clarity for this review and to facilitate
understanding by an international audience, the term “African Canadian” will be used (Jefferies, Tomblin
Murphy & Helwig, 2020).

African Canadians have a hidden history in Canada, which dates back to their arrival as enslaved or

freed people in the 17th century (James et al., 2010; Pachai, 1997). Jefferies et al. (2020) provide a more
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comprehensive explanation of the historical context surrounding African Canadians, particularly involving the
arrival of African Canadians; their contributions in war efforts; as well as health issues affecting this group,
including high rates of chronic illnesses, such as hypertension, diabetes, and mental illness Jefferies et al., 2020;
Kisley, Terashima & Langille, 2008). Additionally, Jefferies et al. (2020) expand on the human rights violations
and social injustices that remain pervasive throughout multiple sectors of society including, but not limited to,
housing, labor, education, and health.

4.2.2.2 Diversity in Nursing. Within the nursing profession, diversity has a positive impact on patients
and the function of the health care system (Etowa, Price & Debs-Ivall, 2011; Phillips & Malone, 2014).
Diversity is a term used in reference to the biological, genetic, cultural, and sociological variations of
individuals and group Jefferies, 2019). Specifically, diversity is often thought of in terms of sex, race, sexual
orientation, and ability. Ensuring diversity in nursing has numerous benefits, including a culturally inclusive
and competent approach to care, the integration of experiential knowledge from professionals, as well as a
holistic understanding of diverse individuals, families, and communities (Etowa, Price & Debs-Ivall, 2011;
Phillips & Malone, 2014). There is a need to understand the multiple and intersecting layers of diversity in
nursing related to race, sex, sexual orientation, ability, and class while simultaneously understanding how each
of these components interacts with one another. The authors recognize the need to examine multiple facets of
diversity in nursing. However, based on national and international proclamations to address human rights
violations and discrimination encountered by African Canadians (UN, 2021; 2017), the authors have prioritized
synthesizing the evidence pertaining to African Canadians in the nursing profession in Canada.

4.2.2.3 African Canadian Nurses in Canada. The first nursing school in Canada opened in 1874, with
the number of nursing schools increasing to 70 by 1909 and more than 200 by the 1920s (McPherson, 2005).
However, Canadian nursing schools did not admit African Canadians until the late 1940s (Flynn, 2009).
Institutional racial segregation displayed by nursing schools in Canada is often contrasted to that of the United
States, which admitted Black students to nursing schools in the 1870s (Flynn, 2009; Hine, 1982). Until the
1940s, African Canadians interested in pursuing nursing were instructed to travel to and train in the United
States (Flynn, 2009).

At present, African Canadians continue to experience challenges entering the nursing profession. For
example, the under-representation of African Canadian nurses has been linked to institutional racism, which
prevents African Canadians from entering or advancing in nursing (Jefferies et al., 2018; Vukic et al., 2016).
Vukic et al. (2016) explained that despite initiatives put in place by institutions, there are systemic barriers that

impede recruitment, admission, and retention of African Canadians in nursing. When present, African Canadian
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nurses are concentrated in entry-level and non-specialty areas while being under-represented in specialty areas,
advanced practice positions, and leadership roles (Jefferies et al., 2018; Premji & Etowa, 2014). Lastly, African
Canadian nurses feel as though they are practicing on the margins of the nursing profession due to racism
perpetrated by patients, colleagues, and superiors, as well as the systemic hurdles (Etowa, Sethi & Thompson-
Isherwood, 2009).

A preliminary search of PROSPERO, MEDLINE, the Cochrane Database of Systematic Reviews, and
the JBI Database of Systematic Reviews and Implementation Reports revealed no published or in-progress
systematic reviews on this topic.

To date, the only record of a synthesis of this evidence is a literature review conducted by Etowa et al.
(2009). The review by Etowa et al. (2009) was published as a section of a manuscript; however, 1) it was a
literature review embedded within a manuscript and thus was not published as a systematic review; ii) the
review was described as a literature review, which did not describe a systematic process for searching,
screening, or analyzing the literature; and iii) at least 10 years have passed since this manuscript was published.
To this end, the authors deem it necessary to build on the literature review by Etowa et al. (2009) by conducting
a scoping review to determine the extent of available peer-reviewed and non-peer-reviewed evidence regarding
African Canadian nurses in the nursing profession in Canada. Thus, the purpose of this review is to synthesize
the existing evidence by illuminating areas that have been investigated as well as describing ways in which
African Canadian nurses have been represented. Identifying and mapping all existing evidence will inform
knowledge gaps and priorities for future research. Finally, this review informs a larger qualitative study that
examines leadership in the nursing profession among a historically distinct group of African Canadian nurses.
4.2.3 Review Question

What evidence exists regarding African Canadian nurses in the nursing profession in Canada?
Specifically to: 1) describe how African Canadian nurses have been represented in the literature. i1) map existing
evidence to inform knowledge gaps and priorities for future research.

4.2.4 Inclusion Criteria

4.2.4.1 Participants. This scoping review includes sources focused on African Canadian nurses, with
African Canadians encompassing various groups of people who identify as Black or as being of African descent
in Canada (James et al., 2010; Jefferies et al., 2020). Literature about African Canadians includes those who
identify as African Canadian, Black, immigrant, African Nova Scotian, or a newcomer from continental Africa,

the Caribbean, South America, or the United States (James et al., 2010; Jefferies et al., 2020).
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4.2.4.2 Concept. The concept of interest is the nursing profession, which encompasses five domains of
nursing practice including clinical care, education, administration, policy, and research (CNA, 2015). All levels
of professional nursing practice will be included, ranging from nurses who received training at the diploma,
baccalaureate, or graduate level. Respectively, in Canada these regulated roles refer to practical nurses,
registered nurses, and advanced practice nurses, including nurse practitioners and clinical nurse specialists
(CNA, 2015). Non-licensed, clinical practice roles, such as personal care workers and continuing care assistants,
will be excluded as these are unregulated, unlicensed professions that are not classified as nursing in Canada
(CNA, 2015).

4.2.4.3 Context. This review focuses exclusively on the Canadian context. Despite similarities
throughout the Black experience that transcend international borders, there are highly influential contextual
elements, including historical racism, segregation, and socialization, which result in stark differences between
Canada and other countries. These differences require a country-level examination prior to a global comparison.
The Canadian context is of particular interest because African Canadians are identified as a highly vulnerable
group globally (UN, 2021; 2017), yet literature regarding this group remains hidden as Canada continues to lag
in collecting race-disaggregated data (UN, 2017).

4.2.4.4 Types of Sources. This scoping review will consider experimental and quasi-experimental study
designs including randomized controlled trials, non-randomized controlled trials, before and after studies, and
interrupted time-series studies. In addition, analytical observational studies including prospective and
retrospective cohort studies, case-control studies, and analytical cross-sectional studies will be considered. This
review will also consider descriptive observational study designs including case series, individual case reports,
and descriptive cross-sectional studies for inclusion. Qualitative study designs including, but not limited to,
phenomenological, grounded theory, ethnographic, qualitative description, action research, and feminist
research will be considered. Additionally, systematic reviews, dissertations, and gray literature, as well as text
and opinion papers, will be considered for inclusion. Research that includes a subgroup analysis, related to the
context, concept, or population, will also be considered for inclusion.
4.2.5 Methods

This scoping review will be conducted in accordance with JBI methodology (Peters et al., 2017).

4.2.5.1 Search Strategy. The search strategy was developed in collaboration with a librarian, and the
final search strategy will undergo peer review by a second librarian. The search aims to locate published studies
and gray literature. An initial limited search of CINAHL (Appendix B) was undertaken to identify articles on

the topic. The words contained in the titles and abstracts of relevant articles, and the index terms used to
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describe the articles were used to develop a full search strategy for CINAHL and MEDLINE. The search
strategy, including all identified keywords and index terms, will be adapted for each included information
source. Search terms related to the population of interest include “African Canadian,” “Black,” “African Nova
Scotia,” “immigrant,” and “minority,” as these terms are used in Canada. Other keywords include “nurse” and
“Canada.” Ancestry searching will be performed to identify relevant sources. Literature published in English
and French will be included, and databases will be searched from inception to present.

Information database sources include CINAHL (EBSCO), MEDLINE (Ovid), Embase (Elsevier),
Sociological Abstracts (ProQuest), Gender Studies Database (EBSCO), America: History and Life (EBSCO),
PsycINFO (EBSCO), Academic Search Premier (EBSCO), and Scopus (Elsevier). Sources of unpublished
studies and gray literature to be searched include Canadian Nurses Association, Registered Nurses Association
of Ontario, College and Association of Registered Nurses of Alberta, Nova Scotia College of Nursing, and
ProQuest Dissertations and Theses Global (ProQuest).

4.2.5.2 Study Selection. Following the search, all identified citations will be collated and uploaded into
Covidence (Veritas Health Innovation, Melbourne, Australia) and duplicates removed. Titles and abstracts will
then be screened by two independent reviewers against the inclusion criteria for the review. Potentially relevant
studies will be retrieved in full and their citation details imported into the JBI System for the Unified
Management, Assessment and Review of Information (JBI SUMARI; JBI, Adelaide, Australia). The full text of
selected citations will be assessed in detail against the inclusion criteria by two independent reviewers. Reasons
for exclusion of full-text studies that do not meet the inclusion criteria will be recorded and reported in the
systematic review. Any disagreements that arise between the reviewers at each stage of the study selection
process will be resolved through discussion or with a third reviewer. The results of the search will be reported in
full in the final report and presented in a Preferred Reporting Items for Systematic Reviews and Meta-Analyses
extension for scoping reviews (PRISMA-ScR) flow diagram Tricco et al., 2018).

4.2.5.3 Data Extraction. Data will be extracted from included articles by two independent reviewers
using the data extraction tool developed by JBI, which has been modified for a scoping review by the reviewers
(Peters et al., 2017). A preliminary customary data extraction tool has been included in Appendix C. The tool
will be tested with two reviewers completing extractions independently followed by comparisons before
continuing with the extraction process. The data to be extracted will include details about the article, purpose of
the article, population, concept, context of the study, study methods, and key findings relevant to the review
objective. A detailed description of the data extraction process, the data extraction tool, and tool modifications

will be included in the full scoping review report. Any disagreements that arise between the reviewers will be
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resolved through discussion or with a third reviewer. Authors of sources will be contacted to request missing or
additional data, where required.

4.2.5.4 Data Analysis and Presentation. Data will be presented in diagrammatic or tabular form in a
manner that aligns with the objective of this scoping review. A narrative summary will accompany the tabulated
or charted results to describe the characteristics of the literature and how the results relate to the objective and
question. The categories used for data presentation include those within the extraction tool; however, these may
be modified based on the review findings.
4.3 Black Nurses in the Canadian Nursing Profession: A Scoping Review

This work in section 4.3 is currently under review with International Journal for Equity in Health -
revisions have been requested as of March, 2022. Jefferies, K., States, C., MacLennan, V., Helwig, M.,
Gahagan, J., Thomas Bernard, W., Macdonald, M., Tomblin Murphy, G. & Martin-Misener, R. Black nurses in
the nursing profession in Canada: A scoping review. International Journal for Equity in Health.
4.3.1 Statement of Manuscript Contribution

KJ conceived and developed this manuscript with methodological guidance and mentorship from RMM,
GTM, MH, WTB, and JG. MH developed and ran the comprehensive search after consultation with KJ. KJ, CS
and VM performed all stages of the review of literature including abstract and title screening, full-text review
and data extraction. KJ drafted the manuscript while each author provided feedback on each draft. All authors
approved the final version of the manuscript and KJ submitted the manuscript for review. Copyright details are
located in Appendix A.
4.3.2 Background

The health and human rights of people of African descent have been brought to the forefront in the wake
of the COVID-19 pandemic, which has exposed the most vulnerable, marginalized and oppressed sectors of
society (Tuyisenge & Goldenberg, 2021). The televised mistreatment of people of African descent has led to
mounting calls for action to end anti-Black racism, particularly through research and the collection of race-
disaggregated data (Rizvic, 2020). Anti-Black racism is defined as the specific processes, decisions and policies
that intentionally or unintentionally discriminate against Black people (BHA, 2018). The impact of anti-Black
racism permeates a multitude of sectors in Canadian society including education, healthcare and nursing
specifically. Addressing anti-Black racism and discrimination in the nursing profession warrants research that
investigates how social constructs including heteronormativity, gender identity/ expression, class and disability
interact with race to influence health (Bowleg, 2020). As one of the largest and most trusted health care

professions, the nursing profession is in an optimal position to address the lingering effects of historic
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oppression in healthcare and throughout society more broadly. Precisely, promoting diversity and inclusivity
within the profession is suggested as one approach to address issues of belonging as well as care delivery for
patients (Phillips & Malone, 2014). Ergo, in light of the increasing focus on the implication of racism in Canada
and various countries, it is necessary to begin to chart existing evidence about Black nurses to illuminate
insights for future research and practice. Finally, the title of this report, and the language used throughout to
describe the participants, differs from the published protocol (Jefferies et al., 2020). The published protocol
describes the participants as African Canadian nurses, however, after careful review of the existing and
emerging literature in this area, it was deemed necessary to modify the terminology from African Canadian
nurses to Black nurses. The term Black has gained global recognition as a term that extends beyond biology or
genetics to include a more politicized and widely understood meaning that is “based on the historical, social and
structural location inhabited by” people of African descent (Flynn, 2004 p. 16; Jefteries & Price, 2021).

4.3.2.1 Black Nurse Trailblazers: A Launchpad for Black Nurses. Understanding the historical
context of nursing is an important first step in situating a review regarding Black nurses in the nursing
profession in Canada. Historically, in the global west, people of African descent struggled to enter, practice and
have their contributions recognized in the nursing profession (Flynn, 2021). For example, Mary Seacole
(1850s), a Jamaican-born nurse who was based in London, England provided care to British soldiers during the
Crimean War (Mary Seacole Trust, 2016). Seacole, who was as active and innovative as other prominent
historical nurse figures, was all but erased from the historical nursing record until recently (Mary Seacole Trust,
2016). Similarly, in the United States, African Americans were banned from entering nursing training facilities
until the 1870s, with Mary Mahoney (1879) being the first African American to become a nurse (Hine, 1989;
1982).

In Canada, the historical nursing record reveals a legacy of segregation and discrimination, which
scholars argue remains relevant today. The first nursing school in Canada opened in 1874, with the first
Baccalaureate program offered in 1919 (McPherson, 1998; Wong, 1980). However, in the female-dominated
profession, Black women were not permitted to train as nurses until the late 1940’s (Chaplan, 2020; Flynn,
2011). At the time, Black women, who aspired to be a nurse, were instead instructed to travel and train in the
United States (Chaplan, 2020; Flynn, 2011). Notwithstanding, Black women in Canada, who were committed to
care provision despite being denied the opportunity to train formally, eventually formed the Black Cross Nurses
in Canada. This auxiliary group was established in the 1920s and modelled after the Red Cross. The Black
Cross Nurses comprised a network that enabled Black women, who were not formally trained nurses, to provide

health-related care service to various communities (Canadian Encyclopedia, 2021). Examples of services
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provided by the Black Cross nurses included answering sick calls, assistance to new mothers and children as
well as domestic duties (Canadian Encyclopedia, 2021). In addition to informal care practices by Black women,
community-level activism was the catalyst that ignited the process of challenging the systemic barriers
encountered by Black women entering nursing. Early activism was led in large part by Pearleen Oliver, who
despite not being a nurse, had a pivotal role in shifting the overt discriminatory admissions policies in nursing
training facilities in Canada (Chaplan, 2020). Oliver, in collaboration with community-based groups and
organizations, including the Nova Scotia Association for the Advancement of Colored People (NSAACP) and
the Canadian Negro Citizenship, publicly challenged the exclusion of Black women from nursing schools,
which is marked as a pivotal moment for Black history in Canadian nursing (Chaplan, 2020; Flynn, 2011).

4.3.2.2 The Nursing Workforce in Canada. Canada recognizes four nursing designations, which
include licensed practical nurses (LPNs) [or registered practical nurses (RPNs) in Ontario]; registered nurses
(RNs), registered psychiatric nurses and; nurse practitioners (NPs) (CIHI, 2019). Of the 448,044 regulated
nurses with an active license in Canada, approximately 130,710 are licensed practical nurses, 6,115 are
registered psychiatric nurses, 304,558 are registered nurses and 6,661 are nurse practitioners (CIHIL, 2019). In
terms of demographics, the Canadian Institute for Health Information (CIHI) disaggregates data regarding the
nursing workforce according to gender as binary and age however, critical demographic indicators including
race/ ethnicity, sexual orientation, gender identity/ expression, class as well as disability are missing. In the
absence of these data to advance knowledge and inform policy development in a comprehensive and evidence-
based manner, there is a growing call for the collection of race-disaggregated data (Rizvic, 2020). One of the
main crises impacting the nursing workforce in Canada is related to the nursing shortage. The nursing shortage
has been described as an ongoing health system issue that has been further exacerbated by multifaceted
population health issues, including the COVID-19 pandemic. Strategies to address the shortage include
considerations in three critical areas — RN production; RN retention; RN deployment, with emphasis on the in-
migration of internationally educated nurses (IENs), attrition in nursing education programs and workforce
productivity (Tomblin Murphy et al., 2012).

4.3.2.3 Considerations in Nursing Education. Another area of concern that directly impacts the
Canadian nursing workforce is nursing education. Nursing education encompasses salient aspects of nursing
training including curriculum and program admissions. Canadian nursing curricula has been criticized as relying
too heavily on a Eurocentric ideological foundation that effectively reinforces prejudice, stereotypes and
discrimination towards specific groups (Bell, 2020; Blanchet et al., 2018; Flynn, 2021; Lane & Waldron, 2021).

It has also been criticized for failing to incorporate content that would enhance competency related to care
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delivery for historically marginalized populations (Bell, 2020; Blanchet et al., 2018; Flynn, 2021; Lane &
Waldron, 2021). Nursing curricula tends to omit content that incorporates the experience, contributions or basic
existence of Black nurses in Canada (Flynn, 2021). To address these gaps in nursing curricula, researchers and
academics are attempting to remedy this problem (Bell, 2020; Blanchet et al., 2018; Lane & Waldron, 2021).
For example, Blanchet et al. (2018) proposed a critical anti-discriminatory pedagogy (CADP) for nursing
practice and education. Another salient example of critical shifts in nursing curricula includes the development
of a syllabi evaluation tool (Lane & Waldron, 2021). Emerging from the need to evaluate and modify the
content used in nursing education, Lane and Waldron (2021) created a rubric that evaluates syllabi in nursing
education. This rubric, which aims to improve nursing curricula through increased representativeness and the
elimination of oppressive stereotypes, guides faculty in the development of inclusive and representative syllabi
(Lane & Waldron, 2021).

In terms of program admissions, most institutions do not collect disaggregated data that would offer
insight into the representativeness of the student body. However, the underrepresentation of Black students in
nursing programs had been acknowledged and described, in text and opinion sources, as an issue that is
exacerbated by institutional policies and implicit bias. Further, the underrepresentation of Black nurses in the
profession is suspected as deriving from the underrepresentation of Black students in nursing programs.

4.3.2.4 Nursing as a Clinical Practice. Social justice and a critical social approach to health are core
values in nursing (Blanchet et al., 2018). However, a shift away from these values has created tension in the
profession as nurses struggle to reintroduce these values into nursing practice and education (Blanchet et al.,
2018). For example, the issue of diversity in the nursing profession in Canada can be attributed to factors such
as stereotypes and discrimination, institutional and systemic barriers (i.e.: financial), as well as a lack of
representative mentors and role models (CNA, 2009). Etowa et al. (2011) suggest that in order to increase
diversity within the nursing profession in Canada, healthcare organizations must educate, recruit, and retain
health care professionals of diverse backgrounds and these professionals be representative of the diverse
Canadian population. Further, Phillips and Malone (2014) argue that minority nurses have an important role in
the healthcare system since they drive the recruitment and retention of a diverse workforce. Finally, to truly
diversify the nursing workforce, address intra-professional tensions and improve health outcomes for
populations, it is necessary to both eliminate barriers to accessibility that reinforce exclusion and
marginalization and to enhance the sense of belonging for groups who have historically been marginalized and

excluded from nursing (Boyd, 2019; CNA, 2009; Jefteries, 2021).
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Growing attention to anti-Black racism, particularly as it relates to nursing, reinforces both the
timeliness and necessity of this review. There is a need to understand the available literature by charting the
existing evidence related to Black nurses in Canada. A scan of the literature determined that no other scoping or
systematic review on this topic exists. Thus, the objective of this scoping review was to chart the existing
evidence regarding Black nurses in the nursing profession in Canada. This review, which is a component of a
larger doctoral research project, offers recommendations for future research regarding Black nurses in Canada.
Finally, this review contributes to the international call-to-action by the United Nations, to improve the human
rights, social wellbeing, and overall health of people of African descent in Canada and globally.

4.3.3 Review Question
What evidence exists regarding Black nurses in the nursing profession in Canada? Specifically, to:
1. Describe how Black nurses have been represented in the literature.
2. Map existing evidence to inform knowledge gaps and priorities for future research.
4.3.4 Inclusion criteria

4.3.4.1 Participants. This review sought studies involving Black nurses. Black nurses are defined as
nurses who reside in Canada and identify as being Black or of African descent. Specifically, Black nurses may
include immigrants from continental Africa, the Caribbean or United States; people of African descent who
reside in Canada; as well as Black folks with ancestral connections to Canada such as African Nova Scotians.
No restrictions were placed on other key demographic details such as gender, sexual orientation, class or
disability. Studies that did not include participants who were identified as Black nurses were excluded.
Furthermore, studies that did not include race-disaggregated findings or results were excluded. For example,
studies that focused on internationally educated nurses, which aggregated internationally educated nurses from
multiple countries without a clear indication as to which data applied to Black nurses, were excluded.

4.3.4.2 Concept. The concept of interest was the nursing profession, specifically Black nurses in
nursing. Thus, sources were considered for inclusion if they referenced an aspect of the nursing profession,
including clinical care, education, administration, policy or research. Studies were excluded if they focused on
non-nursing care providers [ie: physicians, psychiatrists, physiotherapists], nursing students [ie: diploma or
baccalaureate], non-licensed clinical care providers [ie: personal support workers or continuing care assistants],
or if the sources aggregated data on various health care providers without clear indication as to which data were
nursing specific.

4.3.4.3 Context. The context for the scoping review is Canada. Studies were considered for inclusion if

they related to any of the 13 provincial or territorial regions or if the studies were national in scope. Studies that
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involved multiple countries were considered for inclusion if they included disaggregated data regarding Canada
and Black nurses.

4.3.4.4 Types of Sources.This scoping review considered all qualitative, quantitative, and mixed
methods study designs as well as systematic reviews for inclusion. Gray literature such as dissertations, text and
opinion papers, as well as organizational reports or policy documents were considered for inclusion in this
scoping review. Finally, no restrictions were placed on date of publication, however, language restrictions were
limited to English and French.
4.3.5 Methods

The Joanna Briggs Institute (JBI) is an international evidence-based healthcare research organization
that is a global leader in the production and dissemination of evidence syntheses. JBI has over 70 collaborating
entities globally to promote, support and implement evidence into healthcare practice (Peters et al., 2017).
Currently, JBI offers formal methodological training and guidance on 10 types of reviews, with scoping reviews
being a common approach. Scoping reviews are an effective approach to map or chart a particular area of
research, particularly if that area is unclear or poorly defined. These reviews use the mnemonic, PCC, which
represents participants, concept, and context. Scoping reviews are an excellent starting point in research as they
help to identify the types of available evidence in a given field, they facilitate the identification and summation
of knowledge gaps, they allow for the clarification of key concepts and definitions in literature, they provide an
understanding of how research is conducted in relation to a specific topic or field, and they enable the
identification of key characteristics or factors related to a concept. Finally, by clarifying working definitions or
conceptual boundaries related to topics or fields, scoping reviews serve as excellent precursors to qualitative,
quantitative or mixed methods systematic reviews. To this end, this scoping review was conducted in
accordance with the JBI scoping review methodology (Peters et al., 2017). The objectives, inclusion criteria and
methods guiding this review were published in an a priori protocol (Jefferies et al., 2020).

4.3.5.1 Search Strategy. The search strategy was developed in collaboration with a librarian and peer
reviewed by a second librarian using the Peer Review of Electronic Search Strategies (PRESS). The search,
which was conducted on August 31, 2020, aimed to locate published studies and gray literature. An initial
limited search of CINAHL was undertaken to identify articles on the topic. Keywords in the titles and abstracts
of relevant articles, and the index terms used to describe the articles were used to develop the final search
strategy used to search databases from inception to present. The search strategy, including all identified
keywords and index terms, was adapted for each included information source. Search terms related to the

population of interest included African Canadian, Black, African Nova Scotia, immigrant, and minority, as
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these terms are used in Canada. Other keywords included nurse and Canada. The search strategy is located in
Appendix D. Ancestry searching and forward citation tracing was performed to identify relevant sources.
Lastly, searches were restricted to literature published in Canada’s two official languages, English and French.

4.3.5.2 Information Sources. Information database sources include CINAHL (EBSCO), MEDLINE
(Ovid), Embase (Elsevier), Sociological Abstracts (ProQuest), Gender Studies Database (EBSCO), America:
History and Life (EBSCO), PsycINFO (EBSCO), Academic Search Premier (EBSCO), and Scopus (Elsevier).
Sources of unpublished studies and gray literature searched included websites of the Canadian Nurses
Association, Registered Nurses Association of Ontario, College and Association of Registered Nurses of
Alberta, Nova Scotia College of Nursing, and ProQuest Dissertations and Theses Global (ProQuest). Scopus
(Elsevier) was also used for the forward citation tracing.

4.3.5.3 Study Selection. Following the search, all identified citations were collated and uploaded into
Covidence (Veritas Health Innovation, Melbourne, Australia) and duplicates removed. From the title/abstract
stage through to data extraction phase, each study was reviewed by two independent reviewers. At the
title/abstract, full-text, and data extraction phases, several articles were screened by two independent reviewers
against the inclusion criteria in a pilot test to calibrate the screeners/extractors (Jefferies et al., 2020).

At the title/abstract stage and full-text screening stage items that did not meet the inclusion criteria were
excluded. Specifically, sources were screened first according to the context, the next level of screening was
based on participants and the final level of screening was the concept. Reasons for exclusion of full text studies
not meeting the inclusion criteria were recorded and are reported in Appendix E. Lastly, in accordance with the
a priori protocol, any disagreements that arose between the reviewers at each stage of the study selection
process were resolved through a third reviewer or through discussion with the review team. The results of the
search are reported in the Preferred Reporting Items for Scoping Reviews (PRISMA-ScR) flow diagram (Page
etal., 2021).

4.3.6 Data Extraction

The data extraction tool, appended in the a priori protocol, was developed based on a JBI standard
extraction form. This extraction form was inserted into the Covidence software and extraction was completed
by the first author and checked by a second extractor who was a member of the review team. Conflicts or
disputes that arose between the reviewers, regarding inclusion/ exclusion of sources or data extraction, were
resolved by a third reviewer or through discussion with the review team.

4.3.6.1 Data Items. Specific data items for which data were sought are found in the extraction tool

appended in the a priori protocol (Jefferies et al., 2020). Examples of data items included: source title, year of
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publication, source type and authors. Additional source information related to methodological aspects included
the: aim/purpose, questions/objectives, study design, framework and sample size; and additional data items
including results/key findings with accompanying quotations and statistics relevant to the review objective.
Finally, the set of associated assumptions regarding the participants, concept and context were as follows:

4.3.6.1.1 Participants. 1t is assumed that all Black nurses in Canada have completed nursing training at
either the diploma or baccalaureate level. It was also assumed that the use of the term Black referred to people
of African descent, who identified as such. Conversely, this review did not assume that studies that described
participants as visible minority, immigrant, racialized, etc. were exclusively Black nurses. Yet, this review did
assume that nurses identifying as immigrating from the Caribbean and continental Africa were Black. This
assumption was not made without careful consideration of the population, sample and demographics provided
by authors.

4.3.6.1.2 Concept. Assumptions about nursing included the restrictions around licensing and registration
in nursing as well as the criteria regarding the use of the title nurse. For example, sources that referred to
nursing, unless otherwise stated, were assumed to involve practical nurses, registered nurses and/ or advanced
practice nurses. In Canada, the term nurse is a protected term that cannot be used by non-nursing care providers.
The concept of nursing included any practice setting. While any sources that involved pre-licensure nursing
students were excluded.

4.3.6.1.3 Context. In terms of context, an assumption around language was made. The search was
restricted to French and English, which are the two official languages in Canada.

4.3.6.2 Analysis and Presentation of Results. Data from included sources were extracted and stored in
Covidence. After extracting data in Covidence, data were then exported and managed in Microsoft Word. Data
were reviewed and organized, by team members, using Microsoft Office Word in addition to hand-written
notes. Microsoft Word and hand-written notes were used to generate the categories into which sources were
sorted. The approach for summarizing and presenting findings, through the creation of categories is described in
the a priori protocol.” The presentation of results is done in an appropriate manner to facilitate mapping the
existing evidence regarding Black nurses in Canada. Thus, the data are presented narratively in categories as
well as in diagrammatic or tabular form, where appropriate. The presentation of the review results aligns with
the scoping review objective and review questions of charting the existing evidence regarding Black nurses in
the nursing profession in Canada. Finally, the review categories that depict the findings were not developed
through a thematic or qualitative process. Rather, the categories are derived directly from the included sources

and serve only as a means to classify each source. Additionally, a critical appraisal of sources was not
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conducted. Consequently, this review is scoping in nature and should not be conflated with or regarded as a
qualitative systematic review.
4.3.7 Results

4.3.7.1 Study Inclusion. The search of databases yielded 688 records with 338 identified through
citation tracing. After removing duplicates, 600 titles and abstracts were screened for eligibility and 127
advanced to full-text screening. From this process, 82 full-text articles were excluded based on inclusion
criteria. Appendix 2 includes a list of excluded sources and accompanying rationale for exclusion. A total of
thirty-seven (n=37) sources were retrieved through the database search and seven (n=7) sources were identified
through the gray literature search. Subsequently, 44 sources met the inclusion criteria and 31of these sources
underwent data extraction. The PRISMA-ScR flowchart in Figure 1 shows the study selection process.

The 44 sources that met the inclusion criteria are classified into two distinct groups: primary sources
(n=31) and companion sources (n=13). Primary sources are defined as original and distinct sources, which do
not share data with other sources. Companion sources include sources (commentaries and research reports) that
were retrieved through the systematic search and met the inclusion criteria, however, they use data from one of
the included primary sources. It was necessary to group the included sources in this manner to avoid the
duplication of data in the scoping review results and findings. Figure 2 depicts the type of primary sources
included in the review.

In this review, only the primary sources (n=31) underwent data extraction. This decision was made to
avoid confusion by the inclusion of duplicate data from companion sources (n=13) using data from a primary
source. A description of the 31 included sources that underwent data extraction is located in Appendix 3. The
companion sources, which are detailed in Appendix 4, did not undergo data extraction and thus are not included
in the results sections. The process for selecting primary sources was based on two criteria: 1)
comprehensiveness of study design and 2) consistency amongst sources. For example, if there were multiple
sources that were generated from an included dissertation, the dissertation was selected as the primary source.
There is one exception, where the dissertation is classified as a companion source and the book generated from
this research was selected as the primary source. The four primary sources from which all of the companion
sources arise are outlined in Table 3

Primary Sources and Companion SourcesTable 3.
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Figure 1
PRIMSA-ScR Flowchart of Study Selection Process

[ Identification of studies via databases and registers
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I
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(n=113)
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Studies included in review (n = 18)
Non-research sources (n = 13)
Companion sources (n=13)
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(n=433)
Records marked as ineligible
by automation tools (n = 0)
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Websites & Organisations
(n=13)
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(n =487)
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*Consider, if feasible to do so, reporting the number of records identified from each database or register searched (rather than the total number across all
databases/registers).

**If automation tools were used, indicate how many records were excluded by a human and how many were excluded by automation tools.

From: Page MJ, McKenzie JE, Bossuyt PM, Boutron I, Hoffmann TC, Mulrow CD, et al. The PRISMA 2020 statement: an updated guideline for reporting
systematic reviews. BMJ 2021;372:n71. doi:10.1136/bmj.n71. For more information, visit: http://www.prisma-statement.org/
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Figure 2

Types of Primary Sources
m Research
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) 20% 60%
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Table 3

Primary Sources and Companion Sources

Primary sources with companion sources - Research ~ Companion sources - Commentaries and Research
Studies (n=4) (n=13)

Boateng (2015) Boateng (2016)
Boateng (2019)

Etowa (2005) Etowa (2006)
Etowa (2007)
Etowa (2009)

Flynn (2011) Flynn (2003)
Flynn (2004)
Flynn (2008)
Flynn (2009)
Flynn (2012)
Flynn (2015)
Shkimba and Flynn (2004)

Hagey (2001) Turrittin (2002)
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4.3.7.2 Characteristics of Included Sources. Of the 31 primary sources included in this review, the
year of publication ranged from 1993 to 2020. All included sources were published in English except one (n=1),
which was published in French. Another source focused on Francophone-African nurses. All participants are
assumed to be adults, over the age of 18. In terms of gender, fourteen sources focused on participants identified
as women (n=14), while five (n=5) included both women and men and twelve (n=12) did not specify gender.

Eighteen of the 31 primary sources are classified as research studies (n=18), of which five (n=5) are
doctoral dissertations and two (n=2) are books. Table 4 and Table 5 display the list of research studies (n=18)
and non-research sources (n=13), respectively. Fourteen of the eighteen research studies were qualitative
designs (n=14), in which data collection methods included interviews (n=10) and a combination of methods
such as document/ literature review, interviews, group discussions and observation (n=4). One (n=1) of the
eighteen studies employed a quantitative study design, as a secondary data analysis and two (n=2) studies used a
mixed methods design, which used a combination of interviews and secondary analysis. Finally, one (n=1)
study was a systematic scoping review. The theoretical frameworks or methodologies for the research studies
included critical social approaches, such as integrative anti-racist frameworks, Black feminist theories,
postcolonial feminist perspectives, and intersectionality. Others employed more traditional methodologies

including phenomenology, critical ethnography, grounded theory or descriptive.

Table 4
Research Studies (n=18)
Author (Year Research Aim/ Purpose Methodology/ Design ~ Methods Study Nursing
of Publication) Location Concept
Boateng To explore the career pathways Qualitative Research Interviews Ontario Leadership and
(2015) and experiences of immigrant *DISSERTATION [Toronto Career
and Canadian-born nurses in and Advancement
two Ontario cities. London]
Bouabdillah et  To explore the perspectives of Qualitative Research Interviews, Ontario/ Leadership and
al. (2016) visible minority nurses in Critical Ethnography observations, Ottawa Career
relation to their career paths. field notes. advancement
Calliste (1996) To examine experiences of Qualitative Research Interviews Ontario and Racism
women of colour, specifically Integrative Anti- Quebec
African Canadian nurses, Racism

organizing and resisting racism
in nursing in Ontario and
Quebec from the late 1970s to
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Author (Year ~ Research Aim/ Purpose Methodology/ Design ~ Methods Study Nursing

of Publication) Location Concept
the 1990s, from an integrative
anti-racism perspective.

Calliste (1993) To examine Canada's Qualitative Research Document National Immigration/
immigration policy on review, Migration
Caribbean nurses and nursing Literature
assistants during the post-war Search &
industrial and baby boom Interviews
period, 1950 t01962.

Collins (2004)  To investigate the experiences of  Qualitative Research Interviews Ontario Leadership and
immigrant women from the Descriptive Career
Caribbean who are registered *DISSERTATION Advancement
nurses (RNs) in Canada.

Das Gupta To develop a theoretical Mixed Methods Literature Ontario Racism

(2009) framework for understanding Research review,
systemic racism. *BOOK surveys

Das Gupta To describe the experience of Qualitative Research Interviews & Ontario Racism

(1996) racism in nursing in Ontario case review

drawing on the case histories

of two Black nurses who have

brought complaints against

their hospital to the OHRC.

[Included this experience of

racism in light of experiences

documented in other sources.]

Etowa (2005) To discover the nature of work Qualitative Research Interviews, Nova Scotia ~ Worklife/
life experiences of Black Grounded Theory literature Diversity in
nurses in the health care *DISSERTATION review, field Nursing
system in Nova Scotia. notes,

observation,
group
discussion

Flynn (2011) To describe the lives of Qualitative Research Interviews Ontario History
Caribbean and Canadian born *BOOK
Black professional women.

Hagey et al. To document and describe the Qualitative Research Interviews Ontario Racism

(2001) experiences of immigrant Analytical
nurses of colour who have Framework:
filed grievances concerning Everyday Racism
their employers’ and Discourse
discriminatory practices; and Analysis
to solicit their views of
existing policies and
recommendations for equity in
professional life.

Keddy (1997)  To recover identities of Black Qualitative Research Interviews Nova Scotia History
nurses to help shed [light on] (Oral
social issues that shape the Histories)

profession today.
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Author (Year ~ Research Aim/ Purpose Methodology/ Design ~ Methods Study Nursing
of Publication) Location Concept
Labonté¢ et al. To ascertain recent trends on Mixed Method Interviews and ~ National Immigration/
(2006) health human resource (HHR) Secondary Migration
flows, perceived reasons for Analysis
such flows, and key Canadian
stakeholder awareness of, and
support for, options by which
Canada might help mitigate
the negative effects of HHR
migration from this region.
Modibo To present the everyday Qualitative Research Interviews Ontario Racism
(2004) workplace experiences of [Toronto]
racism that African Canadian
nurses confronted in some of
Toronto's hospitals in the
decade that followed the
letter's receipt.
Premji et al. To develop a diversity profile of ~ Quantitative Research ~ Secondary National/ Diversity in
(2014) the nursing workforce in Analysis Multi-city Nursing
Canada and its major cities. [Toronto,
Vancouver,
Montreal,
Halifax]
Prendergast To examine the roles of the ideal ~ Qualitative Research Interviews Ontario Leadership and
(2014) type and multiculturalism Post-colonial, anti- Career
policies within nursing and racist feminist and Advancement
questions whether it works in Black Canadian
favour of internationally feminist theory
educated nurses of colour or *DISSERTATION
more as a hindrance to their
educational and promotional
development
Racine (2009)  To present experiences of Qualitative Research Interviews Quebec Racism
everyday racism observed and  Post-colonial
collected in a critical Feminist
ethnography among a group of perspective/ Critical
Haitian Canadians in Quebec. Ethnography
Sands et al. To examine the amount, type, Scoping Review Review of National Immigration/
(2020) sources, distribution, and focus 5 stage framework Literature Migration
of the conceptual and
empirical literature on
migration of Caribbean nurses
and to identify gaps in the
literature.
Stewart (2009)  To examines the impact of race Qualitative Research Interviews Ontario Leadership and
on the workplace experiences Integrative anti- [Toronto] Career
of Black women in nursing racism and Black Advancement

leadership positions.

feminism
*DISSERTATION
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Table 5

Non-Research Sources (n=13)

Author (Year) Source Title Source Type Concept in
Nursing
Congress of Black Women End the silence on racism in health care: ~ Commentary Racism
Canada - Toronto Chapter Build a movement against
(1995) discrimination, harassment and reprisals
Canadian Nurses Association ~ CNA’s Key Messages on Anti-Black Key Messages  Racism
(2020) Racism in Nursing and Health
Flynn (2019) Writing Black Canadian Women's Commentary Racism
History: Where We Have Been and
Where We are Going
Flynn (2018) "Hotel Refuses Negro Nurse ": Gloria Commentary Racism
Clarke Baylis and the Queen Elizabeth
Hotel
Jefferies (2020) Recognizing history of Black nurses: a Commentary Racism
first step to addressing racism and
discrimination in nursing
Jefteries et al. (2018) Black Nurse Leaders in the Canadian Commentary Leadership
Healthcare System
Missen (2010) De I'Afrique a Winnipeg: Three Nursing ~ Commentary Immigration
Journeys
Registered Nurses Association RNAO stands together with our black Announcement Racism
of Ontario (RNAO) (2020a) sisters and brothers
Registered Nurses Association RNAO stands together with our black Media Racism
of Ontario (RNAO) (2020b) sisters and brothers statement
Registered Nurses Association A History of Diversity & Inclusivity: In Report Diversity
of Ontario (RNAO) (2015) celebration of RNAQO’s 90th
anniversary — and to mark February as
Black History Month — we take a look
back at the association’s work on
diversity, a matter that has shaped the
profession from the mid-20th century to
today.
Registered Nurses Association RNs Mark the passing of a true leader Memorandum  Leadership
of Ontario (RNAO) (2011)
Registered Nurses Association  Policy Statement: Racism Policy Racism
of Ontario (RNAO) (2002) statement
Villeneuve (2003) Healthcare, Race and Diversity: Time to ~ Commentary Diversity

Act
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4.3.7.3 Sources by Geographical Area. The context for this review was Canada thus, all 31 included
sources were from within Canada. Sources display regional trends, with the majority of sources being
concentrated in the province of Ontario (n=14). Additional locations included Nova Scotia (n=2), Manitoba
(n=1) and Quebec (n=2). While 10 (n=10) sources included participants from multiple provinces or were
described as national in scope.
4.3.8 Review Findings

As noted in the a priori protocol, the objective of this scoping review was to chart existing literature
regarding Black nurses in the nursing profession in Canada. The results of this review are presented according
to five conceptual categories generated from the 31 primary sources. These categories were generated by
identifying the aim or purpose of the source, which generally included a central concept such as racism in
nursing, leadership or immigration. It is important to note that the nature of this review inevitably resulted in an
overlap of key findings across categories. Ergo, sources were classified under the category based on
terminology used in the title of the source as well as the in the aim or purpose. It is acknowledged that an
argument could be made for a limited number of sources to be classified differently. With this in mind, the
presentation of the results of the scoping review should be viewed as intended — a mapping or charting of
existing evidence. Error! Reference source not found. illustrates the five categories for the research studies, w
hile Figure 4 illustrates the four categories for non-research sources and the number of studies classified under
each respective category. As shown, the categories include: 1) Historical Situatedness, 2) Immigration, 3)
Racism and Discrimination, 4) Leadership and Career Progression, and finally, 5) Diversity in the Workforce.
To reiterate, this scoping review maps the existing evidence regarding Black nurses in the nursing profession in
Canada. It is not a qualitative review thus, there is no interpretive component nor critical appraisal of

methodological quality for the included sources.
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Figure 3
Concepts in Nursing: Research Studies (n=18)

Historical Situatedness (n=2)
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Figure 4

Concepts in Nursing: Non-research Sources (n=13)

Immigration (n=1)
*Missen (2010)
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eCongress of Black Women Canada - Toronto Chapter (1995)

eCanadian Nurses Association (CNA)(2020)
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*Flynn (2018)
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eRegistered Nurses' Association of Ontario (RNAO) (2020a; 2020b; 2002)
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eRegistered Nurses' Association of Ontario (RNAO) (2015)
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4.3.8.1 Historical Situatedness. This category focused on situating the historical experiences of Black
nurses in Canada. While multiple sources described salient points about the historical context, two research
studies explicitly focused on describing the historical experience of Black nurses in Canada (Flynn, 2011;
Keddy, 1997). These two sources used a combination of oral histories and archival sources to document the
experiences of Black nurses in Canada. Reviewing and documenting the historical accounts of Black nurses in
Canada revealed repeated attempts to erase the contributions and presence of Black nurses (Flynn, 2011).
However, despite the historical exclusion and attempted erasure of Black nurses from various records, scholars
persisted in uncovering these records, documenting stories, identifying issues and addressing conspicuous gaps
in nursing history. For example, Flynn’s (2011) review of archival documents and records revealed that
prospective Black students were not permitted to enter Canadian nursing training institutions until the 1940s. It
was determined that the refusal to admit Black students into nursing was done on the basis of racial
discrimination and prejudice, which cited race-related factors as the reason for denial of admissions.

The use of oral histories from Black nurses illustrated a portrait of leadership that shed light on social
issues that shaped contemporary nursing. Keddy (1997) found that Black nurses in the province of Nova Scotia
had professional experiences that differed significantly from those of white nurses. The historical account
explains the similarities and difference amongst Canadian-born Black nurses and Black IENs (Flynn, 2011;
Keddy, 1997). Both Keddy (1997) and Flynn (2011) found that Canadian-born Black nurses described the
impact of being socialized in a predominantly white environment, where experiences of racism and segregation
began in childhood. Conversely, Black nurses who immigrated to Canada from Africa or the Caribbean, IENS,
reported challenges with national immigration policies and restrictions as well as cumbrous nursing registration
and licensing requirements that delayed integrating and gaining acceptance into the profession and the country.

4.3.8.2 Immigration. In the context of this review, immigration refers to the formal processes of people
of African descent migrating to Canada. Three research studies (Calliste, 1996; Labonté et al., 2006; Sands et
al., 2020) and one commentary (Missen, 2010) described the immigration or migration patterns of Black nurses
to Canada. The Caribbean and continental Africa were noted as being amongst the most prevalent countries of
origin for immigrant nurses (Calliste, 1996; Labont¢ et al., 2006; Sands et al., 2020). Complex systemic
processes and policies were shown to have a significant impact on the migration patterns of IENs. Restrictive
immigration policies paired with poorly defined or unclear processes were found to be recurring obstacles for
IENs. Immigrating to Canada, for Black nurses, was aggravated by significant challenges with integration into

the nursing profession, consequential to navigating the licensing and registration process. For example,
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Francophone-African nurses immigrating to Canada spoke about navigating a complex and unclear immigration
process, adapting to more “individualistic cultural” norms as well as enhanced feelings of safety and security in
Canada (Missen, 2010). For the IENs who managed to integrate into Canada and the nursing profession, there
are accounts of continued issues and challenges. Boateng describes the systemic issues that were encountered
by IENs and visible minority nurses in their career pathways and immigration into Canada. IENs encountered
more systemic issues within the workplace, more verbal abuse, were excluded from upward career mobility and
were denied the opportunity to be a part of decision-making processes (Collins, 2004). Additionally, IENs were
found to have a more indirect, convoluted, and lengthy pathway into the nursing profession (Boateng, 2015).

A review of literature, interviews and the analysis of official documents and policies showed that
Canadian immigration policies effectively restricted and limited the entry of professional and skilled workers
from the Caribbean. One such policy, entitled Women of Exceptional Merit, required that Caribbean nurses
demonstrate a level of merit that far exceeded the professional qualifications of non-Black nurses to gain entry
to Canada. This policy dictated that Black nurses from the Caribbean could be granted temporary entry to
Canada if they were deemed to be of “exceptional merit” and with a promise to return to their home countries
after their transitory stay (Calliste, 1996; Sands, 2020). The Women of Exceptional Merit policy created
systemic barriers in regulatory practices and work environments, which Caribbean nurses were forced to
navigate (Calliste, 1996; Sands, 2020). Each of the studies that examined immigration and migration argued that
there is an urgent need to evaluate and revise immigration policies, and utilize intersectional analysis in
research, especially as the migration of Black nurses into Canada accelerates.

4.3.8.3 Racism and Discrimination. Racism and discrimination are terms used to describe the
intentional or unintentional stereotypical assumptions and negative treatment based on various factors including
race, gender and class. Racism and discrimination were frequently occurring central issues identified in six
research studies and eight non-research sources related to Black nurses in Canada. Four of the six sources
included discriminatory lawsuits or grievances filed by Black nurses in the provinces of Ontario and Quebec.
Racism and discrimination were described as multifaceted issues that occurred interpersonally as well as
systemically. These deeply embedded issues were found to permeate multiple levels, from everyday
interpersonal interactions to institutional processes and policies as well as the attitudes and ideologies. In terms
of interpersonal experiences of racism, Black nurses encountered racism perpetrated by patients, colleagues and
supervisors. Nurses reported being subjected to racial slurs in addition to microaggressions relating to their
appearance, background or ability to perform their work. For example, Black nurses described everyday

workplace experiences that included issues of differential treatment noting that they did not receive standard
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professional courtesies (Modibo, 2004). Nurses also reported mistreatment and verbalized racial abuse from
patients, such as some patients refusing to be cared for by “Black hands” Modibo (2004, p.111).

Systemic racism included discriminatory institutional and organizational policies, procedures, and
processes. Hiring processes, unjustified termination, enhanced surveillance, and lack of organizational support
were reported as elements of systemic racism in nursing and healthcare. Calliste (1993) explained how systemic
issues including economic restructuring (in the form of lay-offs) disproportionately impacted Black nurses
(1993). Additionally, Black nurses highlighted systemic racism in the form of discriminatory hiring practices.
Sources that examined the legality of formalized grievances and lawsuits determined that racism was a
precipitating factor in all of these proceedings. In one instance, complaints filed with the Ontario Human Rights
Commission (OHRC) found that two Black nurses had experienced racism that was gendered and classed Das
Gupta (1996). This finding introduces the notion of intersectionality (or triple jeopardy), which occurs when
discrimination is attached to three social constructions such as being a woman, racialized and an immigrant.
Multiple sources in this review described the racially specific gendered and classist ideologies that were used to
justify the racial division of labor, exploitation, and the devaluation of Black nurses.

Nurses who filed grievances regarding discrimination by their employers reported feelings of
marginalization, experiencing physical stress and emotional pain, the need to develop strategies to cope and
survive.” There was also a large amount of fear, lack of support, harassment and ineffective institutional
responses that made it difficult for Black nurses to report and take action against racism. A landmark case
involving Gloria Baylis is another example of a racial discrimination case in nursing in Canada related to
discriminatory hiring practices. The Baylis case (2018), like others, attracted media attention and began to shift
attention towards addressing issues of racial discrimination in nursing and society.

The ongoing issue of racism and discrimination in the nursing profession led two prominent nursing
organizations in Canada to draft and share statements denouncing anti-Black racism in nursing in Canada. The
Canadian Nurses Association (CNA) (2021) identified anti-Black racism as a public health crisis, acknowledged
the legacy of anti-Black racism in Canadian nursing history, and described ways that CNA will combat anti-
Black racism. While the RNAO, which has challenged discrimination for decades, released a policy statement
detailing their stance against racism in nursing (2020). The policy outlined their commitment to creating an
environment where all nurses and patients are valued and treated with respect and dignity. These public
organizational statements are important considering that multiple sources in this review identified and described
racism as a significant determinant in career progression, advancement, promotion and entering formal

leadership roles.
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4.3.8.4 Leadership and Career Advancement. Leadership and career progression in nursing refers to
the vertical and lateral movement within a career. Career pathways, promotions, development, upward
movement, opportunities for advancement and obtaining formal leadership roles, were examples of vertical and
lateral mobility used to describe career progression and leadership. Five research studies and two non-research
sources were classified in this category. The definition of leadership varied across included sources, with some
sources referring to leadership exclusively as formal roles or titles such as managers. Sources highlighted
systemic barriers to career advancement and mobility, underrepresentation in leadership and managerial roles,
job dissatisfaction and a lack of opportunities to support and facilitate advancement. Again, as mentioned
above, racism was identified as a significant determinant in career progression, advancement, promotion and
entering formal leadership roles for Black nurses.

The notion of career progression, promotion and mobility was interwoven with many sources that
discussed leadership. Despite studies examining leadership, Black nurses were found to be underrepresented in
management roles. The impact of the exclusion of Black nurses from leadership positions was intensified by
nurses having heavier workloads. Collins’(2004) describes how IENs were excluded from lateral and vertical
career mobility opportunities, excluded from decision-making, and had repeated negative workplace
interactions. IENs experienced more systemic issues within the workplace, more verbal abuse, excluded from
upward career mobility and were denied the opportunity to be a part of the decision-making processes (Collins,
2004). Effectively, the career trajectory of Black nurses was fraught with discrimination. For example, nurses
spoke about the underrepresentation of Black nurses in leadership positions while describing the ways in which
they felt excluded from attaining management positions. The nurses expanded upon their interpretation of
systemic barriers to explain how collegial relationships and workload also impacted their career advancement.
A lack of managerial support and guidance in addition to heavier workloads were perceived as barriers to
promotion. Notably, white nurse managers acknowledged the underrepresentation of Black nurses in leadership
roles but felt that the process of career advancement in nursing was both fair and transparent.

When present, Black nurse managers reported feeling undervalued, marginalized, isolated, received
differential treatment, experienced criticism and needed to work twice as hard as white colleagues. Specifically,
Stewart’s (2009) investigation of the impact of race on the work experiences of Black women nurses in formal
leadership positions found that these nurses experienced unfair treatment based on race; a lack of guidance and
support from peers; feeling invisibility, unimportance; the need to prove oneself as a leader by being “twice as
good”; and the need to negotiate racial identity as a benefit or liability (Stewart, 2009). Finally, nurse managers

expressed decreased job satisfaction due to these experiences of everyday racism, microaggressions and
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negative criticism. An examination of multiculturalism policies in nursing revealed that Black IENs tend to
occupied a hybrid space, involving minimal leadership responsibility with no movement into higher levels of
leadership. IENs entered the hybrid space due to their multicultural and multilingual abilities being viewed as
assets. Yet, despite this, IENs expressed that their work went unrecognized and that they were excluded from
policy-making leadership positions. This realization was compounded by the absence of Black nurse leaders in
formal leadership positions (Prendergast, 2015). Remarkably, identified an “ideal type” in nursing leadership
related to those who occupy policy-making positions, which were found to be white, middle-class nurses
(Prendergast, 2015).

4.3.8.5 Diversity in the Workforce. As described in the a priori protocol, diversity in the workforce
refers to the active effort to have a profession that includes individuals from a multitude of groups who bring
experiential knowledge, insight, and variable difference across aspects such as gender, race, age, sexual
orientation, language and ability. The importance of promoting and cultivating diversity in the nursing
workforce was a resounding theme present in multiple sources throughout this review. In terms of diversity in
the workforce, there are two research studies (Etowa, 2005; Premji & Etowa, 2014) and two non-research
sources (RNAO, 2021; Villeneuve, 2003) that were classified under this category.

Etowa’s (2005) grounded theory describes how Black nurses navigated and succeeded in nursing while
feeling as though they were practicing on the margins of the profession. Nurses felt that despite being an insider
by virtue of their education, training, and values, there was an ever-present struggle to navigate a profession in
which they considered themselves as practicing outside the center. Key internal and external drivers were
identified as necessary to facilitate integration into the profession (Etowa, 2005). Combined with the diminished
sense of belonging in the profession, a diversity profile of Canada’s nursing workforce, using census data,
found that visible minorities were concentrated or over-representation in entry-level nursing positions (Premji &
Etowa, 2014). Additionally, linguistic minorities were found to be underrepresented in all areas of the nursing
profession. The linguistic component of the nursing workforce is of particular interest in this review, and the
nursing workforce more broadly. There is a sizable number of Black nurses who speak French (or another
language) as a first language, including those from Francophone-African countries who have reported additional
discrimination based on language.

In recognizing the underrepresentation of people of colour in nursing leadership, Villeneuve highlighted
the importance of diversifying Canada’s nursing workforce through race, gender, and age (Villeneuve, 2003).
Achieving a truly diverse nursing workforce was described as requiring multilevel action from local, provincial

and federal government and healthcare organizations including an acknowledgment of issues; a commitment to
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diversity; conducting race-based research; modifications to nursing curricula and admission policies; the
removal of arbitrary barriers hindering IENs from practicing in Canada; and nurturing leadership and career
progression (Villeneuve, 2003). Premji and Etowa (2014) reverberate this sentiment in that there is a need for
increased diversification in nursing, which can be facilitated by the inclusion of linguistic and visible minority
nurses in higher level leadership positions. However, culturally- and linguistically focused initiatives alone are
cautioned against, as these initiatives without proper scaffolding, are insufficient in reducing health disparities.
Rather, health system reform, including social and economic policies to complement directives, is required to
promote diversity in nursing and benefit multiple sectors (Premji & Etowa, 2014).

The results of this review reveal an interconnected relationship between the five main categories
identified in the literature. This review shows how critical concepts, such as immigration and/or diversity in the
workforce, can be traced to the historical situatedness of Black nurses in Canada. Specifically, racism and
discrimination, that are manifested through institutional policies, systems, procedures, and interpersonal
interactions, reinforced and perpetuated the underrepresentation of Black nurses in the workforce and in
leadership positions. Further, despite the results being presented in five overarching categories, many of the
included sources overlapped significantly with regards to the five identified categories. For example, the most
prevalent category (racism) was woven throughout the majority of the sources in this review. The dominance of
racism as a central theme across the majority of sources raises important questions regarding the nature of the
literature, and the experiences of Black nurses, in Canada. Figure 5 offers a visual to demonstrate how each of
the five categories are interconnected and influence one another.

4.3.9 Discussion

The findings from this review provide a comprehensive overview of the current available evidence that
exists pertaining to Black nurses in Canada. The results are presented in relation to the review questions and
objectives described above and in the a priori protocol.” The categories generated from this review include the
historical situatedness; the immigration; racism and discrimination; leadership and career progression and
finally, diversity in the workforce. The following discussion provides a succinct recap of the review findings by
situating the review findings amongst a larger body of literature and offering interpretation of the findings.
Finally, it presents implications for future research and practice by considering critical aspects including how
knowledge of history provides insight regarding the current circumstance in addition to direction for the future

such as ideas related to immigration, and the mobilization of Black nurses in Canada.
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Figure 5
Relationship Between the Five Main Categories

Diversity in the Workforce

Leadership and Career
Progression

Immigration

Racism and
Discrimination

Historical
Situatedness

4.3.9.1 Using the Past to Understand the Present and to Inform the Future. This review charts the
evidence by situating the historical context for Black nurses in Canada. Uncovering the historical integration of
Black nurses into the nursing profession in Canada, from a critical and intersectional perspective, reveals the
ways in which anti-Black racism in nursing excluded Black people from the profession (Flynn, 2021; 2011;
Jefteries, 2021). Flynn (2021; 2011) describes how Victorian ideals of “true womanhood”, including ideals of
femininity, purity and respectability were operationalized to not only discriminate against individuals and
groups based on gender, race, sexual orientation, ability and class but also dictated who could become a nurse.
These restrictive ideological standards restricted entry into nursing, and were juxtaposed in direct opposition to
stereotypes attached to Black women (Flynn, 2021; 2011; Jefferies, 2021). The repeal of these restrictive
discriminatory admissions standards in nursing is largely credited to community activists and organizations that
were vocal and active in challenging these practices in Canadian nursing training programs. For example,

Oliver and the NCAAP are credited as being a catalyst and playing a pivotal role in challenging discriminatory
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admission practices in nursing and facilitating the entry of Black women into nursing programs in Canada
(Chaplan, 2020).

4.3.9.2 Situating Within the Literature. Most of the existing literature included in this review
classifies Black nurses in Canada into two groups: Canadian-born Black nurses and Black IENs. While there is
a larger breadth of literature associated with Black IENs in Canada compared to Canadian-born Black nurses,
the phenomena of Black nurses in Canada remains understudied. Moreover, Sands et al. (2020), as well as other
scholars, caution against the temptation to aggregate the experience of “all Black nurses” as this blunder tends
to mask the nuances that exist within the Black population and warrant additional consideration. To this end,
much of this discussion situates the review findings of Black IENs in the wider knowledge-base simply because
more research has been done in this area. This does however, highlight another major gap in the existing
literature, which will be further described in the implications section.

This review highlighted the various policy-related challenges that Black IENs encountered both with
immigration to Canada as well as with integration into the nursing profession (Covell & Sands, 2020; Covell,
Neiterman & Bourgeault, 2016). Professional licensing and registration have reportedly taken years for IENs to
have their credentials recognized. During this time, many IENs practice in non-licensed clinical roles, such as
continuing care assistants or personal support workers. While others, who are educated and trained as
specialists, registered, or advanced practice nurses, occupy entry-level or practical nurse roles (Kaphle, 2017).
Additionally, this review describes the interprofessional challenges that Black IENs in Canada encountered
when attempting to integrate into the nursing profession. Collegial issues, tension with management, being
treated as an outsider and negative encounters with patients, including physical and verbal violence, were
common issues (Walani, 2015). Whereas, good collegial relationships as well as opportunities to enhance
nursing knowledge and skills were shown to have a statistically significant positive association with workplace
integration (Covell & Sands, 2020). Everyday work experiences and integration into nursing, corroborate the
work of O’Brien Pallas et al (2006). who found that the IEN workforce tended to work longer hours (including
overtime) and were more likely to experience physical and mental abuse. O’ Brien Pallas et al. (2006) explain
that self-rated physical and mental health was lower for IENs, especially as they experienced inequity in
learning opportunities as well as job instability or vulnerability. However, despite these challenges, IENs
perceived themselves as an asset to the nursing profession, especially in terms of linguistic diversity and
cultural practices (Njie-Mokonya, 2016). Which is another sentiment that emerged in this review. As was found
in this review, restrictive immigration policies posed significant barriers for Black IENs who sought to migrate

to Canada.
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Literature shows that IENs entering nursing in Canada are faced with a distinct set of obstacles
compared to Canadian-born Black nurses (Blythe & Baumann, 2009; Flynn, 2011; RNAO, 2002). Uniquely
challenging to IENs is the task of bridging international certification to practice nursing in Canada. According
to Blythe and Baumann (2009), IENs have a later start to their nursing careers in Canada due to issues
navigating educational upgrading and language requirements. Similar findings were uncovered in this review
(Boateng, 2015). Yet, similar to Canadian-born Black nurses, IENs experienced racism and discrimination,
which reduced their opportunity to enter and maintain leadership positions (Blythe & Baumann, 2009). This
captures the manner in which multiple factors influence and impact experience. Intersectionality is the term
applied to active work, in academia and beyond, which interrogates and challenges systems of oppression that
have historically led to the exclusion of factions of society based on nationality, disability, race, class, gender,
sexual orientation, age and other social constructs (Crenshaw, 1991; Collins & Bilge, 2016). This review
captures how the process of immigration and integration is structured and controlled by social constructs
including race, class and gender (Calliste, 1996). Again, intersectional experience of discrimination related to
race, class or gender, created significant variations that exist amongst IENs across age, gender, work status, type
of work and area of practice (Blythe & Baumann, 2009; Covell & Sands, 2020). Statistical data shows that IENs
in Ontario were largely found to settle in more urban centres, which is corroborated by findings in this review
since Ontario, which has the largest population of Black people in Canada, contained the majority of the sources
regarding Black nurses in Canada.

The immigration of Black IENs has implications for the worsening nurse-shortage in the Canadian
healthcare workforce. While attending to anti-Black racism as it presents in interpersonal, institutional, and
systemic dynamics is another important consideration to address workforce shortage. This includes nursing
since, systemic and institutional processes were identified as major contributors to the underrepresentation of
Black students in nursing programs (Flynn, 2011; Keddy, 1997). As explained by Tomblin Murphy et al.(2012),
addressing the workforce shortage through recruitment, retention, and deployment of nurses, is a useful
approach. Moreover, attending to these matters will likely address the lack of diversity in the nursing workforce
and in leadership via critical pathways. Finally, there is a need to examine current processes and establish new
ways for filing grievances and complaints.

The results of this review show the ways in which the historical foundation of racism and discrimination
in nursing has embedded deep-seated ideologies that continue to govern processes and policies. Several studies
discussed intersectionality and the experience of race, class, and gender, for Black nurses (Calliste, 1996; Flynn,

2018; Das Gupta, 1996). Multiple studies integrated intersectionality as a critical component in understanding
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the experiences of Black nurses in Canada. Experiences of racism are compounded and further complicated by
gendered and class oppression (Calliste, 1996; Flynn, 2018; Das Gupta, 1996). As Calliste (1996) explains,
Black women were devalued and exploited due to gender ideologies of womanhood. These social ideologies
that established a foundation of exclusion of Black women in nursing continue to be perpetuated in nuanced
discriminatory ways (Flynn, 2011; Jefferies, 2021; 2020).

Another interesting finding in this review pertains to leadership. As was described in the literature, there
was a glaring underrepresentation of Black nurses in formalized leadership roles in Canadian nursing. However,
the results of this review depict varying levels of informal leadership that Black nurses displayed through their
activism and nursing practice. Duncan and Whyte (2010) suggest that it is imperative that nursing leadership in
Canada begin from a place where social justice is used as a framework to guide decision-making, policies, and
political advocacy, to ensure health equity on a global scale. Increased diversity in the area of clinical nursing
can mitigate health disparities, such as health care access for minority populations, by increasing community-
oriented delivery models of health care and nurse-man