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Creating change using two-eyed seeing, believing and doing; responding to the
journey of northern First Nations people with HIV

Linda Larcombe, Elizabeth Hydesmith, Gayle Restall, Laurie Ringaert, Matthew Singer, Rusty
Souleymanov, Yoav Keynan, Michael Payne, Kelly Macdonald, Pamela Orr, Albert McLeod

ABSTRACT

In Manitoba, Canada there is a critical need to understand the journey that northern First Nation
people living with Human Immunodeficiency Virus (HIV) experience and navigate. Unique
factors make the northern journey different from that of all other Manitobans. These include
geographic isolation in small reserve communities with limited health care services, difficulties
in maintaining confidentiality, stigma, and a lack of culturally appropriate programs and health
interventions. In contrast, connection to family and community, access to the land and traditional
foods, ceremony and medicine are factors that might create resiliencies among northern First
Nation people living with HIV.

Here, we describe the methods that we are using to harvest and analyze narratives from people
with lived HIV experience from northern Manitoba, and from health care providers who have
knowledge about the health care processes. Our methods are focused on foraging an allyship. To
do that, we are committed to explicitly developing ethical space using two-eyed seeing,
believing, and doing. We understand that allyship is an important ethical approach to engaging
with, and developing actionable recommendations relevant to northern First Nation people in
Manitoba.

We anticipate that through this process we will learn from First Nation individuals living with
HIV how practices for HIV health care delivery need to be changed. With this knowledge we
can then move from knowledge to action to reduce stigma and promote well-being.
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INTRODUCTION

In Manitoba, over fifty percent of new clients in care for Human Immunodeficiency Virus (HIV)
in 2018 self-identified as Indigenous (First Nation, Inuit or Métis) (Manitoba HIV Program,
2019). In addition, treatment outcomes expressed as the proportion attaining viral suppression, is
lower among self-identified Indigenous individuals (Manitoba HIV Program, 2019). The 2018
Manitoba HIV Program report suggested that HIV rates among Indigenous peoples “reflect long-
standing systemic racism in Manitoba’s health care system” (Manitoba HIV Program, 2019).
There is a critical need to understand the journey that First Nation people (Dene, Cree, Oji-Cree
and Ojibwe) navigate in living with HIV in northern Manitoba. Barriers to obtaining appropriate
HIV care for Indigenous peoples have been described in the literature, but there has been little
study of the ways that historical, personal, community, cultural, organizational, health system
and policy factors interact in the construction and maintenance of these barriers (Manitoba
Health Seniors and Active Living, 2016a, 2018a; Manitoba HIV Program, 2016a; Plitt et al.,
2009).

Hearing and sharing narratives about the barriers to HIV testing, treatment and care and the
resilient ways in which northern First Nation people navigate these barriers is a critical health
priority for a number of reasons: 1) the rates of HIV infection and disease in First Nation peoples
of Manitoba are increasing (Manitoba Health Seniors and Active Living, 2016b, 2018b;
Manitoba HIV Program, 2016b); 2) HIV testing and care is a complex process (Plitt et al., 2009;
Thompson et al., 2012); 3); the communities are remote and there is a lack of access to health
services and social supports (Allec, 2005); 4) there are limited strategies to address barriers and
enhance enablers for implementing current best practices of HIV testing and care for northern
Manitoban First Nation people; 5) there is a perceived lack of integration of First Nation cultural
ways of knowing and healing practices with western medicine practices (Fayed et al., 2018); and
6) a lack of Indigenous cultural safety that has been identified in health care in Canada (Allan &
Smylie, 2015; Brooks-Cleator, Phillipps, & Giles, 2018; Gracey & King, 2009; King et al.,
2019).

The goal of the project is to develop culturally-safer, geographically-responsive supports for
northern First Nation Manitobans living with HIV. In 2018 a multi-stakeholder group of
researchers from the Manitoba HIV/STBBI Collective Impact Network (MB HIV CIN) came
together to explore the lived HIV experiences, assumptions and realities of First Nation people in
the north of the province. MB HIV CIN is a group of people from First Nation communities,
academia, community-based organizations, people with lived experience, and from First Nation-
led and provincial and federal health organizations. All have a common vision to eradicate HIV
transmission and other sexually transmitted blood borne infections (STBBIs) from the Canadian
province of Manitoba by 2030 and to ensure the well-being of those living with HIV.

Our team is collecting and documenting the experiences of First Nation people in the HIV care
cascade! using journey mapping, story-telling, and oral narration to compare and contrast the

1 The HIV Cascade of Care (also known as Care Continuum) provides a framework for service providers and
policymakers to measure progress according to steps in the delivery of HIV treatment and care. It allows us to assess
development towards HIV prevention and care goals, identifying gaps in sustained patient care.
http://cfenet.ubc.ca/hiv-cascade-care-british-columbia
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northern experience with First Nation people in Winnipeg. Our research investigates what
changes need to occur so that individuals can live well with HIV in the far north. To accomplish
this, we need to build relationships among the allies (and the organizations they work with) to
facilitate and create systems change.

The process by which the lived knowledge and experiences are collected, shared, understood and
integrated into systems change requires consideration of the profoundly deep cultural, economic,
and geographic differences that exist between northern First Nations and people who strive to be
allies. In this project, the role of researchers is to actively engage in learning from the
communities and First Nation people how to best work toward decolonizing the HIV journey so
that First Nation people from the north can maximize well-being and make choices about their
lives that are not restricted because of a colonial and centralized health care system. Our
methodology involves two-eyed seeing, believing and doing to hear and learn how northern First
Nation people negotiate the HIV care cascade as they look after their own health (Bartlett,
Marshall, & Marshall, 2012; Iwama, Marshall, Marshall, & Bartlett, 2009; King, 2011; Marshall
& Bartlett, 2007). We recognize that northern First Nation people living with HIV are experts
with lived experience in navigating a health system designed and administered within a western
bio-medical framework dominated by non-Indigenous people and ideologies. We propose that
this participatory-action research can contribute to systems change in HIV health care by seeing,
hearing, understanding, and communicating the barriers, facilitators and resiliencies that people
encounter while navigating their lived journeys.

LAYING THE FOUNDATION

Relationships of trust and mutual care underlie the foundations of allyship. Some of the research
team members (Larcombe, Singer and Orr) have a long-standing research collaboration with
Manitoba Dene First Nation communities originally focusing on social, environmental and
biological factors influencing their experience with endemic and epidemic tuberculosis
(Larcombe et al., 2012a; Larcombe & Orr, 2007; Larcombe et al., 2008; Larcombe et al., 2012b;
Larcombe et al., 2005).

In 2016, we held a research meeting funded by the Canadian Institutes of Health Research
(CIHR is a national funding agency for health research) to introduce the Chief and Council from
Northlands Denesuline First Nation to a network of researchers at the University of Manitoba.
The purpose of the meeting was to foster relationships between First Nation leadership and
potential academic collaborators. Through that discussion, a gap in knowledge was identified
regarding STBBIs, such as HIV in northern Manitoba. The research team became aware that the
community had taken an active lead in HIV awareness in the past and that they were concerned
about the current trends in HIV transmission. For example, in 1994 the community hosted a
forum on HIV to provide information about the disease. They had invited First Nation people
knowledgeable about HIV and people living with HIV to raise awareness and address
information gaps. Since that time educational programs have been limited except as part of the
junior high and high school health curriculum (Canadian AIDS Society, 2010).
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In response to these concerns, Dr. Larcombe and the team were recipients of a grant from
REACH 2.0 to pilot the Canadian Aboriginal AIDS Network’s Community (CAAN) Readiness
assessment tool with Northlands Denesuline (Canadian Aboriginal AIDS Network, 2012;
Larcombe et al., 2019). Learnings from that pilot study led to the development of this current
project, Mapping the Journey: developing culturally appropriate, geographically-responsive
HIV care for northern Manitoba First Nations people with funding for a 3-year CIHR Operating
grant (University of Manitoba Human Research Ethics Board #HS20496). The study team
includes academics, provincial, federal and First Nation organizations, clinicians and HIV
activists. Over the past several years, many on the research team have been growing relationships
with multiple stakeholders including policy-makers, community-based organizations, First
Nation organizations and communities. Thus, the foundation was set for this current project to
further enhance its work on allyship and building research capacity within an ethical space.

CREATING ETHICAL SPACE TO ENHANCE ALLYSHIP

The study team (some of whom are First Nation) understand the need for First Nation HIV
research to be conducted using an intentional decolonizing approach, with cultural humility, as
allies strive to be allies and build relationships of allyship with First Nation team members
(Jaworsky, 2019; Kluttz, Walker, & Walter, 2020; Jackson Smith, Puckett, & Simon).
Decolonizing is a process through which non-First Nation research partners commit to thinking,
feeling, understanding and creating actions in solidarity (allyship) with First Nation people and
communities (J. G. Bartlett, Iwasaki, Gottlieb, Hall, & Mannell, 2007; Krusz, Davey, Wigginton,
& Hall, 2020; McGibbon, 2018). This decolonizing work and allyship is based on the values of
justice, equity, caring and respect. Understanding the broad context (social, biologic, economic,
and political) of how First Nation people in the remote northern sectors of Manitoba come to be
tested for HIV and how they negotiate treatment and care is essential knowledge. It is required
for planning and implementing interventions that are culturally appropriate and have the
potential for safely engaging northern marginalized populations in HIV care.

Allyship is a way that people with privilege and power can support those in non-dominant
groups to rectify inequities by establishing bonds, creating relationships, breaking barriers, and
by fostering communication, action and accountability (Nixon, 2019; J Smith, Puckett, & Simon,
2016). Becoming an ally is a journey without a destination. In practice, a person cannot become
an ally because of any action or deed. Instead, an individual or group consistently works at being
an ally by learning and behaving in de-colonizing ways, and by sustaining equitable relationships
with Indigenous people (Jaworsky, 2019; Kluttz et al., 2020; Smith et al., 2016). There is always
the danger of reproducing the subordination of marginalized people regardless of intentions. The
work of allyship, therefore, must be explicit and have accountability to the non-dominant group —
in this case northern First Nation people including those living with HIV. In this project the work
of allyship involves creating and nurturing ethical space in our research methods, building our
own capacity for understanding ethical space (Ermine, 2007), and using two-eyed seeing
(Marshall & Bartlett, 2007), believing and doing to highlight the structural oppressions in the
health system that go unrecognized by non-First Nation researchers (Nixon, 2019).
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Ethical space

Our methodology requires the building of ethical space within which research participants,
partners, communities and organizations are respected, heard, and understood. Elder Willie
Ermine (from Sturgeon Lake First Nation in the north central part of Saskatchewan) says that
“ethical space 1s formed when two societies, with disparate worldviews, are poised to engage
each other” (Ermine, 2007). He explains that ethical space requires a culture in which feedback
is received in ways that resonate and are useful for multiple contexts (Ermine, 2007). Ermine
describes the space as an area between knowledge systems that helps to create opportunities for
dialogue and ideas (Ermine, 2007). It is a space where each group must step out of their own
ideologies and systems for common grounding and to interact as human beings (Ermine, 2010).
The differences between cultural safety, cultural competence, cultural humility must be
understood, along with the importance of a de-colonializing approach (Ermine, 2007; Hyett,
Marjerrison, & Gabel, 2018; McEldowy & Connor, 2011; Sherwood & Edwards, 2006; Tervalon
& Murray-Garcia, 1998). Engagement within the ethical space triggers dialogues that can bridge
diversity of knowledge and create openings for developing deep appreciation for multiple ways
of knowing. The ethical space is an imperative framework within which the researchers are
actively engaged in learning and using methods formulated to inform culturally relevant systems
change.

Two-eyed seeing

Two-eyed seeing / Etuaptmumk is a concept that was coined by Mi’kmaq Elder Albert Marshall
(who lives in the community of Eskasoni, Nova Scotia, in the Traditional Territory of
Mi’kma’ki). It is a guiding principle for inter-cultural collaboration in research and has been
recommended for policy and program development in Manitoba (Martin, Thompson, Ballard, &
Linton, 2017). Two-Eyed Seeing encourages the realization that beneficial outcomes are much
more likely in any given situation if we are willing to bring two or more perspectives into play
(Institute for Integrative Science and Health). In Marshall’s words, Two-Eyed Seeing is: “To see
from one eye with the strengths of Indigenous ways of knowing, and to see from the other eye
with the strengths of Western ways of knowing, and to use both of these eyes together” (Bartlett
etal., 2012).

Our research therefore combines ethical space and two-eyed seeing and uses the concepts of 1)
Two-eyed seeing to learn about and enact reconciliation, 2) Two-eyed believing with knowledge
from the lived experiences of northern First Nation people living with HIV, and 3) Two-eyed
doing through reciprocity that explicitly and tangibly creates benefits for First Nation people
(Figure 1). These are concepts and principles that Dr. McLeod, a First Nation Knowledge Keeper
and a Principal Investigator, presented to the research team in a series workshops designed to
build our understanding of two-eyed seeing, ethical space and allyship. As well, we apply these
principles in our on-going dialogues between the Indigenous and non-Indigenous partners in the
project.
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Figure 1. Systems change with two-eyed seeing, believing and doing
(McLeod & Larcombe 2020).

Two-eyed seeing Learning and enacting
(Reconciliation) reconciliation

Ethical
Space
N . Two-eyed Two-eyed Knowledge from lived
Explicit and tangible doing believing experience
benefits  (Raciprocity) (Relationship)

Our research process is designed to hear, share, and learn from the lived experiences of First
Nation people living with HIV. From these insights the health care system can respond and
develop culturally safe actions and interventions for HIV care. Approaching our research with
two-eyes will facilitate the goal of supporting First Nation people living with HIV with
interventions and programs that are culturally relevant and sustainable.

TWO-EYED SEEING — LEARNING ABOUT AND ENACTING RECONCILIATION

Our research approach considers that two-eyed seeing is necessary in order to understand that for
people living in northern Manitoba, the journey with HIV is potentially different from those
living with HIV in the Winnipeg southern urban environment. Our research methods seek to
build ethical space by including and respecting the unique perspectives of northern and urban
First Nation individuals living with HIV. We will also interview First Nation and non-First
Nation health care providers who deliver HIV services in the urban and First Nation community
health centres.

Two-eyed seeing, like critical feminist theory challenges the assumption that there is a single
objective truth (Inhorn & Whittle, 2001; Jaworsky, 2019). Truth and reality are socially,
culturally, historically, and politically constructed and until recently, the western biomedical
perspectives have dominated the HIV health care system (Becker et al., 2012; McClarty et al.,
2020). Two-eyed seeing means that First Nation epistemologies (ways of thinking), research
frameworks (ways of questioning), and methodologies (ways of doing) are prioritized over
Western methodology and interpretations in our research in order for the outcomes reflect First
Nation knowledge, traditional teachings, and culturally derived revelations (Adelsen, 2000;
Steinhauer & Lamouche, 2015). The voices of those with lived experience and those specifically
impacted by geographic remoteness have a perspective that has not yet been fully heard in HIV
care.
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CREATING SPACE FOR TWO-EYED SEEING AND ETHICAL SPACE BUILDING IN
THE PROJECT

There are several ways that we have created the space for two-eyed seeing and ethical space to
be built into the research project: 1) designing the research team to involve First Nation
investigators; 2) building the capacity of the research team on two-eyed seeing and ethical space;
3) incorporating Two-eyed believing — hearing and understanding the journeys; 4) incorporating
Two-eyed seeing - seeing data collection; 5) creating space for dialogue between Northern
partners (First Nation and non-First Nation) with Winnipeg centric partners; and 6) incorporating
Two-eyed doing - changing systems to be more geographically, culturally safe, and responsive
together with all partners.

1) Designing the Research Team to Involve First Nation Investigators

The research project was structured from the outset to involve First Nation investigators as equal
research partners with academics. Typically, Principal Investigators do not draw a salary from
the research project because they are affiliated and paid by their university. Our research team
requested that the funders (CIHR) allow a budget line for paying Co-Principal Investigator Dr.
McLeod for the duration of the project in recognition of his participation, skills and expertise
equal to the other two academic Principal Investigators. He is not affiliated with a University but
recognition of his expertise as an Elder and Knowledge Keeper is key in his role as a CIHR
Principal Investigator and a way of enacting reconciliation. Elders are sometimes considered
“research participants” or “collaborators” in First Nation research projects and are paid an
honorarium for their contributions. In this project the Elder Knowledge Keeper has a vital role in
leading, teaching, monitoring our efforts to develop and maintain ethical space, engaging with
First Nation individuals and community partners using suitable protocols and methods, and
ensuring that the research is relevant and culturally appropriate. We also involved the Keewatin
Tribal Council (KTC) from the inception of the research proposal and involved one of their staff
as a co-investigator.

2) Building the capacity of the research team on Two-Eyed Seeing and Ethical Space

As a method for learning and enacting reconciliation, the research team’s Elder/Knowledge
Keeper held a preliminary workshop “Exploring Ethical Space and Indigenous Cultural
Imperatives in Community-Based Research” (2019) at the Ma Mawi Wi Chi Itata Centre. He
also held a four-part workshop/webinar series “Ethical Space and Research with Indigenous
Populations” (2020) to build ethical space capacity and ultimately increase allyship. Through the
lens of two-eyed seeing, two-eyed believing and two-eyed doing, the workshops focused on
ethical space building. In response to COVID-19 public health protocols, Dr. McLeod created
these four virtual workshop/webinars for the research team to enhance existing relationships and
build of new ones so that we are in a position to identify explicit and tangible benefits of our
research for First Nation and non-First Nation research partners, and to enact reconciliation. In
Dr. McLeod’s ethical space series, he challenged participants to move out of their comfort zone
by recognizing ongoing negotiations of ethical spaces (Bergen, 2020) and by demonstrative
actions such as finding and visiting local First Nation and Métis spaces such as Winnipeg’s
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Circle of Life Thunderbird House, the Manitoba Métis Federation Inc. and the Ma Mawi Wi Chi
Itata Centre.

3) Two-eyed believing — hearing and understanding the journeys

Manitoba First Nation experiences with navigating the health system while living with HIV have
received little attention to date. Important and relevant knowledge from First Nation peoples who
navigate life with HIV needs to be heard, believed and valued (UNAIDS, 2016; White, 2005).
The role of a research ally is to learn from First Nation people using methods that resonate with
their ways of decision-making policies, programs and interventions.

First Nation people have always asked questions, assembled knowledge, made observations and
generated informed decisions to guide their practices of living and staying well (Kovach, 2012).
First Nation practices of assembling knowledge by hearing peoples’ experiences and narratives
about HIV can form the basis of information from which change can occur. Our research is
guided by a First Nation research framework that has the qualities of wholistic epistemology,
story, purpose, the experiential, ethics, ways of gaining knowledge, and an overall consideration
of the colonial relationship (Kovach, 2012). This embodies the non-linear conceptual framework
Kovach describes as research which ‘follows more of an in and out, back and forth, and up and
down pathway” [49].

4) Two-eyed seeing - seeing data collection

Our research will integrate northern First Nation’s ways of knowing, coping and wellness
strategies, and understanding of lived experiences into HIV health care services. Here we explain
two of our data collection methods that will allow for two-eyed seeing to understand the
differences, common themes, and the strengths of First Nation people living with HIV journey.
The first method is the use of semi-structured, open-ended interviews to elicit stories and
narratives that will enhance the breadth and depth of knowledge about individual HIV journeys.
Unlike closed interviews where participants are meant to respond to specific questions, open-
ended interviews that evoke stories places control of the narrative into the hands of the storyteller
(Garroutte & Westcoot, 2013; Thomas, 2005; Wilson, 2008).

A deep level of listening and meaningful exchange comes from a developed relationship between
co-learners through storytelling (Wilson, 2008). Creating space in a qualitative interview that
allows for stories and narratives acknowledges the truth, wisdom and reality experienced by the
person living with HIV and acknowledges that researchers value and believe their experiences.
Storytelling is an Indigenous way of sharing information about relationships, resilience, insights,
revelations and/or reflections (Garroutte & Westcoot, 2013; Thomas, 2005). Ojibwe and Oji-
Cree philosophy considers the story to be a living being that can exist outside of time and space;
it might change shape over time and it has its own purpose (Garroutte & Westcoot, 2013).
Stories train and nurture the listener and they allow the storyteller to use their own voice to
convey knowledge in a wholistic way (Thomas, 2005). A story might be a portion of or a
complete narrative. A story might provide important context for why an individual was unable to
get an HIV test or why inadequate housing might have contributed to an individual’s inability to
remain linked to care. Narratives are a compilation of stories—either oral or written—that may
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include gestures, pictures, history or myths, all organized within the author’s response to a
particular context.

A second technique our research uses for two-eyed believing is journey mapping. Journey
mapping was developed from process mapping that was first used by industry and was adapted
by healthcare as a clinical auditing tool to examine how patients are managed in hospital or
health care settings (Trebble, Hansi, Hydes, Smith, & Baker, 2010). Mapping peoples’ health
journeys has been used to provide data to optimize care, create systems efficiencies in clinical
and hospital settings, and to identify barriers and facilitators for safe reliable health care
(Johnson et al., 2012; Jones, Shakdher, & Singh, 2017; Kelly et al., 2003; Kim, Spahlinger, Kin,
& Billi, 2006; Layton, Moss, & Morgan, 1998; Sevaldons, 2011; Trebble et al., 2010).
Documenting how a patient navigates the healthcare system in general or with a specific disease
(i.e. Parkinson’s, rheumatoid arthritis, cancer) has been used to understand and “see” a patient’s
experience (Del Rio, Baudet, Fernandez, Morales, & Socas Mdel, 2007; Helsing, 2007; Jones et
al., 2017; Oliver et al., 2008). Journey mapping peoples’ experiences through the HIV cascade of
care is a method that can document the potential uniqueness of the paths. Journey mapping in
health care systems can benefit from input from multiple perspectives and by using a variety of
techniques to gather and represent data (Jones et al., 2017; Kelly et al., 2003; Sevaldons, 2011).
Journey mapping and documenting experiences peoples have in the HIV cascade of care is a
method that can document the potential uniqueness of the paths.

As we conduct our interviews, specific questions will elicit understanding of barriers, facilitators
and resiliencies that individuals face or use along the HIV cascade of care journey (Jongbloed et
al., 2019). During the time of the interview, we ask the participant to illustrate through words and
images the steps, barriers, and facilitators along the journey of care. A comparison between the
journeys of northern First Nation people living with HIV compared to First Nation peoples living
with HIV who have always resided in an urban centre is meant to identify potential similarities
and differences in their journeys. We will develop a composite experience journey map of those
First Nation people living in northern Manitoba and a composite process journey map from
interviews with health care providers.

5) Creating space for dialogue between Northern partners (First Nation and non-First Nation)
with Winnipeg centric partners

As part of our research design, we have incorporated quarterly meetings of our research team
that includes both Northern and Winnipeg-centric First Nation and Non-First Nation partners.
During these times, we bring together viewpoints on the design, progress and outcomes of the
research. We also have incorporated points in the research design where we have intentional
gatherings with expanded circles of Northern and Winnipeg-centric First Nation and non-First
Nation partners especially as we make sense of the data and work together to make systems
changes.

This research project also operates within the MB HIV/STBBI Collective Impact Network which
brings together many of these same partners from time to time throughout the year. For instance,
some of the research team and partners came together for a gathering of First Nation and Non-

First Nation partners at the Circle of Life Thunderbird House in November 2019: A Gathering to
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Discuss the Pathways to Care Project: establishing a two-eyed seeing stakeholder engagement
table bringing together Indigenous leaders, rural and remote leaders and STBBI-prevention-
testing-care leaders. The Network also hosts two large gatherings per year on a variety of topics
plus has a focused action group on Truth and Reconciliation which Dr. Larcombe and Dr.
McLeod are co-leading and includes many of this research team. On-going relationship building,
overtime and through these various opportunities, all contributes to the building of allyship.

TWO-EYED DOING - EXPECTED OUTCOMES (CHANGING SYSTEMS TO BE
MORE GEOGRAPHICALLY ORIENTED AND CULTURALLY RESPONSIVE)

The purpose of this research is to use the resulting knowledge to inform health care
interventions, practices and programs locally and provincially to create systems change (C.
Bartlett et al., 2012; Iwama et al., 2009). This research is meant to lead to action. The essential
third phase of this project will involve synthesizing the findings and bringing together research
partners (First Nation and non-First Nation) and communities to effectively discuss and co-create
systems changes that are needed. An effective research ally is “willing to learn how to ‘stand
with” a community” (Tallbear, 2014).

We are opening up our academic methods to 1) include paradigms, theory and other ways of
collecting, synthesizing and sharing of information, and 2) to use our skills and networks of
collaborators to explore new methods and approaches for research proposed by First Nation
people. A possible limitation of our work is that the lived experience and knowledge of northern
First Nation people living with HIV may not be fully appreciated by others. Despite our best
efforts there will always be gaps in our understanding. Our role as allies however is to recognize
and voice these limitations but not back away from the work of creating change.

The methods used for this research will build and maintain a respectful relationship between the
research partners to model and apply to best practices. The knowledge can be shared and reified
by provincial and federal HIV health care systems, First Nation and non-First Nation health
organizations, communities and individuals. These groups are, to some extent, already engaged
in the research either as team members or as members of MB HIV CIN. Thus, they are engaged
or are witnesses to two-eyed seeing, believing, and doing. The groups involved in the MB HIV
CIN have variable levels of involvement in the study, but all have been invited to have an active
role in the study design, methods, interventions and evaluations. Ultimately, we envision
knowledge sharing and the development of HIV interventions that are consistent with and reflect
First Nation worldviews and ways of being.

CONCLUSION

This paper describes how we are attempting to grow allyship in our research project through
various approaches including building relationships, creating ethical space dialogues and using a
two-eyed seeing framework. We endeavor to move beyond two-eyed seeing to consider two-
eyed believing and doing. In doing so, we are building ethical space dialogue and fostering
allyship to create more geographically and culturally responsive HIV systems of care for remote
First Nation people in partnership with northern First Nation and non-First Nation partners. This
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methodology guides our research team to see and acknowledge worldviews and ways of
knowing outside of the western biomedical context and challenges us to use First Nation
methods for hearing and believing lived HIV experiences and responding by direct action. By
growing relationship, allyship and partnership through this approach, we believe we can move
toward greater transformational change in the system.
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