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Abstract

The authors use the backdrop of the Healthy People 2010 initiative to contribute to a discussion encompassing social justice from local to national to global contexts. Drawing on findings from their programs of research, they explore the concept of critical social justice as a powerful ethical lens through which to view inequities in health and in healthcare access. They examine the kind of knowledge needed to move toward the ideal of social justice and point to strategies for engaging in dialogue about knowledge and actions to promote more equitable health and healthcare from local to global levels.

WRITING from the field of ethics and geography, Smith warns of a fundamental and deeply geographical distinction in morality, indicating that we are more likely to have sympathy for close and familiar persons than for distant and different others.1(p9),2(p88) Such lack of concern for distant and different others contributes to a violation of the ethical principle of social justice within and between countries, particularly in terms of serious inequities in the resources required for health. As the World Health Organization (WHO) Commission on Social Determinants of Health explains in Closing the Gap in a Generation: Health Equity Through Action on the Social Determinants of Health:

Social justice is a matter of life and death. It affects the way people live, their consequent chance of illness, and their risk of premature death. We watch in wonder as life expectancy and good health continue to increase in parts of the world and in alarm as they fail to improve in others.... Within countries there are dramatic differences in health that are closely linked with degrees of social disadvantage. Differences of this magnitude, within and between countries, simply should never happen.3(face p)

To a significant extent, we suggest that it is our lack of concern about the social disadvantages of others at local, national, and global levels that lead to serious health disparities. While such lack of concern is not necessarily intentional, it does reflect a level of endemic blindness to the complex contexts of people's lives. A growing and compelling body of research is making it increasingly clear that material contexts-access to food, safe housing, adequate income, a supportive workplace, and so forth, often referred to as the social determinants of health-have a major impact on health.4,5 This research, and the clarion call above from the WHO, warn us that despite significant attention to problems of social justice from nursing and other professions and disciplines over the past 2 decades and more, we have not made much headway in addressing the problems. Gaining conceptual clarity and engaging in a discourse about how to advance social justice is no easy matter. Although considerable conceptual strides have been made, the conversation about social justice is a conversation in progress, and one that we expect will-and should-continue for some time to come. Our intent in this article is to continue to move the conversation forward toward meaningful action for nursing.

Given the intersectoral nature of social disadvantages, it is essential that coordinated national and international responses are supported and developed to address health disparities. The authors of this article therefore applaud the goals of the Healthy People 2010 initiative to increase the quality and years of healthy life and eliminate health disparities within the United States.6 The progress that nurses and others involved in health policy and healthcare delivery make in the United States to support the Healthy People 2010 initiative can inform-and be informed by-the research and action that those of us from other countries undertake.

To this end, we use the backdrop of the Healthy People 2010 initiative as a stimulus to launch a broader discussion that encompasses social justice from local to national to global contexts. Drawing on our programs of research-specifically a knowledge translation (KT) study that synthesized knowledge from our various research programs and translated this knowledge in the practice setting-the purposes of this article are therefore to (1) explore the concept of critical social justice as a powerful ethical lens through which to view inequities in resources for health as well as inequities in resources for healthcare access; (2) examine the kind of knowledge needed to move us toward the ideal of social justice by exploring the dialectic between critical social justice and contextual knowledge and the complexity of the intersectionalities between problems such as poverty and social suffering and people's inability to access appropriate healthcare; and (3) point to strategies for engaging in dialogue about knowledge and actions to promote more equitable health and healthcare at the local, national, and global levels to move us toward actualizing the ideal of social justice. The strategies we will point to center on engaging in a moral dialogue, including raising morally significant questions, as well as policy planning and implementation at local, national, and global levels based on such dialogue.

A central argument in this article is that a gap between the rhetoric of social justice as it is presented in the literature and socially just action is not purely the result of a lack of professional and disciplinary knowledge. Rather it is underpinned by colonizing and racializing ideologies that are deeply rooted in historical notions of the essentialized Other and social relations that are gendered, classed, and raced. It is through critical reflection, from perspectives such as postcolonial feminism, that we can unmask and disrupt the processes that underpin the construction of Other and other social relations and work toward closing the gap between rhetoric and action.
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BACKGROUND RESEARCH THAT INFORMS THIS ARTICLE

Throughout this article, we will be drawing on empirical examples from our programs of research (conducted in Canada) to illuminate our analysis. A synthesis of the findings from 14 studies from these collaborative research programs among university researchers, health professionals in clinical practice, and community participants culminated in a recent 3-year KT pilot project that prompted us to reconsider conceptualizations of justice and social justice.7 The focus of the KT project was on the translation of critically-oriented knowledge in practice settings. Patients participating in the 14 studies informing the KT project were of Aboriginal descent, non-Aboriginal Canadian-born people, and people of South Asian and Asian descent who had immigrated to Canada. The need for this particular KT project arose because we had found in our research that although many people experienced a seamless transition from hospital to home and could gain access to healthcare resources, for a variety of reasons, some people experienced a greater burden of difficulty in accessing healthcare services.

The various studies informing our KT project provide ample evidence of how the Othering  of those seen as different from the mainstream contributes to significant inequities in access to the resources they require for health and healthcare. For example, research focusing on access to healthcare for Aboriginal peoples has illustrated how practices and policies in healthcare continue to be shaped by wider colonizing and racializing discourses in Canada that continue to construct Aboriginal people as dependent on the system, irresponsible, and, often, drug seeking.8 One of the overriding themes in a recent study reflected the extent to which patients attending an emergency department fast track were concerned with how healthcare providers and staff might be responding to them on the basis of their appearance as people living in poverty, often with addictions, and on the basis of assumptions about them as Aboriginal people.9 These findings reflect the ways in which racializing and marginalizing processes can operate to shape individual perceptions and experiences within the healthcare system.10

As we analyzed the major themes that cut across our various studies, inequities in health and healthcare, and the broader theme of social justice, became pivotal issues. An analytic focus was how to operationalize these conceptualizations of social justice into nursing practice to decrease health disparities and improve health outcomes in the context of help seeking of patients and their families made vulnerable through illness and life circumstances. Cultural essentialism and the racialization and Othering of people from different ethnocultural groups that we have uncovered in our work (eg, References 8, 9 and 11) were concepts that needed to be addressed in practice settings if socially just healthcare is to be a reality. But, as we were to find out, synthesizing knowledge from our various studies and translating these concepts into practice presented many challenges.

One of the challenges we faced in the KT project was how to package such concepts (eg, addressing racialization and cultural essentialism) into practice-ready knowledge within the time frames that were available to us for KT in the clinical settings in which we were engaging.7,12 As we worked through the processes of KT, we recognized that this conundrum was due in part to our notion that such concepts could be concretized and packaged into factual messages, and presented within limited time frames. We came to understand that instead of going into hospital units armed with concrete messages about social justice, we needed, instead, to engage in a conversation and critical reflection with nurses that went to the very roots of exploring questions of nurses' positionality in relation to their patients and nurses' understanding of the contexts of their patients' lives. Contextual knowledge about material existence, rather than essentialized knowledge about people's cultures, was key to the processes of challenging and disrupting broader societal ideologies about different ethnic groups perpetuated in popular discourse, and that unwittingly underpin academic and professional discourses. Critical reflection crucial to disrupting essentializing ideologies and world views that are historically inscribed, and socially reproduced in everyday life, is consistent with postcolonial feminist theoretical perspectives that unmask the taken-for-granted. Our theoretical stance therefore required different strategies to those advocated for imparting factual knowledge. The integration of the concept of social justice called for dialogic engagement that goes to the very roots of questioning the roots of clinical knowledge, how this knowledge is put together, and how we might work toward social justice not only at the local level but also within the broader context of healthcare delivery, and national and global contexts.

This KT project and a synthesis of the knowledge from our various research studies were therefore a springboard for examining the kinds of knowledge and critical engagement that might move us toward social justice as a global priority. We will argue that contextual knowledge-informed by a postcolonial feminist perspective-provides an analytic lens into comprehending the substratum of everyday clinical reasoning and the history that has shaped our experiences, and how this history continues to be played out at the intersections of various social relations at local, national, and global levels.13-15 As such, contextual knowledge moves us toward a deeper understanding of social justice and, in concert with generalizable kinds of knowledge (discussed later in this article), will enable us to work better toward this ideal. Ultimately, our hope is to engage with our colleagues in nursing and other disciplines in a dialogue that moves actions toward social justice forward within and beyond our own local and national arenas. But first, we offer our conceptualization of critical social justice, a conceptualization that integrates various elements from critical, feminist, postcolonial, and intersectional theories. We then go on to discuss the dialectic between critical social justice and contextual knowledge.
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CONCEPTUALIZING SOCIAL JUSTICE THROUGH A CRITICAL/POSTCOLONIAL FEMINIST LENS

At the core of nursing (and any other profession) is the normative, or value based, direction provided by its integration of ethical theory. Of course, this integration is most evident in nursing's codes of ethics. The ethical principle common to most nursing codes and most relevant to the concerns highlighted in documents such as the Closing the Gap in a Generation: Health Equity Through Action on the Social Determinants of Health and Healthy People 2010 is that of justice.2,3,6 Discourses of social justice have been taken up in nursing practice and education in both Canada and the United States for some time now.16-18 Yet, as we have noted earlier from our own empirical work, social justice is an ethical concept that has been difficult to define or operationalize.18 In what follows, we put forward our conceptualization of social justice from a critical/postcolonial feminist perspective.

Theorizing about social justice has begun to diversify in recent literature, including in nursing. While all scholars promoting inquiry into social justice share a commitment to addressing inequity, some scholars in feminist theory, political science, nursing, and other arenas are now interested in more explicitly examining the power dynamics that lie behind the inequities in people's access to health as well as healthcare. The concept of critical social justice provides a useful lens from which to examine such dynamics. Feminist and other critical accounts of social justice are particularly useful because they help us attend to the power imbalances that are often at the root of systemic, or structural, inequities.2,19-21 Sherwin further explains:

... feminist accounts of social justice provide tools for investigating the ways in which sexism, racism, and other forms of oppression support unjust arrangements of social goods. They encourage us to look at effects of policies, procedures, and practices at the level of social groups and to pay particular attention to ways in which oppression structures relationships among different groups.22(p292)

Similarly, Browne and Tarlier23 and Reimer Kirkham and Browne24 use the term critical social justice to focus on those interpretations that direct attention to the root causes of inequities in health and healthcare in different social groups. As Reimer Kirkham and Browne point out, a commitment to critical social justice takes us beyond the righting of distributive (economic) inequities to include the need for political, and economic and relational transformations.24(pp335-336)

Critical perspectives, with roots in European critical theory, and feminist discourses have informed nursing scholarship for a number of decades.25-27 Indeed, in 1983, MacPherson27 called for feminist methods as a new paradigm in nursing research. However, adding a postcolonial perspective turns out to be particularly illuminating here, as it alerts us to injustices that are located not only in patriarchal relations of ruling, and societal structures such as class structures, but also in colonizing and racializing practices in which both men and women are implicated. These practices have not abated; we would argue that they contribute to the gap between the rhetoric of social justice and socially just action.

Broadly, postcolonialism involves correcting imbalances of any kind, with particular attentiveness to those that are historically inscribed, and addresses a host of critical issues that continue to reflect social injustices in any part of the world. While a significant task of the postcolonial project is to give voice to those who have been marginalized by history and viewed as Other, postcolonial feminism aims to hear voices of all marginalized subjects, including those marginalized by historical sociopolitical domination and by gender.13,28,29 Postcolonial feminism, by drawing on black feminist scholarship, allows for a complex intersectional analysis of gender, race, class, culture, and other social relations that are shaped by history. This perspective encourages recognition of all voices as gendered, classed, and raced. Analysis begins from particular to general, starting from the voices of the marginalized subject, connecting the micro- to macro levels, and using subjugated narratives and knowledges to inform us of inequities and injustices.13,28-31 Such analysis is essential if we are to comprehend, and ultimately ameliorate, the dramatic differences in advantages and disadvantages that exist at local, national, and global levels. It is made possible by the diverse paradigms of inquiry now available to nursing, ethics, and other disciplines that allow us to better explore meaning and context.

The epistemological evolutions in ethics (and concomitantly in nursing and other areas of inquiry) have meant that more attention can be paid to context and narrative-attention that working toward critical social justice demands. This form of contextual inquiry is relatively new to ethics and relatively new to nursing.2,32 To show how such inquiry can help us to address inequities in health, we will use the insights generated from inquiry that explicates the context of experience to further theorize contextual knowledge. More specifically, we will explore the complexity of the intersectionalities between problems such as poverty and social suffering and people's inability to access appropriate healthcare, within different geographical contexts. We now turn to an examination of the kind of knowledge-contextual knowledge-constructed through the lens of critical and postcolonial feminist inquiry, which, we argue, will enable us to disrupt essentializing ideologies about the Other and work toward the ideal of social justice.
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KNOWLEDGE FOR SOCIAL JUSTICE: CONTEXTUAL KNOWLEDGE THROUGH THE LENS OF CRITICAL AND POSTCOLONIAL FEMINIST INQUIRY

While as nurses we now have growing philosophic, theoretical, and empirical foundations upon which to build, as we found in our KT project, a challenge that remains is how to integrate concepts of critical social justice into practice for socially just healthcare access and health outcomes. In addressing this challenge, we argue that we should examine the kind of knowledge that is needed for action in local and global contexts to disrupt what Smith warns of as a fundamental and deeply geographical distinction in morality.1(p9) The lack of concern for distant and different Others continues to violate ethical principles of social justice within and between nations. So, although social justice may not be susceptible to a single simple definition and finds expression at the intersections of interdisciplinary knowledge, there should be an underlying coherence based on common goals and aspirations within a societal and global context.

One of the elements of critical social justice that is grounded in different disciplinary knowledges is to be able to move between the individual and the social to make visible the mutually constitutive social processes that shape individual experience. Knowledge that is constructed in context that informs us of how the social is embodied in individual experience provides insights, we argue, into how inequities are manifested in health, healthcare delivery, and everyday social discourse. Such knowledge, constructed at the intersection of different layers of contexts, is crucial in fostering the planning of socially just and equitable healthcare across different population groups, not only at local and national levels to meet the goals of national policy documents such as Healthy People 2010 and Canada's Commission on the Future of Health Care33 but also at the global level. The WHO document, Closing the Gap in a Generation: Health Equity Through Action on the Social Determinants of Health, makes it clear that we must have a better appreciation of the unique contexts of people's lives across the globe.

The notion of contextual knowledge builds on our research team's theorizing about critical and integrated, simultaneous knowledges.7,12,34 While contextual knowledge generated through the lens of critical inquiry is, by definition, critical, the focus here is on the nature of knowledge drawn upon as we engage across local, national, and global contexts. Such knowledge, we argue, must of necessity take into account local meanings and indigenous epistemologies if equitable health and healthcare are to be achieved. Integrated, simultaneous knowledge takes critical, contextual knowledge as necessary to and inseparable from biomedical, clinical, and managerial knowledges characteristic of healthcare delivery systems.

In explicating how contextual knowledge can be developed and used, we draw here on our research studies in Canada and Paul Farmer's work in Haiti that show the ways in which the social is embodied in the experience of suffering at local, national, and global levels. One of our earlier studies with women who had immigrated to Canada provided evidence of the dialectic between individual experience and broader social processes. Women's experiences of chronic illness on a day-to-day basis intersected in powerful ways with their difficulties in accessing healthcare, including difficulties in navigating a healthcare system geared toward the Anglo-Canadian middle class majority; long hours of work outside the home for low pay; and the harsh conditions of living in poverty with no choice in the jobs that were available to them and no chance of taking time off from work to manage an illness. The mediating circumstances of everyday existence were embodied, and found expression, in their individual experiences of suffering.35 Knowledge of the context of suffering helped us to shift our own gaze, as researchers, from cultural essentialism (ie, the notion that women's difficulties were due to some particular cultural traits that impinged on their use of Western healthcare) to addressing their material existence and associated socio-political-economic issues at every level-from local issues about ambulatory care funding to national issues about determinations of wages and working conditions to global issues related to poverty and migration from countries of origin. By drawing on this knowledge and the extant literature, policy makers can examine how to make healthcare more accessible to women (eg, making interpreter services available and making clinic hours flexible to accommodate women's work schedules). Such research findings also provide knowledge on which nurses can base their practice, for example, by heightening nurses' awareness of women's life contexts that have a profound influence on illness management. At the everyday level of practice, nurses can draw upon this contextual knowledge as they plan interventions with women on how to manage an illness; the outcomes of such interventions can be evaluated and nurses could contribute to the development of specific measures to tell us how well these interventions work. As a practice profession, nursing needs a knowledge base for action that can be evaluated to ensure that the mandate of the profession to provide equitable healthcare to reach toward the ideal of social justice is realized. So, while we are not advocating for the concretization of abstract concepts, such as the concept of social justice, we argue that we need to work toward the development of ways of determining the extent to which equitable actions, in context, are being implemented and to what effect.12,34

Such actions would include critical reflection on a deeper set of moral questions within a broader societal context. Why, for example, are immigrant men and women positioned in the lower tiers of the workforce, with low income, and with few chances of advancement, even when their educational level is similar to, or exceeds, the education of Canadian-born people? This topic has been taken up in the media.36 What are the historical conditions that need to be addressed? And, what are the broader questions about equitable social relationships? These insights into contextual meanings and social processes became visible to us through the lens of feminist theorizing and postcolonial feminist scholarship, which begin with the standpoint of women-in their own voice-and provide a critical lens for interpreting experiences in context. These perspectives shed light on the ways in which historical and social relations of, for example, race, gender, and class, immigrant status intersect as powerful forces to organize individual experience. The point to be made here is that issues of social justice cut across different contexts of practice-from the level of nursing practice and policy implementation to broader societal contexts-and it is through critical reflection that practitioners at each level might comprehend the essentializing and racializing gaze that can operate as a subtext in practice.

In moving beyond our own local and national research contexts, Paul Farmer's research in Haiti provides a powerful example of the ways in which the social becomes embodied in the human experience of suffering. Farmer raises the question: By what mechanisms, precisely, do social forces ranging from poverty to racism become embodied as individual experience?37(p30) He goes on to tell us that political and economic forces have structured risk for AIDS, tuberculosis, and, indeed, most other infectious and parasitic diseases. Social forces at work there have also structured risk for most forms of extreme suffering, from hunger to torture and rape.37(p30) Farmer observes that such suffering is 'structured' by historically given (and often economically driven) processes and forces that conspire-whether through routine, ritual, or, as is more commonly the case, the hard surfaces of life-to constrain agency.37(p40) Although located in different historical and social processes, the concepts of social suffering and structural violence have currency across local and global contexts. Structural violence helps us to identify the organizational processes and practices that structure the allocation of resources and/or determine priorities that can create and sustain conditions of privilege or disadvantage.38 In Canada, for example, the lives of First Nations people continue to be regulated by federal legislation enshrined in the Indian Act, which continues to determine peoples' rights and entitlements to lands and economic resources and access to housing, education, and other social resources.Cited Here...,38,39 Institutional and individual racism in Canada directed toward First Nations and other Aboriginal people also create marginalizing conditions, which constrain access to resources such as education and employment opportunities that are needed for health and well-being. As Kleinman et al put it, Social suffering ... brings into a single space an assemblage of human problems that have their origins and consequences in the devastating injuries that social force inflicts on human experience.40(pXI)

It is important to note that attentiveness to local meanings and the context of suffering is not an indictment of generalizable knowledge-by this we mean knowledge that cuts across different contexts. One complements the other to provide a more comprehensive understanding of human suffering that informs more socially just healthcare planning and interventions. For example, biomedical knowledge about the benefits of antiviral drugs for the treatment of HIV-AIDS is generalizable across contexts and populations, but access to such drugs, the political-economic conditions constraining their distribution, and the factors affecting their use and their efficacy can be understood only in the context of local meanings.

The issue, however, is that, for the most part, the concept of generalizability of knowledge is seen as the gold standard in healthcare delivery systems attuned to measurement and evidence applicable across population groups.41 This means that in this age of globalization, with the flow of wealth in the form of government funding and private sector funding from rich countries to poor countries (North to South), or from the metropolis to rural areas in countries of the North, government policy makers and bureaucrats may rely on generalizable, decontextualized outcome measures to determine efficacy of programs in different countries and across different regions of the same country. Yet, as Pfeiffer and Nichter, arguing for a perspective that contextualizes the effectiveness of health services as they impact people's lives, tell us:

Policymakers from Washington, DC, to Seattle rarely have experience with health systems and services delivery in real-world settings in poor countries. Wide-reaching policy decisions, such as the promotion of private health care, are often made on the basis of personal or institutional ideology, abstracted data, and conventional wisdom or bias. Community-based and health-system based ethnographies of health care and health services can act as powerful antidotes or correctives to this conventional wisdom and can help shift how we might evaluate the effectiveness of competing strategies.42(p412)

A salient point here is that decontextualized knowledge does not inform us of the material context of everyday existence that would provide a basis for action to address everyday realities. Knowledge contextualized in local frames of meaning, we argue, can shed light on the complexity of the intersectionalities among problems such as poverty and suffering, and people's inability to access appropriate healthcare, and thus provides the basis for planning and implementing equitable care at local, national, and global levels. For example, recognizing and fully understanding the poverty and suffering of immigrant women or other people living in poverty helps us to better understand-and better support-their access to healthcare. Contextualized knowledge also helps us to appreciate the strength and agency that they (and all other individuals) bring to health and healthcare-related encounters. Given the urgency of the call for attention in global and national documents such as Closing the Gap in a Generation: Health Equity Through Action on the Social Determinants of Health, Healthy People 2010, and the Commission on the Future of Health Care in Canada, nurses and others involved in health policy and healthcare delivery need access to contextualized knowledge to know how to proceed. We now draw upon our own experiences with our KT study and other more recent research to examine some strategies for the uptake of such knowledge by nurses and policy makers that might foster socially just healthcare and health outcomes.
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STRATEGIES FOR ENGAGING IN AND CONSTRUCTING CONTEXTUAL KNOWLEDGE FOR SOCIAL JUSTICE

Engaging in a moral dialogue at local, national, and global levels

How, then, might contextual knowledge be taken up at local, national, and global levels? While more philosophical and empirical work needs to be done to answer this question, we do have some thoughts we would like to contribute.

We have found in our KT project that, at the local level of working with healthcare professionals, engagement in dialogue to disrupt taken-for-granted notions about the essentialized Other by providing insights into the material contexts of people's lives was one way of translating concepts pertaining to critical social justice. This requires critical self-reflection by researchers and clinicians alike on the knowledge that informs our practice, the assumptions that underpin it, and how this knowledge is derived and reproduced in everyday social interaction. Critical reflection encompasses an awareness of how we see ourselves in relation to others and our historical positioning, which often puts us in a position of privilege in relation to our patients. Nurses at the everyday level of practice, researchers, and educators need to understand that social justice is not just an abstract macrolevel concept; the views that they hold about patients and their everyday interactions with patients and with one another can either contribute to socially just actions or reproduce social injustices.

A nurse in practice, for example, might reflect upon which patients in his or her caseload are less likely to have access to supports upon discharge or who might be more likely to have difficulties mobilizing social and material resources needed to manage the birth of a new child or to manage the day-to-day challenges of a complex health condition such as diabetes. Such reflection can shift the ways an individual nurse may interact but it may also, with broader commitment, lead to a restructuring of the nature of, and approaches to, service provision. For example, in a current research practice initiative with children and families facing multiple forms of disadvantage, the nurses and other members of the healthcare team work in partnership with community-based organizations to mobilize needed supports for families.43,44 Also, as a part of the practice model, research team members regularly engage with decision makers within healthcare organizations to modify the organization of service delivery to make healthcare more accessible and responsive to the needs of this underserved population. In this case the dialogue, informed by critical perspectives,44 has enabled us to develop a community-based outreach clinic of the tertiary facility to address the complexities of access and to build relationships with families. The model blends insights from community health with primary healthcare practice to make needed primary and specialty healthcare services more accessible. These partnershipsCited Here... have enabled the development of a model that seeks to address the social determinants of health (such as addressing issues of food, housing insecurities, or facilitating access to child development and community or neighborhood supports) while providing access to more traditional healthcare services.43

In response to the growing numbers of people in Canada's urban centers who are facing major challenges related to issues of poverty, social exclusion, and discrimination, indigenous leaders have taken the initiative to become providers of primary healthcare (PHC) services. At 2 such PHC clinics, the explicit mandate is to reach out to indigenous and nonindigenous people who are most affected by poverty, historical trauma, social exclusion, racialization, and discrimination. These agencies tend to be alternative because of their commitment to relational approaches to care, which emphasize not only the physical aspects of health but also the emotional and spiritual aspects; patients' historical, economic, social, and cultural contexts; experiences of discrimination; and issues of identity and self-determination. In a current study conducted in partnership with these 2 PHC clinics,Cited Here... the focus is on (a) gaining a greater understanding of how PHC services are provided in an indigenous healthcare context to meet the needs of people who have been marginalized by systemic inequities and (b) using that knowledge to develop a preliminary set of indicators that can reflect those dimensions of service delivery that are most relevant in the context of people's lives. Through this study, we are gaining knowledge about what it means to uphold an explicit social justice agenda in the process of providing healthcare and the significance of relational approaches to care.

At the same time that we examine knowledges and actions that disrupt essentializing ideologies at the local level, we must also examine the role of policy makers as individuals engaging in a moral dialogue for equitable healthcare across local, national, and global levels. At the level of program planning and delivery, those who provide funding for intervention programs must understand the power they exercise when they make decisions about what merits funding and what does not. Kleinman and Kleinman tell us that, in crafting humane responses to human suffering,

we must first make sure that the biases of commercial emphasis on profit-making, the partisan agendas of political ideologies, and the narrow technical interests that serve primarily professional groups are understood and their influence controlled. The first action, then, is critical self-reflection on the purposes of policies and the effects of programs. We take that to be a core component of programs of ethics in the professions .... Humanizing the level at which interventions are organized means focusing planning and evaluation on the interpersonal space of suffering, the local, ethnographic context of action.45(p18)

The Kleinmans go on to tell us that not only should the focus be on the local, ethnographic context of action, but perhaps more importantly, for us, bringing those local participants (not merely national experts) into the process of developing and assessing programs.45(p18) In so doing, local, subaltern voices can disrupt institutional processes to address constraints on everyday experience.

Overall, the approach we are pointing to is consistent with that recommended by the noted feminist political theorist, Iris Marion Young, who tells us that

the objective of equalizing action is to intervene in the institutional processes and individual actions and interactions that constrain substantive opportunities of individuals who are similarly positioned from developing their capacities or enacting their morally legitimate aims.21(p18)

We take Young to be telling us that we need to focus on institutional constraints when we are trying to understand, for example, the suffering of a person who is unable to manage his or her chronic illness. The lack of resources and the difficulty in accessing and utilizing healthcare services within the current politics of healthcare delivery systems are powerful constraints on health and illness management, as we have found in our ethnographic research in Canada across gender, culture, class, and ethnicity.8,9,14,35,43,46
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CONCLUDING THOUGHTS

What is at stake is that among researchers, policy makers, and health professionals, there is always the risk, as Smith1 notes, of objectifying the experience of the disadvantaged Other in the developing world, or the disadvantaged Other living at the margins in wealthy nations. Unwittingly, there might be a sense of moral and racial superiority-the legacy of colonial relations-as one's good fortune is compared with the life of the oppressed Other; or, as one assumes that one knows what is in the best interest of the Other. The ethics lens of critical social justice, from a postcolonial feminist perspective as discussed earlier, directs us to unmask the often unspoken power relations between rich and poor; subaltern and western; and to foster a moral order where dialogue is based on mutual respect between people of equal worth. This is not a prescriptive moral order; rather we are calling for critical dialogues in nursing and healthcare that contribute to the disruption of essentialized, racialized thinking. Those who have been constructed as the essentialized, inferior, Other must be treated as people equal in worth to those who have been privileged by their histories. This recognition of the Other as a person of equal worth is at the heart of postcolonial, decolonizing, feminist scholarship, which calls for the opening up of a discursive space to recognize indigenous and other subjugated knowledges. This is not meant to be a debunking of dominant Western epistemologies and theories; rather we are calling for an engagement between different forms of thought. We argue that the knowledges and philosophies of Aboriginal peoples and of other peoples whose voices have been silenced through history must not only be acknowledged but also must become central in the social production of contextual knowledge, and the basis for ethical and socially just actions. Through the engagement of contextual knowledge, and critical dialogues, it may be possible to close the gap between rhetoric about social justice and actions to redress social justice issues.

As we claimed at the outset of this article, our hope has been to engage with our colleagues in nursing and other disciplines in a continuing dialogue that moves actions toward social justice forward beyond our own local and national arenas. The moral vision provided by the WHO in Closing the Gap in a Generation: Health Equity Through Action on the Social Determinants of Health and by national documents such as the United States' Healthy People 2010 and Canada's Commission on the Future of Health Care is clear. What is not so clear is how to actualize that vision. Indeed, it is likely a mistake to view social justice as a concrete end point or to see any one individual or group as holding sole responsibility for it. Given the complexity of the layered local, national, and global contexts in which social justice operates, realizing social justice is a work in progress. But we can certainly do a better job of moving toward it; the principle of engagement in critical dialogue central to the KT project, described earlier, can certainly help us to move toward integrating concepts of social justice not only at the local level but at national and global levels as well. As the WHO report3 cited at the outset of this article indicates, inequities between groups are increasing in magnitude. A lesson we have learned from our KT project is that the process of KT requires sustained researcher engagement in clinical contexts when concepts such as social justice are being addressed. This therefore calls for examination not only of the concepts that are being translated but also of structural arrangements between the academy and practice settings, and among administrators, policy makers, educators, researchers, and clinicians. The disruption of essentializing discourses is a complex process-all need to engage in critical reflexivity that challenges deep-seated ideologies that operate, sometimes unwittingly, within the academy and practice setting.

Future directions we have suggested in this article therefore include continuing to identify not only contextual knowledge at all local, national, and global levels, and the connections between these levels, but also the kinds of partnerships between practice and education that foster sustained KT. We have also suggested that we ought to identify indicators-or ways of assessing-whether or not we are moving toward socially just healthcare. This we believe is a necessary next step for a practice profession, requiring more theoretical and empirical work to explore the relationships and influences between actions and outcomes at all levels. Ultimately, as the WHO document3 suggests, we should hold each other and our societal institutions accountable for socially just practices, policies, and resource allocation. Moving toward social justice clearly requires collective action and continual evaluation.

Back to Top
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