
Foundations for IPHCC's OHT Provincial Framework

Indigenous Health Systems
Transformation



2

3

4

5

6
6
7

10
11
12
13

16
17
18
19
20
21
22
24

27
29

30
30
31
31

8

9

14

ACKNOWLEDGEMENTS

PURPOSE

CULTURAL SAFETY

APPENDIX A | Indigenous Engagement in Simcoe Muskoka

 
APPENDIX B | CDMA Development Tool: Indigenous Engagement

 
REFERENCES AND ENDNOTES

INTRODUCTION

Federal Health Transformation 
Ontario Health System Transformation 

Terms for Indigenous Health Systems Transformation

INDIGENOUS HEALTH IN INDIGENOUS HANDS

Indigenous Primary Health Care (IPHC) 
Self-Determination 

Governance 
Equity

COLLABORATIVE & RECIPROCAL

Collaboration 
Collaborative Decision-Making Arrangements/Relationship Agreements

DATA GOVERNANCE AND PERFORMANCE MANAGEMENT

Indigenous Performance Indicators 
Data Governance Framework 

Data Governance Principles 
Indigenous Health Outcomes

WHOLISTIC HEALTH

Model of Wholistic Health and Wellbeing 
Population Health 

Social Determinants of Health 
Population Health Management 

Attributed Population 
Population Segmentation 

Integrated Care 
Continuum of Care

INDIGENOUS HEALTH SYSTEMS TRANSFORMATION

Relationship Agreements

10

16

26

30

32

35

36

3

Members of the Indigenous Primary Health Care Council (IPHCC) contributed signi�cantly to the 
development of this Framework. IPHCC members include 20 Indigenous community health care 
organizations from across Ontario, including Aboriginal Health Access Centres (AHACs), Indigenous 
Community Health Centres (ICHCs), Indigenous Family Health Teams (IFHTs), Indigenous Interprofessional 
Primary Care Teams (IIPCTs), Indigenous Nurse Practitioner-Led Clinics (INPLCs), and Indigenous Health 
Authorities. All members have actively engaged in planning sessions, webinars, member meetings, and 
sharing circles so that the below report is informed, and member driven.

IPHCC acknowledges the generosity and contributions of the following members:

North Simcoe Muskoka Indigenous Health 
Circle (IHC), Ministry of Health (MOH) 
recognized Indigenous  health planning table. 
Members of this planning table include three 
First Nation communities (Rama, Beausoleil, 
and Moose Deer Point), urban Indigenous 
organizations, and the broader Indigenous 
community situated within the region.       
Their Position Statement: Ontario Health Teams 
- Indigenous Engagement in Simcoe Muskoka  
is re�ected within this Framework.

Anishnawbe Health Toronto who developed 
information sharing tools and undertook 
extensive community engagement on the   
OHT framework and initiated a meeting    
with Deputy Minister Zahn and OHT CEO, 
Matt Anderson to advocate for and seek 
endorsement for the design of Indigenous 
models within the OHT framework.

Maamwesying Community Health who 
willingly shared their model and tools with 
other members including the hospital 
collaboration agreement, levels of partnership, 
governance model as well as their ongoing 
process toward submitting a Full Application 
to being approved as an Indigenous Led OHT.

All Nations Health Partners OHT and Rainy 
River OHT, who participated in and delivered 
several different presentations to government, 
and members to explain their co-led OHT’s, 
share wise practices and address questions  
by members.

The IPHCC Board of Directors, who endorsed 
a resolution that states:

IPHCC proceeds with the development of   
a Provincial Model that advocates for and 
respects the autonomy for members to 
develop local solutions for inclusion within 
the OHT framework in order to meet the 
needs of the communities that they serve; 
and

The IPHCC Provincial OHT model and  
local member solutions will not interfere 
with or dismantle Indigenous governed 
health systems, partnerships, funding 
models or service delivery models,     
except whereby, it is deemed by the 
community that any proposed changes    
will serve to enhance health services to    
the Indigenous population served.

The IPHCC gives special acknowledgement to all its members who have actively participated throughout 
the engagement, and are always willing to share their experiences, and support each other as they 
develop together.
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The government of Ontario has committed to undertake structural and systems health reform as speci�ed 
in Bill 74: The People’s Health Care Act, 2019 and as directed in the Ontario Health Teams: Guidance 
for Health Care Providers and Organizations which require Ontario Health Teams (OHTs) to:

OHTs are expected to achieve this through partnerships with Indigenous-governed organizations.   
When an OHT application has been submitted for a region that includes one or more First Nation 
communities, endorsement from those communities is necessary and is supposed to be part of the 
selection criteria for approval.

Reduce current health disparities experienced 
by Indigenous peoples in Ontario; 

Redesign care in a way that will improve  
care for and meet the diverse needs of the 
Indigenous population  (OHT Guidance 
Document);

INTRODUCTION

Demonstrate that they respect the role of 
Indigenous peoples in the planning, design, 
delivery, and evaluation of services for their 
community; and

Demonstrate that they can provide culturally 
safe care for Indigenous people.
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This document details foundational components for Indigenous Health Systems Transformation and its 
underlying concepts and terms which in turn help inform the development of the IPHCC OHT Provincial 
Framework. The purpose for de�ning these terms is to:

De�ne terms from an Indigenous lens and 
relevance to the work of IPHCC and its 
members; 

Support the application of equity perspectives 
as referenced in the Model of Wholistic 
Health and Wellbeing; and
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Bring clarity and a consistent understanding  
of the terms de�ned by government and    
non-Indigenous providers as they apply to 
Indigenous settings. 

These de�nitions reference the Truth and Reconciliation Commission (TRC) of Canada Report and 
Reclaiming Power and Place: The Final Report of the National Inquiry into Missing and Murdered 
Indigenous Women and Girls (MMIWG), both of which help guide the work of IPHCC and its members. 
Priority has been given to using available IPHCC and member information and documents where 
available (e.g., cultural safety training, Indigenous engagement, jurisdictional scans). There was also 
consideration given to incorporating Government of Ontario information to emphasize their role and 
responsibility in improving the health and well-being outcomes of Indigenous peoples in Ontario        
and advancing Indigenous Health in Indigenous Hands.

The information provided in this document may evolve over time as the IPHCC continues on its     
learning journey.

PURPOSE



At the same time, Indigenous Services Canada   
is working with First Nations across Canada on 
health transformation through a separate process. 

“First Nations health transformation is a 
collaborative process between First Nations 
partners, the federal government, and provinces 
and territories. The intent is to create a more 
coordinated health system in which First Nations-
led health organizations assume greater control 
of the design, administration, management and 
delivery of health services and programs that 
support community wellness and address their 
health needs and priorities”.

To support this process in Ontario, Indigenous 
Services Canada, the Nishnawbe Aski Nation 
(NAN), and Ontario Ministry of Health agreed  
to work together. “The parties agreed to continue 
with an on-going relationship to develop and 
oversee transformative change in First Nations 
health with a focus on NAN communities.”     
This led to the execution of a trilateral 
commitment document: The Charter of 
Relationship Principles Governing Health System 
Transformation in  NAN Territory (the Charter) 
which was mandated by NAN Resolution 17/21. 
The Charter was signed by the Parties (Grand 
Chief Alvin Fiddler, Minister Jane Philpott, and 
Minister Eric Hoskins) on July 24, 2017.

To help guide this relationship the parties de�ne 
health transformation as “restoring and 
enhancing accountability, responsibility, and 
resource allocation [to] First Nation members  
and moving from a crisis-response system to    
one that is centred on wellness and the needs 
and priorities of its communities.”

Federal Health 
Transformation

Ontario Health System
Transformation
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Health systems transformation often introduces new terms which become part of everyday vernacular 
with the assumption that they mean the same thing for everyone who is involved.  However, these terms 
have a fundamentally different meaning for Indigenous peoples as their worldviews and approaches to 
health and wellbeing differ from Western views and approaches. 

The following sections provide a glossary of terms and describes their de�nitions, and relevance to the 
Indigenous health systems transformation.

Figure 1 below identi�es these key terms and places them within the foundational elements of the 
Indigenous health systems transformation model that builds system capacity to:

Terms for Indigenous Health Systems Transformation

Practice Indigenous Health in Indigenous 
Hands so that Indigenous people are in 
control of their health decisions and resources;

Deliver culturally safe care and health services 
that are free from racism and barriers to 
participation; 

Build collaborative and reciprocal 
relationships based on trust and respect; and
 
Collect and analyze data to promote better 
health outcomes.
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Figure 1: IPHCC Indigenous Health 
Systems Transformation Model
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The introduction of OHTs provides an opportunity 
for Indigenous health systems transformation to 
occur not only from a First Nation, on territory 
perspective, but to a process that is inclusive of 
urban First Nation, Métis, and Inuit populations.

The IPHCC, its members, partners, and 
government can collaboratively work together to 
transform health systems so that Indigenous health 
outcomes are improved. To achieve this, 
transformation should be rooted in mutual respect, 
understanding, equitable funding,  shared 
accountability, and reciprocity so that equity is 
achieved.

It is important to note, the IPHCC recognizes and 
respects that federal health transformation 
processes are ongoing throughout the province    
of Ontario and are occurring in a number of its 
members’ communities. In support of this, the 
IPHCC will strive to respect autonomy and align its 
efforts where possible to help maximize bene�ts.



Indigenous
Health Systems
Transformation

The ultimate aim is to provide equitable health 
and wellness services for First Nations, Inuit, and 
Métis peoples in Ontario, and to address and 
eliminate gaps in Indigenous health outcomes.

1

2

3
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Model of Wholistic Health
and Wellbeing

Representative Workforce

Knowledge Keeping

Relationship Agreements

Indigenous Health
in Indigenous Hands

A culturally safe care experience throughout 
an integrated care continuum with IPHCC  
and members working with governments and 
providers to actively dismantle structural     
and systemic barriers through IPHCC training 
and change management; 

Managing complexities and comorbidities  
due to intersecting marginalization through 
integrated, wholistic care to enhance      
health and wellbeing in order to prevent   
more serious illness, and prevent more     
costly services;

Culturally Safe Care

9

Indigenous health systems transformation is         
a process whereby IPHCC and its members,  
along with Indigenous and non-Indigenous 
partners and alliances:

Analyze, adapt, strengthen, and grow 
Indigenous health programs and services; 

Integrate the IPHCC’s Model of Wholistic 
Health and Wellbeing within the Ontario   
health care system; and

Promote and ensure that Indigenous resources 
are being delivered by Indigenous providers 
throughout health systems.

Continuing a patient-centred approach that 
re�ects the patient, family, caregiver, and 
community (PFCC) in the co-design, delivery, 
and evaluation of services as it pertains to the 
Model of Wholistic Health and Wellbeing;

A wholistic, population health approach 
across an integrated system of care that 
explicitly includes Traditional healing services 
and medicines and Indigenous models of  
care while addressing improvements in the 
Indigenous and social determinants of health 
and wellbeing;

Ensuring a robust health workforce that 
represents Indigenous leadership and frontline 
staff who can work to their respective full scope 
of practice with equitable pay and bene�ts;

Equitable information technology and 
management systems using a Two-Eyed Seeing  
approach to performance measures that 
inform the collaborative decision-making 
arrangements and outcomes of care; and

Innovations in Indigenous care and technology 
to provide culturally safe care closer to home.

The right relationship(s) premised on 
Indigenous self-determination, equity, 
governance, and reciprocity;

Implementing an attribution model that 
embeds Indigenous organizations and 
providers within the health systems network to 
ensure Indigenous Health in Indigenous Hands 
is promoted across the system; and
Ensuring equitable and sustainable funding 
throughout the system.

Through the development of government and provider relationship agreements, the IPHCC and its 
members will support Ontario’s health systems transformation process to implement wholistic 
integrated health systems of care. The goals of these relationships include:



Indigenous Primary Health Care (IPHC) takes an 
Indigenous-led and community-centred wholistic 
approach to improve the mental, emotional, 
physical, and spiritual health and wellbeing       
of Indigenous peoples. Traditional knowledge, 
traditional healing practices, and self-
determination underpin IPHC and are central     
to restoring balance at the individual, familial, 
community, and nation levels.
 
IPHC also encompasses distinct Indigenous 
models of care and existing Western knowledge 
and practices that are adapted to be inclusive    
of Two-Eyed Seeing and traditional healing and
wellness approaches. Indigenous peoples may 

Indigenous Primary
Health Care (IPHC)

10

INDIGENOUS
HEALTH IN

INDIGENOUS
HANDS

Indigenous Health
IN Indigenous Hands
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Self-Determination

Indigenous peoples have 
consistently regarded the 
right to self-determination 
as a prerequisite to the 
protection and promotion, 
as well as the exercise 
and enjoyment, of all other 
human rights...And they 
have articulated self-
determination as an 
inherent right, not a right 
that is “given” or “created” 
by others but pre-existing.

10

- Dalee Sambo Dorough, 2011Achoose either approach or a blended model of 
care which best facilitates and enhances their 
wellness journey.

System partners play an important role in 
promoting Indigenous Health in Indigenous 
Hands by advocating for Indigenous health equity 
and justice, ensuring that primary health care is 
provided in a culturally safe manner and working 
to address the broader determinants of health.
  
Self-determination and traditional knowledges 
and practices are foundational; they empower 
individuals, families, and communities to self-heal 
and lead and manage their well-being.

The overall result leads to the improvement        
of health outcomes for Indigenous peoples.

The foundation of the IPHCC is based on self-
determination. Self-determination is generally 
accepted to mean that “human beings, individually 
and as a group, are equally entitled to be in control 
of their own destinies.”    The TRC and MMIWG’s 
recommendations point to the UNDRIP and 
Aboriginal and Treaty rights that form self-
determination.

For IPHCC, self-determination is the right to 
exercise Indigenous Health in Indigenous        
Hands through:

The ability to “Design, deliver, manage and 
ultimately, control [Indigenous] health 
programs and services”;

Ensuring Indigenous resources and services 
are delivered by Indigenous peoples; 

Ensuring the portability of rights for Indigenous 
people regardless of where they live; 

Empowering Indigenous peoples and 
communities to have a voice in and control 
over the forces and solutions that affect their 
health and wellbeing;

Access to health services that are wholistic, 
culturally safe, and free from discrimination 
and systemic racism, culturally relevant, 
encompass Two-Eyed seeing, and re�ect 
coordinated health and social services which 
address the determinants of health; and,

Equitable and sustainable resources to deliver, 
measure and improve Indigenous health and 
wellbeing.
 

11



Governance is how society or groups within it 
organize to make decisions.  It is fundamentally 
about “who has voice,” “how decisions are 
made,” and “who is accountable.”   How the 
organization intentionally structures and 
implements strategies convey what is important. 

Governance ties closely to self-determination in 
that Indigenous peoples and communities have   
a voice and ultimate control over decision  
making for their health programs and services. 
This principle of Indigenous Health in Indigenous 
Hands has shown to lead to better outcomes for 
Indigenous communities because it helps to 
ensure accountability rests with those who are 
most impacted.

Governance

12
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Governance structures   
and social institutions 
should be designed to 
empower individuals    
and reinforce tradition     
in order to maintain the 
balance found in nature.8
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Equality means each individual or group of people is given the same resources or opportunities to 
address an inequity. Equity recognizes that each person has different circumstances and allocates the 
exact resources and opportunities needed to reach an equal outcome.  Justice addresses why additional 
resources are needed to �ll a gap, as in it looks at why an inequity exists to begin with.

Figure 2 helps to distinguish the differences between equality, equity, and justice.

For IPHCC and its members, equity is a precursor towards the journey of obtaining justice.               
How does the IPHCC do this?  This can be achieved by the following means:

Equity

Working with the Ministry of Health to impact 
required change in order to remove systemic 
barriers; 

Establishing collaborative decision-making 
arrangements that are targeted towards 
addressing root causes of inequities and 
injustices;

Ensuring that resources are directed towards 
strategies that promote and foster required

system changes like cultural safety and change 
management, on-going creation, and support 
for Indigenous models of care, the embedding 
of traditional healing, wellness and medicines 
approaches into primary health care; and

Ensuring resources are directed and support 
required infrastructure needs so that services 
are accessible across the system, regardless  
of location and geography.

Figure 2:
Equality vs. Equity vs. Justice

EQUITY

JUSTICE

EQUALITY
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The IPHCC strives for cultural safety, which is    
an outcome based on respectful engagement that 
acknowledges power imbalances inherent in the 
health care system. Cultural safety considers how 
social and historical contexts, as well as structural 
and interpersonal power imbalances shape a 
person’s health and health care experiences. 
Health-care providers and organizations that

practice cultural safety are self-re�ective and    
self-aware about their position of power and    
the impact this role has on Indigenous clients.  
The most important part about cultural safety      
is that it is de�ned by those who receive care,  
not by those who provide it. Cultural safety is a 
framework that integrates awareness, sensitivity, 
competency, and humility. It is a paradigm shift.

14

Cultural Safety

INDIGENOUS
HEALTH IN

INDIGENOUS
HANDS
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There are steps for creating cultural safety, as depicted in Figure 3. Providing cultural safety is a process 
and not a destination; it is dynamic and iterative. The crucial understanding is in leaders' and providers' 
ongoing actions to ensure culturally safe care. 

IPHCC’s training, Anishinaabe Mino’ayaawin: 
Foundations of Indigenous Cultural Safety, 
provides everyone working in the health �eld with 
information and ways to take knowledge, lessons, 
and experiences about culture learned over time 
and apply them to their practice to improve health 
outcomes for the person receiving care. A key 
imperative is for the provincial government

to support and fund cultural safety training and 
change management processes throughout the 
health system. This approach enables the cultural 
shift that has been elusive in all reform efforts so 
that all providers embrace seeing, thinking of, 
and providing care differently. Two-Eyed Seeing 
and cultural safety bene�t everyone.

Figure 3: Steps to Creating Cultural Safety 17

A beginning step towards understanding that there is a difference 
between cultures.

STEP

1
CULTURAL AWARENESS

An attitude that recognizes the differences between cultures and 
that these differences are important to acknowledge in health care.

STEP

2
CULTURAL SENSITIVITY

Cultural humility is only achieved through humbly acknowledging 
that every culture has value and should be respected and through 
the acknowledgement of oneself as a life-long learner when it 
comes to understanding a person’s experience.

STEP

4
CULTURAL HUMILITY

An approach that focuses on people and practitioners in particular 
attaining skills, knowledge, and attitudes to work in more effective and 
respectful ways with Indigenous patients & people of different cultures.

STEP

3
CULTURAL COMPETENCY



Cultural teachings and 
traditional practices vary 
between nations and 
regions. All are recognized 
and respected. The value 
systems represented by this 
Model of Wholistic Health 
and Wellbeing are the 
common ones that frame   
the work of the Indigenous 
primary health care 
organizations toward 
healthy communities.

Model of Wholistic Health and Wellbeing

IPHCC promotes high quality care provision 
through the Model of Wholistic Health and 
Wellbeing. The model is rooted in a population 
needs based approach to health care planning 
and delivery for the Indigenous population.  The 
model incorporates physical, mental, emotional, 
and spiritual elements of wellbeing and it is the 
belief that all elements must operate in harmony.  

16

Wholistic Health

INDIGENOUS
HEALTH IN

INDIGENOUS
HANDS

IPHCC Model of Wholistic Health & Wellbeing
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Population Health

The Public Health Agency of Canada de�nes population health as “an approach to health that aims to 
improve the health of the entire population and to reduce health inequities among population groups. In 
order to reach these objectives, it looks at and acts upon the broad range of factors and conditions that 
have a strong in�uence on our health”.

For Indigenous peoples and IPHCC, population health is as follows:

Indigenous personal and collective efforts do not exclude Western knowledge and practices. Instead, 
Western approaches are included via Two-Eyed Seeing to address emergent health episodes, disease, 
and other aspects of health and well-being. An example is when an Indigenous Elder received cancer 
treatment in the form of Western medicine that was provided at an Indigenous health care organization 
by Indigenous health care staff, where he was also able to receive cultural healing and medicines for 
wholistic care.

“Both a collective and an individual inter-
generational continuum that encompasses”  
the Model of Wholistic Health and Wellbeing.

The Model incorporates four cores, but 
distinct, dimensions of life: the spiritual, 
intellectual, physical, and emotional aspects  
of wellbeing.

Is inclusive of the entire First Nations, Inuit, 
and Métis populations in Ontario regardless 
of where they live.

It is inclusive of personal and collective efforts 
so that balance and harmony are achieved 
and maintained within the population.

Removing systemic barriers so that all 
Indigenous peoples, regardless of where they 
live are able to effectively participate in the 
health care system.  

It is linked to spiritual wellbeing and is directly 
connected to respective Indigenous places, 
land, language, and culture and this aspect  
of wellbeing is celebrated and promoted 
throughout Indigenous populations. 

Traditional knowledge and traditional healing 
practices support spiritual wellbeing and, 
therefore, the outward manifestation of health 
in the intellectual, physical, and emotional 
dimensions of being.

18
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There is a belief that culture is treatment and culture 
is healing and this model of care solidly implants  
a strong self-identity so that self-determination is 
fostered, and positive health outcomes are 
advanced. This model of care promotes and 
celebrates the diversity in Indigenous peoples      
so that all voices are elevated and the power       
to control their destiny lies within communities.



Social Determinants of Health
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Population Health Management

FNMI Population 
as a Segment

Data Governance and 
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Figure 4: IPHCC Population Health Management Implementation Model

INDIGENOUS LED

Social determinants of health  are crucial elements 
within population health. These determinants are 
the “conditions in which people are born, grow, 
live and work,”   such as education, employment, 
housing, water, food security, geography, income 
security, and are key aspects to everyone’s 
wellbeing. For Indigenous peoples, there are 
additional determinants beyond those speci�ed by 
Western scholars and practitioners, which include:

Language, culture, and place; 

Geography and location; 

Strong Self-identity;

Racism free environments; 

Colonization and systemic racism;

Intergenerational trauma and legacy effects;

Access to health services

20
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These determinants re�ect a wholistic approach 
that moves beyond the absence of disease to 
building individual and collective identity, hand 
health and wellbeing that is demonstrated through:

A population health approach uses evidence     
to identify Indigenous population issues, priorities, 
and health inequities. Through co-design with 
Patient, Family, Caregiver, and Community 
(PFCC), Indigenous providers develop 
interventions and measures to monitor health 
outcomes and progress on the Indigenous 
determinants of health.

Indigenous self-determination, inherent 
jurisdiction, place (geography, including the 
health of the land), worldview, laws, and the 
ability to self-govern;

Languages, culture, traditions, ceremonies, 
kinship networks, shared communal 
responsibility, and intergenerational strength;

Ensuring access to basic needs in order to 
enable individuals, families, and communities 
to thrive; and

Dismantling colonial interference by 
eliminating systemic and interpersonal racism 
and removing structural and systemic barriers.

23

Population health management applies “population health concepts and measurements”   to a speci�c 
patient population to shift the “whole population curve from unhealthy to healthy … in a way that     
respects each person’s autonomy.”

For IPHCC and its members, this means a wholistic and strategic approach to managing Indigenous    
health and wellbeing. This refers to a community-driven approach based on strong & trusting relationships.

This population health management approach proactively addresses the accessibility and availability of 
services that account for and address geography, jurisdictional issues, infrastructure, and communications. 
It also includes how health delivery systems and services embrace Two-Eyed Seeing, cultural safety, 
traditional healing services and medicines, and other promising practices for providing care within 
Indigenous populations. The approach to successful population health management must also   
incorporate and embed Indigenous measures and indicators within the health systems’ performance 
framework for all providers. These measures are crucial for accountability and improving system 
performance and outcomes.

24
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Attributed Population

20

Access to primary care physicians: some 
patients have no choice but to seek primary 
health care outside of the community due     
to availability of providers within their     
home communities;

Those who do not have access to a regular 
and consistent primary care provider and 
seek care through walk-in clinics and 
emergency care when needed;

Individuals who use and seek care from 
Traditional Healing Practitioners on a   
regular basis; 

26
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Population segmentation is a type of analysis that allows health care providers and organizations         
to separate populations into subgroups so that they can better assess each group’s wants, needs,       
and health priorities. Sub-population segmentation targets subsets of the entire population and allows 
packages of care to be de�ned around needs.
  
IPHCC’s segment of the population was determined by applying an equity lens that takes the entire 
provincial population of health care users and created the segment of the priority population of First 
Nations, Inuit, and Métis peoples in Ontario that access IPHCC members’ services, as users with    
similar needs and health priorities. 

As IPHCC members continue to care for their respective client bases, they are supporting OHTs across 
the province by providing an additional layer of care for Indigenous peoples in Ontario beyond the 
Western health care system. This model of care delivery is espoused in the IPHCC Model of Wholistic 
Care and Wellbeing.

Population Segmentation

Each OHT is held clinically and �scally accountable for an “attributed” population which “is based 
primarily on where patients seek care and not on geography and where one lives, [hence] networks, 
teams, and OHTs do not have geographical boundaries.”    The attributed population assumes that 
patients are linked to a network of services based on a methodology “developed by IC/ES, uses 
administrative data (2015-2017) [which looks at] patient utilization patterns, referrals and other criteria 
to identify how patients access care.”    The result is that patients are predominantly linked with their 
primary care physician, who are then linked to a hospital where specialists are also linked.

However, there is a signi�cant exception that currently does not capture IPHCC members from this 
attribution methodology. First, the data that identi�es the primary care provider does not include patients 
who receive services from Nurse Practitioner-Led Clinics (NPLCs), Community Health Centres (CHCs), 
Aboriginal Health Access Centres (AHACs), and Indigenous Interprofessional Primary Care Teams (IIPCTs) 
as data from these sites is not submitted through Ontario Health Insurance Plan.  These primary care 
models are community-based and structured around salary-based models of compensation. As a result, 
Indigenous patients who regularly access care at one of these organizations may be attributed to a 
different OHT if they access care at any other health care services, or not attributed to any OHT. 

Elements that do not get factored into the attribution model include:

The complexity of patient care for those who 
have multiple comorbidities and conditions 
that require more time to address and multiple 
providers to be engaged; 

Social determinants of health (dealing with 
issues of food security, housing security, water 
quality, etc.); and,

Quality of care received and satisfaction      
of those accessing it (it does not factor in 
elements of systemic racism & discrimination). 

This exception currently excludes IPHCC member organizations and providers from the assigned 
networks. Indigenous peoples are affected if their primary choice of provider is excluded, which has a 
corresponding impact on the provider. Ultimately, equitable and sustainable Indigenous Health in 
Indigenous Hands is compromised. 

Indigenous peoples have continuously voiced their rights to control their health and ensure it remains in 
their hands. IPHCC and its members are designing patient segmentation models that embed Indigenous 
organizations and providers within Indigenous integrated health care teams. It is based on equity and 
inclusion principles as it is expressed in the Ontario Health Equity and Inclusion Framework. 
Consequently, for IPHCC and its members, the “attributed population” is the segment of the Indigenous 
community in Ontario (all First Nations, Inuit, and Métis people regardless of where they live). IPHCC’s 
20 members, along with their satellite locations, and their respective client populations make up IPHCC’s 
“attributed population”: over 100,000   Indigenous peoples served. 
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The World Health Organization (WHO) and IPHCC and our members de�ne integrated health care     
as care that is planned, controlled, coordinated, and delivered by a network of providers who work 
together to best meet the service user’s needs. IPHCC and our members further include Patient, Family, 
Caregiver, and Community (PFCC) voices in the co-design, delivery, and evaluation of services.

From the health system perspective, WHO de�nes integrated health as:

Integrated Care
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“An approach to strengthen people-centred health systems through the promotion of the 
comprehensive delivery of quality services across the life-course, designed according to the 
multidimensional needs of the population and the individual and delivered by a coordinated 
multidisciplinary team of providers working across settings and levels of care. It should be 
effectively managed to ensure optimal outcomes and the appropriate use of resources based 
on the best available evidence, with feedback loops to continuously improve performance   
and to tackle upstream causes of ill health and to promote well-being through intersectoral   
and multisectoral actions.” 31
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ORGANIZATIONAL

Integration of organizations are brought 
together formally  by mergers or 
through 'collectives' and/or virtually 
through coordinated provider networks 
or via contacts between separate 
organizations brokered by purchaser 

Indigenous Primary Health Care Council

Aboriginal Health Access Centres
Indigenous Community Health Centres
Indigenous Interprofessional Primary Health Care Teams 
Indigenous Family Health Teams
First Nations Health Centres 
Relationships and Partnerships 

Social Determinants Lens 

Practice Solution Suite
Business Intelligence Reporting Tool 
Culturally appropriate indicator design 
Data governance framework

Hospitals 
Allied Health 

Non-Indigenous organizations 
Indigenous organizations

Food security 
Temporary housing 
Transportation 

Family security 
Cultural safety

Primary Care 
Traditional Healing and Wellness

Mental Health and Addictions
Rehabilitation therapy 
Home and Community Care
Midwifery

Land-based healing 
Ceremonies 
Traditional food systems

Cultural retention 
(language, crafts, arts, 
singing, dancing etc.)

FUNCTIONAL

Integration of non-clinical support and 
back-of�ce functions, such as electronic 
patient records

SERVICE

Integration of different clinical 
services at an organizational level, 
such as through teams of 
multidisciplinary professionals

CLINICAL

Integration of care delivered by 
professional and providers to patients into 
a single or coherent process within and/  
or across professions, such as through    
use of shared guidelines and protocols

Model of Wholistic Health and Wellbeing
IPHCC Health Systems Transformation Model 
Traditional Healing and Wellness Models 
Traditional Medicines 
Patient Pathway Mapping

Figure 5: WHO Dimensions of Integrated Care with IPHCC comparison

IPHCC NetworkDimension 

1

2

3

4

Four dimensions are identi�ed for the    
integration of care in Figure 5   on the facing 
page. The challenge with identifying only      
these dimensions is that a wholistic approach     
to integrated health care could get lost.

The elements found in the IPHCC Health    
Systems Transformation model and Wholistic 
Model of Health and Wellbeing strengthen    
these dimensions for an enhanced and effective 
integrated health systems that improves  
Indigenous health. Collaboration between   
IPHCC and its members and the Ontario 
government can uplift and augment these 
dimensions in the change management      
process for health systems transformation that     
is inclusive of all First Nation, Métis, and Inuit 
people regardless of where they live.
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The continuum of care “is a concept involving an integrated system of care that guides and tracks
patient [sic] over time through a comprehensive array of health services spanning all levels of
intensity of care.”    Figure 6 below offers one example of a continuum of care that spans birth
through end-of-life health.

An Indigenous continuum of care requires additional attributes, including: 

Continuum of Care
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Figure 6: Continuum of Care

Understanding where people live and grow 
and addressing the Indigenous determinants 
that impact health (self-determination, 
jurisdictional clarity, impacts of colonization, 
trauma-informed, cultural retention, language);

Providing the cultural, social, spiritual, and 
emotional supports to maintain a healthy inner 
�re and balance;

Integrating Traditional healing and wellness 
services and medicines throughout health 
systems; and

Embracing a long view or Seven Generations 
approach. 

(Source: https://theseventhgeneration.org/blog-the-
seventh-generation-principle/)

The Seventh Generation Principle is an 
Indigenous Concept, to think of the 7th 
generation coming after you in your 
words, work and actions, and to 
remember the seventh generation who 
came before you.

"It serves not only as a reminder of the 
wrongs of the past but also the hopes  
and aspirations of the future seven 
generations."  - Tawera Tahuri
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Figure 7 : IPHCC Urban Indigenous Continuum of Care
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Figure 7 below depicts the Urban Indigenous Continuum of Care which ensures an Indigenous voice and 
participation in Indigenous health systems transformation. It is a fully integrated care delivery model from 
birth to end of life care that empowers First Nations, Inuit, and Métis clients, families, and communities. 
This model incorporates the Indigenous Life Cycle , which includes Eight Stages of Life and Seven Phases 
of Life.

IPHCC and its members can work with the government and system providers through existing and new 
relationships, partnerships, and collaborative decision-making arrangements to map this broader vision 
of a continuum of integrated services so that it is embedded in health systems.
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Collaboration

This de�nition has implications for the process of health systems transformation, including:

Collaboration is more 

than a seat at the table;  

it is about meaningful 

engagement & ensuring 

our voice counts.

Collaboration is de�ned as different groups       
of people from diverse backgrounds working 
together to identify, consider, and determine 
solutions for implementation. Collaboration is 
fundamentally about relationships based in  
mutual respect, reciprocity, and accountability.

For IPHCC and its members, these principles    
are vital to reconciliation and health.            
How relationships are collectively engaged in     
is as important as the processes and methods   
for collaborative decision-making.

How PFCC work with governments, providers, 
and related organizations to identify needs 
and co-design improvements that are 
embedded within community infrastructures;

How the patient works with providers to have 
control over their care with culturally safe 
access and services;

How governments, providers, and related 
organizations dismantle structural and 
systemic barriers and ensure equitable and 
sustainable resources and funding that is 
embedded across health systems;

How legislation, regulations, and policies 
support Indigenous Health in Indigenous 
Hands, regardless of where Indigenous  
people live, thereby fostering health systems 
transformation;

How performance is measured and 
monitored; and,

How all participants work together to 
strengthen relationships and improve 
Indigenous outcomes.
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Collaborative & Reciprocal

INDIGENOUS
HEALTH IN

INDIGENOUS
HANDS

Artwork by Lisa Boivin.



authority for decisions about Indigenous health 
and well-being.

Indigenous-governed organizations are led 
entirely by Indigenous leaders and boards     
of directors – Indigenous representation on     
a board does not mean it is Indigenous-
governed.

Indigenous organizations and communities 
positioned to plan, manage, and deliver their 
own health care, including funding.

Health care must be Indigenous governed, 
positioning Indigenous leaders as the central 

Principle 4: Indigenous Health in Indigenous Hands
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Integration of formal structures through which 
Indigenous communities would oversee & lead 
the administration of their health care service 
provision, related programs, and policies.

Principle 3: Right to Self-governance

ensuring Indigenous people are represented 
at all levels of positions.

Recognize Indigenous rights in decision-
making and agreement to diplomatic,    
multi-lateral relationships.

Recognition of Indigenous peoples as the 
experts in their health care needs and the 
circumstances that have led to health inequities.

Efforts made to repair and build relationships, 

Principle 2: True and Equal Partners

Respectful recognition of the legacy of 
colonization upon Indigenous peoples.

Follows the consultation policies, guidelines, 
and protocols of the Indigenous communities 
they are working with.

Initiated at the onset of a process to facilitate 
full and equitable partnership.

Not precluded by pre-existing relationship(s) 
with Indigenous leadership.

Principal 1: Appropriate and Meaningful Consultation

Figure 8: Principles of Collaboration
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Collaborative Decision-Making
Arrangements/ Relationship Agreements

The four principles for meaningful engagement and collaboration summarized in Figure 8 were developed 
by the North Simcoe Muskoka Indigenous Health Circle (IHC), a Ministry of Health (MOH) recognized 
Indigenous health planning table. Members of this planning table include Barrie Area Native Advisory 
Council, three First Nation communities (Rama, Beausoleil, and Moose Deer Point), urban Indigenous 
organizations and the broader Indigenous community situated within the region. The full Position 
Statement is in Appendix A.

Indigenous right to self-governance must be 
respected and applied within the context of 
Ontario health systems transformation planning.

The responsibility to adhere to these principles as well as a relational responsibility to each other must be 
embedded within the MOH designated Collaborative Decision-Making Arrangement (CDMA), or an 
alternative Relationship Agreement structure into which organizations enter. This at minimum includes:

The obligations and duties of both parties;

How parties come together and make 
decisions;

How parties resolve disputes; and

Performance measures that address mutual 
obligations and duties and skills that address 
the relationship and meaningful engagement.

The table   in Appendix B provides a CDMA Development tool that identi�es some essential features    
for how participants convene, make decisions, and frame CDMAs. The government of Ontario provides 
OHTS with a guide   for establishing collaborative relationships, and their description addresses some   
of these features. The IPHCC approach builds on this guide and calls for reciprocal relationships with 
mutual accountability. It further develops and implements these vital features and guiding principles    
and re�ects them in CDMAs to enable system transformation for better Indigenous health outcomes.
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Data Governance Principles

IPHCC's approach to data governance is deeply rooted in our Touchstone Values, Data Governance 
Principles, and Data Governance Objectives.

These values, principles, and objectives ensure that the IPHCC's work:

Honours the Indigenous data sovereignty      
of individuals, member sites, communities,  
and Nations;

Builds and maintains respectful and reciprocal 
relationships with member sites and partners;

Ensures that data, stories, and information  
are validated by those involved;

Supports and improves the wholistic health 
and wellbeing of individuals, their families, 
and their communities;

Helps the IPHCC to respectfully share 
Indigenous stories;

Re�ects a wholistic and accurate view of 
Indigenous realities and Indigenous primary 
health care in Ontario;

Properly identi�es actions that cultivate 
positive health outcomes for Indigenous 
people and communities in Ontario;

Reliably advocates for change; and

Meets legal and regulatory compliance.

Indigenous health outcomes require the inclusion of Indigenous peoples, their concerns, provider
experiences, and the desire to be self-determining. The objectives re�ect a wholistic approach to
health, the importance of culturally safe care, and that health systems consistently addresses
health equity through embedding Indigenous services within health systems. There is shared
accountability for both Indigenous and Western health providers to collect Indigenous health
outcome-based data. PFCC experience health systems that consistently addresses the Indigenous
determinants of health as part of care.

Indigenous Health Outcomes
The IPHCC Data Governance Framework is 
structured to:

Clarify how member data is treated by the IPHCC;

Inform members of promising and wise practices;

Hold partners with whom the IPHCC shares data 
accountable to actions that bene�t the First Nations, 
Métis, and Inuit clients and IPHCC member sites;

Respect and be inclusive of all Indigenous  
voices, including First Nations, Métis, and Inuit 
and member sites, regardless of where they     
are at in their own journey to develop data 
governance capacity; and

Honour Indigenous culture and worldview,      
and respect and enable self-determination.

Performance measurement is a tool for decision-
makers and helps them understand how health 
systems and providers perform, enables them to 
collect reliable and credible data, monitor and 
assess results, make informed decisions, and 
publicly share information at a policy level. In a 
health care setting, the data collected track 
population health, quality of care, patient wait 
times, access to health care providers, and 
identify system ef�ciencies that can reduce 
healthcare expenditures.

IPHCC’s Performance Measurement Committee is 
tasked with designing a performance 
measurement framework that incorporates an 
Indigenous wholistic view of health and wellbeing 
and re�ects Indigenous values, principles, and 
indicators through an equity lens that is re�ective 
of Indigenous realities. 

Data Governance AND
Performance Management

INDIGENOUS
HEALTH IN

INDIGENOUS
HANDS

Data Governance
Framework

Indigenous Performance
Indicators

Artwork by Lisa Boivin.



Appendix A | Excerpt from Position Statement:
Ontario Health Teams – Indigenous Engagement in Simcoe Muskoka
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To ensure constructive, co-operative relations 
based on mutual respect, the province of Ontario 
has stressed the importance of an 'effective 
approach to consultation that will move Ontario 
and [Indigenous] peoples toward a new era of 
cooperation and partnership'.   With this in  
mind, consultations must respect the diversity      
of opinions, histories, and decision-making 
processes present 'at the table'. As well, 
consultation must be initiated at the onset of a 
process to facilitate full and equitable partnership, 
and not as an after-thought.

OHT applicants must understand that any form   
of pre-existing relationship with Indigenous 
leadership-such as Indigenous board or committee 
members and individual employees-does not 
preclude the need for undertaking focused 
consultation on potential OHT partnerships     
with First Nation communities and Indigenous 
governed organizations. Further, in order to 
comply with the Ministry of Health's expectation 
that OHT's address current health disparities 
experienced by Indigenous people of Ontario, 

Indigenous people are the experts regarding their 
health care needs and solutions and are experts 
in the circumstances that have historically created 
existing health inequities which continue today.   
It is essential that Indigenous leadership is 
engaged as true and equal partners in the 
redesign of health services to ensure improved 
care that will meet the diverse needs of the 
Indigenous population. It is incumbent upon   

Principle 1: Appropriate and meaningful consultation

Principle 2: True and equal partners

consultation must include a respectful recognition 
of the legacy of colonization upon the health   
and wellbeing of Indigenous Peoples. Lastly, it is 
important for organizations that wish to 
successfully consult with Indigenous leadership,  
to understand the Indigenous collectivism mindset. 
Leadership from an Indigenous perspective is 
approached as a uni�ed whole; through 
meaningful consultation and input from their 
broader community. In this way consensus is 
reached.

Consultation and engagement in the past      
have been inadequate and as a result, health 
disparities continue to worsen.   To remedy this 
situation, non-Indigenous health care leaders  
must follow the policies, guidelines and protocols 
related to consultation of the Indigenous 
communities with which they are working and 
ensure that consultation is based around mutual 
respect and fairness. Failure to follow processes 
for consultation with Indigenous stakeholders    
will inevitably prove to be counter-productive   
and endorsement will not be provided.

OHT applicants to recognize the nature and 
quality of existing relationships and how this   
may be impacting health outcomes of Indigenous 
peoples. It is essential that every effort be made 
to repair and build relationships, ensuring 
Indigenous health leaders and delegates have 
positions on governing boards, Indigenous 
community members are included as members   
of advisory committees, and clear mandates and 
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responsibilities are agreed upon by the parties 
involved. Delegates will not be provided if health 
care leaders do not take the appropriate steps to 
ensure an equitable partnership.

The Indigenous perspective of partnership within 
the context of Bill-74, The People's Health Care 

Act would ensure that mainstream partners 
recognize Indigenous rights in decision-making 
and agree to diplomatic relations. Multi-lateral 
relationships engage one another diplomatically 
through respectful dialogue and cooperation. 
Decisions are not made unilaterally.

By virtue of their sovereignty and under Canadian 
Law, Indigenous peoples have the right to self-
governance.   The United Nations Declaration on 
the Rights of Indigenous Peoples, - which Canada 
has a commitment to - echoes a similar message: 
"Indigenous peoples, in exercising their right to 
self-determination, have the right to autonomy or 
self-government in matters relating to their internal 
and local affairs, as well as ways and means for 
�nancing their autonomous functions".   As stated 
in Bill-74, The People's Health Care Act, the 
ministry has stipulated that the Ontario Health 
Teams will be expected to "demonstrate that they 
respect the role of Indigenous peoples in the 
planning, design, delivery and evaluation of 

services for their community".   Our belief is    
that this is a �rm statement of Indigenous rights   
in health care design and delivery.

The Indigenous right to self-governance must be 
respected and applied within the context of OHT 
planning. Mainstream partners will be required 
by Indigenous leadership to integrate formal 
structures through which Indigenous communities 
would oversee and lead the administration of 
their health care service provision, related 
programs, and policies. More Indigenous 
ownership regarding the design and control of 
health services will help to address Indigenous 
communities' health needs and challenges.

Principle 3: Right to self-governance
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An Indigenous governed health systems would   
see Indigenous organizations and communities 
positioned to plan, manage, and deliver their 
own health care; this includes receiving and 
managing their own health care funding.          
By ensuring Indigenous peoples are leaders       
in their health care, rather than passive 
bene�ciaries, emphasis is placed on �nding 
Indigenous solutions to Indigenous concerns.                

While non-Indigenous health professionals often 
demonstrate compassion and empathy for their 
patients, it is not typical that they are able to 
comprehensively understand the full impact of 
Indigenous histories, worldview, and cultural 
paradigms; all necessary in order to provide-
patient centred care. As such, health care must  
be Indigenous governed, positioning Indigenous 
leaders as the central authority for decisions 
about Indigenous health and well-being.

34

It is important to note here that Indigenous-
governed organizations are led entirely by 
Indigenous leaders and boards of directors        
in which the members are Indigenous themselves, 
and where governance and operations are fully 
determined by Indigenous people. Indigenous 
representation on a board does not mean the 
board is Indigenous-governed.

Although Indigenous health services have 
historically been planned and delivered by       
the Western medical systems organizational 
leadership, the evidence clearly indicates that 
Indigenous health outcomes only improve at the 
rate in which self-determination and Indigenous 
control over Indigenous-informed health  
processes increase.    Given the emergence of 
Ontario Health Teams, the Alliance for Healthier 
Communities' resolution that Indigenous health 
should be in Indigenous hands is both time 
sensitive and urgent to act upon.
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Appendix B | CDMA Development Tool: Indigenous EngagementPrinciple 4: Indigenous Health in Indigenous Hands - Indigenous Governed Health Care Services

COMMIT TO THE PRINCIPLES OF INDIGENOUS ENGAGEMENT AND COLLABORATION

STRUCTURE

Assessment Organization

Principle 1: Appropriate and meaningful consultation
Principle 2: True and equal partners
Principle 3: Right to self-governance
Principle 4: Indigenous Health in Indigenous Hands - Indigenous Governed Health Care Services

What is the issue, problem or improvement being 
addressed?

Who needs to be involved and how are they represented 
(i.e., decision-maker or information gatherer)?

How is the process structured and how does it address 
equity and power imbalances?

How is the group structured & what processes are 
designed?

How does the group re�ect diversity, equity, and 
inclusion?

How does the group de�ne consensus and what 
processes are put in place to resolve con�icts? How is 
power shared among the group?

THE WORK

Education Negotiation, Consensus and Resolutions

Does everyone have a common understanding for 
discussion and negotiation?

What areas of education are necessary?

What criteria will the group use, and how will it be 
applied to achieve agreed-upon goals while ensuring 
equitable and active participation by stakeholders in   
the solution?

What is required?
Historical and       
Treaty Rights

Métis rights

Inuit rights

Colonization            
and racism

Cultural safety           
and humility

Legislation, regulations, 
and policies

Relevant data

Decision-making process with responsibilities

Generating options for solutions

Methods for reconciling con�icting interests that        
is based on shared principles

IMPLEMENTATION AND PERFORMANCE MEASUREMENT

How does the group implement the agreed upon 
solutions?

What is required?

How does the group monitor implementation and 
performance? Are there validation methods in place 
to help con�rm understanding of performance?

What is required?
De�ned responsibilities and timeframes

Communication plan

Change management strategies

Early monitoring as plans always require adjustments

Identifying the performance measurements

How are results communicated to Indigenous partners?

How are results validated?

How are results linked to continuous improvements?
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