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Abstract 

This community-based project was in partnership with the Tsartlip First Nation on the Saanich 

Peninsula. The goal of this study was to work with the Tsartlip community to glean and 

understand members’ perceptions and experiences about equitable and accessible primary care 

services in their community. This study followed an Indigenous methodology by valuing the 

relationships between the research, the participants, and the community. This inquiry also 

established results with, for, and by the community. The process included 10 one-on-one open-

ended conversational interviews and a talking circle. These conversations focused on people’s 

stories and experiences that highlighted positive and negative interactions when receiving 

primary care. From the stories and experiences collected, participants were able to identify what 

contributed to their negative interactions, how to remove the barriers, and how best to navigate a 

new way forward. 
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Chapter One: Background 

When I was 14 years old I had my first child. During my pregnancy, I did not receive 

maternal care because I was afraid they would judge me. After my daughter was born, I was 

filling out paperwork and I was asked to indicate if I identified as having Aboriginal ancestry. I 

am of mixed heritage; my father is Coast Salish and my mother is of mixed British and German 

descent. My eyes are brown, my skin is olive, and my hair was a mousy blonde brown. I am 

indistinct. 

As I sat in that room with my daughter, I decided not to tick that box, denying my 

Indigenous identity. At the naive age of 14, I was aware enough to know that by ticking that box 

the care I had been receiving would likely change, and I also knew that my new daughter and I 

would become another statistic upping the numbers of Indigenous teenage pregnancies. 

I tell this story because I must start by acknowledging the historical relationship and 

impacts of research, which has not been positive or of benefit to Indigenous people. It is 

important to note that throughout this paper I will commit to using the term Indigenous when 

referring to Indigenous people; however, I will use the term First Nation when referring to the 

community of Tsartlip and other terms when referencing other literature. Schnarch (2004) of the 

First Nations Centre National Aboriginal Health Organization highlighted the grievances of First 

Nations people regarding research. Due to the lengthy list, I will highlight just a few. Generally, 

First Nations people have been overresearched. First Nations data have been analyzed, 

interpreted, and reported by the government and researchers without the consent of First Nations 

people. First Nations people’s religious, spiritual, and cultural beliefs have been disrespected, 

publicized, and appropriated. Research on First Nations focused on problems without looking at 

the positive and often portrayed First Nations as poor, sick, dependent, violent, and child-like, 
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and, specific to health, First Nations people have been led to believe that in order to maintain 

their access to health services participation in research is necessary. 

Aligning with my lived experience, the historical relationship between Canada and 

Indigenous people has created a legacy of traumatization and mistrust in health care systems. In 

1876, the Indian Act was enacted within Canada. Among many things the Indian Act aimed to 

control Indigenous people’s lives and ways of being. Traditional healing practices were 

prohibited and Indigenous people’s identities and ability to control their health and healing was 

threatened. Beavis et al. (2015) argued that the health of Aboriginal Peoples in Canada has been 

powerfully shaped by these structures and attitudes and as a result colonization is regarded as an 

important social determinant of health. Furthermore, as a result of the socioeconomic and 

environmental factors that disadvantage Indigenous people, First Nations communities are 

among the most vulnerable in terms of poor health. Adelson (2005) pinpointed colonial impacts 

such as reserve systems, forced relocation of communities, removal of children into institutions 

such as residential schools, inadequate services within the reserves, racism towards Aboriginal 

people, and a continued lack of vision of how these indicators have led to illness in Indigenous 

peoples today (S47). 

Through reconciliation there is an acknowledgment that health care systems must pay 

attention to Indigenous people’s specific health needs, yet these commitments have not impacted 

care delivery, and it remains that Indigenous people do not access services close to the extent 

that would meet their health care needs. For instance, Marrone (2007) drew attention to the 

reality that Indigenous people have higher rates of chronic disease, including Type 2 diabetes 

and hypertension. Furthermore, Indigenous people also have a shorter life expectancy, increased 

morbidity rates, and higher rates of mental health and addictions (Marrone, 2007). In order to 
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improve health services and health outcomes, it is crucial that throughout the discussion those 

involved in the health care system understand that race and social marginalization have 

contributed to a higher need, but lower utilization of services (McMurray & Param, 2008). 

Although the leaders of the health care system may know the reality that health care availability 

has not led to the utilization of service, the issue cannot be solved without understanding “where 

the barriers exist to accessing health care, or where they impede members of the group from 

becoming sufficiently health literate to make empowered decisions for better health” (McMurray 

& Param, 2008, p. 167). In addition, there is an ongoing need to address and eliminate the racism 

and marginalization of Indigenous people within the health care system. Of most importance, 

health care leaders must not only recognize the legacy due to colonization but also acknowledge 

that current day health care structures, policies, and education are entrenched in colonial policies.  

The purpose of this project was to decolonize health care decisions and delivery through 

activating Tsartlip First Nation community members’ voices, experiences, and expertise. As 

primary care transforms and services begin to grow, all decision making must work with and for 

Indigenous people. As an attempt to reengage and empower people to reclaim their rights to their 

health and wellness, through this project, I invited Tsartlip members to be change agents and 

visionaries of a new way forward. 

Currently, in British Columbia, greater primary care systems changes are being addressed 

by the Ministry of Health through developing primary care networks (PCNs) and patient homes. 

Throughout the process of developing the proposals for the networks and subsequently through 

the implementation of the new centres, the Ministry of Health has mandated that Indigenous 

people must be engaged in these conversations. I sit on the steering committee and work closely 

with this group to represent an Indigenous perspective. My voice is but one of many, and I knew 
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that I could not represent the community without further investigating the needs, current barriers, 

and possible solutions, and, in my opinion, this required direct consultation and collaboration 

with the First Nation communities. McMurray and Param (2008) validated that the way to 

approach inclusive strategies to systems change means close engagement with an understanding 

that initiatives and strategies must emanate from the group rather than from external sources. If 

health care providers can genuinely engage in this way, then authentic relationships and 

partnerships between Indigenous people and the health systems are set up for success. This thesis 

followed these principles and worked closely with Tsartlip First Nation, involving the 

participants in defining the barriers and the solutions, and inquiry findings, conclusions, and 

recommendations that can inform primary care systems change and development. I hope that 

health care systems can remove barriers through intentional efforts so that Indigenous people can 

receive safe and equitable care and identify health care as a place that they belong. 

This movement is important to me because, as an Indigenous health care provider and 

manager, I directly face the legitimate concerns associated with access to care; I witness how 

clients experience retraumatization within the system, and I know that this results in reluctance 

by clients to access health care. This cycle continues to build barriers in health services that can 

result in health issues that then become crises or have traumatic endings. I am also directly 

affected by the frustrating task of advocating for change, and I witness how action and change 

are rare. Typically, these concerns hardly move past the stage of complaint. Consequently, as a 

student framing my research topic, I was in a position to address these concerns through a 

different channel. I was able to emphasize Indigenous people’ voices that have been 

exceptionally underrepresented and misunderstood and, therefore, required fierce advocacy and 
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louder voices. My position within the community has added strength and will allow me to 

leverage in advocating for changes that may arise from this inquiry. 

Organizational Context 

Tsartlip First Nations is a Coast Salish, First Nations community on the south end of 

Vancouver Island and located within the municipality of Central Saanich. Tsartlip is one of the 

largest First Nations communities in this area, with a membership of roughly 1,100 community 

members and approximately 750 who are living in the community (Government of British 

Columbia, n.d.). Tsartlip has an independent health centre that among many things provides 

primary health care services, such as a community health nurse, a nurse practitioner, and some 

family physicians on a part time basis. Tsartlip is located within a municipality with other family 

physicians, walk-in clinics, and pharmacies. In addition, a community hospital is located less 

than 10 km away. I believe that this context is important to note because Tsartlip is not a remote 

community and access is not a challenge necessarily because of distance. Therefore, other 

challenges are addressed. 

This project focused on Tsartlip First Nation; however, the topic of health care, 

accessibility, and systems changes affects many other First Nation communities and external 

stakeholders. Engaging external agencies was crucial to create broader dissemination of this 

information and influence change throughout the system. Therefore, it is important that I identify 

the list of possible stakeholders and partners including Tsartlip First Nation, the First Nations 

Health Authority (FNHA), Island Health, and the South Island Division of Family Practice. 

Tsartlip community members were the primary participants in this study. I informed the 

community of the project, and participants engaged throughout the collection of stories and data, 

providing recommendations on how to define primary care accessibility and improve service 
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delivery. The community leadership, including chief and council and the administrator, 

supported this initiative and knew the contribution this research would have on the health care 

delivery in the community as well as impact on how health care practitioners advocate for 

services externally. This project was a collaboration between the Tsartlip community and me to 

bring clarity around barriers, accessibility, and solutions to these issues, and can now hopefully 

be used to inform the health authorities, the Ministry of Health, and the primary care service 

deliverers to adequately understand barriers to care and how to create culturally safe and 

community-driven solutions. 

Systems Analysis of the Inquiry 

The intention of this systems analysis is to understand and locate this inquiry within the 

existing systems that are inherent to the issues addressed in this research project. Examining how 

the inquiry aligns with goals, values, and priorities of Tsartlip First Nation and stakeholder 

organizations will act as leverage toward growth and change. At the onset of this inquiry, I 

determined that creating a deeper understanding of how historical and present-day experiences 

has resulted in health inequities, barriers to care, and decreased accessibility would lead to an 

authentic commitment to change. Engaging with the community as a way to inform systems 

change will act to bridge between these communities and develop relationships and possibly 

relational accountability (Wilson, 2001). Therefore, locating the community at the centre of this 

project and as the primary stakeholder and partner was pertinent. The FNHA’s (n.d.-a) 

Declaration of Commitment on cultural safety and humility in health services reinforced the 

importance of implementing cultural safety at all levels of the health care system. As well, the 

College of Physicians and Surgeons of British Columbia (n.d.) argued for the need to include and 

involve First Nations and Indigenous people in “co-development of action strategies and in the 
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decision-making process with a commitment to reciprocal accountability” (para. 4), which 

reinforces the need for Indigenous research like this project that brings Indigenous people’s 

voices and strategies to the forefront. The FNHA’s (n.d.-a) Declaration of Commitment on safety 

and humility aligned with the strategy of this project—to work closely with the community and 

then share the community-driven input across all levels of health organizations. Working 

together would also include FNHA as the service delivery organization for Indigenous people in 

British Columbia (BC). 

I acknowledge the FNHA as the governing body of health care funds and programs. In 

partnership with all First Nation communities in BC, which includes Tsartlip First Nation, the 

FNHA (n.d.-c) is “responsible for planning, management, service delivery and funding of health 

programs” (Tripartite Framework section, para. 9). Therefore, I considered the FNHA as a 

stakeholder in this work because, when I began this process, I envisioned the results of this 

inquiry may be useful in planning, management, and delivery of primary care services on reserve 

with the possibly that this information may be disseminated more broadly throughout BC. The 

FNHA (2014) vision is “to transform the health and well-being of BC’s First Nations and 

Aboriginal people by dramatically changing healthcare for the better” (para. 9). Additionally, 

FNHA takes a firm stance on the need for cultural safety within health systems and explains that 

cultural safety can be practised by adopting a humble, self-reflective approach that positions 

practitioners as respectful and curious partners, rather than as figures of higher knowledge and 

authority. Also, FNHA affirmed health care systems that demonstrate cultural safety can work 

toward an environment that is free of racism and discrimination, one in which people feel safe 

when receiving and making decisions about their health care (FNHA, n.d.-b). Therefore, I 
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consider FNHA a valuable stakeholder and ally in the dissemination of the findings or directives 

as well as in the transformation of primary care service delivery. 

The Ministry of Health and the South Island Division of Family Practice are currently 

working to restructure the primary care services; this will include the implementation of new 

collaborative care centres that will act as patient homes. Tsartlip First Nation also works in 

collaboration with the Ministry of Health and Island Health to ensure the primary care needs to 

the community can be addressed within the community. Through this partnership, Tsartlip 

Health has acquired part-time nurse practitioner and general practitioner support. However, 

because community members have a choice on where to access services and in many cases 

access multiple clinics and physicians, it is essential that First Nations community members 

partner with the PCNs. This partnership will inform the development of these clinics and create 

practices and protocols that will embed cultural safety into practice to ensure that clients feel that 

they are accessible. It is for this reason that I considered the South Island Division of Family 

Practice, Island Health, and the Ministry of Health as stakeholders in this research. Through this 

inquiry process, I engaged the community in order to understand the barriers and needs. I will 

then use the inquiry results to raise awareness around these systems changes by capitalizing on 

the current momentum and urgency within the health system to restructure primary care services 

to a more sustainable, user- and physician-friendly structure. Moving forward, I hope to align 

wherever possible with people who seek to initiate change in this area of health services. 

For my thesis, my initial thought was to choose a partner within the health authority 

because I believed that the power and ability to implement change belonged to the health 

authority. I have evolved in my thinking around how I choose to approach research including 

what I see as power and leverage. Now, I believe that the most powerful and influential partner 
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that I can have is my community. I believe, in order to influence change, the change must be 

community driven and meaningful for the people who are affected by the barriers to adequate 

health care. Prior to this research inquiry, I had also assumed that the only importance in 

addressing equity in access was to inform external providers how they might change to ensure 

equitable access. However, through the response of the participants, I now realize that, 

additionally, community members can create systems of their own that are not reliant on external 

agencies but instead belong to them. I hope that my community will engage with their health and 

the health system differently; therefore, in my opinion, the most instrumental partners will be 

those who have driven the narrative and the outcomes. I am hopeful that engaging with the 

community has demonstrated that FNHA health care leaders are listening and learning from the 

community and the clients.  

Project Sponsor 

The project sponsor was the Tsartlip First Nations Administrator. The role of the 

administrator is to oversee the day-to-day operations of the community and the employees as 

well as direct access to the chief and council as a political body. However, after the data-

gathering phase of the inquiry and during the formation of my thesis document this position 

became vacant and temporarily filled by a community member who had participated in the 

inquiry. Therefore, I reached out to a council member. This council member holds the health 

portfolio for council. Therefore, he is responsible for supporting health programming. Paul also 

sits as the Coast Salish representative for the First Nations Health Council. This is the political 

organization associated with FNHA. Within this capacity, Paul has the ability to share this 

project externally. 
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I undertook this inquiry process in an effort to address the following inquiry question: 

What do Tsartlip First Nation community members say have been their experience of accessing 

primary health care services, and how will this contribute to improving accessibility to primary 

health care services on the Saanich Peninsula? I also explored the following subquestions: 

1. What do Tsartlip community members say is working well for them when accessing 

the primary health care services? 

2. What are some of the key challenges, problems, and/or barriers Tsartlip community 

members currently experience when accessing primary health care? 

3. What can be done to improve the level of access to primary health care for Tsartlip 

community members? 

4. What does effective accessibility to primary health care look like for Tsartlip 

community members? 

Thesis Overview 

In this chapter, I discussed the historical relationship between Indigenous people and the 

health care system. I demonstrated the significance of addressing health inequity and 

accessibility for Indigenous people and specifically Tsartlip community members. This chapter 

also provided the opportunity to describe the landscape of the organizational context and to 

analyze the systems involved in the inquiry. Chapter 2 examines the relevant literature and the 

current discourse around my inquiry topic. Chapter 3 describes the inquiry methodology, 

including the project participants, methods, project implementation, data analysis and validity, 

ethical requirements, and inquiry outputs. Chapter 4 presents the inquiry findings and 

conclusions and discusses the scope and limitations of the inquiry. Chapter 5 puts forward the 
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recommendations, organizational implications, and implications for future inquiry. I conclude 

the report with a thesis summary.  
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Chapter Two: Literature Review 

This chapter identifies and reviews research, related publications and studies that report 

on the factors that underpin the quality and access to primary care services in health. As a 

foundation to the subsequent conversation, I begin by exploring how cultural safety addresses the 

history of colonization within the Canadian health system and may be used to shift this 

framework. I then highlight the reality of health inequities Indigenous Peoples continue to face 

and how the colonizing structure of First Nation health systems has led to these health outcomes. 

I then highlight the importance of information and direction being driven by the individuals who 

are affected by the subject, which in the case of this inquiry included the community members 

and health workers in Tsartlip First Nations. I conclude the literature review by investigating 

health care accessibility from an Indigenous perspective. 

Cultural Safety 

Safety in health care is a core value. The health care system works to ensure a safe 

clinical environment, be it in clinical care provisions, physical environment, legal rights of 

patients, ethics related to patient choice, or equity and equality of care (Richardson & Williams, 

2007). However, research indicates that due to the risk for discrimination, racism, and judgment 

Indigenous Peoples are hesitant to access health care. For example, Richardson and Williams 

(2007) argued the poor uptake of health services and compliance among Māori people was due 

to the public health system being experienced as a culturally unsafe environment, and, because of 

this, all health professionals were required to complete cultural safety training. 

Colonization is recognized as an important determinant of health for Indigenous Peoples 

worldwide, and a process that underpins the creation and ongoing health inequities between 

Indigenous and non-Indigenous Peoples (Beavis et al., 2015; Jones et al., 2019). In Canada, 
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colonization was intentionally embedded into Indigenous norms, structures, and policies and 

used to dehumanize Indigenous Peoples. For instance, the Indian Act (1985) is federal legislation 

that attempted to eliminate the Indian identity through controlling the lives of Indigenous 

Peoples. This included the prohibition of traditional healing practices and ceremony (Beavis et 

al., 2015, p. 2). As Beavis et al. (2015) stated, “The health of Aboriginal Peoples in Canada is 

powerfully shaped by the structures and attitudes created throughout this history” (p. 2). In 

Canada, cultural safety is regarded as a practical and theoretical approach to improving health 

outcomes for Indigenous Peoples (Brascoupe & Waters, as cited in Hole et al., 2015). Initially, 

cultural safety aimed to address power relations and their impact on health disparities between 

Māori people and British colonizers, with the purpose of encouraging health care professionals to 

understand culture as context dependent and power laden. This was instilled in the system in 

order to ensure safe delivery and access to health services (Beavis et al., 2015). 

In the Canadian society, the health care system was structured on the needs and 

perspectives of the dominant white culture, in that the policies and practices intentionally 

disregarded the traditional ways of Indigenous Peoples from the health care system (Richmond 

& Cook, 2016). Today’s worldview on health equity, however, identifies and understands these 

practices to be racist and unjust (Beavis et al., 2015; World Health Organization & Commission 

on Social Determinants of Health, 2008). Therefore, as society shifts away from these harmful 

teachings and toward a decolonized health care system, health workers must become educated 

about their own level of privilege and critically examine as well as deconstruct the ongoing 

Western dominance, racism, and ethnocentrism that continues to underserve Indigenous Peoples 

health aspirations and needs today (Beavis et al., 2015; Jones et al., 2019). 
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Cultural safety often extends past the importance of learning about a specific culture or 

cultural practice, and instead calls on people's critical thinking and analysis about the power 

imbalances that exist in health care. Examining how power imbalances shape the current health 

care structure and, therefore, Indigenous Peoples’ experiences within the system is key to 

understanding the quality of health care provision. Cultural safety in practice involves thinking 

critically about how the system is built on a foundation of colonial public policy that has shaped 

Indigenous health care experiences. Furthermore, cultural safety requires health professionals to 

explore the role they play in either perpetuating harmful structures or how they enhance the 

health care relationship with Indigenous Peoples (Beavis et al., 2015; Jones et al., 2019; 

Richmond & Cook, 2016; Richardson & Williams, 2007). Additionally, health systems 

practitioners and professionals who fail to evaluate the role they play in the health access and 

outcomes for Indigenous Peoples, including their compliance to harmful systems, contribute to 

continued forced assimilation, inequity in care, and inaccessibility of services (Beavis et al., 

2015; Jones et al., 2019; Richardson & Williams, 2007). 

The literature I reviewed identified cultural safety as the responsibility of all health care 

practitioners, professors, and professionals, which requires examining and understanding 

structures, assumptions, and actions that create unsafe and inequitable environments (Anderson 

et al., 2003; Beavis et al., 2015; McGibbon, Mulaudzi, Didham, Barton, & Sochan, 2014). In 

order to facilitate critical thinking, there is a need for training in cultural safety and Indigenous 

health as a strategy to address the inequity of quality care for Indigenous Peoples (Freeman, 

Javanparast, Baum, Ziersch, & Mackean, 2017; Hole et al., 2015; Richardson & Williams, 

2007). The work of exploring and learning about cultural safety is the responsibility of everyone. 

Richardson and Williams (2004) explained that the term cultural safety was intentionally chosen 
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to emphasize the role of the consumer as an arbitrator, insisting that cultural safety can only be 

assessed by those receiving care. Similarly, Hole et al. (2015) agreed cultural safety involves 

localized education, action, and assessment that is defined and evaluated by those receiving the 

care. This involvement by Indigenous Peoples reorientates the balance of power, and fosters 

equity and self-determination for Indigenous Peoples. 

Implementing and shifting toward culturally safe practices must then involve Indigenous 

engagement, input, and perspectives (Hole et al., 2015; Jones et al., 2019). The health care 

system is shifting from a colonized system that reinforces assumptions that Indigenous Peoples 

are not worthy of respect, recognition, or equity toward a health care system that is inclusive, 

responsive, and respectful (Richmond & Cook, 2016; Wilson & Neville, 2014). The process of 

privileging Indigenous Peoples’ voices, destabilizing power imbalances in health care, and 

creating a more equitable delivery of health care services has supported a more inclusive health 

care ideology, in theory. However, changing the entrenched colonial health care systems and 

building Indigenous Peoples’ confidence that this system is inclusive and safe will be a process. 

Health Equity 

According to Adelson (2005), health disparities have been defined as the relative 

disproportionate burden of disease on a specific population, whereas health inequities are the 

underlying causes of the health disparities. In Canada, a number of heath scholars agreed that 

there is inequity in the delivery of health care (Beavis et al., 2015; Freeman et al., 2017; Hole et 

al., 2015; Jones et al., 2019; Richardson & Williams, 2007; Richmond & Cook, 2016; Wilson & 

Neville, 2014); however, the ongoing levels of health inequity exist because of the entrenched 

historical relationship between Canada and Indigenous Peoples. Jones et al. (2019) argued, 

“Health disparities between Indigenous and non-Indigenous populations are ubiquitous and 
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pervasive and recognized as being unfair, avoidable, and remediable” (p. 512). The authors 

additionally determined that these inequities exist due to the breach of Indigenous People’s 

rights, including the right to health care (Jones et al., 2019). Seemingly new forms of 

colonization couched in neoliberal policies provide further examples of ongoing efforts to 

perpetuate health inequity and maintain status quo. For example, the Indian Act of 1876 shaped 

the “public purview of the Aboriginal population as a ‘sick and defenseless’ burden to Canadian 

society” (Richmond & Cook, 2016, Background section, para. 2), and that Aboriginal People’s 

ways of living were inferior, unequal, and uncivilized, which colonizers viewed as a major 

burden on public health services. Furthermore, many researchers and Indigenous Peoples 

identified the collective and intergenerational exposure to forced assimilation and systemic 

discrimination as significant root causes of poor health outcomes for Indigenous Peoples 

(Kirmayer, Brass, Holton, Paul, Simpson & Tait, 2007; Richmond & Cook, 2016). 

Levels of health inequities for Indigenous Peoples were created with a blatant disregard 

for their distinct ways of knowing and doing. Although the colonizing and racializing discourse 

in Canada continues to construct negative perceptions and experiences within the healthcare 

system for Indigenous Peoples, there is a call for the health care system to be culturally 

competent, inclusive, and safe (Anderson et al., 2009; Freeman et al., 2018; Richmond & Cook, 

2016). In addition, scholars have argued that the failure to understand the unique needs of 

Indigenous Peoples can create further reluctance to visit mainstream health services due to fear 

of further discrimination (Jacklin & Warry, 2011; Kirmayer et al., 2007; Marrone, 2007; 

Richardson & Williams, 2007; Richmond & Cook, 2016). Seemingly, when a system is not 

structured to address health and wellness from an Indigenous perspective, it tends to be a 

contributing factor that directly impacts the poor health status of Indigenous Peoples (Brown, 
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McPherson, Peterson, Newman, & Cranmer, 2012; Hole et al., 2015; Richardson & Williams, 

2007). For example, Marrone (2007) highlighted the fact the Indigenous Peoples have higher 

rates of chronic disease including type 2 diabetes and hypertension, shorter life expectancy, 

increased morbidity rates, as well as higher rates of mental health and addictions, typically due to 

intergenerational trauma based on the legacy of colonization. Marrone (2007) also brought 

attention to the suicide rates of Indigenous men, which are 25 times higher than the general 

population, yet the very perception of racial discrimination precipitates depression; this is a 

critical concern because self-reported racism also precedes adverse health outcomes (Hunter & 

Harvery, as cited in Marrone, 2007). It is important to highlight anticipated and perceived racism 

as detrimental to health care access and outcomes and acknowledge these concerns as valid 

based on the lived experiences of systemic racism. 

The research I reviewed demonstrated, despite the high need for quality health care 

services, there remains a low utilization by Indigenous Peoples to health care services (Adelson, 

2005; Browne et al., 2012; Hole et al., 2015; Jacklin & Warry, 2011; Marrone, 2007). Health 

care scholarship suggests that race and social marginalization emerge as two key factors that 

negatively affect the level of frequency to a health care provider (Adelson, 2005; Browne et al., 

2012; Eggington, 2012; Hole et al., 2015; Jones et al., 2019; Marrone, 2007; Richmond & Cook, 

2016). Similarly, the absence of Canadian public health policy that supports Indigenous health 

and wellness approaches, and includes Indigenous community engagement is likely to perpetuate 

ongoing health inequities (Browne et al., 2012; Freeman et al., 2018; Richmond & Cook, 2016). 

More recently, privileging Indigenous People’s voices, worldviews, and ways of knowing 

will help to decentre colonial norms and values, and rightfully place the power of Indigenous 

health and wellness back into the hands of Indigenous Peoples and their communities (Jacklin & 
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Warry, 2011; Jones et al., 2019). It is, therefore, important to listen to the needs of Indigenous 

communities regarding how improving the quality of access will assist in gaining a better 

understanding of what inclusive, safe, equitable, and accessible services look like. Ideally, if the 

community can drive decisions regarding the structure of health services, then I am hopeful that 

they will also gain a greater sense of ownership, autonomy, and control over these services. 

Self-Determination 

In this section, I examine the role of self-determination and how it increases Indigenous 

Peoples’ engagement with primary care services. As mentioned in the analysis of health care 

inequities, health care structures and policies have been constructed on Western and colonial 

values therefore not accounting for Indigenous health and wellness epistemologies (Adelson, 

2005; Browne et al., 2012; Eggington, 2012; Hole et al., 2015; Jacklin & Warry, 2011). These 

systems have not only created a level of mistrust between Indigenous Peoples and primary health 

care services but have also led to Indigenous Peoples feeling unsafe about accessing primary 

health care services. Therefore, in order for Indigenous Peoples to identify which primary health 

services are safe, health care practitioners and administrators must decolonize how they provide 

care and their own practices. Auger, Howell, and Gomes (2016) described self-determination as 

the individual and collective right over health, education, and economic systems; as such, it can 

shape health care experiences and health outcomes for Indigenous peoples. This may be 

achievable by acknowledging Indigenous voices and embedding Indigenous-driven approaches 

and initiatives within the structure of current primary care services. Schnarch (2004) analyzed 

the application of self-determination and the principles of ownership, control, access, and 

possession (OCAP) to research and found when Indigenous Peoples engage collectively in 

research that draws out community capacity and honours OCAP the health outcomes for 
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Indigenous Peoples and their communities is more impactful. The process of incorporating a 

self-determining approach sees Indigenous Peoples as the drivers of change and non-Indigenous 

Peoples as partners working as allies in the process. This process requires a shift of power and 

control whereby Indigenous Peoples are making health decisions based on what is in the best 

interests of the collective, and their communities. 

As primary health care systems change, there is, now more than ever, an opportunity for 

dialogue around how to provide services in a way that will meet the needs of clients. Such an 

inquiry must address how the current health systems operate effectively as well as how these 

structures can also create barriers to accessing necessary health care in a timely manner. 

Therefore, in order to address these barriers and make the appropriate changes, leaders of the 

health care system must understand that improved health outcomes will be driven by the group 

most affected (McMurray & Param, 2008, p. 167), which in the case of this inquiry was the 

Tsartlip First Nations community. 

The act of Indigenous Peoples self-determining what is in their best interests becomes 

tricky because it will often occur within a system that continues to maintain values, practices, 

and principles that support the colonial health care discourse (Corntassel, 2012). For example, 

racism continues to be practised within the health care system through health professionals who 

regard health inequities as inherent to a particular culture or population rather than noticing who 

is being marginalized and the conditions by which marginalizing continues uninterrupted 

(Browne et al., 2012). Therefore, implementing self-determination is difficult, as there is much 

work to do regarding antiracism and cultural safety in health care. However, if health care 

leaders and administrators can begin to adapt the health system to meet the needs of Indigenous 
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Peoples, then the goal of increased accessibility and empowering Indigenous Peoples to take 

greater responsibility for their health becomes more achievable. 

Accessibility 

The concept of access is vital in health research because research has shaped health 

policies and service delivery and will continue to do so. Access may refer to the entry in and out 

of the health care system, or it can be defined by characterizing the factors that influence entry or 

use (Penchansky & Thomas, 1981). Authors Levesque, Harris, and Russell (2013) regarded 

access as central to the performance of the health care system. These authors agreed that defining 

access remains complex to explain and conceptualize, yet offered that within health care, leaders 

and practitioners consider accessibility as access to a service, a provider, or an institution, thus 

characterized by the opportunity or ease with which consumers or communities can use 

appropriate services in proportion to their needs (Levesque et al., 2013). Within the literature, 

Indigenous Peoples have been found to not access services in proportion to their needs, as can be 

seen by the high rates of chronic disease and mental illness and morbidity (Brown et al., 2012; 

Hole et al., 2015; Kirmayer et al., 2007; Marrone, 2007; Richardson & Williams, 2007; 

Richmond & Cook, 2016). Therefore, if the existing efforts toward accessibility have not made a 

remarkable difference, then involving Indigenous Peoples in the conversation is perhaps more 

likely to provide the answer practitioners and administrators seek. At the onset of this inquiry, I 

assumed the community could describe how increased accessibility could meet their needs and 

that the outcomes of this inquiry would assist in understanding what barriers continue to exist 

that influence the decision to access services and then gain community-driven ideas on how the 

system can change to respond to the needs. 
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Authors Oosterveer and Kue Young (2015) used “the timely use of personal health 

services to achieve the best possible outcomes” (Millman, as cited in Oosterveer & Kue Young, 

2015, p. 2) as their working definition of accessibility in their research of primary care 

accessibility for Indigenous communities in Northern Canada. Similarly, the current study 

focused on the hope of improved health outcomes for Indigenous Peoples with improved access. 

With a greater understanding of challenges and barriers to access, health care leaders and 

practitioners can also focus on developing effective interventions to increase accessibility as well 

as improve the quality of health care (Oosterveer & Kue Young, 2015). Oosterveer and Kue 

Young’s (2015) study demonstrates that Indigenous Peoples do face similar struggles; however, 

Tsartlip is an urban community with many choices, and perhaps does not face the same 

challenges when compared with Indigenous Peoples who live in the remote northern regions of 

Canada. Therefore, perhaps understanding Tsartlip’s struggle with accessibility will have some 

similarities to the literature reviewed but may well yield responses and interventions unique to 

this area while highlighting some relevant concerns about the systemic and structural barriers 

that continue to affect this community. 

Interestingly, terms used in the health literature related to “access,” “equity,” and “self-

determination” were inextricably linked to self-governance in health. There is also a well-agreed-

upon understanding that Indigenous Canadians’ historical relationship of colonization and 

oppression has led to the current state of health inequity and reluctance to engage in health 

services and that an effective way forward is to mobilize, reclaim, and reposition the Indigenous 

voices, knowledge, and analyses within current health discourse (Anderson et al., 2019; Browne 

et al., 2011; Kirmayer et al., 2007; McMurray & Param, 2008; Oosterveer & Kue Young, 2015).  
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Chapter Summary 

This literature review explored the history of colonization within the Canadian health 

system and how cultural safety training has been the mechanism used to create change. By 

comparing and contrasting the literature, it was clear that the current health discourse suggests 

that the negative impacts associated with colonization and discrimination continue to be barriers 

for Indigenous Peoples accessing public primary health care services. Similarly, social and 

cultural biases in the current health systems have led to inequitable health outcomes for 

Indigenous Peoples. This review also highlighted the importance of Indigenous People’s being 

able to reclaim their levels of self-determination and how this will undoubtedly lead to positive 

health changes. I concluded the literature review by investigating health care accessibility from 

an Indigenous perspective. I believe that understanding the Indigenous epistemologies and 

rooting my research in Indigenous ways of knowing is critical in the goal of creating meaningful 

change. In Chapter 3, I therefore explore Indigenous methodologies and the importance of 

relational inquiry in this study.  
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Chapter Three: Methodology 

I have worked in Tsartlip for 9 years. I have been the nurse advocating for the rights of 

my community members. I have built trust and fostered relationships. Therefore, designing a 

research project was a complicated process for me, as I had a critical awareness of the harmful 

history of research on my community. However, this inquiry was a prerequisite for graduation, 

and, through this process, I have felt immense pressure to choose the least harmful process of 

community research. 

My topic involved a strong focus on decolonizing health care and decision making. My 

intention has always been to build relationships and empower the community. I now understand 

the influence research can have on policies and practices that impact Indigenous communities, 

which is typically done using Western methodologies. However, methodologies can influence 

the outcomes and improve relevance in policy and practice within the Indigenous context 

(Kovach, 2009). For this reason, I made an ethically and morally informed decision to not work 

within the constructs of Western research. Given that my purpose was to arrive at outcomes that 

empower the community and decolonize health decisions, I designed the inquiry process in 

alignment with how we know what we know as Indigenous Peoples. Indeed, the work by Chilisa 

(2011), Kovach (2009), and Wilson (2001), who value centring the research methodology and 

methods around building culturally inclusive relationships with Indigenous Peoples, was 

considered the most relevant and appropriate for this study. 

Additionally, Wilson (2001) explained Indigenous methodologies as taking relational 

accountability, shifting research questions toward considering what researchers’ obligations are 

in the research relationship with Indigenous Peoples, and how researchers fulfill their role within 

this relationship (p. 177). Immediately, I aligned with this approach, and, although it did not feel 
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new to me in practice, it did seem new in terms of how I needed to approach the research. In 

Western research, validity and reliability relate to the ethical considerations of how we conduct 

the research, and why (Kovach, 2009). In contrast, the relational practice of Indigenous research 

has the researcher answering to all his or her relations (Wilson, 2001) and also respects the many 

ways of knowing. The concepts that underpin this approach were also consistent with my focus 

on highlighting the voices of Indigenous Peoples who are reported as experiencing the greatest 

levels of health inequity. Therefore, applying Indigenous approaches to the study provided the 

space for the community to better assess the validity, benefit, and reliability of the research, 

rather than seek validation of the research results from external agencies. Furthermore, I sought 

allies who would respect the research outcomes and initiatives that were formed through 

Indigenous research frameworks on their own terms (Kovach, 2009). 

By following this axiology and framework throughout my inquiry process, I will continue 

to reference these values throughout this chapter. In this regard, Wilson’s (2001) teachings of 

relational accountability helped me to understand the visceral feeling I have toward advocating 

for Indigenous Peoples. Indeed, the concept of relational accountability also extends past 

research, and is a philosophy of how I conduct myself in my world. Working with and alongside 

Indigenous Peoples I connect with daily, asks me to reflect on what my responsibility is within 

these relationships and to continue to work toward building a more socially just health system for 

Indigenous Peoples, and our communities. 

Similarly, Kovach (2009) includes Indigenous approaches to increase awareness of 

Indigenous inquiry as well as to help decolonize our minds and to address current power 

imbalances in health research and, therefore, health service delivery. In addition, there is a need 

for research that employs a range of methodological approaches determined by the needs of the 
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particular Indigenous community (Kovach, 2009). Developing a research relationship requires a 

deeper understanding and respect for the cultural context of the information that is shared. The 

importance of solutions that are rooted in the needs of the Tsartlip community members and the 

community is critical to this process of how we come to know what needs to change, and how. 

This level of trust and confidence from within the community to participate in the study was only 

possible based on the rapport and relationships I had built up over my time living and working in 

this community.  

Chilisa (2011) made reference to the four Rs: (a) relational accountability—all parts of 

the research process are related and, therefore, the research is accountable to all relationships; 

(b) respectful representation—how researchers listen, pay attention, acknowledge, and create 

spaces for the voices and knowledges systems; (c) reciprocal appropriation was an 

acknowledgment that research is appropriation of knowledge and research benefits must accrue 

not only for the researcher but also the community being researched; and, finally, (d) rights and 

regulations, which address the expectation that ethical protocols are in place to ensure that the 

colonized and/or marginalized maintain ownership of the research process and the knowledge 

produced. Tsartlip as an organization does not have an ethical review or protocol; therefore, the 

duty to ensure that I upheld my obligation required a high moral standard and personal values. I 

displayed this by consistently checking in with my partner and debriefing with my inquiry team 

member with reflections and next steps. The participants in the study were informed throughout 

the process. As the researcher, I was honest and transparent about the plan with the research, 

how I would benefit from the research, and how I planned on giving the research back to 

community through directing further primary care integration, program development and 

delivery, and advocacy within external agencies. 
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Project Participants 

My research involved Tsartlip community members who are Indigenous adults over the 

age of 18. For this study, I employed a purposive sampling technique to be sure that the results 

included a wide range of experiences. The interview sample selection was intended to involve 

many diverse sections of adult populations. Therefore, in order to be inclusive of all adult 

community members, I put out a call to the community to join the study through the newsletter 

and community programs. The letter is attached as Appendix A. I anticipated that as participants 

were identified I would be able to fulfill all sample populations. Although many of the 

participants were made aware of the study through the community engagement, I initiated 

sample selection invitation myself. Etikan, Musa, and Alkassim (2016) described purposive 

sampling as the deliberate choice of participants based on the qualities they possess. I was 

specific about involving participants who could add a wide range of feedback and information 

based on their experiences. For this sampling, I aimed to include perspectives from two 

participants in each category who (a) were adult caregivers of their elderly parents, (b) parents of 

young families, (c) elders (over the age of 65), (d) adults between ages of 18 and 65 years, (e) 

individuals working in the health sector, and (f) individuals with multiple chronic health 

concerns. As part of my roles within Tsartlip Health and because I am a community member, I 

have an understanding of who may fit these criteria, their willingness to participate, and their 

comfort level with being approached. I had previously connected with many of the participants 

in a casual way to explain the project, answer questions, and provide encouragement. I always 

provided space and time for them to consider if they were interested, and I followed up with each 

of them as needed. As I began interviewing participants whom I would initially identify as fitting 

one of these criteria, it was clear that all participants’ experiences included involvement with 
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many areas. For instance, the elders involved also experienced chronic health concerns, many 

people had also worked within a health field at one time, and a number of the participants were 

caregivers to family members. I believe that this contributed to a diverse and well-informed 

sample selection, and due to this and difficulty in recruitment and time pressures, I chose to 

involve 10 participants. 

Methods 

In regards to the methods, I considered Kovach (2010), who recommended that 

researchers ensure that their methods are congruent with an Indigenous worldview. Furthermore, 

Kovach (2010) clarified, if an Indigenous paradigm is chosen, then the “methods chosen should 

make sense from an Indigenous knowledge perspective” (p. 41). On the other hand, Wilson 

(2008) used the term strategies for inquiry, which allows for change and adaption along the way 

if need be (p. 40). Therefore, in choosing my methods of engagement I reflected on the needs of 

the group and the participants. I chose two conversational methods, conversational one-on-one 

interviews and a talking circle, because they aligned best with an Indigenous relational 

methodology. These methods also reflect and align with Tsartlip’s distinct knowledge system of 

creating new knowledge as a collective and in community. Kovach (2010) stated the act of 

gathering information through storytelling and the practice of engaging in dialogic sharing of 

stories as deeply relational and, therefore, aligned with Indigenous worldview and ways of 

knowing. Additionally, I followed the interest of the community, and I understood that there 

would be community members who would not feel comfortable within a talking circle and 

instead would engage easily one-on-one; however, I anticipated others would feel comfortable 

within a talking circle, as it coincides with the Indigenous epistemological importance of 

relationships (Wilson, 2001).  
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One-on-one interviews. Wilson (2001) defined interviews as focused discussions that 

allow the researcher to engage in open-ended dialogue as a way to gather information directly 

expressed by the participant (p. 41). In this Indigenous research, which I had intended to be 

driven by the community, it was important that their voices were significantly represented. 

Kovach (2009) described the unstructured interview as a method that allows participants to share 

their experiences on their terms and, therefore, effectively gives power back to the participants 

(“Decolonizing Perspectives,” para. 10). The one-on-one interview is an effective method in 

alignment with Indigenous methodology because, as Chalisa (2011) noted, it allows for the 

development of relationships with one another and open dialogue.  

Talking circle. As a second conversational method I chose a talking circle. Chalisa 

(2011) explained that a talking circle symbolizes and encourages sharing of ideas, togetherness, 

and respect and equality of all members (p. 213). My intention of using a talking circle after the 

one-on-one interviews was to provide an opportunity to convey information to the group and 

construct collective decisions (Struthers, Schanche Hodge, Geishirt-Cantrell, & De Cora, 2003). 

I felt it was important to provide this opportunity for Tsartlip community members to come 

together and attempt to build relationships and understanding within the group and community. 

To share commonality and strengthen the collective voice. 

Project Implementation 

Before the development of this thesis project, I approached my organization and sponsor 

to understand their appetite and comfort level with a research project focusing on primary care. 

Throughout the process of development and implementation, my project sponsor encouraged and 

supported the direction of this work. However, the administrator confirmed that Tsartlip First 
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Nations does not have a policy that requires an ethics review or approval. Therefore, the process 

of the consent of the organization was more informal. 

To gain a greater understanding of the methods of inquiry that the community would be 

comfortable with, I engaged with the community to share my ideas and research topic. These 

interactions were an opportunity to share my intentions with the research, and to achieve 

agreement from the community for the study.  

I also informed the community of this project through a community newsletter (Appendix 

A) and verbal conversations during the health programs. This process of informing the 

community began 2 weeks before my first interview. 

As community members began to show interest, I offered opportunities for one-on-one 

interviews. As a health care provider, I understand that conversations and stories surrounding 

health care experiences are confidential unless participants decided to share them. Therefore, 

community members initially participated in conversational one-on-one interviews, with me as 

the interviewer. 

I organized interviews with the participants. Participants identified a safe space for 

meeting and a time that worked best for them. One interview took place in the participant’s 

home; however, the remaining nine interviews were held at the Tsartlip Health Centre in my 

office. This is a space where many people come to talk and, therefore, it afforded a certain level 

of confidentiality about the conversation topic. With the consent of the participants, I recorded 

all interviews, which allowed for a more free-flowing conversation. At the beginning of each 

interview, I reviewed the written consent forms, which all participants signed. I had developed a 

script before the inquiry (see Appendix B), and I closely adhered to this throughout the interview 

process, including explaining the inquiry and obtaining consent. It was crucial to me that I was 
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able to maintain a positive rapport throughout the process. This enabled me to undertake the 

interview process in a less structured and conversational manner. 

Once data collection and transcription occurred, I reflected the themes and 

recommendations back to participants as a group in a talking circle, as these methods are 

acceptable with Indigenous communities and will continue to bring people together and 

strengthen relationships and trust (Wilson, 2008). The talking circle intends to create a 

supportive space to share reactions and come to a group consensus and identify problems and 

derive solutions (Rothe et al., 2009; see Appendix C for the talking circle information and 

consent form). However, I respected the readiness of the group to be working intimately and 

developed a document for distribution for participants who were uninterested in attending the 

talking circle (see Appendix D). The sample group for the talking circle was exclusive to the 

participants from the one-on-one interviews. 

I then followed-up the one-on-one interviews with a talking circle. I also made it clear, 

however, that this was not mandatory and that I could follow up with results and 

recommendations through a report or another one-on-one meeting. The talking circle consisted 

of four of 10 participants, and I found this to be sufficient, due to the fact that this was the 

individual participant’s choice on how to provide feedback. I developed a talking circle script 

(see Appendix D), which I used as an outline prior to beginning the talking circle. Although not 

all participants attended the talking circle, they were all able to provide feedback either through 

the circle or via follow-up conversations. During this time, I was able to reflect on my 

experiences with the one-on-one interviews and the themes and recommendations I had derived 

from these. Participants agreed with the themes and results, and the talking circle was an 

opportunity to reflect on the process and the topics. The talking circle offered me an opportunity 
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to member check the results of the study. Although there was little to no new information that 

surfaced through the talking circle, I validated through member checking by recapping the data 

that I had come to the talking circle to share and reflecting the conversation throughout the 

talking circle to ensure I had captured participants’ thoughts. 

Finally, as a concluding step, I presented the project process and findings to my sponsor 

organization leadership, Chief, and Council. This was to ensure that all findings and conclusions 

were shared with the organization and recommendations formulated through the inquiry process 

were agreed upon by the member organization. This was also an opportunity for the Chief and 

Council to provide additional recommendations or ask any questions. 

Data Analysis and Validity 

At the beginning of this thesis, I shared a story about an experience that I have had with 

the health care system. Kovach (2009) stated, in qualitative research, the researcher is not a 

neutral instrument of the research process: 

In co-creating knowledge, sharing story is not only a means for hearing another’s 

narrative, but it also invites reflexivity into research. Through reflexive story, there is an 

opportunity to express the researcher’s inward knowing. Sharing one’s own story is an 

aspect of co-constructing knowledge from an Indigenous perspective. (Chapter 5, Story 

and Inquiry section, para. 6) 

However, in regard to the analysis and validity of the research, it is essential to 

acknowledge that, as a First Nations woman and as a health care provider, I witness the daily 

struggles of my community members in health care. Kovach (2009) noted that evidence of self-

reflexivity is an acknowledgment by the researcher that his or her subjectivity may influence the 

findings, and Creswell (as cited in Kovach, 2009) reflecting a Western paradigm situated 
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reflexivity as an indicator for validity that requires the researcher to clarify bias and 

transparency. 

I acknowledge that my lived experience has informed the areas of focus within my 

profession and directed my areas of study. The experiences of those around me have deepened 

my passion for health advocacy and change. The inward knowing of what might be real or right 

is present in my decision making and thesis direction; therefore, I situate my results in the 

possibility that I am impacted and impassioned by this topic. 

However, most importantly, throughout this process, it was important for me to do 

research in a good way and to answer to my relations (Wilson, 2001). I believe that connecting 

and sharing my experiences did not influence the analysis and validity but rather deepened the 

relationship between the participants, the topic, and myself. I admit that when it came to 

analyzing the data, I struggled, knowing that I could not claim a lack of bias toward what I heard 

and the stories the participants shared. 

Initially, because of this, I believed that the only way to be reduce my own level of bias 

was to use a computer software package that collated and managed the data as a way to remove 

myself from the research. Although this may have been an easy way for me to distance myself 

from my research and ensure that I was removed, it would also work against Indigenous 

methodologies. Returning to the literature by Wilson (2001) and Kovach (2009) reminded me of 

the need to reflect on where I stand in regard to the research, examine my role as the researcher, 

question if I have fulfilled my obligations, and determine if my choices have built respectful 

relationships. This reflection forced me to situate myself back into the research, and the analysis. 

The analysis of the data began as soon as I undertook the interviewing process. When I 

reviewed the recorded conversation and read the transcripts, I listened to common words and 
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ideas. These transformed into my themes and findings. I also tried to pay attention to what was 

not said. It was evident through the stories told that the participants shared similar experiences. 

After my interviews were complete, I arranged for all interviews to be transcribed from audio to 

print. Through the process of listening to the interviews and reading the text, I was able to 

determine common words such as “relationship,” “trust,” “time,” and “judgement” to be present 

in all interviews. For those with positive experiences with primary care these terms had a 

different meaning than for those who did not, but they were still present. Through listening to the 

interviews, I was also able to hear common recommendations for health care practitioners to be 

“free of judgement,” “in community,” and “free of discrimination.” 

To circle back to the participants, I finished analyzing the data and validating the data 

through member checks. Chilisa (2011) argued that member checks are the most essential 

criterion for establishing credibility (p. 166). This was initially done in the talking circle and 

through a draft report for those who did not wish to attend. The second method allowed for the 

themes and patterns to be shared and provided the opportunity to receive feedback or requests for 

changes. During this process, there were many reflections shared about their experiences; 

however, very little new information emerged during this process. As a secondary measure, and 

to ensure that I completed my checks, I summarized the talking circle conversation to ensure that 

I had accurately understood what participants had chosen to share. 

These two methods, I believe, were successful in helping to capture the community 

voices, and I felt confident that the findings would contribute to developing a new approach to 

how we engage and improve the level of access for Indigenous Peoples in primary health care. I 

am also aware that the outcomes of this inquiry belong to the community even though I am likely 

to benefit personally as well as professionally. As a third measure, and to ensure that the findings 
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and the recommendations sat with the community, rather than me as the researcher, I presented 

the project and the findings to my sponsors for feedback, support, and evaluation. 

Kovach (2009) solidified the importance of relational research having collective value 

and ensuring that as researchers we are always looking for ways to give back what we found to 

the community. This involves asking reflective questions, such as did the research assist or was 

of benefit to the community, and could the community make sense of the research? 

My conversations with my partner organization involved a discussion on the ways the 

inquiry outcomes would benefit the community, how this information would be dispersed and 

presented externally, and, most importantly, health practitioners’ and leaders’ commitment to 

change based on the responses of participants. I believe that this stage assisted in the 

development of recommendations and ensured that the outcomes of this project will be 

distributed externally and extended past me, as the researcher, and even my organization. 

Ethics 

There are many ethical considerations that I took into account throughout my research. 

Regarding my ethical responsibilities based on Tri-Council Policy Statement: Ethical Conduct 

for Research Involving Humans (TCPS; Canadian Institutes of Health Research, Natural 

Sciences and Engineering Research Council of Canada, & Social Sciences and Humanities 

Research Council of Canada, 2018), I was specifically cognizant of the principles of respect, 

concern for welfare, and justice. My ethical responsibilities were also specific to research with 

Indigenous Peoples. However, what I regarded to be the most important ethical considerations 

were my research obligations and how I upheld the relationships with those around me. 

Therefore, I include within this section how my methodology and my values guided my ethics 

throughout this research. 
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The TCPS is committed to ensuring ethical conduct in research on humans through the 

core principles of respect, concern for welfare, and justice (Canadian Institutes of Health 

Research et al., 2018). Historically, research involving Indigenous Peoples has not been ethical; 

it has not been with people or for the people, and at times it has been harmful and resulted in the 

misappropriation of Indigenous knowledge, culture, and traditions. Kovach (2009) addressed the 

concern of appropriation of research that continues to be possible in academic institutions yet 

also believed that beginning to change how Indigenous research is done could also alter the 

academy, and by doing so, it is possible to set new standards for how researchers approach 

Indigenous research and how they capture Indigenous knowledge. Admittedly, I also struggled 

with coming to terms with being required to enact research on a population that I have built trust 

with, knowing that historically research was not a place where trust was manifested. From a 

health perspective, I recognize that there is a need to understand how the health systems impact 

the health of Indigenous Peoples so that health practitioners and First Nations communities can 

move toward meaningful and positive change. Therefore, it became increasingly crucial for me 

to embed myself and my values into Indigenous methodologies and commit to what Wilson 

(2001) regarded as a reflective and relational approach to research; this required me to continue 

to check-in regarding my responsibilities and obligations to the relationships and always question 

if I was fulfilling my role in the research relationship (p. 177). In this project, I actively made 

intentional decisions to ensure that I did not repeat Western approaches to Indigenous research, 

for instance, through the methodologies, the methods, and the implementation plan of my 

inquiry. 

The TCPS indicated that ethical standards require free and informed consent, freedom of 

expression, and freedom to choose whether to be part of the research (Canadian Institutes of 
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Health Research et al., 2018). I believe that I mitigated any areas of concern in regard to these 

standards through my choices of methodology and methods and my adherence to these choices. I 

know that I have established reciprocal and trusting relationships within my community by being 

transparent and honest within my nursing practice and leadership roles. Since this was carried 

forward into my research, in doing so, I was successful in nurturing these relationships. As a 

strategy to ensure participants had the information, they needed to make informed and free 

decisions, I ensured that I provided sufficient information on this project through multiple 

avenues, informed the community of my intentions this study, and provided space to for 

questions, concerns, and feedback. I ensured that within the information sharing that I informed 

the community that this was not mandatory and there would be no repercussions from choosing 

not to participate in the research. I also ensured that I shared with participants that I did not 

expect a particular response but instead wished to hear their stories and experiences. I believe 

that this speaks to autonomy and freedom of speech. As a health care provider and Indigenous 

woman, I do have a particular point of view on what I believe equitable and accessible health 

care would look like. However, most relevant to this research was the Tsartlip community 

members’ collective view on primary care, and I am most invested in changing the process of 

decision making regarding Indigenous health happens, which is why the focus on particular 

answers was less important than the process of involving the community in the process and the 

discovery of recommendations and changes. Therefore, ethical issues of freedom of choice, 

autonomy, and consent were mitigated because these characteristics were celebrated. 

Likewise, the concern for the individual, family, and community welfare is an area that I 

believe that this research aimed to enhance; improving the health and well-being of community 

members is an outcome of the community engagement. The participants and I worked together to 



PRIMARY CARE EQUITY AND ACCESS 45 

develop community-driven responses that empower the community to advocate for their personal 

and their family’s health needs. I mitigated the possibility of risk to the quality of participants’ 

lives through the involvement in this research by providing as many details as possible, engaging 

individuals who were over 18 years of age, providing opportunities to disengage from the 

research if that was what individuals wanted, and always offering a choice to engagement 

methods. For instance, the participants always had the choice of where the inquiry would take 

place, they were welcome to have a family member sit in if that was most comfortable, they 

could choose my alternate interviewer, and they did not have to attend the talking circle but 

instead received a written report or a follow-up conversation. Additionally, although there were 

moments when interviewees expressed deep emotion, I believe participants were not distraught 

when leaving the interviews and instead were appreciative of the opportunity and hopeful of the 

steps forward. Regardless, I ensured that I followed up after the interviews to share my 

appreciation and to offer cultural or psychological support if needed. These supports are 

mentioned in Appendices C and F. 

This project was open to all adults who are from Tsartlip First Nations in order to reach 

this group, and many forms of communication were required to share this information with the 

community. For instance, participants were able to use both written and verbal format to provide 

written consent. I also assessed the ability and capacity for participants to read and understand 

the lengthy written consent forms and only provided these when it appeared to be appropriate. 

Typically, I worked through the consent form with the participants, capturing the topics and 

information through conversation, and all participants signed the forms without further concern 

or question. This flexibility ensured that the involvement in the project was an equitable and low 

barrier for the community members. I also provided participants the choice of who would 
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conduct their interviews. Had I not been an appropriate person to facilitate the interview, yet a 

community member was still interested in participating, then I would have offered the participant 

the opportunity to reach out to my inquiry team members. I also planned to extend this option of 

an alternative interviewer had a perceived power-over situation arisen, such as in the event a staff 

member whom I oversee wished to contribute to the project. However, this was not required 

throughout the inquiry. I did not have staff members participate, and I am honoured that all 

participants were comfortable sharing their experiences with me. 

I always appreciate the opportunity to reflect on my ethical obligations to my research. I 

value the consideration of Indigenous research being done in a good way. Throughout the 

inquiry, it has been the ethical obligations that have felt the most overwhelming and the most 

critical piece of this work. I understand the need of the academic institution to review my 

research to ensure ethical standards are being met; however, personally, that is not the standard 

of ethical research that I am striving to achieve. I continue to reflect inwards on how I believe I 

am fulfilling my role and to request feedback from the community, health workers, and from 

Tsartlip leadership. I believe I aligned my research with the needs and wishes of the community 

and feel that I represented the community well and engaged in a positive way. Throughout the 

process of writing my thesis, I continue to reflect on my inquiry to ensure that I met the 

standards of research practice within the community because, ultimately, this will impact Tsartlip 

participants and my relationship to my community. Therefore, it was of the highest importance 

that my relational accountability was at the forefront of how I conducted my research and how I 

have presented the findings and outcomes. 
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Inquiry Outputs 

My plan for outputs and deliverables for my thesis included an academic write up to 

highlight the process, outcomes, and future implications of this research. There are also multiple 

working groups that I would like to share this information with, for example, the primary care 

network steering committee, Island Health-Aboriginal Health department, the South Island 

Division of Family Practice, and the First Nations Health Authority Health Directors table. I 

believe that the inquiry process and the outcomes can influence change locally as well as 

regionally. I also have a goal of developing a journal article or an organizational report to ensure 

that the outcomes of this learning are in a format that will increase the visibility and relevancy in 

primary health care settings. 

Most importantly, if this research sparks increased dialogue and empowers community 

members to engage further in conversation, advocating for their individual or families health 

needs, than this would be a positive outcome and inspired shift toward self-determination and 

increased health and wellness. Longer term outcomes include increased access to care, primary 

health care becoming more reflexive to the needs of Indigenous Peoples, and Indigenous Peoples 

investing in health care in a way that reduces adverse health outcomes and chronic disease, while 

at the same time looking at ways to increase our wellness with a greater focus on health 

prevention strategies. 

Chapter Summary 

In this chapter, I solidified the methodology and methods used throughout the inquiry 

process. I also reflected on the importance of validity and ethical considerations associated with 

doing community research with Indigenous Peoples, and most importantly how to do so in good 

relations with/in community. Selecting Indigenous methodologies and methods was also an 
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intentional example of choosing to decolonize the inquiry process. Mundel and Chapman (2010) 

encouraged health practitioners to work toward decolonization dismantling dominant models 

through working in direct opposition to colonized structures. In Chapter 4, I will present the 

findings and observations apparent through the analysis of the data gathered and reflect on the 

conclusions developed throughout this process. 
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Chapter Four: Inquiry Project Findings and Conclusions 

As stated in Chapter 3, the data-gathering phase of this inquiry included 10 one-on-one 

interviews with Tsartlip community members. Initially, I wanted to choose participants with 

specific qualities that would contribute to a range of diverse responses. However, as participants 

began to show more interest in the study, it became clear that many of these community 

members encompass several personal and familial experiences within health care. Whether as 

parents or as caregivers through their profession or within their family, or simply users of the 

health system, the experiences of the participants were informed by many different aspects of 

their lives. Although the participants could relate similarly to the complexity of health care, all 

had unique experiences that contributed to the conversation. 

Themes related to equity and access quickly and clearly emerged from the analysis of the 

conversational interview data. Once I had analyzed the data from the interviews, I reflected the 

themes that surfaced back to the group through a talking circle and an overview document for 

those who chose not to attend (see Appendix D). Through this inquiry process, I intended to seek 

participants’ experiences and perspectives on accessing primary care in order to facilitate 

community-driven change. For ease and reference, the thesis question and subquestions are 

repeated here as follows: What do Tsartlip First Nation community members say have been their 

experience of accessing primary health care services, and how will this contribute to improving 

accessibility to primary health care services on the Saanich Peninsula? 

1. What do Tsartlip community members say is working well for them when accessing 

the primary health care services? 

2. What are some for the key challenges, problems, and/or barriers Tsartlip community 

members currently experience when accessing primary health care? 
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3. What can be done to improve the level of access to primary health care for Tsartlip 

community members? 

4. What does effective accessibility to primary health care look like for Tsartlip 

community members? 

Study Findings 

Based on the conversations with all participants, I established the following primary 

findings: 

1. Previous experiences, whether positive or negative, inform current perspectives of 

primary care. 

2. Trust and therapeutic relationships are foundational to accessibility. 

3. The risk of judgement is a main barrier to accessing health care. 

4. Community-driven primary care delivery is considered key to equitable and low-

barrier access. 

5. Self-determination is essential in facilitating equitable access and is fundamental to 

improved health outcomes. 

In this chapter, I present the findings as distinct items; however, these concepts were not 

linear and instead intersect within the personal stories and lived experiences shared by the 

participants. Even though, I set out the answer the above questions, the study findings emerged 

from the stories and experiences shared at the time the interviews were conducted. It is within 

these stories and experiences that the complexity of achieving equitable access is further 

understood and affirmed. To ensure participant anonymity and confidentiality, I have used the 

participant codes P1 through to P10 when referring to excerpts from the interviews. 
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Finding 1: Previous experiences, whether positive or negative, inform current 

perspectives of primary care. Throughout the interviews it became apparent that there exists a 

range of positive and negative interactions that have impacted Tsartlip community members’ 

current relationship with the primary health care system. All participants referred to stories, 

experiences, and modelling by family members to highlight the quality of health service care. 

For example, some participants have been actively engaged in the health system from an early 

age and had continued to see their family physician for regular check-ups and appointments. One 

participant mentioned that their grandpa always ensured that they had a family doctor who they 

felt comfortable with. This participant stated, “[I] remember witnessing my grandpa modelling 

the safety and importance in being involved with the medical decisions and having that 

relationship with the doctor” (P10). 

Another participant echoed the teachings from an early age that fostered a relationship of 

trust and acceptance of the health care system: 

He was my doctor since I was, I couldn’t remember. He was my mom’s doctor from 

when she was a teenager, so he just really knew us all really well. It was just the 

consistency in that background and I think the trust too, that you can trust your physician 

and can go about anything and not feel self-conscious. (P9) 

As young people, these positive experiences assisted participants P9 and P10 in forming 

positive relationships with the health care system that was more empowering and confident. 

Historically, however, there has been a stark contrast for some participants who recalled the 

experience of residential and day schools continuing to be a key barrier to either themselves or 

their family members (P1; P3; P5–P10) accessing health care services. The messages that 

participants received during these times from people in positions of power continue to impact the 
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level of trust for Tsartlip community clients and their health. For example, when they were sick, 

the children were told it was because they were lazy or dirty (P8). Also, when they would present 

with illness or in pain in residential or day schools, the children were often reprimanded (P3; P6; 

P8; P9). These sorts of punitive measures led to shame or embarrassment around their bodies 

(P6–P9). Participants explained that because of this they were also “taught that they didn’t have a 

voice” (P7; P9) and, as a result, “conditioned ourselves not to notice” (P8). In the talking circle, 

participants agreed that childhood experiences created fear that caused some Tsartlip community 

members to hide or refuse care no matter how sick they were because they were afraid of being 

labelled (P8). 

Finding 2: Trust and therapeutic relationships are foundational to accessibility. At 

the time of the interviews, five of the participants identified as having a family physician. Four of 

these participants continue to see these physicians on a regular as-needed basis and admitted that 

they did not have a negative experience with their provider. When asked what contributed to 

these interactions being positive, all participants mentioned the established relationship that they 

had with their provider led to the practitioner knowing and understanding their stories (P1; P6; 

P8). One participant stated for primary care to be safer for Tsartlip community members, people 

must develop relationships in order to trust (P9). Participants identified the following specific 

actions that practitioners had taken to foster the relationship: (a) took interest and were curious of 

who they were holistically, (b) knew the history of the participant’s health (consistency and 

continuity), (b) asked questions about family and hobbies, (c) took the time needed to hear 

participants’ concerns, and (d) validated participants’ concerns and showed that they cared 

(P5-P8; P10). These qualities helped the participant to feel less vulnerable and safer to open up 

(P1). One participant recalled a time of trauma; during this time, they knew that the physician 
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would not judge based on the current situation. The established relationship created trust, as the 

participant knew the physician would not judge them on the crisis instead locating this 

experience in the context of who they are in their entirety (P1). The same interviewee 

acknowledged they would not have felt safe to disclose with a doctor that they didn’t know (P1). 

Those who had no primary care provider were asked why they did not feel comfortable 

accessing care and what would safe care look like. The participants described the qualities of a 

trusting therapeutic relationship as the missing component from their experiences and, therefore, 

what they needed to feel comfortable (P1; P2; P4; P5; P8). 

Parent participants valued a trusting and therapeutic relationship. One participant 

identified the fear of the being interrogated or judged as a parent and, therefore, intentionally 

tried to stay off the radar and hesitated to access care. Now that she has a relationship with a 

practitioner, this participant feels more confident (P5). Participants fear that they may experience 

judgment made many cautious about reaching out for help and they instead became isolated (P3; 

P4; P7; P9). 

Finding 3: The risk of judgment is a main barrier to accessing health care. Many 

participants expressed hesitation to access care based on the possibility of judgment. Although 

this was a common theme, participants’ reasons for fearing judgment were diverse. Health 

literacy, specifically the language used by health professionals, created a concern that 

participants would be judged for not understanding what was being asked or reported (P3; P6; 

P7; P8). Participants were also hesitant to say that they did not understand because they did not 

want to be seen as less than anybody or “not all there” (P6). The language used when asking for 

health information, health history, and symptoms or while explaining diagnoses, treatment plans, 

and follow up can be overwhelming for the clients. Many do not feel comfortable asking for 
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clarification or discussing disagreement about their diagnosis or treatment because they do not 

want to appear unable to understand (P4; P6–P8). 

Two participants explained that their elders were scared to go to the doctor and unsure if 

they needed care; as a result, they would seek validation from people they trusted and would 

request someone else to speak on their behalf (P7; P9). They utilized this process because they 

did not feel comfortable asking and answering questions due to entrenched power-over dynamics 

and a self-consciousness regarding low health literacy (P7; P9). 

Similarly, many participants revealed that they did not feel acknowledged or respected in 

primary care centres; instead, they felt ignored, that their time was not respected, and the staff 

were not friendly or inviting (P2; P4; P7). Approximately half of the participants mentioned that 

waiting rooms were not a comfortable place for many members of the community. 

This finding aligns with Finding 1 regarding Tsartlip community members’ historical 

relationships with the health system. Their reluctance to engage was due in part to the possibility 

that they would reach out for help, feel disregarded in the clinic space, and then be sent away 

without their any of the health concerns being addressed (P1; P2; P4; P5; P7). Some participants 

made remarks regarding this process and concluded that they would be stigmatized as 

overreacting about their conditions, fulfilling a dependence on drugs, or simply being 

unknowledgeable about their health (P2; P4; P5). 

Three participants spoke about the concern of having their health judged as a parent 

and/or the fear that their children would also be judged based on their health concern. One parent 

stated, “If it is something that somebody may question about how I look after my child, then I 

will not visit a doctor’s office” (P4). This participant acknowledged the underlying judgment that 

puts families at risk and stated, “There is a judgment that if you are a native, you’re a dirty and 
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lazy parent and that is why your child is that way” (P4). Therefore, to avoid judgment, they will 

not disclose all the information if they did not feel comfortable (P4). This comment was 

concerning parents; however, participants and families agreed they were guarded with what they 

shared because they feared the judgment associated with their conditions (P4; P8; P9). In 

response to these judgments, one participant stated, 

Doctors need to unpack their own judgments and biases and stereotypes. They need to 

ask themselves critically, “What do I need to do to make everyone feel safe? Women, 

women of colour, Indigenous people, people with disabilities—what do I need to do to 

make those people feel safe?” Because those are the most vulnerable people and those are 

the people they have assumptions of. (P4) 

This reflection is critical in helping to decrease judgment and creating safe, equitable access for 

vulnerable populations in the health care system. 

Finding 4: Community-driven primary care delivery is considered key to equitable 

and low-barrier access. Throughout the interviewing process, the participants referred to the 

Tsartlip Health Centre as an example of a system that has a low barrier to access, offering greater 

accessibility. When asked to describe what low-barrier access looked like participants identified 

proximity, welcoming environment, decreased wait times, holistic care, and flexibility as the key 

factors to health care that is more equitable (P1-P10). 

Participants found transportation was not a barrier because it is within walking distance 

and once there participants felt comfortable in this setting waiting and visiting (P2; P4; P5; P8; 

P9). Another important quality contributing to low-barrier health care was low wait times. 

Participants differentiated waiting into two topics: waiting in the waiting room and waiting more 

than 2 weeks after requesting an appointment. The participants preferred the clinic and clinicians 
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in their community, as they felt that they knew and trusted the staff at the health centre. As a 

result, they felt comfortable waiting and visiting; they also felt safe that their families would be 

free of judgment and found the staff to be friendly and inviting (P2; P4; P5; P8). One participant 

explained the importance a safe and friendly environment can make to accessing care: 

I’m really attached to you guys. You guys have really helped me out that’s way more 

personal, and it makes me want to be better to myself instead of hiding away, not 

bothering. If they aren’t going to bother with me, why go in there? Here is where I feel 

welcomed to come in and say hello. It’s more welcoming. Helping me out. Even a phone 

call or a “How are you doing?” It means so much more to me, and I don’t get that from 

any other clinics around here. (P2) 

Participants explained that the wait to see a physician deterred them from following 

through with their appointments. Participants interpreted this to mean that their health concerns 

were not important: “I waited until I was really sick this time so you’d take me seriously and 

now you are sending me away. . . That’s how I feel” (P2). Participants noted that they often 

present to emergency rooms in crisis (P2; P7). At the Tsartlip Health Centre, the staff ensure that 

the client will receive a booked or walk-in appointment as soon as possible, which is usually that 

day or within that week. Also, the health clinic staff work as a team, and, therefore, they tend to 

distribute the work as necessary so that people’s needs are being met. Moreover, the nurse 

practitioner, the registered nurse, or the licensed practical nurse work as a team to ensure 

someone will reach out and respond to all patients. Holistic care and flexibility are addressed in 

Finding 5, which discusses self-determination. However, it is important to note that holistic care 

and flexibility are important qualities of low-barrier care. 
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Finding 5: Self-determination is essential in facilitating equitable access and is 

fundamental to improved health outcomes. The vision of the way forward for many of the 

participants was clear. One participant stated the importance of educating and empowering the 

Tsartlip community so that they do not feel afraid to reach out and ask for what they need 

(P8). Similarly, the participants identified that a relational approach to care, in which time and 

space are given to address the possibility of several health concerns, was an effective and 

empowering approach to health care (P1; P2; P4; P5; P7; P8; P10). Several participants felt that 

in other structured clinics they were expected to choose the priority concern at that time, and 

many times that meant choosing between physical and mental or emotional concerns (P1; P5; P7; 

P8). Three participants explained that primary care providers will focus on treating illness but 

often appointments were rushed, leaving no room to address the depression or anxiety that comes 

with multiple comorbidities (P3; P7; P8). Leaving mental and emotional health unattended can 

lead to clients being less successful in the care for their conditions. Participants also explained 

that depression and trauma lead to further chronic conditions, which to some clinicians present as 

self-harm because of the lack of self-care (P3; P8). When health was not approached in a holistic 

way, Indigenous clients were often being set up for failure (P3; P8; P10). When health care 

services are located in community the level of primary health care response has supported more 

holistic forms of care. Clients feel better able to address more than one concern at a time due to 

lengthy appointments that leave room to build relationships (P1; P2; P4; P5; P7; P8). The 

workers are often more responsive to the uniqueness of each community member. Based on the 

physical and mental needs of the client, community-based health practitioners do a lot of 

outreach and group and family visits to ensure that the appointments adapt to the clients’ needs. 
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Furthermore, participants articulated clearly the need to feel as an equal and to be 

actively involved in the decision-making treatment process. There were many ways clients 

identified this, such as respecting clients’ choices around medications, being curious and open to 

the use of traditional medicines, validating clients’ thoughts, and inquiring with concern 

regarding clients’ comfort level and agreement with diagnoses and care plans (P1; P4; P5; P10). 

One participant explained that when they experienced being involved in their care, they feel 

validated, and they “feel seen, feel heard, and feel understood” (P10). Indigenous Peoples being 

able to self-determine and take greater responsibility for their health emerged as a key finding in 

achieving equitable primary care. This community-based project that privileges the voices and 

experiences of Tsartlip community members hopefully will be regarded as a step toward 

achieving equitable and decolonized health care today and into the foreseeable future. 

 

Figure 1. Infographic depicting the inquiry process and outcomes. 
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Study Conclusions 

Figure 1 captures the findings of the conversations with the participants as well as the 

recommendations that were derived from these discussions and supported by the conclusions. 

This inquiry aimed to answer the question: What do Tsartlip First Nation community members 

say has been their experience of accessing primary health care services, and how will this 

contribute to improving accessibility to primary health care services on the Saanich Peninsula? 

Based on the study findings, I drew the following conclusions: 

1. Relationships and trust promote safe health care accessibility. 

2. Health equity is not an external goal; rather, it is a reclaiming of individual and 

community capacity. 

3. Self-determination is the way forward. 

Conclusion 1: Relationships and trust promote safe health care accessibility. In 

Chapter 2, I reviewed the application of cultural safety. The concept of cultural safety promotes 

the evaluation of power imbalance and the role of the colonial system in health disparity while 

encouraging critical reflection on how practitioners may mitigate these harmful practices in their 

care of Indigenous clients. Throughout the data collection, participants consistently identified the 

importance of a therapeutic relationship with their health environment (P1-P10). Participants 

were aware of the risk of engaging in health care experiences that did not have a foundation built 

on trust and understanding (P1-5; P7; P8). When individuals experienced being in a relationship 

with their practitioner, they also experienced safety, understanding, empowerment, and self-

determination. I found these particular participants also engaged in the system more consistently. 

Alternatively, when a relationship and trust with health care practitioners were absent, 

participants also identified the above qualities as absent in their experiences of accessing primary 
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care and instead characterized their interactions as feeling at risk of discrimination, not being 

heard, and feeling judged (P1; P2; P4; P5; P7). 

Hole et al. (2015) expressed the importance of implementing cultural safety education 

that will instil critical thinking and examining the health care structure while also engaging and 

incorporating Indigenous perspectives, which will mitigate some feelings of racism, 

discrimination, and disempowerment. However, cultural safety is not a concept that drives health 

structures and systems within the Tsartlip First Nation. Within the community, relationships are 

a natural way of being and foundational to Indigenous epistemologies; because of this, a climate 

of self-determination and empowerment is created. McMurray and Param (2008) and Freeman et 

al. (2018) suggested that self-determination and equity required services to be designed in 

response to the need of those affected. Indeed, within the community, the relationship is 

reciprocal and community members participate in the service organization and delivery. 

Furthermore, in the community, programs are designed to encourage self-determination, 

accessibility, and equity, as a community relationship is coveted and valued within service 

delivery. Therefore, innately, Indigenous framed or Tsartlip primary care practice is relational. 

Participants identified the ease of access within the Tsartlip Health Centre based on the reduced 

social barriers and established trust. Participants who were not attached to a primary care 

provider identified the ease and ability to trust the system, often times attaching their families to 

the community primary care provider (P1; P2; P4; P5 P-P10). Also, those who identified as 

being attached to a provider preferred to access the community clinic, such as a when an acute 

illness arose, and they could not wait to schedule an appointment to see their practitioner. 

Conclusion 2: Health equity is not an external goal; rather, it is a reclaiming of 

individual and community capacity. Initially, my approach to health equity was to understand 
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the changes that the current primary care system could make to ensure that health care 

accessibility was equitable for Indigenous people. Drawing on my findings, I realize the 

complexity of this goal. Scholars identified the breach of rights, including the right to health 

care, as the reason health inequity exists (Jones et al., 2019). The literature and my inquiry 

findings confirmed these public policies developed through racial discrimination, colonialism, 

and lack of regard for self-determination of Indigenous people are still present within the health 

care system, and Indigenous people remain distanced from the system (Kirmayer et al., 2007; 

Richmond & Cook, 2016). 

Although it is essential to inform the system of what equity looks like to Indigenous 

people at this time, it will be implemented into a system that has not yet deconstructed the values 

that create hesitancy and reluctance of Indigenous people to access those services. The inspiring 

finding in regard to equity was participants’ desire to reclaim what health care looked like for 

themselves and their families (P3-P5; P7; P10). Elders participating in health care were ready to 

engage in health, leaving the learned shame that was instilled through colonization (P3; P6; P8). 

Young Indigenous participants defined self-determination as being regarded as an expert in their 

care (P1; P4; P5: P9; P10). Incorporating language, traditional medicines, and eager to learn 

more traditional healing perspectives was a message from participants across the life span (P4; 

P6; P10). 

Given that the literature indicated the inequity was developed through the structure, 

practices, policies, and service delivery, with disregard from the uniqueness of Indigenous 

people, it continues to be a risk to ask Indigenous people to access the provincial health system 

(Anderson et al., 2009; Freeman et al., 2018; Richmond & Cook, 2016). As such, I conclude that, 

currently, the equitable way forward is to create capacity within the community to reclaim health 
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care based on the Indigenous perspectives and approaches to wellness while concurrently 

advocating for cultural safety and the decolonization of the Western system. 

Conclusion 3: Self-determination is the way forward. I have a deep appreciation for 

the resiliency of participants within this project. Listening to the stories and the experiences of 

each member, it was clear that they had experienced racism, discrimination, and disengagement 

from the health system. However, they were all hopeful. The literature illustrated the intention to 

assimilate Indigenous people and mark them as inferior, unequal, and uncivilized (Richmond & 

Cook, 2016); despite the attempt to colonize Indigenous people and assimilate to them to 

systems that do not meet their needs and does not belong to them, participants actively engaged 

in this process, understanding that their voices would shape Tsartlip Health’s way forward. 

Richmond and Cook (2016) stated, “There is great promise in community self-determination in 

health care and community-led research as advocacy for policy reform” (Abstract section, 

para. 1). 

As cultural safety is integrated into the health care system, there will be a greater 

understanding of the historical impacts of colonization, especially on health and wellness. 

Additionally, the power imbalance between Indigenous people and the health care system will 

narrow as they build reciprocal trust and relationships. In this process, the voices of Indigenous 

people will become more empowered, leading them to continue to identify interactions that 

impact their care both negatively and positively and use their voices to identify areas in which 

growth to occur. However, in conjunction with these systems, changes are an opportunity for 

community members to reimagine health care delivery that privileges the community’s needs 

and perspectives. I remember the participants mentioning that they would choose not to see a 

practitioner because of an incident (P2; P4 P8), or that they had not received care in many years 
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because they were not taken seriously (P2; P4; P7), and another participant mentioned that they 

and their family members learned not to pay attention to their bodies and their health because 

they were shamed (P3; P7; P8). The participants shared these stories of making a choice, 

choosing to not experience discrimination, racism, or judgment, which forced them to choose 

safety over wellness. Self-determination will give a constructive voice toward systems that are 

inclusive of Indigenous people and their families. 

Scope and Limitations of the Inquiry 

I conducted this study with the intention to focus specifically on how Tsartlip community 

members’ experiences could contribute to improving accessibility to primary health care services 

on the Saanich Peninsula. Originally, I sought participation by putting a call out to the 

community and seeking interest for those to take part. With assistance from my inquiry team, I 

developed a list of criteria to guide my decision making when determining which participants to 

choose to ensure that the final group of participants were all encompassing and representative of 

the community. However, after disseminating information in the newsletter and informing 

community members during established community groups, I received little response. In the end, 

I identified the population based on my knowledge of community members, established 

relationships, networking throughout the community, and expressing my openness to participate. 

Luckily, the study participants continued to be comprised of the criteria I had initially developed, 

yet rarely did they only fit in one criterion point. Instead, the participants encompassed many of 

the indicated aspects. I appreciate the diverse perspectives the community members willingly 

provided to this study; the diversity offered an important community perspective. In some cases, 

the experiences across the participants had many similarities. However, in some ways, there were 

specific needs based on identifying markers. It is possible my attempts to gain a general 
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community perspective did not allow for the depth in some important areas. Researchers 

conducting future inquiries may benefit from digging more deeply into different categories; for 

instance, the elders, women, and parents all have incredible knowledge to add. Including 

participants in these categories could offer unique areas of inquiry. 

I intentionally narrowed the scope of this inquiry to focus on primary care because I 

understood the complexity of the concerns associated with other health care areas that were not 

associated with primary care. During dialogues I held with health care leaders prior to my study 

regarding primary care, conversations quickly shifted to emergency room and inpatient hospital 

care. Therefore, I attempted to be clear with participants that this inquiry was focused on primary 

care, and I provided a definition and examples of what primary care services did and did not 

entail. However, it became evident to me through conversations with participants that rarely 

could they isolate primary care experiences from how they currently perceive health care 

delivery. The participants saw the health care system as exactly that, enmeshed in each other. 

Without pointed questions about family doctors or references to clinics, participants viewed their 

experiences and access to care as informed by all interactions with health facilities and 

professionals, and I acknowledge that there is a lot of work to do in many of these areas. 

Therefore, I encourage, advocate, and champion future research that will examine equity and 

accessibility related to all areas of health and wellness. 

Chapter Summary 

To summarize Chapter 4, I would like to acknowledge the bravery, honesty, and 

resilience of the participants, my community members. I cherish the opportunity to share stories 

and reflect on the experiences of the participants and their families. I acknowledge the wisdom 

and insight of participants, as they shared their recommendations on a better way forward. 
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HÍSW̱KE (thank you) for trusting me, sharing your stories, and allowing me to work toward a 

better future alongside you. Chapter 5 will discuss the plan on how to move forward with the 

recommendations and acknowledge the implications and impacts this may have on the 

organization and therefore the community. 
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Chapter Five: Inquiry Implications 

In this chapter, I first recall the inquiry questions as a reminder of the focus of the study 

and ensure the recommendations are aligned and rooted in the focus of this. I conducted this 

inquiry with the intention to address the following question: What do Tsartlip First Nation 

community members say has been their experience of accessing primary health care services, 

and how will this contribute to improving access to primary health care services on the Saanich 

Peninsula? I also examined this series of subquestions in the inquiry sessions: 

1. What do Tsartlip community members say is working well for them when accessing 

primary health care services? 

2. What are some for the key challenges, problems, and/or barriers Tsartlip community 

members currently experience when accessing primary health care? 

3. What can be done to improve the level of access to primary health care for Tsartlip 

community members? 

4. What does effective accessibility to primary health care look like for Tsartlip 

community members? 

The action planning with the partner addressed the question: Knowing what we know, 

based on the findings of this study, how do we honour the voices of the community members? 

This chapter addresses recommendations that acknowledge the results of the data collection, 

findings, and conclusions. I then discuss the organizational implications as well as implications 

for future inquiry. I close this thesis with a summary. 

Proposed Recommendations 

Based on the inquiry findings, conclusions, and the literature reviewed, I put forward five 

recommendations: 
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1. Input findings into W’SANEC primary care service delivery planning. 

2. Embed teachings into the Tsartlip Health Plan. 

3. Focus on health literacy as a step toward wellness and self-determination. 

4. Advocate for FNHA to take on funding Primary Care projects and services, to ensure 

success. 

5. Promote cultural safety education. 

Recommendation 1: Input findings into W’SANEC primary care service delivery 

planning. The current and future primary care positions are partnerships between the W’SANEC 

communities. The decision making and support for these positions are made in collaboration 

through the W’SANEC primary care circle. This is comprised of health directors for all 

W’SANEC communities, the Island Health Aboriginal Health Manager, and the primary care 

community workers. Currently, this meeting is held monthly to discuss the current positions, 

decide how health leaders will allocate new resources, and determine what the needs of the 

various communities are. 

Although this is not a new committee and many of the recommendations from this 

inquiry already align with the work we are doing, the direction of the Tsartlip Health Centre’s 

services will now be presented as community-driven direction, used to improve access to these 

services. In order to understand the gaps, needs, and barriers within the community, the 

W’SANEC communities committee will undertake a patient-mapping process, and the data that 

have come from this inquiry will lead the identification of the needs, barriers, and 

recommendations regarding care and will help to advocate for these services on behalf of 

community’s identified needs. Browne et al. (2012) provided a framework for equity-oriented 

primary health care, which includes four key dimensions. Specific to Recommendation 1, 
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Dimension 3 calls for contextually tailored care, that is patient-centred care tailored explicitly to 

the population served from a local context (Browne et al., 2012, p. 5). The mapping process that 

the W’SANEC working group is taking will specifically map out the needs, gaps, barriers, and 

strengths associated with the current health system to ensure that health care practitioners are 

responsive to the community’s needs. 

This is a current and ongoing process. I am thoroughly a part of this initiative; therefore, I 

will be able to share the results of my inquiry with the W’SANEC communities committee. 

However, given that the plans are collaborative, ongoing, and long term, my voice will help to 

carry this message forward and then be inserted into the service plan and can be a reference far 

into the future. 

Recommendation 2: Embed teachings into the Tsartlip Health Plan. Tsartlip Health 

is responsible for developing an up-to-date health plan. This will renew the nation’s health and 

program priorities and vision for the next 5 years. This process will be extensive and robust, with 

many opportunities for recommendations and input from the community. As the health director, I 

am responsible for the health plan; therefore, it will be my job to continue engagement and 

embed the results of this inquiry into the health plan. During this inquiry process, participants 

clearly stated their interest and expectation that they be involved in their health and health 

decisions. My leadership philosophy is to value building capacity in others and empowering 

emancipation from power structures. In line with Jackson and Parry’s (2011) views on 

leadership, I believe that one way to move toward self-determination and empowerment within 

health care is to distribute leadership across the population (p. 105), rather than taking ownership 

of the outcomes of the health plan. 
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Therefore, the Tsartlip health plan will outline the vision and health priorities as a result 

of an evaluation of current programs and engagement from the community. This document will 

be seen as a living and guiding document that can be used as a resource and framework for the 

Tsartlip community health staff to guide decisions for health programs as decided on by the 

community. 

The findings, conclusions, and recommendations developed in this thesis will guide and 

inform the health plan in many ways. Several of the findings and the recommendations can be 

generalized to all areas of health and wellness, as they are less specific to primary care. For 

instance, prioritizing relationship building and self-determination in program delivery and 

traditional teachings and cultural safety can be implemented across all areas of health and 

wellness programming. Richmond and Cook (2016) champion community involvement with a 

vision to foster and share knowledge through community-based projects that encourage people to 

participate in developing healthy public policy and health systems that “foster Indigenous 

people’s unique cultures, rights and perspectives” (“Promises for the Creation,” para. 1). 

Furthermore, by engaging the community, the final product will reflect a decolonized approach 

to health and wellness and instead foster a shared vision of a self-determining community. 

The planning for the health plan is underway; the development of this health plan will be 

ongoing until the fall of 2020. Although I will be responsible for ensuring that the health plan is 

developed and that the results are implemented, it also separates the community’s vision and 

plans from being fully linked to me and being solely my responsibility. Therefore, it becomes the 

community guiding document that holds everyone who participates in health and wellness 

program delivery responsible for following the document regardless of who is at the helm. 



PRIMARY CARE EQUITY AND ACCESS 70 

Recommendation 3: Focus on health literacy as a step toward wellness and self-

determination. Findings in this study point toward self-determination and cultural safety. 

Participants indicated that they want to feel involved in their care and in the decision making. 

Throughout the study many of the participants mentioned times when family members or 

themselves expressed that comprehension of the assessments and the treatment plan of the 

physicians was difficult. As a result, they were unable to ask questions, sometimes based on fear 

of judgement or simply because they were unsure what to ask. 

Lambert et al. (2014) argued that health literacy can lead to the ability to more adequately 

seek out, interpret, and understand health messages, treatment options, and health instructions. 

This results in improved chronic disease management, an increase in prevention, and a decrease 

in emergency room visits. 

Tsartlip is committed to engaging community and health professionals in an effort to 

implement health literacy into community health programs. As part of the leadership’s current 

planning, leaders will review the ways in which health practitioners address health literacy 

within the health centre’s programs and elicit feedback from the community members on how to 

improve health literacy within the community. 

This process can begin immediately with the strategic health plan development. I believe 

this will be another way to improve self-determination in health and engage community 

members in the wellness of the community. Additionally, health literacy education can focus on 

a holistic approach to health, incorporating teachings on tradition wellness tools, teachings, and 

practices. This teaching can also engage outside agencies to increase external providers’ 

understanding of health literacy from an Indigenous perspective and inform community about 

health systems in order to empower health care navigation. 
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As the health director, I view this as my responsibility to ensure health literacy is 

addressed within community health programs. As the Tsartlip Health Centre is forming a new 

health plan, there will be some central concepts that will be embedded into all programs and 

delivery models. This will include holistic wellness, culture and language, self-determination, 

and health literacy. In the process of development, I will commit to a working group that 

scrutinizes the health plan and how it appropriately addresses the concepts above. 

Recommendation 4: Advocate for FNHA to take on funding Primary Care projects 

and services, to ensure success. FNHA is responsible for the oversight and distribution of 

Indigenous health funds. Recently, FNHA has begun prioritizing primary care service 

implementation in the community. However, this has not always been the case, as primary care 

positions and support services such as primary care providers, medical office assistants, 

electronic medical records, and appropriate supplies and equipment have not been sufficiently 

funded through FNHA. Instead, the community has partnered as much as possible with external 

care providers. However, these programs are then managed externally, are not always well 

utilized, and are difficult to support internally with the limited resources at community’s 

disposal. Recently, in meetings with FNHA, I have advocated for community-led primary care 

projects, which would allow the Tsartlip Health Centre to develop and administer these programs 

independent of outside organizations. This is not to reject collaboration and partnerships with 

external agencies. When researching complexity, I discovered the work of Snowden and Boone 

(2007), who identified, in complex systems, leaders must know when to share power and when 

to wield it alone, when to look for the wisdom of the group and when to take their counsel. In the 

context of forming primary care programs, there will be a need to invite in agencies that are 
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involved in primary care as allies and partners and to be sure that the Tsartlip Health Centre does 

not lose the vision and needs of the community. 

Furthermore, inquiry participants indicated it is essential that primary care services are 

driven by the FNHA engage with First Nations people to build relationships as an avenue for 

change and cultural safety and education. Therefore, holding control over the development and 

delivery of community-driven primary health services will run in parallel to the engagement and 

collaboration with the province and health authority to ensure community involvement in service 

delivery. 

For improved access and equity, services must be responsive to the needs of community 

and honour self-determination, through holding decision-making authority. Through a meeting 

with FNHA at a recent conference, I was able to begin conversations with FNHA about the 

importance of community-led projects while also engaging with providers externally. I identified 

the role FNHA plays in supporting the community to advance community-driven and PCN-

driven programming. 

Tsartlip will continue to elicit more buy-in and support from FNHA for programs and 

program supports based on the community feedback. This process has started through an initial 

meeting, and I will continue to work with the Primary Care Manager and the Regional Executive 

Director for FNHA to share the results of this study and determine how these results can inform 

decision making at an FNHA level. 

Recommendation 5: Promote cultural safety education. Participants identified cultural 

safety as “looking critically at their own internal biases and addressing them through taking steps 

in their practices to mitigate risk for clients” (P8). Cultural safety training will help address the 

power imbalances, institutional discrimination, colonization, and the colonial relationships as the 



PRIMARY CARE EQUITY AND ACCESS 73 

apply to health (NAHO, as cited in Hole et al., 2015). Furthermore, the common feedback 

regarding what creates positive relationships and what assists with self-determination was the 

requirement that practitioners are culturally safe, take the time to ask questions, involve people in 

their care, and create safe spaces to receive care. Cultural safety education from the Elder’s 

perspective included educating community members about health, the health care system, and 

their right to receive care. Participants also discussed reclaiming teachings around health, 

decreasing shame, and empowering community members. 

In past initiatives, the First Nations communities have partnered with external agencies 

such as Island Health and the Division of Family Practice to build networks and understanding of 

palliative care. This process naturally fostered relationship building, understanding, and empathy 

for each other’s perspectives and roles and empowered community members, improved practice 

and participation. This process has successfully improved access and equity of services in 

palliative care through multiple agencies. It was considered auspicious for all participant groups. 

Wepa (as cited in Hole et al., 2015) argued the importance of cultural safety and asserted the 

need for education to be localized with actions and assessments that are defined and evaluated by 

those receiving the service (para. 2). A recommendation to move forward with cultural safety 

education would be to engage the necessary stakeholders into a similar process of relational and 

reciprocal colearning in regard to primary care access and delivery. 

This will require buy-in from multiple stakeholders, many of which are external to 

Tsartlip. Therefore, to move this forward, the next steps are for me to meet with Island Health 

management, divisions of family practice management, and partners for better health as well as 

the Tsartlip community to gauge the appetite to be involved in this process. 
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Organizational Implications 

The planning session was limited to my project partner while capturing the community’s 

responses through the one-on-one interviews and talking circle. It was my intention to keep this 

project focused on community ownership, community-driven, and self-determining. Although 

there are internal and external implications of this inquiry, this community-based project requires 

Tsartlip, as an organization, to drive the results and recommendations. 

Internally, the organization will need to reflect on the shared vision to ensure that 

leadership is aligned with the commitments, recommendations, and the possible changes in 

service delivery and infrastructure needs to ensure that it supports community-driven 

programming. Externally, my project sponsor and I, as the health lead, will need to continue 

collaborative engagement with stakeholders to contribute to service development and 

implementation of culturally safe education and practice. Although some of the cultural safety 

work will be implemented through the health authority, I think it is essential that the community 

shares its perspective on what cultural safety education should involve. 

This inquiry generated qualities of health care that promotes greater access to health 

services. Therefore, it will be pertinent that these qualities are at the forefront of decision making 

from my project sponsor and I, as a health lead. As a smaller organization with many competing 

priorities, it will take commitment and perseverance to ensure that this project remains a priority 

and at the forefront of the health service planning. As the person tasked with the management 

and development of this, I will need to monitor my ability to expand my workload and ensure 

that the values and the vision are shared with all health staff as a way to carry this forward. 
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Implications for Future Inquiry 

The process of primary care service development and implementation through PCNs and 

FNHA is underway. The identified stakeholders (Ministry of Health, the Division of Family 

Practice, Island Health, and FNHA) are engaging Indigenous people, requesting input to improve 

health service delivery and outcomes on their behalf. However, this engagement mostly 

encourages the health professionals to skirt community engagement. As a health professional 

within a First Nations community, it was notable to me that on all levels involving health, 

community members were not engaged. 

In many cases, people were not advocating for health and wellness but instead only 

reaching out when required. This project was an attempt at building interest, engagement, and 

belonging from the foundational work of delivery development. The results of this inquiry will 

assist in the larger service development, implementation, and delivery of primary care. 

The recommendations will inform the health service structures within the Tsartlip 

community. This will lead the way on how health care leadership and practitioners interact and 

respond to the needs of the community. The inquiry outcomes will have longevity by embedding 

the recommendations into the Tsartlip Health Plan. This will distance the responsibility of 

outcomes from me as the researcher and instead will mandate further health planning for many 

years to come. 

Externally, the process and practice of community engagement that was implemented in 

this inquiry will set a standard of what Indigenous engagement, collaboration, and participation 

should look like in the future. These standards are not specific to primary care but are prudent in 

all areas of health. As previously mentioned, throughout the inquiry, many participants referred 

to instances and concerns throughout the whole health system, and, therefore, as health care 
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leaders commit to cultural safety and Indigenous participation within the health system, the 

process and the results of this inquiry can be used moving forward. 

Cultural safety education is a priority within all areas of government and health, and 

these organizations use many tools and training programs. However, the outcomes of this inquiry 

point to the need for cultural safety education. Participants viewed this education as participatory 

and relational. An implication for further inquiry is to examine and seek to further a process that 

will be inclusive of Indigenous people, build relationships, and promote self-determination and 

empowerment of Indigenous people. 

Thesis Summary 

My inquiry examined equity and access to primary care to understand community 

members’ reluctance to care and to pursue shifts toward increased health engagement. My 

intention, as the primary researcher, was to make space for community members to share stories, 

experiences, and expertise that would lead to community-driven change. The process of 

assembling a proposal involved digging deeper into the inequity of health access, including 

identifying the unsafe practices that have disempowered and created mistrust and unnecessary 

health deprivation, which solidified the importance of community inquiry and engagement. 

In reflection, during the process of building my thesis proposal, I was upset and angry 

about the history and current state of the relationship indigenous people had with the health care 

system. Furthermore, during the inquiry process, the stories shared by participants about their 

history with health care and negative interactions triggered further anger and sadness. It has 

taken decades of colonization, racism, and mistreatment to create the current fractured 

relationship Indigenous peoples have with the health care system. The wellness of Indigenous 

communities have been deeply impacted by this history. 
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However, many stories and recommendations emphasized the resiliency of Indigenous 

people. Through further engagement and reflection, the recommendations have inspired hope 

and confidence that there is a better way forward. I now believe that through community 

participation and decolonization of the health system, Indigenous communities will experience 

improved health outcomes. 

It is inspiring that Tsartlip community members are sharing their stories and experiences, 

reaching out and toward change with hope and assurance that the future will bring vibrancy, 

reconciliation, and self-determination to our community and the generations to come. I raise my 

hands to participants for trusting in me through this process and for working toward health and 

wellness for our community. 

HÍSW̱KE. 
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Appendix A: Community Letter 

Dear Participant, 

Thank you for considering participation in my research inquiry. “Tsartlip First Nations Analysis 
of Primary Care Equity and Access” this is a research project developed to understand the how 
community members define equitable and accessible primary care so that we can advocate for 
systems change to meet this criterion. 

Who can participate? 

Any Tsartlip community member over 18 years of age. 

Participants are invited to participate in a Talking Circle that will take approximately four hours 
to identify the community’s definition of equitable and accessible primary care and then provide 
recommendations that support improved primary care services. 

How can Island health partner with Indigenous people, to cocreate processes that will lead to 
decreased barriers and improved accessibility of health care services, specifically in emergency 
rooms? 

Participation: 

Your participation is free and voluntary. To respect the integrity of the Circle, one (1) note taker 
will be identified to record themes of the discussion and recommendations. Following the Circle, 
a summary of recommendations will be shared with participants for validation. Once data is 
validated by participants the data will be presented back to participants through a dinner meeting. 
The final thesis, along with recommendations will be provided to Island Health for collaborative 
planning and implementation purposes. 

Participation is voluntary and is unrelated to your health care services. All participants will be 
asked to sign a participant consent form. 

To confirm interest in participation, please contact Heather Hastings by email: [email address] or 
phone: [telephone number] by [date/time]. 

Your participation is appreciated. If you have any questions or concerns, please do not hesitate to 
contact me directly. 

Kind Regards, 
Heather Hastings 
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Appendix B: One-on-One Interview Script 

Welcome, 

My name is Heather Hastings. I am from Tsartlip First Nations. Before we begin, I would like to 
Thank you for showing interest in the project and being willing to meet with me and share your 
thoughts, experiences and any recommendations. I wanted to share more with you about this 
research study “Tsartlip First Nations Analysis of Primary Care Equity and Access” This is a 
research project designed to provide recommendations that support improved access to primary 
care services. 

As a participant: Your participation is free and voluntary. You can skip any question at any time, 
refuse to answer any question or even leave the study at any time. 

For me to be completely present with you during this conversation, I was planning on audio 
recording our conversations so that I can listen and be present with you while also capturing the 
themes of the discussion and recommendations. However, if you would prefer not to be 
recorded, I am comfortable taking notes. Following this meeting, a summary of 
recommendations will be shared with you and other participants for validation in a larger talking 
circle. My final thesis, along with recommendations will be provided to Island Health for 
collaborative planning and implementation purposes as well as to Royal Roads University to 
assist in my completion of requirements for the Master of Leadership (Health Specialization) 
degree. 

It is important to note, that participation is voluntary and is unrelated to your health care services. 

A written record of dialogue will be transcribed from the audio recording, but your name will be 
replaced by a code. In the final report, no identifying information about you will be included; all 
data will be de-identified and reported in aggregate form; however, quotes made by you may be 
used if you grant permission at this time. 

I will let you know that anything we talk about during this meeting will be kept confidential and 
will remain within the team that is working on this project. 

This meeting is intended to capture your thoughts and recommendations. Please know that we 
can stop at any time yet, please do not feel rushed as I am here as long as you need. 

The primary question that I will ask you is: 

How does Tsartlip First Nations community members define equitable and accessible primary 
health care? 
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Appendix C: Talking Circle Participant Information and Consent Form 

PRINCIPAL INVESTIGATOR AND STUDY TEAM: 

Principal Investigator Name and Affiliation/Title: Heather Hastings, Royal Roads University 
MA Health Leadership Student 

Address:  
Phone Number: [telephone number] 
Email: [email address] 

______________________________ 

Background and Purpose of the Study 

You are invited to participate in a research study. Your participation must be free and voluntary. 
You are free to withdraw at any time. The purpose of this study is to develop an understanding of 
what equitable, and accessible primary care services mean for Tsartlip community members and 
then provide recommendations that support improved access to health care using the information 
gathered from one on one interviews as one method to hear Tsartlip community feedback. 

You are being asked to participate in this study because you are a Tsartlip community member. 

Location of Research 

This research study will be conducted in the Tsartlip First Nations community. 

Number of Participants 

Roughly 20 participants will be included in this study. 

Project Funding 

This project is not funded through any outside agencies. 

What is Required if I Participate? 

If you decide to participate in this study, you will be invited to participate in a talking circle. To 
address: 

What do Tsartlip First Nation community members say have been their experience of 

accessing primary health care services, and how will this contribute to improving 

accessibility to primary health care services on the Saanich Peninsula? 

To respect the integrity of the Circle, 1 note taker will be identified to record themes of the 
discussion and recommendations. Following the Circle, a summary of recommendations will be 
shared with participants for validation. 

What are the Possible Risks or Inconveniences of Participating? 

You may be exposed to the following risks and inconveniences: 
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• Psychological or emotional risk of harm due to feeling uncomfortable or triggered by past 
negative experiences of care. 

• Participation will require a minimum 4-hour time commitment that allows for 
uninterrupted, focused dialogue. 

To reduce these risks, the following steps will be taken: 

• Principle investigator will take great care to set the context from the beginning to focus 
on solution-oriented dialogue. 

• Cultural support: 

o Tsow Tun Le Lum ([telephone number]) 

o clinical supports: 

o Kuu-us Crisis Line Society ([telephone number] or [telephone number]) 

o Trauma psychologist specializing in Indigenous care. 

o Individually identified cultural supports? 

Principle investigator will follow up with participants following Talking Circle to confirm if any 
additional supports are needed. 

What are the Possible Benefits of Participating? 

The possible benefits of your participation include: 

• Contributions can influence health system changes to better support Primary Care for 
First Nations clients 

• Contributions can support capacity building related to increased accessibility to primary 
care. 

• Building working and collaborative partnerships between Indigenous communities and 
Primary Care systems. 

Do I Have to Take Part? 

Participation is voluntary. Contributions in these interviews will be at the discretion of the 
participants. Participants are free to share based on their own comfort and willingness. The 
nature of the interviews is to create a safe environment for teaching, learning, and listening. 
Participants can choose to withdraw from the study at any time. 

You are free to choose to participate or not. If you decide not to participate, your regular care or 
service will not be affected in any way. By consenting, you have not waived any rights to legal 
recourse connected to research-related harm. If you do decide to participate and then change 
your mind later, you can withdraw without any consequences or explanation. If you do withdraw 
from the study, we will check with you whether we can still use your collected data. 
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For participants who choose to withdraw after they participate in the interview and after audio 
recordings have been anonymized; it will be logistically impossible to remove individual data 
from a group session 

Will I be Paid for Taking Part? 

Currently, there is no honorariums attached to participating 

Researcher’s Relationship with Participants 

As the researcher, I am a member of Tsartlip First Nations and an employee of the Tsartlip 
Health Centre, which may result in a familial relationship to some potential participants. To help 
prevent my relationship from influencing your decision to participate, the following steps have 
been taken: 

• Invitation to participation will be an open invitation to all local area elders. 

• Existing work-related networks will be utilized to promote participation. 

• The research will be supported by an alternative interviewer who can assist in the event 
of a real or perceived conflict of interest. Assistant may support note-taking, group 
facilitation. 

On-Going Consent 

If new information becomes available, or if this project takes place over a more extended period, 
we will ask you to renew your consent to participate. 

Confidentiality & How my Personal Information will be Used 

• Participant name will be collected as part of the participant consent form. 

• Data will not include identifiable information. 

• Recommendations that come out of the interview will be anonymized and validated by 
participants before inclusion in the final report or any other future publication or 
presentation. 

• Your consent to collect your information for the purpose of this research project will 
expire when you complete the study. 

• One on One interviews may be audio recorded if consent is given, however, this 
information will be kept confidential, password protected, and stored confidentially until 
it is destroyed as per Royal Roads University policy. 

The data collected on you for this research project will be stored in Canada at Royal Roads 
University. 

Future Use of Data 
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Data will be de-identified at the conclusion of the study resulting in the inability to re-contact for 
purposes of consent. 

Disposal of Data 

Your data from this study will be disposed of in the following manner:  

Data Source How Destroyed When Destroyed 

Interview notes  Shredded These will be retained for 7 years 
after study completion. This is 
required by my funding agency. 

Interview recording  Recording chip shredded  These will be retained for 7 years 
after study completion. This is 
required by my funding agency. 

 
Final study results will be presented to Tsartlip Leadership and Royal Roads University, and be 
reviewed by an external examiner (Professor at another University) to meet requirements of 
Master of Arts Leadership (Health Specialization) degree requirements. Also, if possible, results 
will be shared more broadly through written articles or presentations at conferences and 
meetings. 

Who Should I Contact if I Need More Information or Help? 

The contact information for the Principal Investigator is provided on the first page of this 
Informed Consent Form. 

For questions or concerns about your rights as a research participant, please contact the Island 
Health Research Ethics Office in Victoria at [telephone number] or email: [email address]. 

Studies involving Focus Groups and Interviews: 

For participants who choose to withdraw after they begin Talking Circle activities; it will be 
logistically impossible to remove individual data from a group session. 

While Talking Circle participants will be requested to maintain the confidentiality of all focus 
group discussions, privacy cannot be guaranteed. 

Future Use of Data 

Data will be de-identified at the conclusion of the study resulting in the inability to re-contact for 
purposes of consent. 

Disposal of Data 

Your data from this study will be disposed of in the following manner:  

Data Source How Destroyed When Destroyed 
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Talking Circle Notes Shredded These will be retained for 7 years 
after study completion. This is 
required by my funding agency. 

 

Sharing of Study Results 

Following the Talking Circle, a summary of recommendations will be shared with participants 
for validation. 

Final study results will be presented to Tsartlip Leadership and Royal Roads University, and be 
reviewed by an external examiner (Professor at another University) to meet requirements of 
Master of Arts Leadership (Health Specialization) degree requirements. Also, if possible, results 
will be shared more broadly through written articles or presentations at conferences and 
meetings. 

Who Should I Contact if I Need More Information or Help? 

The contact information for the Principal Investigator is provided on the first page of this 
Informed Consent Form. 

For questions or concerns about your rights as a research participant, please contact the Island 
Health Research Ethics Office in Victoria at [telephone number] or email: [email address]. 
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Appendix D: Talking Circle Overview Document 

Throughout the summer 10 Tsartlip community members were interviewed regarding their 
experiences with Primary Care. The intention of these interviews was to understand what 
equitable access to primary care looked like for Tsartlip community members.  

With all participants there were many personal experiences and stories. Although everyone’s 
experiences were unique there were many common themes that did arise and some unique 
perspectives that I’d like to highlight. 

With all participants their current understanding and use of primary care services was grounded 
in what had been modeled and taught by parents and grandparents. For those who had good 
relationships with primary care providers they had family teachings about the importance of 
health, maintaining a family doctor, and receiving care at the time that is needed. In this 
circumstance the participants appeared more confident in these interactions and stated the 
importance of the relationship with a family doctor.  

Alternatively, many of the participants stated unhappiness or unease with primary care and 
reflected on experiences and stories that had been shared with the participants from elders and 
family members. Many of these stories were rooted in historical trauma and teachings that had 
led to mistrust and lack of confidence in the system.  

Either way, as mentioned by a few (4) of the participants how we engage with our own health 
and the health care system is inherited and passed down through the generations. 

Common Themes  

Colonization-historical trauma-trauma 

Many participants identified that they struggled to be vulnerable with intimate parts of their 
lives. Especially with people you may not know or who are in a perceived place of power. 
Furthermore, a few participants (5) acknowledged that the residual effects of residential 
school/day school has many associating doctors with a bad experience. during this time First 
Nations people were taught that they don’t have a voice, or that if you are sick than you are lazy 
or you are not taking care of yourself.  

As a result, as one participant recognized that there are a lot of people out there with trauma and 
it can limit their ability to seek help when appropriate. Another participant believed that because 
of this we conditioned and programmed ourselves not to notice and we stopped paying attention 
to our body.  

4 participants expressed reluctance, especially the elder participants. because they did not want 
to be judged or labeled for being sick. They didn’t want to be a burden and didn’t want to receive 
care unless it was absolutely necessary. Also, there was fear associated with these visits because 
community members did not want to be placed in hospital. Therefore, they would resist going to 
the doctor unless they had support, validation or were convinced to go by someone they trusted. 
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Judgement 

All participants touched on the fear or risk of judgement by a health practitioner. As one 
participant stated “I believe they already have their minds made up before we come in the door”. 
Participants recognized that they may not be believed when they present themselves to the doctor 
that instead there will be stigmas, stereotypes and judgements that will be connected with the 
clients complaint. For instance, participants identified that they may be seen as drunks, drug 
addicts, or seeking pills. Also, there were comments that we may be seen as “dirty Indians”. For 
instance, first nations men may feel judged and feel like they don’t “measure up”. Also, there is a 
risk with our children that if they are not clean and well put together that it is because the parents 
are not taking care of them. A few (2) participants spoke about the risk of being judged 
especially as a parent and the reality that if your child has a health concern that there is an 
assumption made that you haven’t done what your child needed. That instead it may be an issue 
or a result of with your care---accusatory or judgemental—that I may be reported to the ministry 
for these problems…. Therefore parents can be reluctant to ask for help or re engage the system 
if treatment is not working.  

One participant identified the importance of trust within the relationship between care provider 
and community member. To ensure that the doctor (with power over) will focus on the health 
concern in front of them and not place personal judgement on our parents or involve external 
agencies (ministry). 

Although the 10 participants may have unique experiences with health care I was able to identify 
common needs from all participants. I was interested to hear from the participants that have had 
trouble feeling comfortable accessing care as they were able to identify the barriers to accessing 
their care. However, the participants who have had positive experiences highlighted the 
important pieces of these interactions that make them positive, safe, and healthy. These features 
were identified by ALL participants and necessary to accessing care. 

Trust/relationship 

Building a relationship and trusting our health care professionals is the utmost importance and 
recommendation made by all participants.  

When asked why this is important I heard that it was important that the practitioner knows my 
story and that I will not continue to be asked for my history (9 people stated this). When the 
physician has an understanding of who you are as a person than we trust that the practitioner will 
be able to know that our health conditions/concerns are not who we are. That whatever struggle 
we may be facing at the time does not define who we are as a person.  

With a relationship and trust clients knew that their concerns would be taken seriously and that 
they would not be self-conscious telling the physician about what is going on with them or 
asking clarifying questions. When this doesn’t exist clients have mentioned that they do not feel 
comfortable going because they don’t understand what they are being told (health literacy) don’t 
want to be judged for not understanding. Or they leave with their concern not being addressed. 

It was important to participants that their primary care provider took interest in them – makes 
conversation- understands your family dynamic- takes time.  
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Many participants looked at health in a more holistic way. That there were many facets to their 
health (physical, mental, spiritual) they wanted an opportunity to address multiple concerns at 
once rather than being limited to to one topic per visit.  

Trust was especially important when dealing with children. Parents have been taught that those 
in positions of power can put families at risk. Parents have felt judged if they are seeking help 
and are concerned that they are being judged on their capacity as a parent. So for parents and all 
patients alike they can end up not sharing a full story (health history) or they may not be fully 
truthful of what is going on because they are fearful of how they will be perceived. 

Suggestions and Recommendations 

Participants valued –  

• self-determination- giving choice.  

• Meeting people where they are at.  

When practitioners were curious of traditional medicines or alternative therapies important to the 
client the participants felt empowered, valued and included in their care.  

Participants also recommended that different options of ways to accessing care were available to 
clients. This would lead to people feeling safe to access different places for certain needs or if 
they are unhappy with care that they are empowered to switch.  

• Validation- important that they felt seen and heard. In short appointments they feel 
rushed or shut down. Unable to ask questions. Sometimes the wait for appointments 
can be long and then by the time they can go they are better and told that there is 
nothing wrong.  

One participant mentioned that they now wait until they are “really sick” so that they will be 
taken seriously (accessing in crisis) .  

Community driven- 

Understand the needs of the family 

Know how the community accesses and do more of that (walk in vs. booked appointments) 
longer appointments, full family appointments. 

Valuing care over business- some stated that if feels like a factory.  

More practitioners in community, proving continuity, valuing the relationship and trust, longer 
appointments and more availability easier for transportation. 

Include advocates, family members or liaisons/nurses into the visits to ensure safety and 
understanding of appointment. 

Work together as a team.  

Education- cultural safety training. Looking critically at own internal biases and addressing 
them. 
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Taking steps in their practices to mitigate risk for clients.  

Build relationships, take the time, create a safe space- even art work or language. 

Reach out.  

Educate community members- revive teachings around health, decrease shame, empower 
community members.  

Time- there was comments made on the difficulty of building relationships, trust and rapport on 
a limited time. therefore, there was some suggestions that how appointments are structured in 
Tsartlip (low barrier appointments) works better. 

Or externally they could bill for longer appointments for first nations clients to provide the 
space/time to build relationships. 

Because longer, low barrier, and walk in appointments were suggested as possibilities then 
discussions on how we grow our programs in community. 
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Appendix E: Talking Circle Script 

Welcome, 

My name is Heather Hastings. I am from Tsartlip First Nations. Thank you for agreeing to 
participate in this research study. “Tsartlip First Nations Analysis of Primary Care Equity and 
Access” this is a research project developed to provide recommendations that support improved 
access to primary care services. 

As a participant: Your involvement is free and voluntary. You can skip any question at any time, 
refuse to answer any question or even leave the study at any time. To respect the integrity of the 
Circle, one (1) note taker will be identified to record themes of the discussion and 
recommendations. Following the Circle, a summary of recommendations will be shared with 
participants for validation. The final thesis, along with recommendations will be provided to 
Island Health for collaborative planning and implementation purposes as well as Royal Roads 
University in the completion of requirements for the Master of Leadership (Health 
Specialization) degree. 

Participation is voluntary and is unrelated to your health care services. 

A written record of dialogue will be recorded, but your name will be replaced by a code. In the 
final report, no identifying information about you will be included; all data will be de-identified 
and reported in aggregate form; however, quotes made by you may be used. 

I will let you know that confidentiality cannot be guaranteed when participants take part in group 
activities. However, there are steps that we can take to protect the group members’ privacy. This 
is accomplished by not discussing what others talked about in the group, and by not telling other 
people about who attended the group. Further, it is imperative we do not use the names or 
identifying details of individuals when discussing examples. 

The Talking Circle is intended to create a safe place for listening, learning and sharing. Although 
there is no set timeframe for the Talking Circle, we anticipate that the Talking Circle that will 
take approximately four hours to collaborate on identifying recommendations that support access 
to primary care services that will improve service delivery and therefore reduce barriers and 
positively affect health outcomes. Critical Questions for consideration include: 

What do Tsartlip First Nation community members say have been their experience of 

accessing primary health care services, and how will this contribute to improving 

accessibility to primary health care services on the Saanich Peninsula? 

We will be going clockwise around the circle, and this will allow everyone an opportunity to 
contribute. We will proceed around the circle will allow everyone a chance to contribute. We 
encourage participants to share as openly and honestly as they feel comfortable. If there is 
anything that you missed during your time, please know after completing a full round we will 
proceed with additional rounds as the group sees fit. After a minimum of two round, the recorder 
will be invited to share a summary of themes and draft recommendations. Additional rounds will 
commence coming to consensus on final recommendations. Also, there will be an opportunity to 
meet one on one if you reflect on this conversation and feel that you would like to add additional 
comments. 
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Appendix F: One-on-One Interview Participant Information and Consent Form 

Tsartlip First Nations Analysis of Primary Care Equity and Access 

PRINCIPAL INVESTIGATOR AND STUDY TEAM: 

Principal Investigator Name and Affiliation/Title: Heather Hastings, Royal Roads University 
MA Health Leadership Student 

Address:  
Phone Number: [telephone number] 
Email: [email address] 

What is a One-on-One Interview? 

I would like to provide an opportunity to meet one on one in a quiet and confidential place to 
have a conversation regarding experiences, stories, and recommendations regarding experiences 
accessing primary care and recommendations on how these services may be improved and how 
better relationships may be formed. 

The one on one interviews will take place between any Tsartlip community member or health 
care provider who is interested in participating and the researcher. 

The participants are welcome to have a family member, spouse, or friend present as support if 
this is preferred. 

Also, please note that the interviewer would like to voice record these interviews to allow the 
interviewer to be fully present throughout the conversation. However, if this is not preferred, 
then the interviewer is happy to take handwritten notes. 

Background and Purpose of the Study 

You are invited to participate in a research study. Your participation must be free and voluntary. 
You are free to withdraw at any time. The purpose of this study is to develop an understanding of 
what equitable, and accessible primary care services mean for Tsartlip community members and 
then provide recommendations that support improved access to health care using the information 
gathered from one on one interviews as one method to hear Tsartlip community feedback. 

You are being asked to participate in this study because you are a Tsartlip community member or 
a health care provider within the Tsartlip community. 

Location of Research 

This research study will be conducted within the Tsartlip First Nations. 

Number of Participants 

Roughly 20 participants will be included in this study. 
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What is Required if I Participate? 

If you decide to participate in this study, you will be invited to join in a one on one interview. 
This interview will take place in a confidential setting of the participants choice. There will be an 
overview of the study, an opportunity for questions and then the participant will then be asked to 
discuss. 

What do Tsartlip First Nation community members say have been their experience of accessing 
primary health care services, and how will this contribute to improving accessibility to primary 
health care services on the Saanich Peninsula? 

A summary of recommendations and themes will be shared with participants for validation 
during a talking circle at a later date. 

What are the Possible Risks or Inconveniences of Participating? 

You may be exposed to the following risks and inconveniences: 

• Psychological or emotional risk of harm due to feeling uncomfortable or triggered by past 
negative experiences of care. 

• Participation will require a minimum 1-hour time commitment that allows for 
uninterrupted, focused dialogue. 

To reduce these risks, the following steps will be taken: 

• Principle investigator will take great care to set the context from the beginning to focus 
on solution-oriented dialogue. 

• Cultural support: 

o Tsow Tun Le Lum ([telephone number]) 

• clinical supports: 

o Kuu-us Crisis Line Society ([telephone number] or [telephone number]) 
o Individually identified cultural supports 

• Principle investigator will follow up with participants following all interviews to confirm 
if any additional supports are needed. 

What are the Possible Benefits of Participating? 

The possible benefits of your participation include: 

• Contributions can influence health system changes to better support trauma-informed 
care for First Nations clients 

• Contributions can support capacity building related to cultural safety and humility. 
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• Participant contribution will help advance knowledge in the area of trauma-informed 
care, cultural safety, and cultural humility. 

• Building working and collaborative partnerships between Indigenous communities and 
Primary Care systems. 

Do I Have to Take Part? 

Participation is voluntary. Contributions in these interviews will be at the discretion of the 
participants. Participants are free to share based on their own comfort and willingness. The 
nature of the interviews is to create a safe environment for teaching, learning, and listening. 
Participants can choose to withdraw from the study at any time. 

You are free to choose to participate or not. If you decide not to participate, your regular care or 
service will not be affected in any way. By consenting, you have not waived any rights to legal 
recourse connected to research-related harm. If you do decide to participate and then change 
your mind later, you can withdraw without any consequences or explanation. If you do withdraw 
from the study, we will check with you whether we can still use your collected data. 

For participants who choose to withdraw after they participate in the interview and after audio 
recordings have been anonymized; it will be logistically impossible to remove individual data 
from a group session. 

Will I be Paid for Taking Part? 

Currently, there are not honorariums for community members time. 

Researcher’s Relationship with Participants 

As the researcher, I am a member of Tsartlip First Nations and an employee of the Tsartlip 
Health Centre, which may result in a familial relationship to some potential participants. To help 
prevent my relationship from influencing your decision to participate, the following steps have 
been taken: 

• Invitation to participation will be an open invitation to all local area elders. 

• Existing work-related networks will be utilized to promote participation. 

• The research will be supported by an alternative interviewer who can assist in the event 
of a real or perceived conflict of interest. Assistant may support note-taking, group 
facilitation. 

On-Going Consent 

If new information becomes available, or if this project takes place over a more extended period, 
we will ask you to renew your consent to participate. 

Confidentiality & How my Personal Information will be Used 

• Participant name will be collected as part of the participant consent form. 
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• Data will not include identifiable information. 

• Recommendations that come out of the interview will be anonymized and validated by 
participants before inclusion in the final report or any other future publication or 
presentation. 

• Your consent to collect your information for the purpose of this research project will 
expire when you complete the study. 

• One on One interviews may be audio recorded if consent is given, however, this 
information will be kept confidential, password protected, and stored confidentially until 
it is destroyed as per Royal Roads University policy. 

The data collected on you for this research project will be stored in Canada at Royal Roads 
University. 

Future Use of Data 

Data will be de-identified at the conclusion of the study resulting in the inability to re-contact for 
purposes of consent. 

Disposal of Data 

Your data from this study will be disposed of in the following manner:  

Data Source How Destroyed When Destroyed 

Interview notes  Shredded These will be retained for 7 years 
after study completion. This is 
required by my funding agency. 

Interview recording  Recording chip shredded  These will be retained for 7 years 
after study completion. This is 
required by my funding agency. 

 

Final study results will be presented to Island Health and Royal Roads University, and be 
reviewed by an external examiner (Professor at another University) to meet requirements of 
Master of Arts Leadership (Health Specialization) degree requirements. Also, if possible, results 
will be shared more broadly through written articles or presentations at conferences and 
meetings. 

Who Should I Contact if I Need More Information or Help? 

The contact information for the Principal Investigator is provided on the first page of this 
Informed Consent Form. 

For questions or concerns about your rights as a research participant, please contact the Island 
Health Research Ethics Office in Victoria at [telephone number] or email: [email address]. 


