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Our People, Our Health: Envisioning Better Primary Healthcare in 
Manitoba First Nation Communities 

 
Abstract 
Recognizing the right to self-determination of Indigenous Peoples is essential to improving the state of community-
based primary healthcare (CBPHC) of First Nations in Canada. Understanding communities’ priorities and local 
health agendas is critical for primary healthcare transformation. We used a community-based participatory research 
approach to engage key partners: Nanaandawewiwgamig, the First Nations Health and Social Secretariat of 
Manitoba, and eight First Nation communities. Community-based research assistants conducted 183 in-depth 
interviews in their respective First Nations. Key themes that emerged from these interviews include primary 
prevention focused on health and social determinants; an integrated healthcare system providing access to both 
Western medicine and First Nations traditional health knowledge; infrastructure improvement; youth engagement; 
healthcare leadership; investing in community-based human resources; and promoting culturally respectful, 
responsive, and geographically sensitive and outcomes-oriented care. Policy approaches could implement some 
local priorities with direct impact on healthcare, while other social determinants could create indirect, albeit critical, 
conditions for health and healthcare changes over time. 
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Our People, Our Health: Envisioning Better Primary Healthcare  
in Manitoba First Nation Communities 

To Indigenous Peoples worldwide, collective and individual self-determination is an inherent right 
afforded by the Creator. This right, recognized in Canadian law and by the United Nations 
(Constitution Act, 1867, 1982; Royal Commission on Aboriginal Peoples, 1996; United Nations, 2008), 
frees Indigenous Peoples in Canada, including First Nations, from the shackles of colonization and the 
oppressive colonial tendencies of settler governments. This freedom can translate into safe and healthy 
communities, self-determination, empowerment, and the building of structures consistent with cultural 
values (Auger et al., 2016; Garces-Ozanne et al., 2016). However, decolonizing for self-determination is 
a process. Healthcare is at the heart of self-determination because health enables individuals and families 
to create healthy communities, structures, and systems to govern themselves. Healthy communities in 
turn secure a healthy future for succeeding generations. The Assembly of First Nations’ 2012 Vision 
Statement posits that First Nations are seeking to smash the status quo in dismantling conditions that 
hitherto have disempowered, disadvantaged, and harmed First Nation peoples and communities 
(Assembly of First Nations, 2012). The report suggests that one way to accomplish this decolonization 
is to affirm First Nation control over First Nation interests, and essentially to transform any current 
services that are inefficient or inadequate in securing the health and wellbeing of the people.  

The current situation is that First Nation communities continue to make do with services that the 
federal government funds and sometimes provides directly to First Nations; for example, paying nurses 
who work at federal nursing stations rather than funding communities to hire nurses. These services are 
supposed to complement those the provincial government provides to First Nation peoples and 
communities who are residents of the province, as outlined in the Canada Health Act (1984). Ironically, 
provincial governments and First Nations continue to argue that the federal government holds a primary 
responsibility for the provision of community-based health services to First Nations. This jurisdictional 
debate has existed for decades (Booz et al., 1969; Jordan’s Principle Working Group, 2015). However, 
regardless of jurisdiction, gaps have been documented (Jordan's Principle Working Group, 2015; Lavoie 
et al., 2008) and the responsiveness of these services have been called into question (Davy et al., 2016; 
Health Council of Canada, 2012; National Inquiry into Murdered and Missing Indigenous Women and 
Girls, 2019; Truth and Reconciliation Council of Canada [TRC], 2015).  

Some effort has been made to understand key drivers of health in First Nation communities (Bhawra et 
al., 2017; Davy et al., 2016; Kyoon-Achan, Philips-Beck, et al., 2018; Lavoie, 2013; Smylie & Firestone, 
2015). These drivers include, among others, clarifying healthcare policies, addressing segregated 
healthcare systems, understanding barriers to care including inadequate medical transportation, 
increasing access to primary healthcare, addressing social determinants of health, obtaining accurate and 
relevant statistics for Indigenous populations, and building adequate health structures and infrastructure 
(Anderson & Smylie, 2009; Richmond & Cook, 2016; Richmond & Ross, 2009). It has also been argued 
that Canada needs a holistic First Nations healthcare strategy that considers and addresses historical and 
ongoing structures fueling gross health inequities (Auger et al., 2016; Katz et al., 2017). In previous 
articles, we argued that transforming community-based primary healthcare (CBPHC) should begin by 
understanding how that concept can take on an entirely different meaning for First Nation peoples and 
communities, and it should proceed by developing policies that align with priorities determined by 
affected communities (Kyoon-Achan et al., 2019; Kyoon-Achan, Phillips-Beck, et al., 2018). In this 
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article, we build further on this line of argument to assert that in order to secure long-term positive 
outcomes in First Nations health, it is imperative to support the implementation of the visions and 
highest ideals stated by First Nation peoples and communities. First Nations live with those realities in 
their communities and know what changes could yield the most benefits for CBPHC. 

Background 

The Innovation in Community-Based Primary Healthcare Supporting Transformation in the Health of 
First Nations and rural/remote communities in Manitoba (iPHIT) program of research is a partnership 
between the University of Manitoba, Nannaandawewigamig, the First Nations Health and Social 
Secretariat of Manitoba (FNHSSM), and eight Manitoba First Nation communities. The five-year study 
is funded by the Canadian Institutes of Health Research (CIHR; Study #297945). Through this 
program of research, we learned about the unique primary healthcare experiences of First Nation 
peoples living in communities with various degrees of isolation. Many First Nation communities in 
Manitoba are remote or isolated. This means that they are long distances away from urban settlements 
and services. The closest of the eight communities that participated in our study is 2.5 hours away by car 
from the city of Winnipeg, Manitoba. The farthest is isolated, meaning that it has no road networks, is 
fly-in only and to get there requires two flights of about 3.5 hours combined. 

It is well known that rural and remote communities face unique access and equity challenges when it 
comes to delivering healthcare that includes a lack of adequate resources, inability to retain healthcare 
professionals, almost non-existent access to emergency care, and lack of access to preventive care 
(Fisher-Owens et al., 2016; Oosterveer & Young, 2015). Power dynamics and differential access to 
services and resources have historically defined relations between First Nations and mainstream society, 
resulting in First Nation communities facing health challenges and gross underservice (Horrill et al., 
2018; Lux, 2010). Northern isolated and semi-isolated communities in Manitoba have federally funded 
nursing stations that provide basic first point of contact care, while communities with road access have 
health centres that provide basic public health services, and residents can presumably access more 
specialize healthcare in urban centres.  

Long-term and continuing care, such as for Elders and others needing palliative care, is offered outside of 
the community unless the community has a personal care home. Many do not, so Elders who need care 
end up having to leave their communities (Standing Committee on Indigenous and Northern Affairs, 
2018). This is a difficult experience for many Elders (Hampton et al., 2010). Outsiders (usually agency 
nurses) are typically hired to work in rural and remote Indigenous communities due to a lack of 
investment in the on-reserve workforce (Wakerman et al., 2019). There is also high turnover among 
these workers because they may be comparatively under-remunerated and due to the sheer remoteness 
of the locations. This has significant effects on the quality of care delivered (Minore et al., 2005; 
Wakerman et al., 2019). It can also be said that limited services, while partially a function of remoteness, 
isolation, and small populations, is also largely the result of discriminatory policies and outright racism 
(Bourassa, 2018). Additionally, First Nation communities find themselves entangled in jurisdictional 
quagmires that often leave the communities underserved when the federal and provincial jurisdictions 
are not able to clearly define and outline their responsibilities. This creates a paralyzing effect for First 
Nations that need to access services (Bourassa, 2018; Jordan’s Principle Working Group, 2015; Kyoon-
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Achan et al., 2019). These factors taken together result in large health disparities (Benchimol et al., 
2018; Frohlich et al., 2006). 

Against this background and considering that the health of First Nation peoples continues to show 
worrying trends, we asked participants to envision and share what CBPHC would look like if they could 
design their own healthcare system to address current challenges or optimize successes. This article 
shares the responses of eight Manitoba First Nation communities. Following the aforementioned 
contextual factors affecting the health of First Nation communities in Manitoba and discussion of the 
concerns that informed this study, we briefly describe the method of engagement and discuss promising 
results for a healthcare system that could better serve First Nations in community-based contexts.  

Study Design 

Using a community-based participatory action research framework, all partners collaboratively designed 
and implemented the study. This method has been shown to support respectful research with 
Indigenous Peoples (see for example Boffa et al., 2011; Brunger & Wall, 2016; Flicker et al., 2015). 
Ethical practice goes beyond merely following the usual recommendations made by institutions; it 
requires engagement that is meaningful and useful for community partners (Brunger & Wall, 2016; 
Canadian Institutes of Health Research, 2010; Kyoon-Achan, Lavoie et al., 2018; Phillips-Beck et al., 
2019). First Nation communities and individuals participating in this study provided guidance and 
feedback at all stages of the study including questionnaire development, data collection, interpretation, 
analyses, and knowledge translation. We have published a more fulsome description of the methods (see 
Kyoon-Achan, Lavoie et al., 2018).  

Methods 

Partnership Formation 

 The First Nations Health and Social Secretariat of Manitoba (FNHSSM) and university-based 
researchers teamed up with eight Manitoba First Nation communities. These Nations were selected to 
represent all geographical locations in Manitoba of isolated (no road access), semi-isolated (with 
seasonal roads), and non-isolated (with road access) communities (Table 1). They also represent four 
of five First Nation languages in Manitoba: Dakota, Dene, Cree, and Ojibway. These partners had 
frequent in-person and teleconference meetings throughout the duration of the partnership (Phillips-
Beck et al., 2019). Each community was equally represented by a local research assistant (LRA) and 
health director.  

Ethics Approvals  

Ethics approvals were sought and obtained from the University of Manitoba Human Research Ethics 
Board (UM-REB) and the First Nations Health Information Research Governance Committee 
(HIRGC) at FNHSSM. The First Nation Chiefs of Manitoba mandated the HIRGC since 1998 to 
oversee research ethics processes on behalf of Manitoba First Nations. Following both approvals, 
consent letters in the form of Band Council Resolutions (BCR) were also obtained from respective 
communities, and consent forms were completed by individual respondents prior to conducting 
interviews.  
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Table 1. Characteristics of Participating Communities 
Community  Language  Size  Model of care Geography 

Community 1 Ojibway Medium Nursing station Southern isolated 

Community 2 Dakota Small Health centre South non-isolated 

Community 3 Cree Large Nursing station North semi-isolated 

Community 4 Ojibway Small Health centre South non-isolated 

Community 5 Cree Medium Health centre South non-isolated 

Community 6 Ojibway Medium Health centre South non-isolated 

Community 7 Cree Large Nursing station Northern non-isolated 

Community 8 Dene Small Nursing station Northern isolated 

Note. North and northern communities are those north of the 53rd parallel in Manitoba, while South and southern 
communities are located south of this parallel.  
 

Written Agreements  

Written agreements were signed between First Nation communities and researchers in keeping with 
HIRGC requirements including First Nations Ownership, Control, Access, and Possession (OCAPÒ) 
principles (First Nations Information Governance Centre, 2014). OCAPÒ and other principles are 
intended to regulate and guide research involving First Nations so that research is conducted 
respectfully and meaningfully for community partners. It is also imperative that research data becomes a 
tool to strengthen First Nation inherent rights to self-determination. Therefore, to promote 
“ownership,” “control,” and “access,” the FNHSSM acted as the “secretariat” for the study with all data 
management and analysis activities maintained at that location. Participating communities can access 
the data at any time upon request. To ensure “possession” and use, all data were made available to 
participating communities in various formats: reports, presentations, conferences, meetings, 
publications, and factsheets. They were free to utilize this information for healthcare planning, decision 
making, and policy development during the study and thereafter.  

Data Collection  

Purposive sampling targeted male and female community members, Elders, healthcare workers in the 
community, and health services users. Open-ended interviews adopted a decolonizing approach 
consistent with Indigenous methods in that they were semi-structured and storied, inviting respondents 
to engage with the subject matter freely and expansively (Baskin, 2005; Chilisa, 2012; Iseke, 2013). 
Interviews and post interview data validations were completed between April 2014 and December 2016. 
In total, 183 interviews were completed with individuals from eight communities. The research team 
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recruited and trained eight community-based LRAs to collect data in each community. Each LRA could 
translate questions and responses into the respective local language or English, as necessary, to 
accommodate Indigenous language speaking participants. A few respondents made comments in their 
own languages that were then translated by the LRA into English before transcription.  

Data Analysis  

All interviews were sent to a professional transcriber for verbatim transcription. Transcripts were then 
de-identified by removing any names and interview locations and sent back to communities for their 
information and for validation. Usually LRAs, health directors, and other individuals chosen by the 
community vetted the data to ensure accuracy of concepts and to confirm any words or meanings that 
had been conveyed in local languages had been correctly translated. Participating communities were also 
involved in the interpretation of data through community and regional workshops that continued into 
2018. LRAs continued to be available to review, translate, and explain terms, meanings, and contexts for 
increased clarity throughout the data analysis. Communities validating and essentially co-interpreting 
de-identified data to highlight key ideas in their data ensured accuracy and significantly reduced the 
“researcher effect” on the analysis (Miles & Huberman, 1994). Two university-based and two 
FNHSSM-based data analysts collaborated on the data analysis. However, one researcher who liaised 
between the university, FNHSSM, and all partnering communities (GKA) manually completed 
preliminary data analysis using an open coding system to identify key ideas and themes, then uploaded 
the data to NVivo 10 software for further coding. The results summarized below emerged from both the 
interview data as well as from interpretive discussions during community data validation and 
interpretation sessions. The quotes have been selected to represent themes emanating from all 
participating communities.  

Results 

The results include 10 key themes that emerged (Table 2), each presented according to its own merit 
and not in any particular order. There was no indication in the data that any one factor was more 
important or was preferred over others. Some of the themes could have direct impact on healthcare 
while others could have indirect impact on healthcare services. 

Some differences existed in the data between communities, reflecting unique circumstances such as size, 
model of care, and geographical location. For example, road-access communities highlighted the need 
for more vehicles to transport patients, while northern remote communities with nursing stations 
expressed the need for more nurses, larger health facilities, and community-based rather than transient 
staff who travel in and out of the communities. However, the focus of this article is to outline common 
factors that were important to all participating communities. Common factors impacting First Nations 
healthcare experiences drawn from individual community realities reveal the collective disempowerment 
of First Nations in the larger healthcare system. However, in order to highlight the specific context, the 
respondent’s community is indicated at the end of quotations.  
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Table 2. List of Themes and Potential Impact on CBPHC Services 
Direct impact on healthcare services Indirect impact on health services 

Integrated healthcare services Focus on prevention 

Larger health facilities Intersectoral collaboration 

First Nation control of resources Empowerment 

Medical transportation Youth engagement 

Permanent community-based staff Leadership 

 

 

Integrated Healthcare System  

Respondents want the “Western” or modern healthcare system to collaborate with traditional health 
knowledge in the spirit of cooperation to serve First Nation populations holistically.  

I would get two different options. One side would be traditional, one side would be 
[mainstream] medicine. So it will be both sides. If one person wants to take healing from both of 
them, they have that option. There’s [traditional] medicine men there that can do the quality 
work as a doctor but are not recognized in health authorities. They don’t have that paper saying 
I’m a doctor but traditionally they have that honor. So there will be options where people can go 
to. That’s a good health system. [Large northern semi-isolated community respondent] 

It is believed that an integrated healthcare system could expand options to patients and provide First 
Nation peoples the freedom to choose.  

We do offer the doctor or hospital type of stuff. But what about the traditional part of it? I’ve 
seen buildings where they have a specific room for smudging and for anybody who wanted to 
talk to somebody other than a mental health worker, somebody that would understand exactly 
where they’re coming from. [Southern non-isolated community respondent]  

We would need to adopt a program that would be able to provide funds to access these herbs 
and roots, because I’m sure some of them are located in out of the way places. This is what 
supports are needed to promote use of traditional medicine. It’s educating and it’s also funding 
the access to these traditional medicines. [Southern isolated community respondent] 

To enable a meaningfully integrated healthcare system, respondents want funding to support education 
about and access to traditional healthcare options so people can make educated choices when the need 
arises. 
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Focus on Prevention  

Respondents talked about the need to focus on prevention in First Nation communities as a way to 
protect and promote health rather than managing illnesses and diseases.  

We’re so focused on intervention right now, it’s really tough to focus on prevention models. If 
we could front-load our prevention models a lot more, then the better because that means we’re 
doing everything we can to provide tools and skills to address those health issues before they 
become life threatening. [Southern non-isolated community respondent] 

They envisioned robust prevention programs that would begin with community assessments to 
determine needs. 

Well, first of all you would have to do a thorough community assessment. And identifying those 
needs . . . to see what kind of needs we [as a community] have. You build your framework from 
there and then you designate how to build [based on] that framework and then you build. When 
you identify that that’s the priority in the community. [Northern semi-isolated community 
respondent] 

You definitely have to consult with the grassroots people first before starting anything and ask 
them and get their input on what they would like to see within a health centre, or the health 
system . . . Yeah, I'd definitely ask the grassroots people first and then work my way up that way. 
[Southern non-isolated community respondent] 

The identification of community needs would then be followed by long-term program planning. 

Rural First Nation communities, the emphasis of the care is generally on reactional medicine as 
opposed to preventative medicine, as opposed to upper stream programming. Time constraints 
limit us from being able to plan ahead with upper stream programming. [Southern isolated 
community respondent] 

Upstream programming would generate action in key areas respondents identified, including health 
promotion, community outreaches, education, and workshops in relevant areas. Some specific examples 
mentioned include dealing with root causes of addictions in the community; educating parents on the 
impact of videogames on children; health and safety concerns, notably unsafe roads in the communities; 
and preventing pollution of waters by encouraging garbage cleanup. It was also pointed out that poor 
living conditions due to poverty, overcrowding, and mold in homes negatively affect health. 
Respondents want First Nation communities to be made amply aware of these factors. 

Intersectoral Collaboration  

Respondents in all communities wanted health and social services operating in the community to be able 
to work together and share information, as necessary.  

 [There is a perception that community-based staff] can’t legally share information with their 
clients or with other [programs]. That creates a wall and that creates a barrier . . . That’s what we 
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need to address. If we really want to open these doors up to working with one another, we have 
to get over that confidentiality issue. One way I see us doing that is creating our own 
constitution as a community, creating our own law basically. An individual should be 
surrounded by all our support services, not an individual reaching out to our [various] support 
services. We need to flip that way of thinking around. But because of I’ll say, certain laws, we’re 
not allowed to do that. And our people are scared to breach those laws even though we as a 
community have a value of caring and they know that they can help a person by surrounding 
them with these different services. That's what's preventing us from really getting out there. 
[Southern non-isolated community respondent] 

Respondents also thought that bringing all services together would encourage collective program 
assessments in order to understand what is working and what areas may need improvements. 

We would have this wonderful nursing station where all the health resources people and their 
nurses are working together . . . all working together and were having meetings and we know 
what’s working and what’s not working. [Northern isolated community respondent] 

It was further suggested that resources can be pooled together as one way to encourage the various 
sectors collaborating. 

It’s up to the people to come together, all combine as one package. With everybody on the train, 
you got to combine with one another to see how you can make everything better. [Northern 
non-isolated community respondent] 

Larger Healthcare Facilities  

Respondents in larger communities wanted to have access to the same level of coordinated services 
available in non-First Nations communities. One larger community had described this as a hospital due 
to the fact that their relative size would warrant such a facility if they were not under federal jurisdiction. 
Some others called for a “healthcare centre” in their communities.  

Our population has grown in the last few years; we have enough people here to have a hospital. 
This place needs a hospital. I mean we've just got a tiny little nursing station there; you go there 
and like you go there in the morning, whatever, that place is jammed pack, right until it's time to 
go home, whatever time they quit working there. [Northern semi-isolated community 
respondent] 

The request for hospitals was associated with having larger facilities to accommodate the healthcare 
needs of growing population and to reduce overcrowding at the existing nursing stations. Respondents 
also thought that having a community-based hospital would reduce the current practice where patients 
leave their families and communities to travel into towns and cities for medical care. Many emphasized 
that difficulties currently being faced by commuting patients could be avoided especially if Elder patients 
do not have to leave their communities for care elsewhere. Examples were shared such as not having 
transportation to attend appointments and nonexistent or inadequate accommodations in towns and 
cities. 
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Respondents also said that having larger facilities will enable all healthcare services to be under the same 
roof or closer together and perhaps communicate better when needed. Making referrals would also be 
easier, and patients would possibly be more likely to follow through with their appointments. 

We’re all scattered. We’re not just in one building as health workers. The nursing station is over 
there, they are here and the [community health representative] are in a different area too. 
Sometimes they don’t know what’s going on. So if we all have one building that would be easier. 
[Northern semi-isolated community respondent] 

A “hospital” in the community, it was also believed, would have more equipment to serve the population 
such as a dialysis unit, X-ray machines, and other diagnostics.  

Well like I said, hospitals, more resources in the community instead of having to go out of the 
community for resources such as certain X-rays which would be done here if we had the 
resources. [Northern semi-isolated community respondent] 

All communities made requests to have community-based hospitals, as well as improved infrastructure 
with all equipment, amenities, and staff complement including physicians, dentists, pharmacists, etc. 

First Nations Control  

Some respondents said that having First Nations healthcare services under First Nations control and 
ownership would result in better services for the communities.  

The system now is kind of segregated, different entities, and establishing the one entity, First 
Nations controlled, has ownership, I think would provide better access and more would have a 
bigger effect on the overall community health of the people. [Northern semi-isolated 
community respondent]  

[Our] own health system, my idea is to pick our own people to run it, to give them the power, to 
empower them not to depend on the government. We run our own system, we make our own 
money to run our system, and our people to run healthcare, our nurses or doctors, counsellors, 
our Elders. They run the show and we are all under one building where everybody will be at. 
[Northern non-isolated community respondent] 

Yes, run by our own people so that way we know what’s going on. [Northern isolated 
community respondent] 

Communities said that they would be better able to determine and implement programs that are really 
needed rather than whatever is dictated by funding and funders. It was suggested, for example, that 
current nursing and health care aide programs should be tailored and laddered to make it easier for First 
Nations learners to achieve higher levels. In one respondent’s words, First Nations ownership would 
entail: 

Less interference from the [government], like right now really we’re simply an agent of the 
federal government, we administer their programs. We need access to resources which we [First 
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Nations] can control and be accountable for, but control as we see fit and I know that FNIHB 
[First Nations and Inuit Health Branch] would argue that we have that now, but yeah the 
programs are still all too narrow and not enough. [For example] there is no traditional food 
program, there’s no traditional land use program, those are all health-related issues helping 
people with mental health for example through traditional land use, there’s no programming like 
that. There’s no money to help people decolonize, there’s a therapist that comes in, but do they 
really know anything colonization and whatever? We need to actually . . . create that here. That 
should be a responsibility of the federal government, because it’s through the residential and day 
schools that all got taken away. [Southern isolated community respondent] 

First Nations control was seen as a beginning to decolonization through which communities would be at 
liberty to design and implement programs to meet the current and future health needs of the people. 
The respondent implied that CBPHC has been stymied by lack of committed resources by the federal 
and provincial governments. For example, federal funding to First Nations health has been frozen for 
two decades due to federal insistence on meeting provincial standards, which may not be realistically 
attainable at this time. However, one specific area of need that First Nations would prefer to 
immediately address is establishing personal care homes in the communities. Every participating 
community expressed a desire for “old folks’ homes” for Elders and sick people in the community.  

Empowerment  

Respondents recognize: 

First Nation communities are behind in our health services compared to what they are given in 
provincial or off-reserve facilities and our people are struggling but they are trying hard. 
[Southern, non-isolated community respondent] 

They thus imagined communities in which people would be empowered to take responsibility for their 
own health and have the options to make choices that lead to better health. 

I believe it lies with the community members themselves, taking responsibility of their own 
health, creating more independence for our community members because I do find a lot of them 
are dependent on our [health] services, which is great, but I would like to see more 
independence in their health and taking more part. [Southern non-isolated community 
respondent] 

The hard part is implementing the process and the important part is people. So people have to 
buy in to change, to improve. There’s always resistance to change. I think when I look at the 
community as a whole, the whole community organization, our government structure, I think 
we’re too familiar with the way things have been that we can’t think forward. We don’t think 
ahead or visualize how it could be. It looks like a lot of work for people and maybe the 
motivation, the morale is low. It’s keeping people stuck. And not only one person can make 
those changes. It’s got to be people, community who say, “Let’s get on board. Let’s help one 
another and support one another and make those changes for our community.” It involves 
people as a whole to make the community better and improve. [Northern isolated community 
respondent] 
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Respondents suggested that with the right supports, First Nation communities can assume increased 
responsibility for their health by implementing solutions that may be within or outside the current 
healthcare models currently available in communities. 

Youth Engagement  

Respondents advocated collaborations between health services and schools in First Nation 
communities. They maintained that this partnership could create joint activities to wrap around and 
strengthen supports for youth and solidify the health and social messaging to keep the young population 
healthy and living better lives. It was suggested that an investment in youth is an investment in the 
overall wellbeing of the community. One respondent expressed the sentiment as follows: 

I think we [health centre] need to have a better linkage with the school because they have 700 
kids at that school . . . we could give them more services, we could help because the kids are 
going to make or break our community. So we need to focus on the kids and on the youth and 
because they’re the ones that are going to take over this health centre one day . . . If the kids got 
healthier and more cultural, it would be such a positive thing in all areas. Not just the health like 
the whole community in general. [Southern non-isolated community respondent] 

Respondents said that youth living in First Nation communities need a place to be and activities to 
engage them. 

There is nothing for them to do other than what they do at home. And they have all this 
technology they’re using and they don’t go outdoors. We need stuff out here to get these kids 
involved. [Southern non-isolated community respondent] 

Getting children and youth into more activities so that they do not turn to drugs or alcohol at an 
early age. [Southern non-isolated respondent] 

Several more respondents expressed concerns about kids eating unhealthy diets and leading sedentary 
lives. Some therefore wanted fitness centres in all communities that do not currently have any. Some 
envisioned that the fitness centre would have activities for all age groups and would be affordable. 
Others mentioned having playgrounds and parks that are located in safe spots for children to play in. 

Medical Transportation 

Respondents envisioned having effective medical transportation. These would include community-
owned ambulances for use during emergencies, handicap vans for people with disabilities, and vans to 
transport people to and from medical appointments within and outside the community. It was said that 
some lives are lost, and other people miss medical appointments due to lack of transportation. 

We’d have our own ambulance. We’d have our own medevac. A quick way to get to our 
emergency situations. [Southern non-isolated community respondent] 
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And the ambulance and the handicap. We need handicap vans because a lot of our people here 
are going into wheelchairs and have difficulty accessing the hospital [and] clinics, so that’s what 
we would need out here. [Southern non-isolated community respondent] 

Respondents agreed that effective medical transportation would increase access to healthcare in general 
for people living in remote communities and for people who have become disabled due to other chronic 
health conditions. 

Community-Based Healthcare Leadership 

Respondents pointed out the importance of having strong leadership for all healthcare programs in the 
community.  

We have to have a health director that cares for this community, the people, young and old. We 
have to have a health director to make sure everybody’s at work on time and leaves on time, 
that’s what I mean by consistency. We have to have a health director who does not travel and 
leave this community every Friday and through the weekend. We need someone that stays 
within our community to oversee everything that is going on in that nursing station. [Southern 
isolated community respondent] 

Respondents want health directors that will be committed to the community, preferably reside in the 
communities that they work in and ensure that nursing stations, health centres, and all staff work 
diligently to serve the health needs of the communities. Some respondents also pointed out the need for 
leadership to maintain “open dialogue” so the community is encouraged to provide feedback on all 
health programs and suggestions for how those programs can be improved. 

It was important for people that leaders and programs in the community work together. 

The people that are in charge of things have to work together you know . . . share their ideas and 
share their problems and come up with better solutions. Like the doctor . . . when she’s here 
maybe she could come to those meetings and the nurse could be there . . . and the mental health 
worker could be there and maybe one person from the Chief and Council could be there, maybe 
the principal from the school could be there you know, maybe somebody from CFS [Child and 
Family Services] could be there you know. A close working relationship is good, with all the 
programs, all the facilities. That is how I would design something, people to work together more 
closely. [Southern isolated community respondent] 

Permanent Community-Based Staff  

Additionally, respondents envisioned having permanent doctors, nurses, and staff who will reside in the 
communities they work in, and who get to know their patients better. 

We have different doctors coming in now and then. We need to have a permanent doctor 
stationed here in the community, to know the people, their health, to know that person slowly. 
And the person, the people will know this doctor. I don’t even know who my doctor is now. I 
don’t know what his name or her name is. They keep changing these doctors on us as well as 
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these nurses. But we need full-time staff in this facility so everybody will know each other. We’ll 
know who the doctor is, we’ll know who the nurses are, and the nurses as well and the doctor as 
well will know us. But if they keep changing them, you know, it’s confusing. It’s like when you 
read a book and you got a little way and then you put that book aside and then for two weeks or a 
month, and you have to start over again to read from the beginning. It’s like that and that’s what 
I see here, it’s like, you know, we need fulltime staff, nurses and doctors. [Southern isolated 
community respondent] 

Respondents want doctors to know their patients in communities better and for patients get a chance to 
cultivate relationships with their doctors over time as well. Some also said that having full-time 
community-based staff will ensure that emergencies in the community will be better dealt with when 
they arise, and chances of delays or misdiagnosis may be reduced. 

Discussion 

The eight Manitoba First Nations who participated in this study have discussed current issues in 
CBPHC and provided a comprehensive vision of what they believe will make a significant difference in 
CBPHC. Themes include having integrated healthcare services that provide traditional health options, 
building larger health facilities, First Nation control of resources so as to determine and fund priority 
needs, readily available medical transportation, having permanent community-based staff to promote 
continuity of care, a focus on key prevention programs and activities that support wellbeing and health, 
encouraging inter-sectoral collaboration and knowledge sharing among programs in the community, 
empowering youth, as well as strengthening local leadership. It is noteworthy that the recommendations 
to transform the system made by respondents in this study may not be groundbreaking by themselves, 
but their collective impact could be. Manitoba First Nations are requesting services that are routinely 
enjoyed by the majority of Canadians who perhaps could not imagine living without those services. Each 
theme could have significant effects on health outcomes.  

An integrated health system could allow First Nation peoples to choose healthcare options that meet 
their health needs. Studies have indicated promising practices through successful integration attempts 
(Drost, 2019; Fijal & Beagan, 2019; Ho et al., 2006; Murdoch-Flowers et al., 2019). Within this system, 
access to and application of traditional healing protocols and ceremonies are provided within 
mainstream health facilities, cultural competency is an integral part of the healthcare environment, and 
dedicated funding is available to support the practice. Including sacred spaces and incorporating the 
Sweat Lodge as a traditional healing ceremony into the Alberta Health Services is a case in point, even 
though much work remains to be done (Drost, 2019). Another example is the inclusion of breathing 
techniques and traditional spirituality in a Kahnawake School Diabetes Prevention Project, which saw 
improvements in holistic health and wellbeing (Murdoch-Flowers et al., 2019). These practices do not 
merely target the body but also extend to support mental, emotional, and spiritual wellbeing. We know 
that First Nation people utilize traditional medicines and therapeutic practices (Colantonio & Rivers, 
2017; Drost, 2019; Lans, 2016; Royal Commission on Aboriginal Peoples, 1996). Studies also share 
instances of people combining traditional remedies with mainstream approaches (Cook, 2005; George 
et al., 2018; Zubek, 1994) and finding them useful for their health and wellbeing. An integrated system 
would however require specific financial and technical supports for initiatives such as medical 
transportation to attend traditional healing practices and activities as necessary, remuneration for 
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traditional medicine practitioners, and personnel to coordinate between traditional and allopathic 
medical care. An integrated system would also possibly require enhanced collaboration between 
traditional medicine people and practitioners of allopathic medicine (Redvers et al., 2019).  

Several respondents said they wanted “hospitals” in communities. Upon closer examination, it appears 
that many respondents envision larger healthcare facilities, better access to physicians, specialists, 
technicians, nurses, all necessary equipment, and resources for use in the communities. With increasing 
populations, some First Nation communities have outgrown their current healthcare facilities. 
Respondents want to replace the understaffed and underfunded nursing stations or health centres with 
larger and better resourced facilities to accommodate the rising needs in communities. The current 
reality is that First Nation communities operate models of care that draw heavily on nursing care and 
occasional physician visits. These models to do not support continuity of or quality of care (Standing 
Committee on Indigenous and Northern Affairs, 2018). Healthcare tends to fall in the hands of a few 
available workers, and it will become compromised and fragmented when these workers are overloaded, 
pressed for time, and poorly equipped, an observable occurrence in First Nation communities. First 
Nation communities suggest improving CBPHC by providing larger, better equipped healthcare 
facilities. This could make it easier for First Nation communities to attract and retain the services of 
healthcare workers, specialists, and physicians where possible. Larger facilities can also make room for 
better diagnostic equipment. This could improve diagnostics and enhances early disease detection 
which in turn may reduce death rates (Ball & Balogh, 2016). First Nation communities have decried the 
state of diagnostic equipment in their communities. Patients often travel long distances for diagnostic 
tests that could be conducted at healthcare facilities in the community if they were available. This 
problem could be eliminated by purchasing new or updating existing equipment and then hiring or 
training First Nation workers to fill those service positions in the community. 

Medical transportation services are a determinant of First Nation health and can significantly hamper or 
improve access to healthcare for First Nation patients (Davy et al., 2016). It is one of the health benefits 
that the federal government provides to First Nation communities according to the government’s own 
regulations (Government of Canada, 2018). Decision-making by First Nations concerning medical 
transportation is limited by policy rules and regulations. For example, provincial requirements state that 
a physician at receiving institutions must approve medical evacuations. This often delays emergency 
decision-making depending on whether a physician is available or deems the circumstance to be an 
emergency, despite not being physically present to make an assessment. Medical transportation is 
critical nonetheless, as some people living in First Nation communities would otherwise not be able to 
commute to a nursing station in the community, get to medical appointments in different towns and 
cities, or be evacuated in a medical emergency to get help in a timely manner. This situation is made 
worse when there are no publicly funded transportation systems available in communities and many 
First Nations do not have adequate emergency response services, do not own ambulance services, and 
often do not having physicians on site in communities to attend to medical emergencies. More so, 
increasing rates of chronic conditions, such as diabetes-related amputations in First Nation patients 
(Canadian Diabetes Association, 2016; Pelletier et al., 2012), is creating additional need for accessible 
transportation for people with disabilities to support access to ongoing care. Additional medical 
transportation in the form of vehicles, ambulances, and around the clock drivers will significantly 
improve access to care for First Nations living in remote communities. 
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First Nation communities have further highlighted the need to protect succeeding generations by 
occupying First Nation youth with activities to inspire better choices for their own health and, in so 
doing, improve the health of entire communities in the long term. Engaging youth in and of itself has 
been shown to curb social vices and create lasting change (Geldhof et al., 2013; Iwasaki & Hopper, 
2017; Suleiman et al. 2006). First Nations in this study recognize that youth are key allies in creating 
healthier futures for their communities and want them to be meaningfully engaged. This goal is being 
achieved in some cases through targeted First Nations youth engagement initiatives, or support such as 
the establishment of junior Chiefs and Councils to enhance leadership skills, or junior ranger programs 
available in some First Nation communities to promote land-based skills. These and similar activities are 
also avenues for health promotion and social awareness initiatives. 

It has previously been shown that First Nations control of healthcare services benefits communities and 
leads to better health outcomes (Lavoie et al., 2010). Positive health outcomes could therefore be 
amplified with increasing First Nation control over community-based healthcare systems, ensuring, for 
instance, that health programs are tailored to address specific community needs and priorities. The 
programs would be culturally relevant and possibly incorporate the languages of the populations that are 
served for easier and better communication. We already know that healthcare providers who understand 
the language, culture, and community context of their clients may build more trust which helps in 
providing quality care (Ventura & Rueter, 2018). The reverse can create feelings of distrust in patients 
(Webster, 2018). This problem can be eliminated by adequately supporting First Nation owned and 
controlled healthcare services predominated by First Nation professionals with broad understanding of 
the socio-cultural milieu. More so, with greater control over resources, First Nations can and do 
establish appropriate regulations and evaluation of healthcare services. 

Conclusion 

First Nations communities in Manitoba have provided a vision for better CBPHC. Stakeholders 
including governments, policy makers, health planners, and community-based leadership can develop 
implementation strategies with and within concerned First Nation communities. Themes from 
respondents’ views should be seen as interconnected in their ability to contribute to better CBPHC. It 
appears that self-determination is at the apex of respondents’ shared vision, and First Nation control of 
resources is a component, which would allow communities to direct funds to priorities such as larger 
buildings for nursing stations, for example, or additional infrastructure such as personal care homes and 
lodges for Elders and others requiring long-term care. First Nations self-determined healthcare could 
put greater emphasis on prevention programs. Local autonomy on healthcare planning and decision-
making could also allow for integrated healthcare systems with easier access to traditional options. Local 
control of medical transportation funding could also create easier and faster access to off-reserve care. In 
creating conditions and capacities to implement desired healthcare transformations over time, youth 
would be a key part of healthcare planning and would take the lead in addressing social determinants of 
health. This proximity to planning and decision-making may inspire youth entries into health 
professions and contribute to closing the gaps on permanent community-based workers when young 
people return to their communities to work. In general, however, a clear vision of optimal community-
based primary healthcare in First Nation communities has been articulated, which could help in 
prioritizing funding and resources to meet needs in priority areas. Ultimately, self-determination in 
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CBPHC is the goal, which could be achieved by supporting First Nation communities’ paths to 
improved health for current and future generations. 
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