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Abstract 
 

This thesis explored the experiences of patients from the Moose Factory and Moosonee 

area who travel to larger urban cities for medical appointments. The main objectives of this 

project were to have a greater understanding of the patient experience in having to travel for 

medical appointments, as well as understand the strengths and challenges that patients face 

before, during, and after a trip to a larger city for a medical appointment. The study also provided 

participants an opportunity to envision approaches to improve patient experiences.  

Through open-ended interviews with 10 participants, a number of themes were explored 

in relation to a patient’s experience prior to attending an appointment, during an appointment, 

and returning home from an appointment. Most notably, the themes that were discussed in great 

length by many of the participants included issues with travel arrangements, transportation 

services, and food arrangements. 	

The results of this study were translated from patient experiences in travelling for 

medical appointments into recommendations that could be used by the local First Nation 

leadership to advocate for improvements to the healthcare system that affects their community 

members. These recommendations also are helpful to the local health authority that currently 

serves patients in the Moose Factory and Moosonee region. 

 

Keywords: Moose Factory, Northern Ontario, medical transportation, patient experience, chronic 

diseases, health services.  
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Preparing for the Canoe Trip (Situating Self) 

“Prior to the trip, there is an inward looking and a lot of self-reflection… We examine self in 
relation with others, self in relation with community, and self in relation with the natural 

world… It is from this inner core we travel and spiral outward in a relational way as we think 
about key research questions to issues and challenges we face in our families and communities.” 

(Michell, 2012, p.3) 

As an Indigenous researcher, it is important for me to situate myself within this research 

in order to provide readers with a greater understanding of my experiences and connections to 

the research that will be explored throughout this thesis.  

I first introduce myself as a Cree woman from Moose Factory Island, Ontario, Canada 

and a member of the Moose Cree First Nation. Moose Factory is a small island along the western 

coast of James Bay. I grew up in my community for a portion of my childhood, learning various 

traditions and aspects of my Cree culture from my grandparents, aunts, uncles and close family 

friends. My immediate family and I moved from Moose Factory to the small town of Espanola in 

Northeastern Ontario where my parents had both found jobs and to be closer to my father’s 

family of mixed European descent. From Espanola, my family and I moved to Sudbury for my 

older brother to pursue a competitive hockey career and, ever since, have resided in the city of 

Sudbury. I often find myself explaining my current living situation as going to school and 

working in Sudbury. Over the years I have created a great community of friends and family who 

live in the city, and a large part of my life has taken place in this city, but to me, my true home 

and heart belongs in Moose Factory.  

 I personally believe that I have been extremely fortunate to have had the opportunity to 

obtain an education in an urban area from the beginning of my education journey. I was able to 

attend a French-immersion school that I believed challenged me throughout my formative years 

in school. Having been immersed in the Western education system, I feel as though I was able to 
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have a duality of knowledge in Western society, but also in my own cultural Cree society. 

Although at times in my childhood this duality left me with confused and mixed feelings with 

my identity, as an adult I have been able to find security and comfort in my identity as a Cree 

woman with urban roots. While this way of life has provided me with numerous positive 

experiences, skills and opportunities, I have also experienced many negative emotions from this 

dual identity. I choose to use the skills and privilege I carry by seeing through both a Western 

and Cree lens to better advocate and support voices who are not often heard (Bartlett, Marshall & 

Marshall, 2012).  

 While I attended school in urban cities for the entirety of my education from kindergarten 

to university-level, I have always remained deep-rooted in my home, and have always spent my 

summers and breaks off school in Moose Factory. Coming from an extremely large extended 

family, I have always been surrounded and supported by family in every stage and part of my 

life. Family has always been an integral part of my upbringing, especially the presence of my 

grandparents. From a very young age, my grandparents have meant the world to me, as many 

grandchildren view their grandparents. For me, I have always felt a sense of pride in my 

grandparents, not only due to the fact that they are amazing people, teachers and storytellers, but 

because of the strong family unit they built and brought their children and grandchildren into. 

My grandparents, Beulah and Abel Butterfly experienced colonization in two very 

different ways. Like many First Nations children, my granny was forced into a residential school 

at the age of 6. She attended the Bishop Horden Memorial School for the majority of her 

childhood years where she was subjected to much of the abuse that is well-documented within 

residential schools. My grandpa’s family was able to flee from ministers and government 

officials forcing children into residential schools. He and his parents found refuge deep in the 
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bush and lived on the land for many years. Through years of abuse, hurt and pain at the hands of 

the Canadian government, both my grandparents were able to persist and build a better life of 

their own, and the generations that exist because of them are testaments to their strength and 

resilience.   

 I choose to introduce my grandparents to situate myself in my own research, because 

without the years of courage and bravery, I would not be here to complete this research. Much 

like they cared and watched over me for so many years, I feel a sense of responsibility to do the 

same for them as years go by and my grandparents reach the elderly ages of their lives. My 

research topic came to me, years before I was ever considering a Master’s program, but from a 

personal experience that occurred while attending a medical appointment with my grandpa.  

Figure 1 

Personal photograph of my late grandpa and I 
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 Living in a remote community, it is difficult to obtain access to a number of quality 

services, health care being one of them. In Moose Factory, we are one of the fortunate 

communities along the coast of James Bay that has a hospital equipped to treat patients with 

every day medical needs. However, if patients require more specialized care or services, patients 

must travel to urban hospitals in order to receive the necessary medical care they need. This was 

the case for my grandpa, who suffered with diabetes and accidentally cut one of his toes while 

completing yard work. His injury had been noted and looked at by doctors in the community, 

however healing had not taken place and his toes began showing signs of gangrene. As doctors 

noticed this, he was referred to see a surgeon in Kingston, Ontario to determine the next steps for 

his medical issue. At the time, I had been spending the summer at my grandparent’s house, and 

in a last-minute family emergency took the responsibility to be his escort for his appointment.  

 Together, we travelled by chartered flight from Moosonee to Kingston and stayed in the 

local hostel together until his appointment. On the day of the appointment, my urban Cree 

identity allowed me to feel very confident in the hospital setting in Kingston. I had been to 

various hospitals in urban cities before, and understood the ways of directories and maps, which 

is much different than that of our hospital on the reserve. That morning, my grandpa and I 

arrived at the hospital, much bigger and complex than the one my grandfather was used to. I 

guided him to the appropriate wing of the hospital, helped him check in, and waited with him to 

be called to see his doctor. When we were let into a room and introduced to the doctor, I noticed 

quite a few issues in the interaction between my grandfather and the doctor treating him. One of 

the most obvious barriers in their contact was language. Speaking mainly Cree, my grandpa had 

difficulty communicating in English with the doctor to answer basic questions about his medical 

history. Acting as an interpreter, I helped my grandpa to answer the questions and explained 
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some of what the doctor was trying to ask. Another component of language that presented itself 

as difficult was the vocabulary and medical terms used by the doctor. Having finished a science-

related degree and having interest in health and medicine, I was able to understand and 

comprehend the details of my grandfather’s condition. My grandfather, however, had never been 

accustomed to these terms and needed explanation of his condition in terms and words that he 

could make sense of. The end of the appointment neared, and my grandfather was admitted to the 

hospital for further tests before the surgery. After the appointment, I had time to reflect and I had 

many concerns and questions. What if I was not there to help my grandfather with answering and 

understanding questions? Are there Cree interpreters or known community members to support 

and help in these situations? What if my grandfather agreed to terms or answered questions 

incorrectly due to the fact that he couldn’t understand or hear properly? From this experience, I 

was concerned for my grandparents and their experience when they travelled for medical 

appointments.  

 It was also during the experience in travelling for the appointment that I realized there 

were many challenges faced when my grandpa and I travelled for his medical appointment. I felt 

this research topic was an important one to me, as I could clearly see how medical travel and out 

of town appointments affect my beloved family members. This research topic also felt important 

in the community, as there were many discussions occurring in the community regarding 

community healthcare, the medical travel process, and approaches to provide better experiences 

to community members. It is my hope that this project can provide results to the local political 

structures to understand patient experiences, so they are taken into consideration during policy 

changes or development.
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Chapter 1 : Introduction 

1.1 Understanding the Situation 

Many First Nation (FN) communities in rural or remote parts of Canada do not have 

specialized health services in their community for community members to access (Lavoie et al., 

2015). Instead, FN patients must leave their community and travel to larger, urban hospitals to 

access general practitioners, specialists, dialysis, or other health services depending on their 

health condition. In some cases, relocation may be permanent (end-of-life care, dialysis, personal 

preference); in other cases, it may be a single event or appointment, and patients may return to 

their community. There is a growing body of literature that has documented the negative 

psychosocial effects that medical transfers have on Indigenous patients (Salvalaggio et al., 2003, 

Kornelsen et al., 2011; Lavoie et al., 2015; McKenzie, 2015; Zacharias et al., 2011). These 

studies have found that logistics, funding, social and cultural supports, and support for escorts 

and family members are inadequate (Salvalaggio et al., 2003, Kornelsen et al., 2011; Lavoie et 

al., 2015; McKenzie, 2015; Zacharias et al., 2011). These issues arise due to the diverse federal, 

provincial, regional health authorities, hospital and FN policies that may apply at different times 

in a medical relocation, making it difficult and frustrating for patients to navigate the health 

system and medical relocations (Lavoie et al., 2015).  

With the rapid increase of chronic diseases (diabetes, arthritis, heart diseases, COPD, 

dementia, etc.) at much younger ages, many FN patients are requiring more advanced and 

specialized medical care than what is available in their community (Reading, 2009; Bruce et al., 

2014). Thus, more patients are requiring medical transfers to larger, urban hospitals to receive 

health care. Despite improved services in many cases, Indigenous patients seeking care outside 

of their community may experience culturally unsafe care, racism, discrimination and 
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stereotyping from service providers, reinforcing historical colonial relationships (Jacklin et al., 

2015). 

 FN patients from the Weeneebayko area (James and Hudson Bay lowlands) receive 

health services from the local health authority, Weeneebayko Area Health Authority (WAHA).  

WAHA is one of two health authorities in Ontario that is completely First Nations governed and 

thus plays a unique role in providing health services to the communities and people of the 

Weeneebayko region (WAHA, 2019). These include patients from the Moose Cree FN, Fort 

Albany FN, Attawapiskat FN, Weenusk FN, and the Kashechewan FN. Patients from the Moose 

Cree FN can access local health services at the Weeneebayko General Hospital (WGH), located 

on the island of Moose Factory, which provides acute and chronic care, 24-hour emergency 

services, and family medicine clinics (WAHA, 2018). Other services by the WGH include 

occupational and rehabilitative services, general surgery and anesthesia, a traditional healing 

program, and a regional mental health program (WAHA, 2018). Patients who require emergency 

or specialized medical treatment are referred to receive tertiary care beyond the WAHA area and 

are primarily transferred to the Kingston General Hospital and the Timmins District Hospital 

(WAHA, 2018). 

1.2 Medical Travel Process in Moose Factory/Moosonee  

Medical travel from remote isolated communities is complex and requires multiple steps 

and organizational processes in order for patients to travel from their community to a larger 

urban hospital. Figure 2 (page 19) provides a visual overview of this process for patients from 

the Moose Factory/Moosonee area.  
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Figure 2 

A Patient's Journey for Medical Travel 
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In order to initiate the medical travel process, patients must attend an appointment at the local 

hospital in Moose Factory, Ontario or at the local clinic in Moosonee, Ontario. At this 

appointment, patients receive a referral from their physician describing the need for further 

testing out of zone (NIHB Working Group, 2013). If a patient requires a non-medical escort for 

their appointment, this must be referred and supported by the physician and is approved by the 

First Nation and Inuit Health Benefit (FNIHB) program based on medical reason. If approved, 

non-medical escorts are chosen by the patient to provide them with support while they attend 

their appointment out of town. Escorts are approved by FNIHB when there is a legal or medical 

requirement that results in the patient being unable to travel alone (Government of Canada, 

2020). For example, patients eligible for an escort include: patients under the age of 18, patients 

that require alternative legal consent or decision making, patients that require assistance with 

activities of daily living, those who face language barriers, patients undergoing medical 

procedures, patients who have a medical condition that result in assistance during trip, or if a 

pregnant women is travelling to give childbirth (Government of Canada, 2020). 

The information provided by the physician during this initial appointment is forwarded to 

the WAHA Non-Insured Health Benefits (NIHB) department, where they await approval from 

Health Canada for medical travel (NIHB Working Group, 2013). If the referral is approved by 

Health Canada, the WAHA NIHB department then coordinates an appointment for the patient. 

Next, patients await an appointment notification from the WAHA NIHB department for 

an appointment date and time. Patients must confirm their appointment time 5-10 days prior to 

the appointment time (NIHB Working Group, 2013). After patient confirmation, WAHA NIHB 

department books the patient’s travel and provides travel logistics to the patient. Once a patient’s 

travel is booked, the patient may need to make any familial arrangements in order to travel out of 
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the community. These may include childcare or elder care arrangements, informing their 

employer, getting approval from their employer, pack for their trip, and other personal 

considerations. 

 On the day of a patient’s travel, the local band health services will pick up a patient for 

transport to the local airport or train station in Moosonee (NIHB Working Group, 2013). This 

transportation looks different during each season. During the summer months, a charter boat 

transports patients to the Moosonee docks. From there, another local band health service will 

provide transportation from the Moosonee docks to the Moosonee airport or train station. In the 

winter months, the local ice road from Moose Factory to Moosonee is used to transport patients 

between the communities. During break up and freeze up season, when the river is unsafe to 

travel on, helicopter transportation is used to transport patients to their airport or train station in 

Moosonee. Once the patient arrives at the airport or train station in Moosonee, they will receive 

more travel logistics for the place they are travelling to for their appointment. This information 

includes the place where they are staying and meal allowance tickets (NIHB Working Group, 

2013). 

 Patients travel from Moosonee by plane, or by train and bus to one of the major referral 

centers for WAHA. These referral centers include Kingston and Timmins. If a patient arrives in 

Timmins or Kingston by plane, they are met at the airport by client services and are driven to 

their hostel or hotel room that they will be staying in while they are in a new town for their 

appointment (NIHB Working Group, 2013). 

On the day of the patient’s appointment, local transportation is provided to and from the 

appointment location from the patient’s hotel or hostel (NIHB Working Group, 2013). Patients 

are dropped off at the appointment location and are expected to attend their appointment. During 
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the appointment, patients are required to get a confirmation of appointment form signed by the 

physician in order for their return travel to be booked (NIHB Working Group, 2013). Once this 

form is approved, the WAHA NIHB department can then complete return travel arrangements 

for patients. Patients then follow the similar process in travel to return home from their 

appointment. 

Depending on the type of medical treatment needed, and the timing of the trip, patients 

are required to leave their community and may stay in these urban areas for as little as a few days 

to as long as a few months. Studies that have examined the effects of medical relocation in 

moving Indigenous patients out of their communities to larger urban cities have found that 

medical relocation occurs at great financial and emotional cost and disrupts the continuum of 

care for Indigenous patients (Bartlett et al., 2007). 

While no policies exist describing WAHA’s specific commitments to patients being 

primarily transferred to KGH and TDH, it has been stated that KGH has had a longstanding 

program providing service to residents of the WAHA catchment area (HayGroup, 2016). Due to 

the distance a patient must travel to KGH from their home community in Northern Ontario, this 

partnership does not present itself as being effective for patients. The geographical differences 

between Southern and Northern Ontario may be difficult for patients from remote, First Nation 

communities in the North to navigate. Thus, a main referral centre in the North may improve be 

effective in treating patient’s that WAHA serves.  

In additional, medical schools located in the North, such as the Northern Ontario School 

of Medicine, are committed to providing socially accountable service to the needs and the 

diversity of populations in Northern Ontario, including Indigenous, remote, rural and 

underserved communities (Northern Ontario School of Medicine, 2020). The training of future 
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socially accountable physicians, located in the North and aimed to serve the North present itself 

as a better partnership opportunity for WAHA to engage with.   

 

1.3 Outward Looking (Study Rationale) 

“You learn how to read the land for survival, looking for key patterns in the studies. What hunters have 
passed through the area before? What might the footprints tell us of past events and happenings? Pay 

attention to identity gaps in the literature and to critiques to allow for a balance of perspectives. 
Articulate a rationale for why you are embarking on a research journey based on those gaps. What makes 

your research different?” (Michell, 2012, p.5) 

Travelling for medical appointments will likely remain to be a reality for FN patients 

throughout Canada, due to diverse geographic regions and inadequate funding (Lavoie et al., 

2010). However, FNs, local hospitals, and regional health authorities can respond to the needs of 

community members through improved policymaking for medical transfers, thus leading to 

improved patient experiences. This project will translate patient experiences into 

recommendations for policy improvement to allow for patients from the Moose Cree area to have 

improved experiences through the medical travel process.  

The objectives of this project are to understand the experiences of patients when they 

travel for medical appointments in urban cities, understand the challenges and strengths that 

come with medical travel, envision approaches to improve patient experiences and to provide 

local leadership with recommendations in improving patient experiences. The MCFN leadership 

and community have expressed the need to further understand the health services and improve 

health service delivery in the community. This research will respond to those concerns and 

provide more information on the strengths and challenges that MCFN patients face when they 

travel for medical appointments. In identifying challenges and issues that patients face, possible 

solutions and recommendations to the FN, hospital, or local health authority can be made to 

mitigate these issues. This research will add to the growing body of research being completed 



 

8 

 

with Indigenous communities to have more insight on FN health and the needs of FN patients. It 

will also add to the literature that uses community-based approaches in research.  

Through my preliminary reading and literature review, I found the stories and 

experiences of patients were rarely discussed or considered. In addition, I found little to no 

literature that focused on the situation within the FN communities along the James Bay. It was 

important to me and to my community partners to ensure that the voices of community members 

were heard through the research project to provide important context to issues relating to medical 

travel that were being identified in the community. 

The approach I used to accomplish these objectives were determined in a collaborative 

manner between myself and members of the Moose Cree Health Centre. I recruited 10 

community members from the Moose Factory and Moosonee area to participate in a one-on-one, 

face-to-face interview in which participants described their experience prior, during, and after an 

appointment out of town. Participants also shared their thoughts relating to positive and negative 

aspects about travelling for medical appointments and were also able to reflect on ways in which 

their experience could be improved.  

1.4 Terminology 

It is important to clarify terminology as the terms Indigenous, First Nations (FN), Inuit, and 

Métis are used throughout the writing. Within the context of this thesis, Indigenous is to mean: 

“an inclusive and international term to describe individuals and collectives who consider 

themselves as being related to and/or having historical continuity with “First Peoples”, whose 

civilizations in what is now known as Canada” (Allan & Smylie, 2015). Thus, the term 

Indigenous is used to describe the collective groups of First Nations, Inuit and Métis people in 

Canada.  
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I also want to acknowledge the distinct terms of FN, Inuit and Métis as they each describe a 

unique and different group of Indigenous peoples in Canada. Within this study, the research 

involved the participation of FN people, specifically those from the Moose Factory and 

Moosonee region, also known as the Moose Cree area. First Nation in this context refers to 

people who are recognized as members of a FN community as defined by the Indian Act (Allan 

& Smylie, 2015). This project aims to recruit participants who travel for medical appointments, 

which is covered by the FNIHB program through Health Canada. Patients must have First Nation 

status in order to receive benefits from this program, which is why this project is using Health 

Canada’s definition of status FN. There are times throughout the writing where the term Cree or 

Moose Cree is used to specifically describe the FN people from the geographical region of 

Moose Factory or Moosonee, Ontario or people from the Moose Cree FN (MCFN). 

1.5 A Note on Framework 

This thesis is formatted in a way that diverts from Western research titles and instead is 

centered around Herman Michell’s (2012) metaphor that doing community-based research is like 

going on a canoe trip to hunt for knowledge. Within this metaphor, Michell (2012) uses a Cree 

worldview to describe each step of the research process in a way that aligns with my Cree 

teachings and values. Following each section title, a short excerpt from Michell’s (2012) 

metaphor is shared to provide a greater understanding of the section to be discussed. Figure 3 

(page 26-28) details the framework used in this study. This framework of my thesis caused me to 

constantly reflect on my core teachings and values throughout the research process. I believe this 

resulted in a research project and report that was authentic and meaningful to me as a researcher 

and a community member.  
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Overview of Framework 

 

 

Figure 3 
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1.6 Chapter Summary 

Members of the MCFN with health conditions that require specialized health services not 

available in the community must travel to larger urban cities for medical appointments. The 

process in which they get approved and travel for an out of town appointment is outlined as the 

medical transportation, a lengthy process requiring numerous steps and approvals from different 

levels. Due to the remote nature of the MCFN community, having to travel for medical services 

will likely remain a reality for many community members. Thus, it is imperative that the 

perspective and experience of patients’ travelling to larger cities for medical care are understood 

and heard in order to address any concerns or issues that may be taking place. This study aims to 

better understand the patient experience in having to travel for medical care outside of the 

community through qualitative semi-structured interviews in which patients share their 

experiences prior, during, and after a medical appointment in a larger urban city. The challenges 

and strengths of travelling for medical appointments will also be explored. The results from this 

study will be used to inform local health leadership of the experience of patient’s while they 

travel to appointments outside of their community and envision approaches to policy 

improvement. In the next chapter, a thorough examination of current literature related to the 

realities of health systems in FN communities is covered. 
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Chapter 2 : A Survey of the Landscape 
(Literature Review) 

“Doing a literature review is like surveying the hunting territory in order to have a general idea 
of the discourse that lies in this path. You see the animal tracks and pursue where they lead. 

Sometimes they lead nowhere. Other times they lead you directly to the source. You learn how to 
read the land for survival, looking for key patterns in the studies.” (Michell, 2012, p.5) 

2.1 Colonialism and Health 

In Canada, during the post-Confederation era original inhabitants of the land were 

physically displaced from traditional territories and were forced to live on reserve land. The 

creation of reserve lands reflects the longstanding history of domination and early attempts to 

assimilate Indigenous peoples of Canada (Adelson, 2005). Reserve land was set aside for the use 

of registered Indians with the legal title to the land held by the Crown (Richmond & Ross, 2009). 

Reserve land was often marginal, meaning it did not support Indigenous lifestyles of traditional 

hunting, fishing, and gathering or economic activities such as farming and were often situated in 

isolated locations to be removed from the non-Indigenous population (Richmond & Ross, 2009). 

Within an Indigenous worldview, the land is central to Indigenous culture and ways of being and 

plays a fundamental role in the health and wellness of Indigenous communities (Richmond & 

Ross, 2009). Thus, the physical displacement of Indigenous communities from traditional lands 

and territories has negatively affected the collective wellbeing of Indigenous communities in 

Canada and across the world (Richmond & Ross, 2009). Notable scholars argue that the loss of 

land has largely contributed to the cultural stress experienced by Indigenous communities 

throughout Canada (Bartlett et al., 2007; Adelson, 2005; Richmond & Ross, 2009).  

In addition to the establishment of the reserve system, Canada also adopted the Indian 

Act of 1876, which established First Nations as wards of the state (Lavoie et al., 2010). The 

introduction of the Indian Act caused Indigenous communities to be displaced socially and 
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culturally through colonial policies that aimed to erase their cultural values, customs and beliefs 

(Aboriginal Affairs and Northern Development Canada, 2011). For example, amendments to the 

Indian Act banned specific traditional ceremonies and gatherings, which resulted in many being 

pushed underground and some practices being lost for generations (Adams, 1995). Specifically, 

in the Moose Cree region, numerous groups of Christian missionaries began establishing 

religious places of worship in Moose Factory, starting in 1672 and continue today (Reimer & 

Chartrand, 2005). Presently, there is a strong following of Christian religion that exists in the 

Moose Factory community (Lacasse, 2017). 

Additionally, the residential school era arose through educational policies that were 

aimed to assimilate Indigenous children. Children were forcibly removed from their homes, were 

forbidden the use of their traditional language, teachings, or culture and were subjected to much 

emotional, mental, physical and sexual abuse (Bombay et al., 2014). These colonial activities 

undermined the social and cultural pillars that are central to Indigenous identity, as they 

prohibited families from sharing the cultural practices that tied Indigenous peoples to their 

traditional land, practices and culture (Richmond & Ross, 2009). The result of hundreds of years 

of colonization and colonial policies are argued to be the main contributor resulting in the poor 

health and wellbeing of Indigenous peoples in Canada (TRC, 2015).  

Indigenous peoples in Canada have a higher risk of developing multiple chronic 

conditions (MCC) due to the intergenerational trauma from colonization and the health inequities 

that exist in FN communities (Reading, 2009). Chronic diseases (diabetes, arthritis, heart 

diseases, COPD, dementia, etc.) have become epidemic among FN peoples in Canada and are 

occurring at younger ages compared to the rest of the population (First Nations Information 

Governance Centre, 2018). Over the last 50 years, the incidence of chronic conditions within FN 
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populations have been steadily increasing (Bruce et al., 2014). Having two or more chronic 

conditions is often referred to as multiple chronic conditions (MCC) and is a main driver for 

developing numerous disabilities (Reading, 2009). Studies show that Indigenous individuals 

aged 55- 64 report three or more chronic conditions, resulting in rates that are 3.5 times higher 

than the non-Indigenous population (Bruce et al., 2014). FNs are further complicated by the 

challenges of accessing quality health care services in remote and northern communities due to 

the ongoing colonial relationship that many FNs have with the federal government (Reading, 

2009). As the incidence of MCC increases in Indigenous populations at much younger ages, it is 

inevitable that we will see an increase in travelling for medical appointments that will occur to 

ensure Indigenous peoples are receiving adequate care for their health issues.  

2.2 Displacement for Health Care 

Indigenous patients from many rural and remote communities must leave their 

communities to receive mainstream medical services that are not available where they live. This 

process is known as medical travel, where patients are transferred to larger, urban hospitals, to 

access general practitioners, specialists, dialysis, or other specialized health services (Lavoie et 

al., 2015). In some cases, the relocation may be permanent in the event of end-of-life care, 

dialysis, or simply personal preference. In other cases, the relocation may be a result of 

appointment and patients may return to their community in as little as a few days. While medical 

travel allows for greater medical services, there exist many cultural, mental and emotional issues 

with medical relocations. The lack of cultural and social support through medical relocations, 

unfamiliar settings, and the deeply ingrained racism that Indigenous patients experience result in 

many Indigenous patients having negative experiences with medical relocations (Kornelsen et 

al., 2003; Adelson, 2005; Marrone, 2007). Some argue this is due to the fact that healthcare has 
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been shaped by a century of internal colonial politics that have effectively marginalized 

Indigenous people from the dominant system of care (Adelson, 2005). 

There exist many health conditions and cases in which Indigenous patients across Canada 

are transferred to a larger hospital. For example, in Nunavut, 53% of patients needing inpatient 

and outpatient hospital care are transported outside of the territory (Canadian Institute for Health 

Information, 2010). An examination of the medical transfer system in Nunavut found that the 

psychosocial needs of Inuit patients and their families are not being met, causing direct negative 

effects on patient mental health and their medical outcomes (McKenzie, 2015). 

In rural or remote communities, pregnant Indigenous women are often transferred to 

urban hospitals near the time of their delivery to give birth at larger hospitals (Kornelsen et al., 

2011). Several studies have examined the social and emotional effects of relocation for birthing 

and have found that Indigenous women in referral centers often do not receive adequate 

emotional or labour support when their partners and families cannot accompany them (Couchie 

& Sanderson, 2007; Chamberlain & Barclay, 2000). Furthermore, a birthing women’s 

community also experiences negative effects from the relocation of birth, causing strain on the 

woman’s family left behind, and communities feeling a collective sense of loss of a family and 

community event in the life cycle (Wilson, 2003).  

There have also been devastating stories of patients losing their lives during their 

relocation to a larger hospital, such as that of Abraham Donkey, a resident of Nelson House, 

Manitoba. Mr. Donkey was travelling 650 kilometers from Thompson, Manitoba for an 

appointment at Winnipeg’s St. Boniface Hospital. During his 9-hour bus ride to the hospital, Mr. 

Donkey died on route as he travelled for a follow-up appointment with his doctor after having 
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stents put in his heart (CBC News, 2017). This situation has prompted a call for an inquiry into 

whether the province could have done something differently.   

The experiences of patients who must leave their communities and relocate to larger, 

urban centres to receive permanent dialysis have also been explored. Results from these studies 

highlight that physical symptoms, loss of independence, altered interactions with family and 

friends, and psychosocial adaptation to illness were common among dialysis patients who were 

relocated from their community for care (Salvalaggio et al., 2003). Moreover, patient concerns 

relating to increased expenses, housing inadequacies, family separation and a lack of control 

over health care decisions are also felt while in urban cities for prolonged stays during dialysis 

treatment (Zacharias et al., 2011). 

 Although the relocation of rural and remote First Nations peoples to referral centers 

provides them with increased access to specialized services, the quality of care they often receive 

often does not match the level of physical and emotional support found in their home 

communities (Kornelson et al., 2011). Due to the limited health services in small rural 

communities, local specialized health services for First Nations communities are not feasible. 

Solutions are needed to mitigate the stress of relocation for medical treatment and to involve 

communities in the decision-making process. 

2.3 Jurisdictional Issues 

Numerous studies have recorded the patient experience in medical relocation and found it 

difficult or frustrating for patients to navigate the health system and medical relocations (Lavoie 

et al., 2015; Salvalaggio et al., 2003; McKenzie, 2015). Many of these negative feelings and 

issues arise due to the diverse federal, provincial, regional health authorities, hospital and First 

Nation policies that may apply at different times in a medical relocation.  
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2.3.1 Federal Responsibility 

Health care services for FN peoples living on-reserve or in remote communities is the 

responsibility of the federal government, however, the level of health service provided by the 

federal government has a history of inadequacy (Adelson, 2005). Under Section 73 of the Indian 

Act, the federal government is responsible to provide health services to status Indians; however, 

this has not been interpreted as a responsibility to provide services but the right to provide 

services at its discretion (Lavoie et al., 2010). While FNs have requested an autonomous locally 

accountable system of health-care provision, the government does not admit that health is a 

treaty right (Adelson, 2005). 

To integrate Indigenous health care into the larger national health-care system, the federal 

government created the Health Transfer Policy (1986). This policy proposed the transfer of 

health funding and administrative responsibilities to FNs and allowed FNs to determine their 

own community health needs and the appropriate structures needed to address these needs 

(Jacklin & Warry, 2012). While the Health Transfer Policy reflects national and international 

calls for Indigenous participation in and control over health services, the motives of the policy 

have been highly criticized. The Assembly of First Nations and Union of Ontario Indians have 

criticized the policy as assimilationist (Jacklin & Warry, 2004). Furthermore, policy 

examinations of the Health Transfer Policy (1986) have concluded it has become one of the cost 

containments rather than self-determination (Jacklin & Warry, 2004).  

To complicate things further, the federal government of Canada only provides health care to 

the Inuit population and ‘Status Indians’, who are registered under the Indian Act, residing on 

reserves through the First Nations and Inuit Health branch (Lavoie et al., 2015). Non-status 
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Indians, status Indians who do not live on a reserve fall under the jurisdiction of provincial 

governments and do not receive health services from the First Nations and Inuit Health Branch.  

 There are detrimental effects to the ambiguity of jurisdictional responsibilities, as notably 

seen in the case of Jordan River Anderson, a young boy from Norway House Cree Nation who 

spent over two years unnecessarily in hospital while the governments of Canada and Manitoba 

argued over who was responsible for paying for his at-home care (Blackstock, 2012). At the age 

of 5, Jordan tragically died after waiting for more than two years for the two governments to 

come to an agreement for the payment of his care (MacDonald, 2007). This case resulted in the 

government of Canada supporting Jordan’s Principle in 2007 (Blackstock, 2012). In November 

of 2017, an amendment was made to Jordan’s Principle, in which the Canadian Human Rights 

Tribunal issued a ruling that included an expanded definition of Jordan’s Principle. This 

amendment states: 

In recognition of Jordan, Jordan's Principle provides that where a government service is 

available to all other children, but a jurisdictional dispute regarding services to a First 

Nations child arises between Canada, a province, a territory, or between government 

departments, the government department of first contact pays for the service and can seek 

reimbursement from the other government or department after the child has received the 

service. It is a child-first principle meant to prevent First Nations children from being 

denied essential public services or experiencing delays in receiving them. (Aboriginal 

Affairs and Northern Development, 2018) 

2.3.2 Provincial Responsibility 

Due to the lack of financial contribution from the federal government, the provincial 

government plays a key role in health delivery for Indigenous peoples. For example, in Ontario, 
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the Aboriginal Healing and Wellness Strategy is co-managed by representatives from provincial 

ministries and Indigenous organizations to provide specialized services to off-reserve Indigenous 

peoples in the form of nurse practitioners, dieticians and researchers (Jacklin & Warry, 2012). It 

funds both urban and reserve programs and has been essential in funding crisis interventions and 

traditional healing programs that the federal government has refused to fund.  

While the Ontario government provides services to FN individuals living on and off-reserve, 

other provincial governments are not obligated to extend health services to FN people based on 

more localized interpretations of policies (Lavoie et al., 2010). The division of responsibility as a 

result of federal-provincial jurisdictional ambiguities have been occurring since the Constitution 

Act (1867), which defines health care as a provincial jurisdiction, and Indian affairs as a federal 

jurisdiction (Lavoie, et al., 2010). This had created a jurisdictional debate over Indian health 

which remains current to this day (Lavoie, et al., 2010).  

 

The Constitution Act, 1867 (formerly called the British North America Act, 1867, and still 
known informally as the BNA Act), encompasses the original creation of a federal dominion and 
defines much of the operation of the Government of Canada. Among other provisions, it. F 

 

2.3.3 Local/Community Responsibility 

Through the Health Transfer Policy, 83% of First Nations have opted to participate in the 

Health Transfer process at different levels of autonomy (Jacklin & Warry, 2012). Five out of the 

six communities that WAHA services are signatories to the Health Transfer Policy agreement 

and have voting members on the Board of Directors at WAHA (WAHA, 2019). MCFN is the 

only community that did not sign the policy agreement, and thus does not have a voting position 

on the Board of Directors for WAHA but participates with observer status (Moose Cree, 2019). 
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Many community members from MCFN hold leadership positions within WAHA, making it one 

of the few FN-governed health authorities in Ontario (WAHA, 2019).  

Evaluations of First Nations health programs suggest that enhanced community control over 

health services has improved the quality and effectiveness of services and allowed for services to 

be regarded as accessible and culturally appropriate (Jacklin & Warry, 2012). Community-based 

systems of care that have emerged from this policy can be diverse and unique, yet effective in 

responding to the needs of particular FNs. However, the community-based approach to health 

care means that programming and administration is different in each community. Research 

studies have confirmed that increased Indigenous control over health care leads to improved 

health care, allowing there to be a relationship between self-determination and community health 

(Jacklin & Warry, 2012; Bartlett et al., 2007; Adelson, 2005).  

While the transfer of health services to First Nations allows for self-determining practices 

and improved health, there still exist barriers for First Nations who choose to opt into the 

Transfer Policy. While the Health Transfer Policy allows for the transfer of a range of services, it 

retains and reproduces the pre-existing dependent relationship on the federal government (Lavoie 

et al., 2010). For example, First Nations proposals for community health plans are approved by 

the federal government. The Transfer Policy does not formally recognize the role of traditional 

healers in transfer agreements and has yet to be addressed by the federal government (Lavoie, 

2013; Health Canada, 2006; Assembly of First Nations, 2017).  

The participation of all three levels of government creates a highly complicated and 

uncoordinated system characterized by gaps in service and overlapping coverage. It also results 

in program duplication and inconsistencies (Lavoie et al., 2010). 
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2.4 Chapter Summary 

Due to the establishment of the reserve land system, Indigenous people were displaced 

from their traditional lands and territories. The cultural stress this created has negatively 

impacted the wellbeing of Indigenous communities in Canada and across the world. 

Additionally, the adoption of the Indian Act of 1867 brought on colonial policies aimed to erase 

the cultural value, customs and beliefs of Indigenous peoples most notably through the arrival of 

Christian missionaries and the establishment of residential schools. Due to the intergenerational 

trauma from hundreds of years of colonial policies and oppression, coupled with the health 

inequities that Indigenous communities face, Indigenous peoples in Canada have a higher risk of 

developing multiple chronic conditions (diabetes, arthritis, heart diseases, COPD, dementia, etc.)  

Indigenous patients from rural and remote communities must leave their communities to 

receive specialized health services in larger urban cities for their health conditions. With the lack 

of cultural, social, and familial supports while away in a larger city, Indigenous patients have 

expressed having negative experiences with medical relocations. Due to the limited health 

services in small, remote communities, travelling for medical appointments will remain a reality 

for Indigenous patients.  

The responsibility of delivering health services to FN patients is highly complicated due 

to the differing interpretations of policies on behalf of the federal and provincial governments.  

 In the next chapter, the theoretical framework and methodology that guided and 

informed this project will be discussed.   
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Chapter 3 : Deciding What is Needed for the Journey 
(Theoretical Framework) 

“Hunters often share stories of their past experiences in particular areas. They help us to think 
about what we may need on the trip and what to expect... How we see the world is important. 
The way we think about knowledge is different in different cultures. A strategy of inquiry or a 
research plan is like a map that helps one arrive at different camps along the way.” (Michell, 

2012, p.4) 

 The theoretical framework that is foundational in this research project is a decolonizing 

Indigenous research methodology rooted in teachings from Herman Michell’s Cree metaphor 

that doing community-based research is like going on a canoe trip to hunt for knowledge. The 

process of preparing for a canoe trip involves careful preparation, planning and collaboration 

with others (Michell, 2012). Similarly, a research journey involves reflecting on the intent and 

purpose of the research and how it will benefit both the community and researcher. 

3.1 Decolonizing Methodology 

Using a decolonizing methodology on which to build this research is imperative, due to 

the longstanding history of colonization and the continuance of marginalization of Indigenous 

peoples across the world (Kovach, 2010). A decolonizing methodology allows for conventional, 

Western research methodologies to be indigenized in order to include Indigenous knowledge and 

ways of knowing. As stated by Bagele Chilisa (2012),  

The indigenizing process challenges researchers to include Indigenous knowledge to 

inform ways in which concepts and new theoretical frameworks for research studies are 

defined, new tools of collecting data developed, and the literature base broadened, so that 

we depend not only on written texts but also on the largely unwritten texts of the formerly 

colonized and historically oppressed peoples. (p.101)  
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Centering Indigenous knowledges in the context of decolonization is important because far too 

often First Nations peoples have been researched on and not researched with (Tuhiwai Smith, 

2012).  

To ensure a decolonizing Indigenous methodology, this research is framed within the 

knowledge of the Cree people of the Weeneebayko area. My understanding of the Cree 

worldview, culture and ways of knowing are informed by people of the Moose Cree territory and 

through teachings that I have grown up receiving from my Cree grandparents. From this 

knowledge, I have found that in a Cree worldview, culture and languages come from the land 

(Michell, 2012). The Cree people of the James Bay lowlands refer to the waterways that make up 

their traditional territory as Weeneebayko (WAHA, 2018). Long ago, Cree people used the water 

systems of lakes and rivers to hunt, fish, trade and share with their relatives throughout North 

America (Michell, 2012). To this day, Cree people from the Weeneebayko region are still living 

off the land by hunting, gathering, fishing or utilizing the land as a way for mental health therapy 

and practicing cultural activities and protocols (Lacasse, 2017). 

3.2 Community-Based Participatory Research 

Traditional protocols of kistêyihtamowin (respect), tâpwewin (truth) and kwayaskihtiw 

(honesty) are used in this project to ensure the study is conducted in a good way. From an 

Indigenous perspective, the idea of doing research “in a good way” is to honour and respect the 

voices and ideas of Indigenous communities and people in an ethical and positive way (Ball & 

Janyst, 2008). The research design for this project is guided by eight principles of appropriate 

community-based participatory research (CBPR) outlined by Jacklin and Kinoshameg (2008). 

The principles of partnership, empowerment, community control, mutual benefit, wholism, 

action, communication and respect informed the development of the research project and 
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continued to be guiding principles throughout the research. These principles were implemented 

into the study design to ensure that respect, truth and honesty are honoured to the community and 

people collaborating with the research team on this project. 

CBPR is an approach to research that involves collective and reflective inquiry in which 

researchers and community stakeholders engage as equal partners in all steps of the research 

process (Tremblay et al., 2018). This design promotes the participation of local community 

partners throughout the research process that acknowledges inequities, empowers those that are 

least heard, and engages research methods in Indigenous worldviews (Fraser, 2018). 

Historically, research involving Indigenous peoples in Canada has failed to engage 

Indigenous peoples, communities, and organizations as stakeholders and beneficiaries of 

evidence from the research (Ninomiya & Pollock, 2017). While CBPR is an approach that 

questions power relationships embedded in Western knowledge production, this approach does 

not prevent outside researchers from adopting colonial attitudes towards research (Tuhiwai 

Smith, 2012). There are many researchers working with Indigenous peoples, communities and 

organizations who use the term participatory but do not demonstrate true participation and 

collaboration in order to generate mutually benefitting research. Thus, this project actively draws 

on best practices and principles co-developed by those who have engaged in respectful methods 

of CBPR. 

3.3 Community Engagement 

Community engagement with local health agencies in the Moose Factory and Moosonee 

area took place early on in the project to identify stakeholders and community partners interested 

in being involved in the research. I first consulted with workers at the local health centre in 

Moose Factory where we discussed the proposed project and the possibility of them becoming a 
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key community partner to guide and support the journey with this research project. During this 

meeting, the Moose Cree Health Centre committed to providing guidance and were helpful in 

including community perspective as we began determining the components of the research 

project. Elements related to the project were carefully reviewed by a representative at the Health 

Centre who provided helpful feedback relating to research design, interview guides, letters and 

forms. The Moose Cree Health Center also aided in presenting the project to the Moose Cree 

Health Committee to seek approval from the FN leadership. 

In addition to working with the Moose Cree Health Center, I also consulted and presented 

my proposed project to the leaders at the WAHA. A project proposal was provided to the health 

agency, who later expressed interest in the project and in learning of the future results. Through 

further discussions, WAHA expressed interest to provide funding to support project costs. This 

funding covered the cost of honoraria and gifts to participants, my personal travel from Sudbury 

to Moose Factory to complete all stages of the research, as well as a small community meeting to 

present the results back to community.  

3.4 Chapter Summary 
 

This study was guided by the Cree teachings outlined in Herman Michell’s (2012) 

metaphor that doing community-based research is like going on a canoe trip to hunt for 

knowledge. The use of this framework, along with a decolonizing methodology allowed for 

conventional, Western research methodologies to be indigenized by including Indigenous 

knowledge and ways of knowing. Community-based participatory research (CBPR) was used in 

this study to ensure the project was conducted in a good way. I used the principles of partnership, 

empowerment, community control, mutual benefit, wholism, action, communication and respect 

to inform the development of the research project and were guiding principles throughout the 
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research. To ensure CBPR was employed in this project, community engagement with local 

health agencies in Moose Factory was integral. Through consultation, I was able to create 

relationships to create a community partner with the Moose Cree Health Centre, who provided 

guidance and feedback relating to the project.  
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Chapter 4 : Gathering Tools (Methods) 

“The methods are the actual tools that will help you answer the research questions posed and 
allow you to arrive at your final destination… Using traditional protocols allows a researcher to 
conduct a study in a good way... Our Cree ethics of conservation teaches that we only take what 

we need and nothing more” (Michell, 2012, p.5-6) 

As stated by Linda Tuhiwai Smith (2012), “in all community approaches process - that is, 

methodology and method – is highly important. In many projects the process is far more 

important than the outcome.” Because of this, the processes in research projects with Indigenous 

peoples need to be respectful to enable people to heal and to educate (Tuhiwai Smith, 2012). 

4.1 Research Design  

The intent of this research project was to understand the unique experiences of 

community members from the Moose Factory and Moosonee area that travel for medical 

appointments in larger urban cities. Not only did I aim to understand the experiences of patients, 

I also hoped to understand the challenges and strengths that come with medical travel, envision 

approaches to improve patient experiences and to provide local leadership with 

recommendations in improving patient experiences. In order to truly understand the perspective 

of the patient, qualitative interviews were conducted where patients had the opportunity to share 

their experiences in which they expressed the positive and negative aspects in having to travel 

for medical care. Patients were also able to provide feedback on the medical travel process and 

used their first-hand knowledge to provide their thoughts and recommendations on how their 

experience could be improved.  

4.2 Qualitative Methods 

Due to the nature of this project, I chose to conduct semi-structured interviews with 10 

community members from the Moose Factory/Moosonee area who shared their personal 
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experiences when they travelled out of the community for medical appointments. As a 

community member myself, I felt as though qualitative interviews were best suited for this study 

due to the nature of the topic that aimed to understand the experiences of patients from their 

perspective. Qualitative interviews allowed for participants to openly share their experiences in a 

natural conversational manner and were prompted by general questions relating to the processes 

and their own experiences in travelling for medical appointments.  

4.3 Recommendations from Community Partners 

I had a previous relationship with the community partners engaged in this project at the 

Moose Cree Health Centre through a separate research project on which I had been employed. A 

few months prior, I had conducted interviews for an unrelated research project that was taking 

place in the community. When determining the methods for data collection and data analysis for 

this project, my community partner provided feedback that they were happy with the methods 

from the previous research project and suggested using similar methods, if possible, in this 

project. The methods that we decided upon together included in-person, one-on-one interviews 

with participants to collect data, as well as the use of NVIVO™ data analysis software.  

4.4 Ethics & Community Approvals 

In November 2019, a letter was presented to the Moose Cree First Nation Health 

Committee requesting community approval from the FN’s leadership for the research project to 

take place. On January 16th, 2019, approval was provided by the Health Committee during a 

Special Council Meeting (Appendix “A” on page 101).  
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 An application to the Laurentian University Research Ethics Board (LUREB) was 

submitted for approval in January 2019. Ethics approval was obtained in March 2019 after one 

round of revisions to the LUREB. 

4.5 Recruitment of Participants 

I aimed to recruit 10 participants interested in being interviewed to discuss their 

experience in having to travel for medical appointments outside of the community. The reason I 

chose this sample size was to ensure that the individual voices and personal experiences of each 

participant had the opportunity to be expressed in the writing of this thesis. To recruit 

participants, I used snowball sampling to recruit participants that fit the outlined criteria. In order 

to participate in this project, participants were required to be a First Nations individual over the 

age of 18, who travelled from the Moose Factory/Moosonee region to a larger urban area for 

health services. Participants also had to have health conditions that required many medical 

appointments out of the community. This criterion was put in place to ensure that recruited 

participants had a health condition that they needed specialized medical care for. This criterion 

also served as a way to ensure that individuals who only attended out of town appointments for 

optometry or orthodontic treatment were not considered in this project. This was decided 

together with my community partners, as we discussed the fact that individuals who had serious 

health concerns that needed treatment would likely offer a different perspective than an 

individual travelling for a routine eye exam.  

Recruitment posters (Appendix “B” on page 102) were posted on public bulletin boards 

throughout the community, as well as the Moose Cree Health Centre Facebook page. Interested 

participants reached out to me via email and telephone. From there, we set up an interview time 

and place that worked best for the participant and me to meet for an interview. At the beginning 
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of each interview, the participant and I looked through a letter of information (Appendix “C” on 

pages 103-104) and any questions or concerns were explained or answered. An explanation of 

the consent form was provided to the participant (Appendix “D” on page 105) which included 

the topic of the research project and the requirements of the research participants. Participants 

were made aware that their participation in the research project was voluntary and that they had 

the option to withdraw from the project at any time. Participants were made aware that signing 

the form provided consent to be a participant in the project, as well to have their interview audio 

recorded. Participants had the option to provide verbal consent in the case that written consent 

was not culturally appropriate. All participants provided written consent during the interview 

process. During this process, I also let participants know that I would be contacting them in the 

future to share results with them when I was at that stage. All participants verbally agreed to be 

contacted in the future. 

I was able to recruit 10 participants to be interviewed for the study, one of whom did not 

fully meet the criteria. This happened to be my first interview and the participant misunderstood 

that they had to be a patient who was sharing their experiences in travelling for medical care. 

Instead, she wished to share her father’s story in which she was an escort for his medical 

appointments out of town. The participant had arrived expecting to be interviewed and felt 

strongly that she wanted to share her experience. Since the participant had just returned home 

days earlier from the appointment with her father and the experience was fresh in her memory, I 

proceeded with the interview despite the participant not fitting the criteria as her experience may 

have informed the study. This interview was flagged, and I carefully considered whether or not 

to include it with the rest of the data. In consultation with my committee, I decided that this 

interview would be included in the study. While the participant could not speak on behalf of her 
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father’s feelings for every question throughout the interview, she was able to explain the 

situation and process of her father’s appointment. She was also able to share some details of how 

her father expressed how he was feeling during that time, as well as the inferences she made by 

reading her father’s body language and actions.  

4.6 Shoving off the Shoreline and Leaving Camp (Methods of Data Collection) 

“Finally, we quietly shove off from the shores of our camp. The research process commences. There is 
rhythm in the paddling, momentum, and energies are high with enthusiasm. Eagles soar in the sky and 

remind us that we must look far into the past and far into the future. We meet and listen to travellers who 
have been placed in our path, paying attention to the nuances. We learn to read between the lines. There 

are hidden teachings in Cree words. We share in reciprocity.” (Michell, 2012, p.5) 

 
Ten interviews were conducted in person in Moose Factory, Ontario between June 20th 

and August 4th, 2019. Using a semi-structured interview guide (Appendix “E” on page 106) 

participants shared their unique experiences in having to travel for medical care. Questions 

covered the patient’s experience prior to an appointment, travelling to an appointment, during an 

appointment, and reflecting on the experience as a whole. All interviews were audio-recorded 

and lasted between 10-40 minutes in length. The length of each interview was dependent on the 

participant, and how much the participant wished to elaborate on questions. Each participant was 

compensated $50 for their time in participating in the research project.  

The audio-recording of each of the interviews were then transcribed verbatim and saved 

on the password-protected Laurentian University Google Drive. All identifying information was 

removed from the transcripts to ensure anonymity. After personally transcribing all of the 

interview, I reviewed each transcript multiple times while listening to the audio-recording to 

ensure no errors were found in the transcripts.  
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4.7 Description of Participants 

To better understand the results to follow, it is important to understand the participants who 

were interviewed. As previously mentioned, 10 face-to-face interviews took place with 

community members from the Moose Factory/Moosonee area. All 10 participants involved in 

this study were females of varying ages (see Table 1 on page 50). 

Table 1 

Age Distribution of Participants 

 
Age Range (years) Number of Participants 

20-29 2 

30-39 1 

40-49 5 

50-59 2 

 

4.8 Summary of Health Conditions 

As mentioned, a specific criterion for this project was that participants must have a health 

condition that required multiple appointments out of the community. Participants were asked 

about their health condition during the interview to confirm this criterion. Information about the 

health conditions of the participants were not used for any other purpose. The majority of the 

participants had multiple chronic conditions, including diabetes, high blood pressure, arthritis, 

kidney disease, hypertension and chronic pain. A few participants also had mental health issues, 

which increased the number of health appointments they had out of the community.  
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4.9 Patterns of Stories and Interviews (Data Analysis) 

“In the data analysis phase, we look at the overall pattern of messages. What are voices telling 
us? We see the saturation of data, a signal it is time to bring the journey to a close.” (Michell, 

2012, p.6) 
 

Similar to data collection, the community partners involved with this project advised 

early on that data analysis should follow the same process as previous research projects that have 

taken place in the community. Thus, I used NVIVO™ analyze the data. This allowed for results 

to be reported back to the participants in a timely manner and allowed for greater organization of 

the data.  

Once the audio-recordings were transcribed, I used the six phases of thematic analysis 

described by Braun and Clarke (2006) in Table 2 (page 52). In order to ground this process of 

thematic analysis in Indigenous methodologies, I included participant check-ins throughout the 

data analysis process. Initially, I intended to have two participant check-ins; however, after the 

first round of participant check-ins, nearly every participant was pleased with the preliminary 

results. Due to time and financial constraints, and to ensure my participants were not being 

overburdened by setting up another meeting time, one round of participant check-ins was held as 

participants felt this was sufficient for them. The details of this process are described in section 

4.8.2 on page 53. 
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Table 2 

Thematic Analysis Process 

 
Phase Description of the Process 

1. Familiarizing yourself with the data Transcribing data (if necessary), reading and 
re-reading the data, noting down initial ideas 

2. Generating initial codes Coding interesting features of the data in a 
systematic fashion across the entire data set, 
collating data relevant to each code 

3. Searching for themes Collating codes into potential themes, 
gathering all data relevant to each potential 
theme 

4. Reviewing themes Checking in the themes work in relation to the 
coded extracts (level 1) and the entire data set 
(level 2), generating a thematic ‘map’ of the 
analysis 

5. Checking in  Checking in with academic committee and 
participants involved in the project. 
Participants have the opportunity to provide 
feedback on early results.   

6. Defining and naming themes Ongoing analysis to refine the specifics of 
each theme, and the overall story the analysis 
tell; generating clear definitions and names 
for each theme 

7. Producing the report The final opportunity for analysis. Selection 
of vivid, compelling extract examples, final 
analysis of selected extracts, relating back of 
the analysis to the research question and 
literature, producing a scholarly report of the 
analysis. 

       Adapted from Braun & Clarke, 2006, p. 36 

4.9.1 Coding 

During the coding process, I made sure that I was carefully and thoughtfully coding each 

interview in the same way using the NVIVO™ software to ensure accuracy across all interviews. 

While coding each interview, I coded sentences to a node related exactly to that sentence. 

NVIVO™ (2020) describes a node as a “collection of references about a specific theme”. Once 

all interviews were coded, I reviewed each interview a second time to ensure each sentence was 
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properly coded to the nodes. I then grouped all of the similar nodes together, creating adult nodes 

and child nodes. A careful review of all nodes was then completed to ensure any similar or like 

nodes were grouped together. Within this step, themes were determined from the data, in which I 

began defining and naming each theme. Pseudonyms were also assigned for each participant 

rather than ID numbers. This allowed for confidentiality for each participant, and also veered 

away from a numbering system that could be compared to the numbering system used in 

residential schools.  

4.9.2 Participant Check-Ins 

To ensure community-based participatory research was being completed, I also included 

participant check-ins in the data analysis process. I met with 8 of my participants from January to 

March 2020 in person in Moose Factory. I reached out to each participant letting them know I 

had early results to share with them and requested to meet with them in person. During the 

meeting with each participant, I shared an interactive presentation that used Michell’s (2012) 

canoe trip framework to describe the entire research process and preliminary results. Presenting 

the results using this framework allowed participants to better comprehend the components of 

the research as they could relate and understand the terms and metaphors used within this Cree 

framework.  

The results I shared with participants were well accepted and many participants expressed 

they were happy and excited with the results. Many participants expressed how there were things 

they forgot to mention during their interview but were glad to see that other participants 

mentioned them and that these things were highlighted in the results I shared. No participant had 

any issues with the results, and instead shared additional stories that I noted and wrote down 

after the check-in. At the end of the meeting, I gave a small handcrafted birch bark canoe to each 
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participant as a gift, thanking them for their time and contribution to the research project. In a 

Cree worldview, mekiwin (gift giving) is a common protocol to thank storytellers for sharing 

their time and knowledge, and to recognize that their knowledge has value.  

Two participants were unable to complete in-person member check-ins. One participant 

had moved away for school and was no longer in the community to have an in-person meeting. 

Instead, I emailed her a copy of the presentation I shared with each participant and gave her a 

phone call. Together we went through the presentation and I explained to her the results the same 

way I had for every other participant. The second participant also was not in the community 

during the time of the participant check-ins as she was giving birth outside of the community. 

Because of her situation, and then becoming a new mother, I did not feel it was appropriate to 

request a meeting during a busy and stressful time. I will reach out to this participant once it feels 

appropriate, and I will give her the option to see if she is interested in meeting and seeing the 

results.  

4.10 Evaluating Qualitative Research 

Lincoln and Guba (1985) developed criteria to evaluate qualitative studies and ensure 

rigor, also described as trustworthiness. The criteria they developed provide me with a tool to 

evaluate the credibility, transferability, dependability and trustworthiness of my qualitative study 

(Lincoln and Guba, 1985). While each of these strategies have been used for decades to critically 

evaluate qualitative research, some argue that not all of these criteria can be used to evaluate all 

qualitative research studies (Morse, 2015). Morse (2015) provides a detailed outline of what 

strategies should be used with data collected through semi-structured interviews to ensure 

validity is obtained through the project. The strategy used in this study to ensure that the 

information gathered reflected as closely as possible what the participants provided was 
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prolonged engagement. Member checking was also utilized in this study to ensure the 

participation and involvement of participants in the analysis process, and to ensure principles of 

community based participatory research were employed.  

4.10.1 Prolonged Engagement for Thick, Rich Data 

In exploring strategies to determine validity in qualitative studies utilizing interviews, Morse 

(2015) explains that prolonged engagement is necessary for producing thick, rich data. In having 

prolonged engagement and spending time getting to know the interviewer, participants are able 

to establish a more trusting relationship with the interview (Morse, 2015). With increased trust, 

the data will result in better, richer data, allowing more to be revealed and therefore, the data will 

be more valid (Morse, 2015). Morse (2015) also explains that studies that specifically use 

interviews, in the process of retelling one’s experience, the participant internally focuses on their 

experiences and provides rich data when they have an opportunity to gain trust with their 

interviewer.  

In being a member from the same community as the participants, I was able to create better 

connections with the participants involved in this study. I knew each of the participants on a 

personal level in coming from a small, tight knit community. This allowed participants to have 

greater trust and connections to me as an interviewer, and I believe participants were able to 

open up and explain their experiences with ease, as their stories were being shared with someone 

who deeply understood the context in which they were happening. In addition, when discussing 

the research project at the beginning of each interview, I was able to share my connection to the 

research and shared my own personal stories with participants. I believe these reasons allowed 

participants to be vulnerable in the telling of their stories as well.  
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4.10.2 Member Checking 

Since the data obtained from this study was detailed, rich, and descriptive, member 

checking occurred throughout the data analysis process for reliability checks and verification. 

Member checking during the analysis phase took place during this project as many participants 

expressed interest in hearing early results rather than receiving and reviewing their transcript. 

Member checking during the analysis process was also important to myself as a researcher, as I 

wanted to ensure that participants were made aware of results and had the opportunity to provide 

comment and provide feedback. Since the results will be shared back with the FN and local 

health authority, it was important that the participants heard of results first, as I did not want 

them to learn of results through a community report or through word of mouth within the small 

community. This form of member checking is consistent with the principles of communication 

and respect outlined by Jacklin and Kinoshameg (2008) to do community-based participatory 

research in a good way.  

4.11 Chapter Summary 
 

This research project aimed to understand the unique experiences of community members 

from the Moose Factory and Moosonee area that travel for medical appointments in larger urban 

cities. I also aimed to understand the challenges and strengths that come with medical travel, 

envision approaches to improve patient experiences and to provide local leadership with 

recommendations in improving patient experiences. 

 With the help of the community partners engaged in this project, we were able to 

determine a plan for the methods to be used in this study. The methods that we decided upon 

together included in-person, one-on-one interviews with participants to collect data, as well as 

the use of NVIVO™ data analysis software.  
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Snowball sampling was used to recruit participants that fit the outlined the inclusion 

criteria. The individuals eligible for inclusion in this project were First Nations individuals over 

the age of 18, who had travelled from the Moose Factory/Moosonee region to a larger urban area 

for health service, and who had health conditions that required many medical appointments out 

of the community.  

Ten interviews were conducted in person in Moose Factory, Ontario. Using a semi-

structured interview guide, participants shared their unique experiences in having to travel for 

medical care. Questions covered the patient’s experience prior to an appointment, travelling to an 

appointment, during an appointment, and reflecting on the experience as a whole. Interviews 

were then transcribed verbatim. The transcripts were then imported into NVIVO™, which was 

used to analyze the data. This allowed for results to be reported back to the participants in a 

timely manner and allowed for greater organization of the data.  

An adapted version of Braun and Clarke’s (2006) six phases of thematic analysis was 

used to inform the thematic analysis process. To ensure that the analysis was grounded in 

Indigenous methodologies, I included a participant check-in during the data analysis process. 

The next chapter will cover the main themes that emerged from the interviews with patients who 

travelled for medical appointments in an urban city.  

  



 

42 

 

Chapter 5 : Feeding on Northern Foods of Wisdom for Survival 
(Results) 

“We shove off from the shores and head for our final destination. The paddles are once again in 
unison…We are grounded and focused on the incredible diversity of perspectives. Like the 

boreal forest trees, we honor and respect the different shapes, sizes, colours, and "rooted-ness... 
The voices of research participants speak through you. What you write reflects the landscape of 

where those voices originate.” (Michell, 2012, p.6) 

 
In this chapter, findings from data analysis are presented and shared in the way that they 

occur throughout the process of attending an out of town appointment. Similar to the stages of a 

canoe trip, there are also stages to a patient’s experience of travelling for a medical appointment. 

The main themes that emerged from this research will be classified under the three stages of 

leaving home for an appointment out of town. These stages include preparing for an 

appointment, travelling and attending an appointment, and returning home and reflecting after an 

appointment (see Figure 4 on page 59) 

It is important to note that the findings presented in this chapter are specific to the 

participants of this study and should not be generalized to be true for other communities or 

groups of people. While these are only the experiences of the people who participated in this 

study, they still offer an insight into the perspective of patients who travel for medical care.  

 

  



 

43 

 

Figure 4 

Overview of Themes 
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5.1 Participant Experiences Preparing for an Appointment 

In order to attend an appointment out of town, preparation must occur for an appointment to 

be made. In sharing their experiences, participants described numerous issues with the local 

health system, policies and referral process in order to get their out of zone appointment 

scheduled. They also shared the personal preparation it takes for them to be able to attend their 

appointments out of town. 

5.1.1 Issues with Local Health System 

Throughout numerous interviews, participants expressed their frustrations towards the health 

system in Moose Factory and Moosonee. Because of the constant turnover of physicians in the 

community, participants felt as though their file sometimes falls through the cracks of the health 

system. Rose, for example, shared a story about how it took multiple visits to the hospital to get a 

referral to see a specialist for her health problems:  

Because the thing with family medicine, the clinic is that I feel like they're so 

overworked… I've been going there for months and months and months. And no one was 

looking at it, like my file just kept passed on because the [doctors] were just rotating. 

There's so much rotation of doctors. So, I was like, you know, when I would finally call 

to see what's going on, they'd be like oh, I don't know what happened. You know, like, 

they would straight up [say], “I don't know what happened [to your file]” (Rose). 

Participants also expressed their frustrations with the complaint system at WAHA, 

explaining that their complaints, requests and recommendations were not being heard, describing 

that their complaints fell all on deaf ears. They discussed their frustration in how their concerns 

are not followed up by the local health authority.  
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In discussing the needs for their health condition, many participants described the lack of 

health services in their community. Many discussed how the services of a massage therapist, 

physical therapist, and a foot care nurse played a positive role in the treatment of their health 

problems and explained how these professionals no longer provided services in the Moose 

Factory and Moosonee region. Other participants discussed the lack of technology in the 

community and that results of tests weren’t provided in a timely manner, as compared to larger 

urban hospitals.  

5.1.2  Issues with Policies 

Throughout the interviews, a common sentiment felt among numerous participants was 

frustration relating to the difficulty in navigating through Health Canada policies regarding 

medical travel and out of town appointments. Some of the policies resulted in a negative effect 

on the participants’ health. Marjorie described her health issues in which her and her doctors 

tried finding a medication that worked for her. Through trial and error, they tried a number of 

medications. She described her experience in having to stay on medications that didn’t work for 

months until she could be prescribed a new one. In addition to having to wait for months to find 

a prescription that worked, she was diagnosed with new health conditions due to having to stay 

on medications for a certain length of time.  

It was maybe like a two-year process before we could find something that worked. And, 

the problem with that is I had to stay on it for about, at least 6 months or longer in order 

for them to actually change it. So, NIHB would approve different meds. I find that really 

dumb so I would be like in pain, say, for like six to eight months. I had to be on it, these 

medications, for a certain amount of time to say that they don't work… But in the 

process, they ended up prescribing me Prednisone, which I could only take a small 
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dosage, because of the severe side effects that has for long term usage. So, me being on 

that, I ended up being type 2 diabetic, because that affects your sugars. 

Participants also discussed the issues with zones and policies that state that patients must 

travel to partnered hospitals of Kingston or Timmins primarily to have their medical travel 

covered by NIHB. Nicole explained that an eye condition she has that requires biannual trips to a 

specialist. When she was first diagnosed with the eye condition by her regular optometrist, he 

referred her to a well-respected specialist in Toronto. For the year that she had her eye condition, 

NIHB covered her travel to attend four of her appointments in Toronto. The following year she 

was told the policy changed and she had to see a new specialist in Kingston, rather than Toronto. 

Because of the severity of her eye condition, Nicole didn’t feel comfortable going to a new 

specialist in Kingston and starting her treatment over. Instead, she decided to stay with her 

original specialist in Toronto and pay for her travel out of pocket.  

What keratoconus is, is that my cornea… it's going into a cone shape. And as it goes into 

a cone shape, gravity affects it, and it’s kind of like a pop tent losing air, he described it. 

That the structural integrity would lose, and then it would collapse. So, it would become 

opaque and I would become blind. If they would not treat it… I decided to stay with [the 

eye specialist in Toronto] because I just felt that, you know, he's, he's the one who 

diagnosed me and I felt that I was frustrated because NIHB just said no, you need to 

come to Kingston. And I said, “but I just had my procedure and you're like, you're telling 

me I need to start from, yeah I need to get reassessed”. And I felt like I needed to step, 

take three steps back if I went that way. But, you know, it has affected me financially 

because I pay for my own way to Toronto. 
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Another participant discussed the troubles with policies relating to travelling with a child. 

Alice had to attend an appointment for her health problems and was unable to find childcare for 

her grandson that she was the sole caretaker for. In an attempt to keep her long-awaited 

appointment time, she decided to bring her grandson and to pay for his travel. When she asked if 

she could be provided a hotel room with two double beds instead of one, she was met with 

resistance and was upset with the lack of understanding: 

I can't leave my grandson alone. So anyways, um, so I said, "can you guys not book me a 

room with two beds?" like, you know? I said, "I see parents taking their kids all the time". 

I said, "just because I'm not a parent, like, I have to pay for that?" I said, "I'm a 

grandparent, I'm raising my grandson", I said, "I've had him since he was 1". He's 14 

now, and he's 6 foot. Do you expect me to sleep with him? Like he's 6 foot, 200 pounds. 

And um, then, uh, they said, uh, "No, well you're not, you're not paid to take your 

grandchildren out". And I said, "I know", I said "I'm not paid to take them out", I said, 

"I'm not asking you to pay his fare, or his food or anything. Just give me a double bed is 

all I'm asking, like, two separate beds, that's all I'm asking". And she said, "we have a 

policy", and I said, "well I'd like to see your policy, because anywhere that I read on 

WAHA's policies" I said, 'I've never seen anything about, uh, taking children”. (Alice) 

Alice also discussed her frustrations that policies are made by people who have never 

experienced travelling from remote Northern communities to urban cities for a medical 

appointment: 

And, you know, I, I honestly wish that those people that make these decisions in Ottawa 

would actually try one of these trips to actually first-hand do these trips (Alice). 
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5.1.3 Personal Preparation for Out of Town Appointments 

In order for patients to attend their appointments out of town, participants discussed the level 

of personal preparation that they needed to do. For many of the participants, childcare was 

something they needed to coordinate with their partners and/or family members to attend their 

appointments out of town. This preparation was especially difficult for single mothers or those 

caring for their grandchildren. Alice explains the complexity of her situation to attend her 

appointments: “It is hard, because I'm raising my grandson and sometimes, I have to make 

accommodations for him because my husband works 12-hour shifts, 4 days on, 4 days off. So, 

it's hard, and there's only two of us that live with him” (Alice). 

Participants also explained how they used additional health services in the city when they 

travel for an appointment out of town. For example, participants discussed that they planned 

appointments to get a massage or acupuncture done while they were in an urban city for an 

appointment. These are additional services that participants paid out of pocket but were happy to 

do so as a part of their self-care routine. 

5.2 Travelling and During an Appointment  

Participants shared their experiences while they were away for their appointment. The 

themes in this section are the most prevalent across all of the data and were discussed in length 

by many of the participants. These include issues with travel arrangements, transportation 

services, and food arrangements. Participants also shared their experience with their healthcare 

provider during their appointment. 
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5.2.1 Issues with Travel Arrangements  

A sentiment that was common among the interviews was that many participants did not feel 

prepared for their travel or their appointment out of town prior to leaving Moose Factory or 

Moosonee. Participants shared experiences where they were informed of their appointment very 

last minute, sometimes receiving a call that their travel was booked for the very same day. This 

caused participants to panic and rush to get prepared for their travel and appointment. One 

participant described the process she experiences when she travels out of town: 

When you leave here you basically don't know nothing, which you should have received 

your envelope in Moose Factory, beforehand explaining where you should be going. 

Instead of when you get to Kingston, all of a sudden, they hand you an envelope and then 

they say, "here you go". Drop you off at the hotel, with a little map showing like the 

hospitals and restaurant areas where you can go. (Marie) 

 

Another participant discussed whether or not she feels prepared for her travel or appointment: 

No, they just give you the package. You're on your way. Nothing is really said about your 

trip because they, they expect you, you should know… And we always get our tickets the 

last possible minute that we're leaving. (Alice) 

 

When discussing the travel for their appointment, participants shared stories of previous 

experiences and the process they now take on themselves in order to ensure their travel and 

accommodations are booked: 

I actually bother Moosonee [NIHB travel office] on my own, just to make sure I'm on 

there, just because of a mishap one time where I was not informed, I was moved to the 
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next day on a charter… And we had gone over the day that I thought I was scheduled, 

that I told I was scheduled, whereas nobody contacted me to tell me I was moved to the 

next day… Ever since then, I make sure I'm on the day I'm supposed to be on. *laughs*. 

Because that was quite annoying. I was quite annoyed with that. (Marjorie) 

 

Other participants shared their experiences when miscommunications occurred, causing 

issues with their travel or accommodations. Ann shared an experience she had where there was 

an issue with her travel arrangements for her appointment. The Polar Bear Express train had 

recently changed their train schedule, running two less days a week. This change in the train 

schedule was not accounted for and it caused Ann to miss her appointment as the train did not 

operate on the day she needed to travel. Her appointment ended up getting rescheduled but when 

she arrived in Timmins, her hotel had not been booked by the WAHA NIHB department. She 

ended up having to book and pay for her hotel room on her own and later got reimbursed when 

she returned home. 

I feel like, just the people who arrange travel and all that don't really contact the people 

who are, where we're going. Let's say my therapist, they always have trouble 

communicating with each other. Because I had an incident where I always had to pay my 

own hotel…They forgot the whole train schedule [had changed] and they had to 

reschedule me the next day for another appointment. (Ann) 

 

Alice also shared her thoughts on the miscommunication between the organizations that 

coordinate patient’s appointments and travel. She explained the difficulty of getting answers 

from the two NIHB offices in Kingston and Moosonee:  
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One of the downsides of that too was um, it, there’s always miscommunication here. 

Like, I find nobody knows what the right hand and the left hand is doing. If I call and ask 

questions, they don't seem to know. Um, they say "Oh, we gotta call you back", "oh we 

gotta do this". And I'm thinking, don't you have all my information there on paper? 

(Alice) 

Participants that were specifically in Timmins for their appointment shared that they ran into 

a number of issues. Participants shared their thoughts on the hostel and disorganization in 

Timmins: 

There are things, because, umm, especially the hostel in Timmins, they have to 

communicate more. You know, the umm, like meal tickets, simple stuff like that, meal 

tickets, even hotel arrangements. Umm, what time your appointment is. Because a lot of 

the times, the paper is not correct (Sara).  

5.2.2 Issues with Transportation Services 

Transportation services are said to be provided to patients arriving in Kingston or Timmins, 

as well as to and from patient appointments in these towns (NIHB Working Group, 2013). Many 

participants shared stories citing issues with these transportation services. Marjorie shares a story 

of a time she arrived in Timmins and was expecting to be picked up from the bus station by 

transportation services and brought to her room for the night: 

I find though, with my experience from going to Timmins… You’re getting off the bus 

late at night, and sometimes the driver's not even there. You have to call them. Whereas 

another time, I had gone to treatment a year or two ago... And same thing, right. I had to 

call them to come meet me. Like, where am I staying?… I mean, they should have this 

information about who's expected and all of that, right? So, when I came back through 
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again, nobody was there to meet me. And I had to, actually because I didn't have a cell 

phone at that time, I had to actually call I think one of my sisters to tell them to call the 

hospital to call Timmins, to send somebody to pick me up. Like, they didn't even have 

that information about arrivals, who's coming where, who's coming in what day. So that's 

with Timmins… I think they need to be more informed and more aware of time arrivals 

for people coming in from different areas. Because a lot of people do utilize other 

treatment centres in other locations, and they don't have cell phones and stuff like that. 

(Marjorie). 

Another participant discussed the challenges with transportation she faced while she 

attended her medical appointments in Kingston:  

Basically, trying to get from one point to another. You have no idea where you're going. 

And if you don't have like the cash to take a cab from here to there then you're going to 

have to get on the bus to figure out where your stop is, and where you're gonna get off at 

the hospitals… Or if you're in a different place to go, like me, I take a cab to go to my uh, 

pain clinic. They give me taxi vouchers, or they have the local services van pick you up 

and drive you to and from your appointments. When they're available… (Marie) 

Alice shared her experience when she attended an appointment in Timmins and was waiting 

to be picked up from her hotel and brought to the hospital for her appointment:  

And um, then the other thing I noticed, too, like uh, when, when I did go by bus, um, I'm 

at my hotel waiting for the shuttle to come pick me up. And apparently, they only have 

one [shuttle]. Which is a real, which is not even close to being good. Um, for, for 

patients. And you know what uh, when I asked the lady, I said "How come you came so 

late? You know, I'm supposed to be at that appointment an hour before my appointment!" 
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And she goes "well, our first thing is we have to go to the airport for the client's that are 

flying in". And I said "Well, I don't mind that", I said, but I said, "I do need to get to my 

appointment, too". I said, "I'm important, just like them!" *laughs*. And they said, "well 

we only have one vehicle." I said "Well that’s not good, either…You know, because, like 

I said, your rides are not, um, um, they're not dependable. Even when we get into the bus 

station late at night. There's only one cab sitting there, and it's already filled by the time 

we're getting off, and, but anyways, that's part of the thing. So, um, yeah. So that's the 

mode of transportation. (Alice) 

5.2.3 Issues with Food Arrangements 

An interesting theme that emerged in the data was the many issues with food arrangements 

for patients while they are away for their appointment. Many participants explained that they are 

provided meal tickets with their travel package. Meal tickets can be used at a select few 

restaurants and cafeterias in both Kingston and Timmins. One participant described that the 

current system set up to feed patients on the day of their return travel home is ineffective. 

Patients leave Timmins via bus on the morning of their travel at 6:30 am. Often times, a sit-down 

breakfast before a 6:30am bus ride is not realistic for all patients. When patients arrive in 

Cochrane after an hour and a half bus ride, there isn’t enough time to get a meal at the sit-down 

restaurant in Cochrane, either. This leaves patients having to wait until they get on the train to eat 

breakfast. As a diabetic, Alice did not think this system is effective and can be harmful to those 

who need to eat to regulate their sugars: “And nobody packs you little baggies, like you know, to 

say "oh okay here's your breakfast". I'm diabetic for God's sake! *laughs*. You know, I gotta eat. 

And sometimes, not all the time, but sometimes I get shaky when I don't eat.” 
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Alice shared another story of a time she and her grandson were travelling from Kingston to 

Timmins by bus. The bus departed Kingston in the evening, and they were not able to eat supper 

at the bus station restaurant before they left. She describes her 16-hour bus ride:  

But, and then, coming back *laughs*, they take us, our, um, they didn't give us supper, 

we were leaving at 4[pm], they take us to the bus station, didn't give us no baggy again, 

like I said. Get to the bus station they said "oh the restaurant will be open there, and you'll 

be fine" you know. So, we get there, fricken restaurant is closed. *Laughs*. And I said, 

"we hadn't even eaten supper yet", and we're getting ready to go on a 16-hour bus ride, no 

food. So, we got on the bus, hungry, no food, no drinks… And then we got in to, I'm not 

sure if it was Toronto or somewhere anyways, they stop at this place at 6:00 in the 

morning. I don't know which town, city, it was, but they get there at 6 o'clock in the 

morning, they let us off to go eat breakfast and I go "thank goodness, I'm fricken 

starving". By then, we're starving… And um, I, I think that's one of the biggest issues, 

myself. Is um, not feeding the patients properly. (Alice) 

Other participants expressed their concerns over the system in which patients are provided meals 

while away for their appointment. Specifically, participants shared their concern about elders 

with diabetes eating proper meals and at times in which they need to eat to regulate their sugars.  

Other participants expressed that they felt they were treated poorly by restaurant staff that 

accepted meal tickets. Participants described that as soon as they let restaurant staff know their 

meal was being covered by a meal ticket from NIHB, the service provided to them was poor. 

Rose shared her experiences with restaurant staff: 

Like, for example, you go to Timmins and you go to Mike's and you pull out that, that 

voucher. They're like *makes degusted facial expression*, like you know what I mean. 
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Like, the attitude completely shifts. And like, every single time, like anywhere you go, as 

soon as you have anything that does anything to do with NIHB it's like, “oh, are you 

kidding me?” (Rose).  

5.2.4 Experience with Doctors or Healthcare Workers During Appointment 

During the interview, participants were asked about their experience with their doctor or 

healthcare workers during their appointment. The majority of participants shared that they had 

positive experiences with their doctor/healthcare provider. Many of them explained that due to 

the number of appointments with the same doctor(s), they were able to build a relationship. In 

having a relationship with their patient, participants described that their doctor was 

understanding of the NIHB health system and was helpful in providing any additional 

documentation or letters that patients needed.  

A few participants had experiences with their doctor/healthcare provider that were not 

positive. The participants who did not have positive experiences with their doctor instead shared 

stories in which they felt they were experiencing racism from their healthcare providers. Ann 

shared that while she was away and admitted into the mental health unit at the Timmins hospital, 

a nurse made a racist comment towards her: “But I just, I don't know, I just wanted to get out of 

there as quick as possible, but they didn't let me. They just told me I was just there for a free ride 

and free medicine and all that, free food (Ann)”.  

Charlotte also shared that she felt like her father was not receiving proper care from her 

father’s nurse who cared for him for a couple days while he was admitted to the hospital. She 

noticed this nurse was not tending to her father as closely as his other nurses were and was upset 

when she noticed that her father had not been showered or had his bed made in a number of days. 

Charlotte made a complaint to the nurse in charge of the department in which her father was in 
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about the lack of attention given to her father. She describes her father’s demeanor while in the 

hospital: 

And when he got moved up to the floor, there was some days that he didn't want me to 

leave. And then when they discharged him to the hotel the night before we came home, 

he told me, "when you leave it's like they don't check on me, or they'll say I'll be back", 

like he was almost crying (Charlotte).  

5.3 Looking Back/Reflecting 

As participants were able to look back on their experiences during appointments, they were 

able to reflect and share their thoughts during the interview. Themes that emerged from the data 

while participants reflected were the acknowledgement of their own privilege, whether or not 

they felt supported during their trip away for an appointment and realizing the self-advocating 

they do for themselves. Participants also shared the positive aspects of travelling for medical 

appointments they enjoyed and provided some of their own recommendations on how to improve 

patient experiences while travelling to a new city for health services.  

5.3.1 Acknowledging privilege 

An interesting theme that emerged in the data was that many of the participants 

acknowledged their own privilege while reflecting on their travels to attend appointments. Many 

participants shared that although they may have been able to navigate difficult or frustrating 

situations, they were more concerned about other people having to go through the same 

situations. Some participants shared that they were fortunate to have either a disposable income, 

a strong voice to self-advocate, or the knowledge to navigate Western systems in order to 

overcome the obstacles that occurred during their appointment. They also brought up that they 
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were concerned for elders who had language barriers and those who do not have extra funds to 

pay for things in an emergency situation or if there were issues with travel arrangements. They 

also noted that patients from communities further along the James Bay coast may not have cell 

phones to call for rides if transportation was not available.  

5.3.2 Support 

During the interview, patients were asked if they felt supported during their trips out of town 

for an appointment. In the analysis of participants’ answers, it’s clear that each participant 

described support in different contexts. Some participants expressed that they did not feel 

supported for their appointment due to a number of issues arising in the travel process. Other 

participants expressed that they had no issues in feeling supported because they knew how to 

navigate systems in a new city.  

A few participants expressed that they were fortunate to have family in the city they were 

travelling to, and their family was able to provide support to them while they were in the same 

city for their medical appointment. These participants were able to rely on their family for rides 

to get to their appointments or to do leisurely activities after their appointment.  

Another participant shared that she doesn’t feel supported by the health system in Moose 

Factory and Moosonee. This is due to the fact that she has not received a follow up or response 

from the health authority in which she shares her complaints and recommendations on issues that 

arise while patients travel for medical appointments. 

5.3.3 Self-Advocating  

Throughout each interview, there was a common theme among many participants in that 

they served as strong advocates for themselves throughout the process to attend an out of town 
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appointment. Some participants discussed that in order for things to move along in a timely 

manner with the referral and booking process, they would have to call the hospital and NIHB 

offices asking for updates on appointment times and travel itineraries in order for everything to 

be arranged properly and for the participant to feel prepared. Marjorie shared the process she 

uses in order for her appointments to go smoothly: 

But [when] I have to well go out for my appointment, I gotta call Kingston to confirm, 

then I gotta call Moosonee to call and confirm, and I usually do that a month before. I 

know my schedule, of my scheduled appointment, just to remind them I'm coming. And I 

usually do this before they even send me the letter… And then say a week before I'm 

supposed to go, I call to see, I call Moosonee to see if they actually have my travel 

arrangements. And then "No." They haven't received it yet. And then I'll call 2-3 days 

before I actually leave to make sure that I'm on the charter and in the process I also have 

to call Kingston too, when I first call there to let them know I'm bringing an escort and I 

have to give them their name. And so, they gotta do their, their letter, send it down to 

Moosonee. So, I call to make sure I'm on there and my escorts on there… I would just get 

a letter, but like, you said I'm proactive. My doctor gives me my appointment card, I keep 

that on me, so I know to always follow up a month before I do this, on my own, and 

usually before the letter from Kingston comes in. And I actually bother Moosonee on my 

own, just to make sure I'm on there, just because of a mishap one time where I was not 

informed I was moved to the next day on a charter.  

5.4 Positive Aspects of Travelling for Medical Appointments 

Participants were asked during interviews to share any positive aspects of travelling for 

medical appointments that they enjoyed. Across each interview almost every participant shared 
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there was a positive aspect they enjoyed while visiting a new city. When reflecting on their 

health, some participants expressed that they enjoyed the advanced scans and tools that were 

used during their out of town appointments. Participants shared that they were able to find out 

results of scans much quicker out of town than in the community. They also expressed that there 

is a wider range of services available in the city that participants access than what is offered in 

the community.  

Some participants enjoyed being able to shop and buy groceries, clothes, household 

supplies, etc. at an affordable price than what is offered in their Northern community. Others 

discussed that they enjoyed certain leisure activities, like eating out at a restaurant. Those who 

travelled to places where they had family that lived or was in the same town enjoyed being able 

to visit and spend time with family that they did not see on a regular basis. While some described 

that sometimes appointments feel like a break, Rose shared the reality of being a sick patient and 

needing medical care: “It's nice to get a little vacation. But I mean sometimes when you're sick 

you just don't want to have a vacation; you know what I mean. You just wanna, just get the help 

that you need (Rose).” 

5.5 Suggestions for Improvement from Participants 

During each interview, participants were asked if they had any thoughts or ideas on things 

that could be improved in order to improve a patient’s experience when they have to travel for 

medical appointments. While all of the suggestions and thoughts may not be completely possible 

to achieve, it is important that the thoughts and concerns of the participants are shared.  

The majority of suggestions by participants included giving patients more freedom on the 

types of transportation to travel for their appointment. Participants had their own preferences on 
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which mode of transportation they preferred to travel to their appointment and wished to have 

the option to choose.  

Other participants suggested improving the patient support system in Timmins, specifically 

relating to transportation services and at the hostel in which patients frequently stayed. 

Participants described that having better communication and organization in these areas would 

allow for better experiences for patients travelling to Timmins for an appointment.  

Another participant suggested a way to improve the issue with meal tickets and feeding 

patients in the morning would be to provide a bagged breakfast to ensure patients had something 

to eat before a travel day until they could get to a place where they could eat a full meal. 

Some participants suggested bringing in different services and specialists up to the 

community. One participant shared that there are a number of community members that would 

utilize services if they came to the community every couple of months. Another participant 

shared that many people from the community see the same specialists for certain health 

problems. These participants suggested making arrangements to bring these specialty services to 

the community and coordinate with community members to see them while they are in the 

community.  

5.6 Chapter Summary 

In this chapter, nearly every participant had an issue at one time or another with medical 

transportation during their travels to out of town appointments. Participants also discussed their 

frustrations while they prepared for an appointment, namely addressing the issues with the local 

health system, issues with policies, and the personal preparation they must undertake in order to 

attend an appointment out of town. While away for their appointment, participants discussed in 

detail issues with the food arrangements and issues specifically taking place while patients travel 
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to Timmins. Participants also discussed their interactions with health workers during their 

appointment. In looking back and reflecting on their experience, participants shared whether or 

not they felt supported during the trip and were also able to recognize the self-advocating they do 

for themselves, as well as acknowledging their privilege through the whole experience. In 

closing this chapter, the recommendations that participants suggested during their interviews are 

shared as well.  
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Chapter 6 : Bringing it All Together 
(Discussion) 

“The editing process will take the research team through winding rivers, small streams, deep 
reflection in ponds, and down tight corridors that refine and polish what has been written. We 
look at our emerging and collective knowledge. Did we cover everything that needs to be told? 
Has the initial research question been answered? What have we learned? We see things other 

people do not see.” (Michell, 2012, p.7) 

This research study aimed to understand the unique experiences of community members 

from the Moose Factory and Moosonee area that travel for medical appointments in larger urban 

cities. It also aimed to understand the challenges and strengths that patients face and intended to 

provide a space for participants to envision ways on how this process could be improved.  

The interviews revealed a number of themes that were identified between 10 different 

participants’ experiences. Major themes emerged for each different stage of a patient’s journey to 

attending an appointment in a larger urban city. The following sections will take an in-depth look 

at the major themes and explore their relationship to current literature.  

6.1 Preparing for an Appointment 

While discussing the preparation for an out of town appointment, participants shared their 

frustrations with the local health system in Moose Factory and Moosonee, specifically, the lack 

of continuity with their care. Participants who visited the hospital in Moose Factory to get 

answers for their health issues explained how long it took them to hear back from a doctor at the 

hospital. Patients describe having to call repeatedly the hospital and ask for updates on their file. 

This is likely due to the difficulty that FN communities experience in recruiting and retaining 

long term physicians and thus have to rely on short-term locum physician positions (Minore, et 

al., 2005). Dignan (1998) describes that nursing and physician shortages in FN communities’ 

results in a crisis where patients receive sporadic and inconsistent care, an increase in client 
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backlogs and patients who are ‘lost in shuffle’ of referrals. Patients with serious diagnoses lack 

follow-up education (Dignan, 1998). These issues prove to be significant barriers in providing 

the patient with appropriate information related to their health conditions (Dignan, 1998). While 

physician turnover will likely remain a reality in remote FNs, the local health authority has 

begun to take steps to recruit and retain more permanent physicians as a shift in the health 

authority’s executive team took place in June 2019. WAHA announced the hiring Lynne Innes, 

the first Indigenous women to be president and CEO of a health authority. In addition, local 

community member, Dr. Elaine Innes was hired as chief of staff and the community has seen an 

increase in permanent physician hires (Bonello, 2020).  

Participants also shared their frustration with WAHA’s lack of follow up relating to the 

complaints and requests regarding medical travel. Participant’s expressed that even if they took 

the time to file a complaint relating to their experience, they felt as though their words “fell on 

deaf ears”, as the same issues continued to happen to them. Recent studies point out that patient 

complaints can provide great potential value in understanding and improving systems of care and 

therefore should be carefully considered (Montini, et al., 2008). Addressing and following up 

with complaints may also allow patients to feel supported and validated in sharing their negative 

experiences. Systems of classifying patient complaints have been discussed and may serve as a 

helpful tool to organize and respond to patient complaints in a timely manner (Montini, et al., 

2008).  

Participants also mentioned their concern over the lack of health resources in the 

community. Some of the resources lacking in the community included medical technology and 

scans, as well as a lack of health services that would be beneficial to a patient’s treatment plan. 

These treatments included physical therapists, foot care specialists, massage therapists, among 
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others. This reality is likely due to the lack of adequate health funding provided by the federal 

government to local health structures, as well as the difficulty to recruit and retain specialized 

health workers in remote Northern communities (Martens et al., 2002; Minore, et al., 2005). 

While it may not be realistic to have these specialized health services in the community on a full-

time basis, participants have suggested that WAHA and MCFN work together to gather 

community interest for different health treatments and coordinate bringing these specialists into 

the community every so often. This allows patients to stay in the community and receive health 

services for which they would otherwise have to travel out of the community. 

The data also revealed that many participants had issues with the process and policies in 

place that affect how they receive health care. Policies that determine the location of where they 

receive their out of zone care, the mode of travel they must use during medical travel, the type of 

medications that are covered and the lack of accommodating special instances were discussed in 

detail by the participants of this study. A number of the participants expressed their frustration 

towards the WAHA NIHB office when sharing their stories related to policies. It is completely 

understandable for participants to feel this way, but it is important to note that many of these 

policies are not created by the WAHA NIHB department and are decided upon by the federal 

government (Lavoie, et al., 2010). The policies have been founded on colonial beliefs that 

emphasizes paternalism, dependency, victim blaming, and medicalization (Waldram, Herring, & 

Young, 2006). Additionally, the existence of settler colonialism in Canada has created an uneven 

distribution of benefits and harms to settler and Indigenous populations (Sylvestre, et al., 2019). 

The uneven distribution of benefits (e.g., good health), privileges (e.g., access to health care), 

violence’s (e.g., non-consensual medical experimentation), and harms (e.g., systemic 

intergenerational trauma) has resulted in health disparities that continue to exist between 
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Indigenous and settler peoples (Sylvestre, et al., 2019). The existence of settler colonialism is an 

organizing feature of the settler state’s governance of Indigenous communities and is illustrated 

through settler ignorance and anti-Indigenous racism (De Leeuw, et al., 2020). In order to 

address these inequities, it is imperative that learners and practicing clinicians are grounded in 

the knowledge of ongoing colonial harms and are engaged in critical self-reflection on one’s own 

biases and training in order to conform anti-Indigenous racism in health care (Cook, et al., 2019).  

Numerous studies show that tactical and discriminatory practices and policies continue to 

marginalize many FN people in mainstream health care systems (Browne, 2005, 2007; Smith, 

Varcoe, & Edwards, 2005). In this study, participants described their own processes to prepare 

for an appointment out of the community in relation to the existing policies and practices. Many 

participants discussed the need to coordinate childcare and the difficulties that come with this, as 

well as having to inform their employers of their absence. Lawford and Giles (2012) have 

critically examined policies affecting pregnant women in FN communities and have called on the 

government and stakeholders to recognize the colonial influence in these federal policies. They 

argue that addressing the issues with these policies is imperative to ensure First Nations achieve 

optimal health, as defined by First Nations themselves (Lawford & Giles, 2012). The 

descriptions of how participants prepare for appointments clearly show how much personal work 

and preparation goes into attending an appointment out of town. Not only does this require effort 

and careful planning by the participant, but it also requires effort and support from participants’ 

family and friends, whether they are aiding in childcare, elder care, or house sitting while the 

patient is away for an appointment. 
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6.2 Travelling and During an Appointment 

 While describing their experiences in travelling and attending an appointment, nearly 

every participant shared detailed recounts of their experiences where issues with travel 

arrangements occurred. Participants discussed not feeling prepared for their travel or their 

appointment and received their travel itinerary at the very last minute. Many shared stories where 

miscommunication between NIHB offices, hotels and hostels, and transportation services 

resulted in patients having to pay out of pocket for taxis, hotels and meals. It is evident from the 

data analysis that issues with travel arrangements is by far the theme most discussed by 

participants, who shared their negative feelings towards the disorganization of medical travel 

arrangements. While we are unaware of the logistics of how this department at WAHA runs, it is 

evident from patient’s stories that there is room for improvement through increased 

communication and organization in all locations. Providing patients with travel itineraries, hotel 

information, meal tickets and taxi vouchers with enough time before their travel date to prepare 

would allow for participants to feel more prepared for their appointment and travel. Giving 

patients their travel packages sooner would likely result in less issues arising than if these 

important items were provided in last minute nature.  

 Similarly, participants shared their concerns over the transportation services that are said 

to be provided to patients travelling to Kingston or Timmins. Many participants described the 

reality when utilizing these services, describing that there are only a few shuttles available, 

giving priority to those who are arriving from the airports, and are often too busy to provide 

reliable services to all patients who require them. For patients who may have been on long 

waitlists for an appointment with specialists or for surgeries, it is essential that these patients 

arrive and arrive on time to these long-waiting appointments. Not only may these appointments 
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provide patients with answers and important information related to their health situations, but it 

may also provide patient’s with great relief depending on their health condition. Because of this, 

it is essential that transportation services for patients are available and dependable. In the case 

there is no capacity to acquire shuttles, hiring of additional staff and an organized transportation 

itinerary for each day, it is imperative that patients are provided with taxi information and 

vouchers to pay for their transportation to and from their appointments.  

 Another theme discussed by participants were issues with food services in cities in which 

patients were travelling to. Patients shared their experiences specifically relating to travelling 

from Timmins to Cochrane early in the morning and not having time to sit down at restaurants 

for a full meal. This is especially worrisome to those who have health conditions, like diabetes, 

and need to regulate their sugars by eating meals. Additionally, a participant shared her 

experience where she boarded a 16-hour bus ride without eating dinner. Dinner was not provided 

to the participant and the restaurant at the bus station was closed prior to their departure. This 

participant described how travelling through the night resulted in all bus stops being closed and 

she was unable to purchase anything out of her pocket. Instead, she had to wait until the bus 

arrived at the destination for her to eat breakfast, the next morning, after 16 hours on the bus. 

This was an isolated incident and was only experienced by one participant involved in this study, 

but it truly highlights how food arrangements and ensuring patients have access to food is 

integral for patient wellbeing. Although it isn’t entirely possible for WAHA to know the 

operating hours of restaurants and bus stops throughout a patient’s travel journey, it is possible to 

better inform patients of the possibilities of restaurant closures and to encourage patients to plan 

ahead and be prepared. Another suggestion from this participant was to have arrangements for 

patients travelling in the morning or on long bus rides to be given a small boxed meal and/or 
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snacks for patients to have in case of emergencies. This requires additional planning and logistics 

to be considered but may be useful to ensuring patients are receiving proper nutrition, especially 

those who are elderly or have medical conditions. 

 When discussing interactions with their doctor or healthcare provider during 

appointments, many participants described having a positive experience. Many participants 

expressed that this was due to the fact that they had visited their doctor a number of times and 

were able to create a trusting relationship with them. Patient-doctor relationships are critically 

important, and it has been determined that patients’ trust in doctors is positively associated with 

adherence to treatment, continuity of care, willingness to recommend the physician to others, and 

self-reported health (Petrocchi, et al., 2019). Birkhaèuer et al. (2017) state that patients who 

claim higher levels of trust with their health care professional report more beneficial health 

behaviours, less symptoms, and a higher quality of life. While it is great that some participants 

had a close and trusting relationship with the doctors whom they may see more frequently, there 

were other participants who did not have a positive experience with their healthcare provider. 

Some participants shared how they experienced racism during their stays at a hospital, 

specifically by the nurses providing care. One participant specifically described a nurse making 

racist and stereotypical comments, stating that the participant was only seeking medical help so 

she could have a free place to stay, free medicine, and free food. These damaging stereotypes of 

FN peoples perpetuate racism at all levels of Canadian society. In healthcare settings, FN people 

experience a disproportionate burden of interpersonal and systematic racism compared to non-

FN people (McNally & Martin, 2017). Thus, it is important for healthcare workers to engage in 

cultural safety training to ensure they are not perpetuating negative stereotypes onto Indigenous 

patients. Cultural safety requires healthcare professionals to reflect upon their own biases and 
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stereotypical assumptions and the way power and racism operates and impacts patients (McNally 

& Martin, 2017). It is imperative that health leaders in the community and health authority 

continue to advocate for community members and encourage healthcare providers in major 

referral centres to receive cultural safety training.  

6.3 Looking Back & Reflecting 

 Throughout the interviews, participants had an opportunity to reflect on their experiences 

and share their thoughts. One of the main reflections participants shared was a realization of their 

privilege despite the challenges they went through. Many participants discussed how fortunate 

they were to have had a disposable income, a cell phone, and the ability to navigate issues in 

larger cities. Many of them reflected on their concerns for others, specifically, elderly people 

facing these same issues, some even reflecting on those from further up the James Bay coast who 

may face language barriers in a new town. Others reflected on how there were some community 

members who didn’t have jobs or an income to pay for hotels, food or taxis in an emergency or 

when there were issues with their travel arrangements. In reflecting on my own during the data 

analysis process, it was interesting to hear so many participants share their concern for others, 

just minutes after sharing very challenging and upsetting experiences of their own. Not only does 

this reflection made by so many participants show the compassion and care they have for their 

elders, other community members, and even other communities, but it also shows that the 

experiences and stories shared within this study were those of people who still consider 

themselves to hold privilege. It’s important to reflect on this as there are likely many more 

patient experiences who may be similar to those in this study, but who may have to overcome 

additional barriers. 
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 Patients also had the opportunity to reflect on whether or not they felt supported while 

they were away for their appointment. Some participants expressed that they did feel supported, 

while others shared strong feelings that they did not. It is clear that support is something that is 

subjective to each person and that different people feel support in different ways and from 

different people. Some patients shared that they were able to feel supported when they travelled 

to locations where they had family members that also lived in the same city. Family members 

were able to provide support by giving rides to patients to their appointments, as well as leisurely 

activities. Other participants expressed that they didn’t feel as though they needed additional 

support from other people or the health system, as they were self-sufficient people who could 

navigate systems and new cities on their own. 

A number of participants shared that they did not feel supported due to the lack of 

preparedness they felt in not having their travel arrangements completed properly or in a timely 

manner. This sentiment demonstrates that patients require sufficient notice of their travel plans 

for an appointment. As discussed previously, there is much preparation that a patient has to do 

prior to leaving town and not having sufficient time to make these plans can be stressful and 

difficult for them. To ensure patient stress is lowered, it is important for WAHA to respond to 

the challenges patients are facing related to their medical travel plans by enacting changes and 

steps to inform patients with enough notice prior to travel day.  

Through reflecting, some participants realized how much they served as advocates for 

themselves throughout the process of attending an out of zone appointment. Participants 

discussed how they used their voice and stood up for themselves when there were issues 

throughout the journey to attend an appointment. Hearing many of the stories that these 

participants shared highlighted the resiliency and strength they showed to overcome the 
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challenges they were facing. Some participants talked about how their health and their 

experience was important and were able to express this by voicing their concerns to their doctors 

or WAHA if issues occurred. It is important that patients continue to stand up for themselves and 

advocate for their health, but it is imperative that the health and experiences of those who may 

not feel comfortable vocalizing their thoughts are advocated for as well.  

Another participant reflected on the self-advocacy process she completes while preparing 

to attend an appointment out of town. This participant shared her in-depth process to ensure that 

her medical travel is booked properly, describing that she begins calling NIHB offices up to a 

month before her scheduled appointment. This reflection serves as an indicator that patients have 

developed habits to ensure their medical travel goes smoothly. While this method may work well 

for this participant, it should not be a reality for community members to constantly check in and 

remind health workers of their appointment and travel arrangements in order for everything to go 

smoothly. Improvements in service delivery for medical travel are required for patients to feel 

prepared and supported for their appointments. 

6.4 Recommendations for Improvements 

In the context of health, the Truth and Reconciliation Commission concluded that 

advancing the health opportunities for Indigenous peoples requires us to identify and remove 

barriers to health systems that Indigenous peoples in Canada face in their day-to-day lives. This 

study provided an in-depth examination of the experiences of patient’s as they leave the 

community for an appointment in a larger urban city. In listening to patient experiences, we were 

able to identify where patient’s face challenges throughout the process of attending out of zone 

appointments.  
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It is important for those in health leadership positions in the community to be aware of 

these findings and work to improve patient experiences. The experiences of the ten women who 

participated in this study are important as they highlight the challenges that FN women go 

through while they are in larger urban cities for medical appointments. These unique experiences 

of these women are of great importance as: 

Aboriginal women lag behind men and well behind Canadian women as a whole on many 

social and economic [and health] indicators, but statistics do not reveal why. Women 

themselves provide a deeper understanding of the barriers that have been placed in their 

path, barriers that must be recognized, acknowledged and removed before real progress 

can be made. We believe that by going through the process of acknowledging the harm 

caused by these barriers, individuals, families, communities, nations and governments 

will be able to work together to eliminate them (Royal Commission on Aboriginal 

Peoples, 1996).  

Thus, the following recommendations are provided to local leadership at Moose Cree First 

Nation, the Moose Cree Health Centre, and the Weeneebayko Area Health Authority: 

Recommendation 1: Improved internal communication systems within WAHA to better inform 

patients. Some areas of improvement include: 

- Increasing communication systems by following up with patients with issues or 

complaints with the medical relocation process. 

- Providing patients with more notice of medical travel plans prior to their travel date to 

allow for patient’s to adequately prepare and make personal plans while they are away. 
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- Improve communication and organization of patients’ medical travel, including reliable 

transportation services in new locations, hostel and hotel arrangements, and ensuring 

patients have access to food arrangements that support healthy living. 

Recommendation 2: Continued advocacy by health leadership in the community for increased 

funding for the following areas:  

- Local infrastructure, including updated scans and tests to ensure patients can stay in the 

community as much as possible and to ensure results are provided in timely matter. 

- Traditional healing programs to treat and serve patients in ways that align with a Cree 

worldview. 

- Bringing alternative care practitioners into the community for patients to access for their 

health conditions, such as chiropractic, podiatry, nutrition, naturopathy, occupational 

therapy, among others.  

- Increased funding in education to promote local community members being trained in 

alternative health therapies  

Recommendation 3: A deep and honest reflection into the current health system in which anti-

Indigenous racism exists. Current areas that need to be addressed include:  

- The health disparities that occur in communities within the WAHA region. 

- The current racist mistreatment of patients by health practitioners, hotel workers, 

transportation workers, and restaurant workers. 

- The current meal ticket system that has harmful impacts on patients experiencing racism. 

Recommendation 4: Continued advocacy by health leadership for cultural safety training 

grounded in anti-racist theory for healthcare providers in the main referral centres away from 

their home communities. Additionally, cultural safety training is needed for workers and staff 
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interacting with patients in main referral centers. This includes the staff at the restaurants, hotels, 

hostels and transportation services that provide services or interact with patients.  

Recommendation 5: A deep examination into the current partnership with KGH and TDH and 

the effectiveness of these referral centers to patients. Additionally, an examination into potential 

centers in Northern Ontario that could possibly better treat patients closer to home, such as North 

Bay or Sudbury. 
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Chapter 7 : Final Reflections & Conclusion 

The objectives of this project were to understand the experiences of patients when they 

travel for medical appointments in urban cities, understand the challenges and strengths that 

come with medical travel, envision approaches to improve patient experiences and to provide 

local leadership with recommendations in improving patient experiences.  

The stories that the participants shared in this study allowed for greater understanding of 

the process and a patient’s experience while they prepare for an appointment, travel to attend 

their appointment, and return home. In sharing their stories, it was clear to see where patients 

experience challenging times throughout the process of attending appointments out of town. 

Participants also provided helpful reflections on the positive aspects in the process and provided 

thoughtful suggestions on how they believed the medical travel process could be improved.  

The results of this study were translated from patient experiences in travelling for 

medical appointments into recommendations that could be used by the local FN leadership to 

advocate for improvements to the healthcare system that affects their community members. 

These recommendations also are helpful to the local health authority that currently services 

patients in the Moose Factory and Moosonee region. In addition to being translated into 

recommendations, the results also provide a greater insight to local health workers and leadership 

into the realities that community members face while they are away for medical appointments in 

larger urban cities.  
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7.1 Navigating Through Rough Terrain (Limitations of the Study & Further Research) 

“Factor in flexibility for unexpected twists and turns of the research journey. Embrace the ambivalence 
and flux as the weather can change, the river waters may become tumultuous, and the terrain may be 
rugged, making for slow travel. It is during these times that great learning takes place. Things always 
happen for a reason. Lessons learned are documented along with challenges encountered by using the 

research design.” (Michell, 2012, p.5) 
 

Due to the diversity between Indigenous groups of people, the structure of health services 

and levels of displacement for health services are different between Indigenous communities. 

Thus, the findings in this project will not reflect all Indigenous populations in Canada, nor do 

they reflect the realities across all FNs.  

While the participants in this study provided deeply personal insight into the patient 

experience relating to medical travel as women, there is a lack of male perspective in this study. 

Indigenous men and women have different experiences and realities navigating through 

institutional systems (Royal Commission on Aboriginal Peoples,1996) and having the 

perspective of male patients could be informative to future studies.  

In addition, this study only accounted for the experience of patient’s who first-hand 

attend appointments for their own medical conditions. While recruiting participants for this 

study, I was overwhelmed with people wanting to share their experience but did not fully fit the 

criteria. Many community members who may not have been a patient, but who had been an 

escort for their children, elderly parents or grandparents had great interest in the project and 

wished to be involved. Future studies could explore this topic, as the perspectives of others who 

also travel for medical appointments would be different, yet interesting. It would be especially 

informative to understand the experiences of the escorts who support the elderly generation, as 

this population would likely have a more difficult time navigating larger cities and urban centers 

than the sample that was interviewed in this study.  
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7.2 Celebration of the Research Journey (Strengths of the Study) 

“We look across the vast lake and to our final destination. The dark clouds begin to recede and 
there is a heavy smell of earth and soil in the air. We breathe it in deeply, Spirit touching where 

we need healing. We paddle away in fervour. Our families on the shoreline are waving and 
patiently waiting.” (Michell, 2012, p. 7) 

 
This research project was framed in a way that reflected my own core values and 

teachings as a Cree person, but also reflected those of many of the participants. This framework 

allowed me to better comprehend and reflect on the research process, but also allowed me to 

explain the research process to the participants involved in this study in a way that they also 

understood. Additionally, the use of the decolonizing Indigenous methodology in this research 

project allowed for this study to be based from an Indigenous and Cree worldview. Because the 

research was grounded on these elements, the research highlighted and amplified the voices of 

the FN patients involved in this study.  

One of my personal goals throughout this study was to be involved in something that was 

meaningful yet beneficial to my community and other community members. The stories shared 

with me throughout this process truly emphasized the resiliency and strength of the participants 

who shared them. Although the stories that were being shared were difficult and heavy at times, 

each participant found ways to navigate through challenging situations and were eager to offer 

suggestions and solutions to improve what they experienced. It is my hope that the lessons I have 

learned through this journey will allow me to continue to work in the field of collaborative 

projects that will hopefully improve patient experiences in the future. It is also my hope that 

local leadership can respond to the recommendations that were translated from each participant’s 

experience. I look forward to supporting the necessary work that needs to be done to ensure 

patient experiences are improved in the future. Meegwetch!  
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