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1. Project Title and Activity:  
 
“Matawa Health Cooperative Initiative (MHCI)” 
 
This initiative will improve access to health services for the nine Matawa First Nation communities 
by engaging in planning processes to create a Matawa First Nation-owned health cooperative. There 
are 4 basic streams of work that will occur simultaneously: 

 
1. Engagement processes; 
2. Defining Matawa Health Cooperative (MHC) structure. 

3. Planning MHC health service components and their integration; and, 
4. Planning the coordination, aggregation and devolution of integrated community health 

services into the MHC. 
 

General objective-based activities arising from the above four work streams are: 
 
1. Engagement processes: 

1.1. Consultation of Matawa communities’ elders, citizens, service delivery organizations, 
councils and governance; and, 

1.2. Catalogue in-community health services, programs, resources and service provider 
organization structures. 

1.3. Catalogue regional (extra-community) health services and programs. 
1.4. Engage with communities and regional resources to help facilitate short-term solutions 

to health crises as opportunities arise. 

2. Define the MHC structure: 
2.1. Develop a health governance model and funding streams for defined services and 

programs of the MHC and, 
2.2. Define the 4 cultural health components for regional and community services and 

programs from consultation results. 
2.3. Work with a MHC steering committee to develop and plan the MHC structure, 

services and service delivery. 
3. Plan Matawa health components: 

3.1. Plan physician services: 
3.1.1. Plan remote and regional-based physician service hubs: 
3.1.2. Create a post-secondary remote physician medical residency training and 

recruitment programs for remote First Nations: 
3.1.3. Plan the integration of Matawa physician services with regional service 

providers: 

3.2. Plan mental health services: 
3.2.1. Plan the integration of Matawa mental health services with regional service 
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providers. 
3.3. Plan Matawa nursing services: 

3.3.1. Plan the integration of Matawa nursing services with regional service providers: 
3.4. Plan Matawa elder services: 

3.4.1. Plan the integration of Matawa elder services with regional service providers: 
4. Plan the devolution of aggregated, coordinated and integrated community health services. 

4.1. Plan the aggregation and coordination of integrated community and regional health 
services; and, 

4.2. Develop a Memorandum of Understanding(s) to advance and define the MHC’s health 
care relationship with provincial and federal health authorities in a manner that 
devolves health care to the MHC.  

 
Funds requested from Health Canada in this Health Services Integration Fund (HSIF) proposal will 
be used to support the roles regional consultant during the activity streams of the MHCI. The basic 
roles of the regional consultant are: 
 

1) MHCI support: 

2) MHCI coordination: 
3) MHCI engagement: 

4) MHCI facilitation: 
5) MHCI information management: 

 
Details of specific activities for which HSIF funds will be used can be found in the Project Detail 
section (see later). MHCI project activity details are attached to this proposal as an appendix (see 
attached). 
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2. Executive Summary:  
 

The Matawa traditional territory is located in remote northern Ontario and encompasses the mineral deposit 
known as the Ring of Fire. The nine Matawa communities are dissected into 2 health care zones, 3 health 
care districts, multiple health authorities and a number of different regional mental health and welfare 
service providers. As a result, Matawa First Nations cannot create local and regional health programs, 
coordinate/integrate health services or direct resources to address crises or gaps that exists between First 
Nation and non-native health care. 
 
Matawa First Nations Management (MFNM) will engage in planning needed to form a Matawa Health 
Cooperative (MHC). The MHC will aggregate health services for the 9 Matawa communities. It will 
improve access to services and the quality of health services in Matawa communities by including 
traditional healing and addressing missing components and inadequacies within the current health system. 
The MHC will be First Nation owned, directed and provide integrated services for the four components of 
Matawa health care (physical, mental, social and spiritual) at both the community and regional levels.  
 
The Matawa Health Cooperative Initiative (MHCI) planning process will first bring definition to the MHC 
structure and components while drawing from other work done in each community. Then, the MHCI will 
focus on scaffolding an underlay for the MHC and its health components while piecing together physician 
care services. The MHCI planning process will be both community-specific and regional, including all 
health care components to ensure their integration into the MHC. 
 
The MHCI will consult local and regional service providers, Matawa communities and other stakeholders 
to define, coordinate, integrate and aggregate health services for the creation of the MHC. The consultation 
results will identify service needs and inadequacies, define cultural service parameters and tradition-based 
programs, help coordinate community services and provide a base upon which to aggregate and integrate 
regional health services. 
 
The MHCI will work with Health Canada and the Ministry of Health and Long-Term Care to undertake 
Memoranda of Understandings and agreements as needed to advance a tripartite partnership that will define 
health care roles, lead to a formal transfer of health care authority to Matawa First Nations (federal and 
provincial) and that will affirm a commitment to close the gap between Matawa First Nation and non-First 
Nation people in Ontario health care.  
 
The MHCI will plan the integration of mental health, elder, nursing and physician services. It will also plan 
a sustainable remote physician hub in Eabametoong First Nation, create a “remote” First Nation resident 
training program for First Nation health care, establish a resident training hub with a physician/medical 
graduate recruitment program, improve travel for referral services and improve access to outpatient 
services. 
 
In summary, the MHCI will improve the quality of health care, increase access to health services and 
aggregate health services for Matawa communities while coordinating and integrating physical, mental, 
social and spiritual health services for the nine Matawa First Nations into community and regional MHC 
services. A MHC with functioning culture-based programing will help provide the readiness Matawa First 
Nations need to prepare communities for the development of the Ring of Fire.   



MFNM Health Services Integration Fund Proposal 
 

© CAID  4 
 

3. Project Description:  
 
Background: 

 
Matawa First Nations Management (MFNM) is a tribal council established in 1988 serving 
the nine Matawa First Nation communities; four communities have year-round road access 
while the remaining communities are remote (fly-in). Matawa traditional territory is located 
in northern Ontario and includes the Ring of Fire mineral deposit. Matawa communities are:  

 
1. Aroland; 
2. Constance Lake; 

3. Eabametoong (remote); 
4. Ginoogaming; 

5. Long Lake #58; 
6. Marten Falls (remote); 

7. Neskantaga (remote); 
8. Nibinamik (remote); and, 
9. Webequie (remote) First Nations. 

 
Matawa health care is currently divided into three districts within the North East and North 
West Local Health Integration Network zones; Northern, Thunder Bay and Cochrane 
Districts. Health, mental health and child welfare care are further fragmented across a myriad 
of service providers from these districts. These service providers include: First Nation and 
Inuit Health Branch - Health Canada, Dilico Anishinabek Family Care, Sioux Lookout Health 
Authority (Nodin and Meno Ya Win services) Tikinagan Child and Family Services, 
Kunuwanimano Child and Family Services, Geraldton District Hospital, Timmins and 
District Hospital, Notre Dame Hospital and the Thunder Bay Regional Health Services 
Centre. Injected into this fragmented health care system are the gaps in First Nation health 
care (high disease prevalence, poor access to health services, insufficient funding, and the 
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neglect of other health determinants)1,2,3,4,5,6 and the fallout from generations of residential 
schooling, including: Addictions, suicide and social welfare issues.7,8 
 

Introduction: 
 
Matawa communities are committed to working together and focusing collective efforts on 
strategic priorities, including health care. However, the fragmentation of Matawa health care 
between governments and service providers makes it impossible to: 
 

• Create regional health programs; 

• Coordinate in-community health services; 

• Integrate traditional healing into Matawa health care; and, 

• Direct resources to crisis situations or health service deficiencies. 
 
The solution is to: 
 

• Define health services and programs needed by Matawa communities; 

• Include Anishinabek culture in Matawa health services and programs; 

• Create a Matawa-owned health cooperative to provide or coordinate services and 
programs at both the community and regional level; and, 

• Transfer federally and provincial funding for health services to the new Matawa 
Health Cooperative (MHC). 

 
In an oversimplification, Matawa First Nations define wellness with the four interrelated 
components of the medicine wheel; mental, physical, social and spiritual health. To provide 

                                                
1 (2012) First Nations Regional Health Survey (RHS) Phase 2 (2008/10): Ontario Region Final Report: Ontario Region 

Report on the Adult, Youth and Children Living in First Nations Communities. Ottawa: First Nations Information 
Governance Centre (FNIGC).  

2 (2012) First Nations Regional Health Survey (RHS) 2008/10: National Report on Adults, Youth and Children Living 
in First Nations Communities. Ottawa: First Nations Information Governance Centre (FNIGC). 

3 (2015) Allan, B. & Smylie, J. First Peoples, second class treatment: The role of racism in the health and well-being of 
Indigenous peoples in Canada. Toronto, ON: The Wellesley Institute. 

4 (2006) Patterson, L.L. Aboriginal Roundtable to Kelowna Accord: Aboriginal Policy Negotiations, 2004-2005. 
Ottawa: Library of Parliament PRB 06-04E. 

5 (2011) Status Report of the Auditor General of Canada to the House of Commons: Chapter 4 Programs for First 
Nations on Reserves. Ottawa: Office of the Auditor General of Canada. 

6 (2015) Spring 2015 Reports of the Auditor General of Canada: Chapter 4 Access to Health Services for Remote First 
Nation Communities. Ottawa: Office of the Auditor General of Canada. 

7 (2015) Truth and Reconciliation Commission of Canada. Canada’s Residential Schools: The Final Report of the Truth 
and Reconciliation Commission of Canada Chapter 5 The Legacy. Montreal: McGill-Queens University Press. 

8 (2016) The People’s Inquiry into Our Suicide Pandemic. Nobody Wants to Die: They want the Pain to Stop. Moose 
Factory: Mushkegowuk Council. 
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culturally effective services, the MHC must provide health services that integrate these four 
components. Western medicine can best understand the medicine wheel components by 
seeing health services in the constituents of physical health, mental health, social services and 
services for other determinants of health including public health and spiritual healing - the 
analogy is not perfect. Overall, goals of the four-component MHC are:  

 
1. To coordinate, integrate and aggregate health services for Matawa communities;  

2. To improve access to health services;  
3. To improve the cultural relevance (quality) of health services;  

4. To address health service deficiencies and funding gaps in Matawa health care; and, 
5. To develop health infrastructures in preparation for future mineral and resource 

developments; particularly, development of the Ring of Fire. 
 
The Matawa Health Cooperative Initiative (MHCI) proposal for the Health Services 
Integration fund (HSIF) is for planning processes that bring definition to the MHC. There will 
be four interrelated streams of activity occurring simultaneously to create the underlay for the 
MHC and its four components while working more definitively on the physical health services 
component. They are:  
 

1. Engagement processes; 
2. Defining Matawa Health Cooperative (MHC) structure. 

3. Planning MHC health service components; and, 
4. Planning the devolution of aggregated, coordinated and integrated community 

health services into the MHC. 
 

Engagement: 
 
Matawa communities and stakeholders will be engaged. 
 
A/ Communities: 
 
Preliminary discussions with the project’s lead community, , revealed several community 
health issues. The engagement process of the MHC was planned to ensure that all issues, and 
more, raised by  during preliminary discussions would be captured (see attached). 
 
Please note: Information obtained in this following manner is considered a temporal 
interpretation of modernized immemorial rights and culture for health care. As such, 
definitions of immemorial rights and culture-based health care infrastructure must be 
enabled for further definition as needs and situations change. 
 
The goals of community consultations are to: 
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• Bring relevant cultural components of Anishinabek health care into the MHC to close 
those aspects of the health care gap that arose from historic culture-based injustices; 
this includes the exclusion of traditional healing; and, 

• Identify community health needs; and,  

• Identify community health care problems. 
 
All information recorded during community consultation is relevant. Oral history, legends 
and traditions provide explanations and details of pre-existing societies in which cultural 
components of health care will be found. However, specific topics for which information is 
needed to harmonize with outside jurisdictions should be identified in advance to ensure the 
consultation will be adequate for downstream needs. This is accomplished by building 
needed-information algorithms9 prior to consultation. These “Consultation Algorithms” are 
completed during consultation through the skillful use of prepared base and bridging 
questions. The proposed base questions for consultation are: 
 

1. What is traditional Anishinabek health care? 
2. What is traditional Anishinabek healing? 
3. What are the problems with the community’s health? 

 
Bridging questions add on to a specific base question to provide further detail. However, there 
can only be a small number of bridging questions or the consultation becomes too targeted. 
The proposed bridging questions for consultation have yet to be formulated from discussion 
with community health directors based on provincial and federal authorities’ information 
needs. However, topics that will need bridging questions include: 
 

1. What is traditional Anishinabek health care? 

• Roles, health determinants, health measures and health outcomes. 

2. What is traditional Anishinabek healing? 

• Medicine, diet, spiritual, land, family and community. 

3. What are the problems with the community’s health? 

• In health care and healing. 
 
In a generic consultation format, elders are consulted. Results from elder consultation are 
presented with the same questions to citizens, councils, community service providers, the 
regional tribal council and governance for additional comments. From this we receive: 
 

• Cultural guidance from elders; 

                                                
9 (2010) Herbert, R.G., Report II Expansion of Research and Preparation: Ross River Dena Council – Yukon 

Government Dog Management Pilot Program, p 25 and 73. http://caid.ca/CAIDYKDogResPreII2010.pdf 

http://caid.ca/CAIDYKDogResPreII2010.pdf
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• Individual and family program needs from citizens; 

• Special group program needs from councils; 

• Resource needs from service providers; 

• Infrastructure needs for service providers from regional councils; and, 

• Policy needs from governance. 
 
The nine Matawa communities will be consulted using each their own protocol for which base 
and bridging questions will be adapted. In addition to inclusion in the community 
consultation, in-community services providers will also have their services, programs, 
resources and organization’s structure catalogued. Consultation results will be used to: 
 

1. Map existing community health services; 
2. Identify in-community health service needs and delivery inadequacies; 

3. Provide definition to the four health components, services and programs; 
4. Provide definition for: 

a. Cultural service parameters and needed culture-based programs; 
b. In-community and regional services and roles for integration and 

aggregation within the MHC; and, 
c. In-community service coordination needs. 

5. Provide community guidance for: 
a. Program needs; 

b. Program delivery; and, 
c. The integration of current community health services into the MHC. 

 
To minimize problems that may occur with community consultations due to time constraints, 
language barriers, low attendance, and inadvertent exclusion of individuals or groups, the 
MHCI will: 
 

1. Schedule consultations to respect traditional times of land-based activities; 

2. Include food and gift sharing when appropriate (ie. elder gifts); 
3. Use multiple, non-consecutive consultation visits to each community; 

4. Work with nine community-based facilitator/translators;  
5. Receive written presentations from local councils and service providers;  

6. Utilize a week-long drop-in format for citizen participation; and, 
7. Consultation governance last, presenting the combined results of consultation, 

before finalizing outcomes. 
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B/ Stakeholders: 
 
In the MHCI, stakeholders are, for the most part, health service providers. Stakeholders will 
be invited to engage in a service-specific manner as they are identified by the MHCI. A 
number of stakeholders will be found within Matawa communities and engaged during 
community consultations. Others include, but are not limited to: Travel services, hospitality 
services, long-term care services, non-native communities, referral health services, regional 
hospitals, and other health service providers. These non-Matawa stakeholder engagements 
will enable planning for MHC service coordination and integration with regional service 
providers. They will also lead to working partnerships for service delivery. 
 

MHC Structure: 
 
The community and stakeholder consultation results will be used to define the four health 
components’ (physical, mental, social and spiritual) services and programs for regional and 
community services for each of the 9 communities. After these are presented to each of the 
communities, adjusted as needed and ratified, they will be used to create a model governance 
structure with which the integration, aggregation and coordination of Matawa health services 
can be planned for the MHC. 
 
The MHCI will work with Health Canada (HC), the Ministry of Health and Long-Term Care 
(MoHLTC) and the North West Linked Health Integration Networks (NWLHIN) to plan the 
MHC structure, funding and governance model.  
 

MHC Components: 
 
Matawa First Nations already have varying degrees of work invested in their four health care 
components. The MHCI engagement process will consolidate that information to define each 
community’s needs and resources for local and regional aspects of the MHC. The MHCI will 
then focus on planning the integration of physician, nursing, mental health and elder health 
services with community and regional service providers. 
 
While the MHC is planned to administer health services for the nine communities, it will not 
terminate existing relationships with current community service providers. The creation of 
the MHC is not about service provision, it is about Matawa control at both the individual 
community and regional levels for service delivery, access to services and the quality of 
services and programs. While some change in service providers will occur, no immediate 
change is planned. 
 
A/ Physician Services: 
 
In-community and off-reserve access to physician services is a problem for Matawa 
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communities.10 A remote physician hub will be planned for the community of Eabametoong 
(EFN) using HC facilities. The remote hub will provide physician services to EFN and other 
fly-in Matawa communities. The MHCI will also work with a local regional hospital to plan 
a physician service hub for road-access Matawa communities and a base from which to train 
medical residents. Services provided from the two hubs will be planned using engagement 
process results. The MHC does intend to devolve all physician services into the MHC. 
However, depending on consultation results and the model developed for governance, those 
services may be contracted from the current service providers. 
 
The MHC’s physician services will: 
 

1. Increase remote community access to physicians; 
2. Decrease waiting time to obtain medical/surgical referrals; 

3. Decrease travel problems for referral health services; 
4. Improve discharge protocols; 

5. Improve access to outpatient hospital services; and, 
6. Resolve other problems revealed during engagement processes. 

 
The sustainability of remote northern Ontario physician services represents a challenge. To 
ensure sustainability: 
 

1. As part of closing the health care gap for Matawa health care, the MHCI will negotiate 
with HC and the MoHLTC to: 

a. Fund residency placements for medical graduates that sign a Return of Service 
with the MHC; and, 

b. Recruit physicians internationally, if needed, to work within the remote or 
hospital hubs on a “one-of” basis. 

2. A “remote” First Nation residency program will be created with the Northern Ontario 
School of Medicine (NOSM): 

a. Resident selection criteria is being considered to preferentially select qualified 
First Nation medical school graduates who indicate an interest in practicing in 
remote First Nation communities and will return service to remote First Nation 
communities; and, 

b. If First Nation graduates are not available for selection, preference is being 
considered for medical graduates who indicate an interest in practicing in 
remote First Nation communities and will return service to remote First Nation 
communities.  

                                                
10 Orkin, A., VanderBurgh, D., Ritchie, S., & Fortune, M. Commuity-Based Emergency care: On Open Report for the 

Nishinabe Aski Nation. Thunder Bay: Northern Ontario School of Medicine, 2014. www.nosm.ca/.../pub-
roundtable_report_web_final_NOSM.pdf. Accessed 2016-03-14. 

http://www.nosm.ca/.../pub-roundtable_report_web_final_NOSM.pdf
http://www.nosm.ca/.../pub-roundtable_report_web_final_NOSM.pdf
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B/ Nursing Services:  
 
The MHC does intend to devolve nursing services and community facilities into the MHC. 
However, depending on consultation results and the model developed for governance, which 
of those services may be devolved with the facilities remains to be determined. 
 
C/ Mental Health Services: 
 
The MHC does intend to devolve mental health services into the MHC. However, depending 
on consultation results and the model developed for governance, which of those services may 
be devolved remains to be determined. 
 
The mental health care component currently has work in progress with the Matawa First 
Nations Mental Wellness Continuum Framework Project funded by the Thunderbird 
Partnership Foundation.  
 
D/ Elder Services: 
 
The MHC does intend to devolve elder services into the MHC. However, depending on 
consultation results and the model developed for governance, which of those services may be 
devolved remains to be determined. 
 

Plan to Aggregate, Coordinate and Devolve: 
 
The consultation results, planned component structures and governance model, and the 
integration plans for physician, nursing, mental health and elder services will be used to plan 
the aggregation and coordination of community and regional Matawa services into MHC. 
Planning will include: 
 

1. Human resources; 
2. Financial resources; 

3. Capacity building, professional development and training; 
4. Capital needs; and, 
5. Implementation schedules based on priorities. 

 
The MHCI will work with Health Canada (HC), the Ministry of Health and Long-Term Care 
(MoHLTC) and the North West Linked Health Integration Networks (NWLHIN) for the 
aggregation and coordination planning; and, ultimately for the planning of mechanisms for 
health services transfer to the MHC. Model governance and tripartite commitments for the 
MHC may draw from the British Columbia First Nation Health Authority (BCFNHA) as an 
example of needed regulatory structures. However, the differences in Ontario’s health care 
system and the smaller number of Matawa communities will make the process much more 
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streamlined and unique. Memoranda of Understandings and agreements will: 
 

1. Advance a tripartite health care partnership;  
2. Lead to a form of health care authority transfer to Matawa First Nations; and, 
3. Affirm a commitment to close the gap between Matawa First Nation and non-First 

Nation health care in Ontario.  
 

Project Details: 
 
Funds requested from Health Canada in this Health Services Integration Fund (HSIF) 
proposal will be used to support the roles of the regional consultant (RC) during the activity 
streams of the MHCI. The basic roles and duties of the RC are: 
 

1) MHCI support: 

• Prepare funding proposals, work plans and budgets. 

2) MHCI coordination: 

• Coordinate information for MHCI activities with briefs and presentations. 

3) MHCI engagement: 

• Engage partners, stakeholders and provincial/federal authorities. 

4) MHCI facilitation: 

• Facilitate engagement processes, conferences and workshops. 

5) MHCI information management: 

• Prepare and present reports and findings. 
 

These RC roles and duties translate into the MHCI as follows (for more activity detail see the 
attached, “2016-2018 Work Plan for Matawa Health Cooperative”): 

 
1. Engagement processes: 

 
1.1 Consultation of Matawa communities’ elders, citizens, service delivery organizations, 

councils and governance: 
1.1.1. Support:  

• secure funding through the Ring of Fire (ROF) Regional Framework 
Agreement (RFA)  

• prepare budget and maintain work plan 
1.1.2. Coordinate:  

• Introduce the MHCI to Matawa leaders as opportunities arise in Thunder 
Bay at other events. 

1.1.3. Engage:  
• Introduce the MHCI to the community and present elders with questions 
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to engage consultations 
1.1.4. Facilitate:  

• Community consultations 
1.1.5. Information:  

• Consolidate consultation results  
1.2 Catalogue in-community health services, programs, resources and service provider 

organization structures. 
1.2.1. Support:  

• Maintain work plan 
1.2.2. Coordinate:  

• Coordinate in-community Ring of Fire Coordinators (ROFCs) to catalogue 
in-community services, programs and resources.  

• piggy back on a ROFC meeting in Thunder Bay to engage ROFCs. 
1.2.3. Information:  

• Create a compendium of in-community services and programs 
1.3 Catalogue regional (extra-community) health services and programs. 

1.3.1. Support:  
• Maintain work plan 

1.3.2. Engage:  
• Regional service providers  

1.3.3. Information:  
• Create a compendium of regional service providers 

 
2. Define the MHC structure: 
 

2.1.. Develop a health governance model and funding streams for the defined services and 
programs of the MHC. 

2.1.1. Support:  
• Secure funding through the Ring of Fire (ROF) Regional Framework 

Agreement (RFA)  
• Prepare budget and maintain work plan 

2.1.2. Coordinate:  
• Coordinate the Steering Committee, Matawa Health Cooperative Working 

Group (MHCWG) and Matawa Health and Social Services Trask Group 
(MHSSTG). 

2.1.3. Engage:  
• HC, MoHLTC, and NWLHIN 

2.1.4. Information:  
• Adopt a model for MHC governance 

2.2.. Define the 4 cultural health components for regional and community services and 
programs from consultation results. 

2.2.1. Support:  
• Secure funding through the Ring of Fire (ROF) Regional Framework 

Agreement (RFA)  
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• Prepare budget and maintain work plan 
2.2.2. Coordinate: 

• Coordinate the Steering Committee, Matawa Health Cooperative Working 
Group (MHCWG) and Matawa Health and Social Services Trask Group 
(MHSSTG).  

2.2.3. Engage:  
• HC, MoHLTC, and NWLHIN 

2.2.4. Information:  
• Create guidelines for MHC community and regional service components 
 

3. Plan Matawa health components: 
 

3.1. Plan physician services: 
3.1.1. Plan remote and regional-based physician service hubs: 

3.1.1.1. Support:  
• Secure funding through the Ring of Fire (ROF) Regional Framework 

Agreement (RFA)  
• Prepare budget and maintain work plan 

3.1.1.2. Engage:  
• NOSM, DH, HC, MoHLTC and NWLHIN 

3.1.1.3. Information:  
• Plan for developing remote and regional physician hubs 

3.1.2. Create a post-secondary remote physician medical residency training and 
recruitment programs for remote First Nations: 

3.1.2.1. Support:  
• Secure funding through the Ring of Fire (ROF) Regional Framework 

Agreement (RFA)  
• Prepare budget and maintain work plan 
• Develop immediate and long term funding sources for First Nation 

residency placements. 
3.1.2.2. Engage:  

• NOSM, DH, HC, MoHLTC and NWLHIN 
3.1.2.3. Information:  

• Plan for residency training and recruitment 
3.1.3. Plan the integration of Matawa physician services with regional service 

providers: 
3.1.3.1. Support:  

• Secure funding through the Ring of Fire (ROF) Regional Framework 
Agreement (RFA)  

• Prepare budget and maintain work plan 
3.1.3.2. Coordinate:  

• Coordinate Steering Committee, MHCWG and MHSSTG 
3.1.3.3. Engage:  

• Regional service providers, HC, MoHLTC and NWLHIN 
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3.1.3.4. Information:  
• Plan for integration of physician services 

3.2 Plan mental health services: 
3.2.1. Plan the integration of Matawa mental health services with regional service 

providers. 
3.2.1.1. Support:  

• Secure funding through the Ring of Fire (ROF) Regional Framework 
Agreement (RFA)  

• Prepare budget and maintain work plan 
3.2.1.2. Coordinate:  

• Coordinate Steering Committee, MHCWG and MHSSTG 
3.2.1.3. Engage:  

• Regional service providers, HC, MoHLTC and NWLHIN 
3.2.1.4. Information:  

• Plan for integration of mental health services 
3.3 Plan Matawa nursing services: 

3.3.1. Plan the integration of Matawa nursing services with regional service providers: 
3.3.1.1. Support:  

• Secure funding through the Ring of Fire (ROF) Regional Framework 
Agreement (RFA)  

• Prepare budget and maintain work plan 
3.3.1.2. Coordinate:  

• Coordinate Steering Committee, MHCWG and MHSSTG 
3.3.1.3. Engage:  

• Regional service providers, HC, MoHLTC and NWLHIN 
3.3.1.4. Information:  

• Plan for integration of nursing services 
3.4 Plan Matawa elder services: 

3.4.1. Plan the integration of Matawa elder services with regional service providers: 
3.4.1.1. Support:  

• Secure funding through the Ring of Fire (ROF) Regional Framework 
Agreement (RFA)  

• Prepare budget and maintain work plan 
3.4.1.2. Coordinate:  

• Coordinate Steering Committee, MHCWG and MHSSTG 
3.4.1.3. Engage:  

• Regional service providers, HC, MoHLTC and NWLHIN 
3.4.1.4. Information:  

• Plan for integration of elder services 
•  

4. Plan the devolution of aggregated, coordinated and integrated community health services. 
 

4.1 Plan the aggregation and coordination of integrated community and regional health 
services. 
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4.1.1. Support:  
• Secure funding through the Ring of Fire (ROF) Regional Framework 

Agreement (RFA)  
• Prepare budget and maintain work plan 

4.1.2. Coordinate:  
• Coordinate Steering Committee, MHCWG and MHSSTG 

4.1.3. Engage:  
• HC, MoHLTC and NWLHIN 

4.1.4. Information:  
• Plan for aggregation and coordination of integrated services 

4.2 Develop a Memorandum of Understanding(s) to advance and define the MHC’s health 
care relationship with provincial and federal health authorities in a manner that 
devolves health care to the MHC.  

4.2.1. Support:  
• Secure funding through the Ring of Fire (ROF) Regional Framework 

Agreement (RFA)  
• Prepare budget and maintain work plan 

4.2.2. Coordinate:  
• Coordinate Steering Committee, MHCWG and MHSSTG 

4.2.3. Engage:  
• HC and MoHLTC  

4.2.4. Information:  
• Create a draft MOU 

 
Work to Date: 

 
In response to long standing issues with health and social services delivery to Matawa First 
Nations, Matawa Chiefs in Council unanimously resolved to examine an alternate Health and 
Social Delivery System for Matawa communities to take over these services (see attached; 
Resolution #01 – 04/02/2016). A working group, Matawa Health Cooperative Working Group 
(MHCWG), was established to carry out the resolution. The MHCI and HSIF application are 
a result of that resolution.  
 
Matawa communities and their community services have worked over the years to plan or 
create various aspects of the four components of health care within their respective 
communities. The community engagement process will provide a detailed catalogue of this 
work to include into the MHC. 
 
Matawa First Nations are expanding and deepening their work in the mental health 
component through the First Nations Mental Wellness Continuum Framework Project 
commenced in 2015. The project is documenting culture-based mental wellness programs 
offered by Matawa communities and how they align with best practice in a First Nation 
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Mental Wellness Continuum Framework developed with participants from across Canada.11 
 

MFNM contacted NOSM to discuss medical residency training, the infrastructure necessary 
for medical residency placement and planning of the MHC. Working with northern Ontario 
First Nations to improve community health care is central to NOSM`s core goals. NOSM has 
agreed to work with MFNM to create a remote First Nation residency program that will better 
serve Matawa communities and to work with MFNM for the planning, development and 
implementation aspects of the MHC. NOSM’s Executive Group has reviewed the MHCI 
HSIF proposal and confirmed support for NOSM’s involvement and in-kind professional 
contributions. 
 
MFNM also contacted the  District Hospital ( DH) regarding the MHC and 
potential placement of medical residents at DH. DH has agreed to provide a residency 
rotation in partnership with NOSM. The DH has also agreed to explore approaches with 
MFNM to improve health services for Matawa communities.  
 
MFNM received a proposal (see attached; Matawa Medical Residency Proposal) in 2015 
from Dr.   for the provision of remote physician services to Matawa First 
Nations. Included within that proposal was a physician hub in EFN, medical residency 
training, return-of-service agreements and consulting EFN for input on traditional healing and 
medicines. Dr  has committed to commence a residency in northern Ontario with a 
Return-Of-Service Agreement for EFN immediately following that residency. Phase 1 of Dr. 

 proposal advanced into engaging stakeholders and identifying their needs and 
concerns. The results of these discussions redirected the focus of the proposal to be inclusive 
to other aspects of health services (mental health, social and spiritual) given birth to the MHCI 
and this HSIF proposal. Dr.  has chosen to advance the proposal within the MHCI, and 
not as a separate initiative, at this time. 
 
Dr.  also submitted the Matawa Medical Residency Proposal to the Honourable Jane 
Philpott, Minster of Health, in 2015. Minister Philpott circulated the proposal to northern 
Ontario officials. Minister Philpott responded positively to Dr.  proposal in a letter 
received after the February 26th HSIF proposal deadline (see attached), directing him to 
contact   Director Northern Operations, Ontario Regional Office, First Nation and 
Inuit Health Branch. 
 
Dr.  further submitted the Matawa Medical Residency Proposal to the Honourable 
David Zimmer, Minister of Aboriginal Affairs, in December 2015. Dr.  is scheduled 
to meet with Minster Zimmer’s communications and policy analyst,  , in April, 
2016.  
 
MFNM has had preliminary discussions with HC, the North West Local Health Integration 

                                                
11 (2015) Health Canada, First Nation Mental Wellness Continuum Framework. Ottawa: Her Majesty the Queen in 

Right of Canada, as represented by the Minister of Health. 
12 Dr.   is an Ontario resident and Canadian citizen who is a recent International Medical Graduate. 
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Networks (NWLHIN) and the MoHLTC. The MHCI agrees with the goals and mandate of 
the MoHLTC engagement process directed towards redefining health care structures in 
Ontario to close the gap with First Nation, northern and francophone health care.13 Favourable 
discussions with HC were with   Should the HSIF proposal be successful, Ms. 

 or a designated colleague, will be invited to join the MHCI Steering Committee. 
Discussions within   Senior Director, Planning, Integration and Community 
Engagement NWLHIN, resulted in the inclusion of NWLHIN as an in-kind partner after the 
February 26th HSIF proposal deadline. Ms.  or a designated colleague, will sit on the 
MHCI Steering Committee. The Matawa Health Cooperative Working Group (MHCWG) 
will work with these federal and provincial authorities during the MHCI. 
 
MFNM has also had preliminary discussions with  Manager of Physician 
Services, and  Chief Operating Officer, for the  First Nation 
Health Authority ( FNHA). Ms. Gordon has agreed to participate in the MHCI’s Steering 
Committee should the HSIF proposal be funded. 
 
Matawa communities signed the Regional Framework Agreement (2014; see attached) with 
Ontario for the development of resources known as the Ring of Fire (ROF). Included in that 
agreement was the planning and implementation of regional and in-community infrastructure 
to prepare affected Matawa First Nations for the development of the resource; including 
improving community social development supports. The MHCI qualifies under the Regional 
Framework Agreement for political and financial support. MFNM submitted the MHCI 
budgets and HSIF proposal to the federal and provincial ROF Secretariats in mid-February 
2016 through its negotiator, . The extent of financial support will not be known until 
the Ministry of Northern Development and Mines (MNDM) finishes setting its 2016-17 
budget with the ROF Secretariat. That information will be released to MFNM in April, 2016. 

 
Summary:  

 
The MHCI will plan the aggregation, coordination and integration of health and social 
services for Matawa communities, plan the integration of cultural health components into the 
MHC and help prepare Matawa health and social services for the development of the Ring of 
Fire.   
 
 

  

                                                
13   (2015) Patients First: A Proposal to Strength Patient-Centred health Care in Ontario, Discussion Paper. Catalogue 

no. 020380 ISBN no. 978-1-4606-7171-9 .Toronto: Queen’s Printer for Ontario. 
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4. Recipient and Partners: 
 
 

Name of HSIF Funding Recipient Organization:   

   Matawa First Nations Management  

Address:   233 S. Court Street, 2nd Floor 
   Thunder Bay, ON, P7B 2X9 

Contact Name:   

Title:     

Telephone Number:   

Fax Number:    

Email Address:    

Name of provincially funded partner: 

   North West Linked Health Integration Networks 

Address:   975 Alloy Drive, Suite 201 
   Thunder Bay, ON 
   P7B 5Z8 

Contact Name(s):  

Title:    
    

Telephone Number:  

Fax Number:   

Email address:    

Name of provincially funded partner: 

   Northern Ontario School of Medicine 

Address:   East Campus 
   Laurentian University 
   935 Ramsey Lake Road 
   Sudbury, ON, P3E 2C6 

Contact Name(s): Dr.  

Title:    
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Telephone Number:  

Fax Number:   

Email address:    

Name of provincially funded partner: 

    First Nation Health Authority 

Address:    
    

Contact Name(s):  

Title:    

Telephone Number:  

Fax Number:   

Email address:     

Name of provincially funded partner:  

    District Hospital 

Address:   
    

Contact Name(s):  

    

Telephone Number:  

Fax Number:   

Email address:    

Other partners: 

     M.D. 

Address:  1  

    

Contact Name(s): Dr.   

Title:   Doctor – International Medical Graduate 

Telephone Number:  
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Fax Number:   

Email address:    

Other partners: 

   Aroland First Nation 

Address:  P.O. Box 10  
   Aroland, ON, P0T 1B0 

Contact Name(s):  

Title:    

Telephone Number:   

Fax Number:   

Email address:   

Other partners: 
   Constance Lake First Nation 

Address:  P.O. Box 4000  
   Calstock, ON, P0L 1B0  

Contact Name(s):  

Title:    

Telephone Number:  

Fax Number:   

Email address:   

Other partners: 
   Eabametoong First Nation – Lead Community 

Address:  P.O. Box 281  
   Eabamet Lake, ON, P0T 1L0  

Contact Name(s):  

Title:    

Telephone Number:  

Fax Number:   

Email address:   
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Other partners: 

   Ginoogaming First Nation 

Address:  P.O. Box 89  
   Longlac, ON, P0T 2A0  

Contact Name(s):  

Title:    

Telephone Number:  

Fax Number:   

Email address:   

Other partners: 
   Long lake #58 First Nation 

Address:  P.O. Box 609 
   Longlac, ON, P0T 2A0  

Contact Name(s):  

Title:    

Telephone Number:  

Fax Number:   

Email address:   

Other partners: 
   Marten Falls First Nation 

Address:  General Delivery 
   Ogoki Post, ON, P0T 2L0 

Contact Name(s):  

Title:    

Telephone Number:   

Fax Number:   

Email address:   

Other partners: 

   Neskantaga First Nation 
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Address:  P.O. Box 104 
   Lansdowne House, ON, P0T 3B0  

Contact Name(s):   

Title:    

Telephone Number:   

Fax Number:   

Email address:   
    

Other partners: 

   Nibinamik First Nation 

Address:  General Delivery  
   Summer Beaver, ON, P0T 3B0  

Contact Name(s):  

Title:    

Telephone Number:  

Fax Number:   

Email address:   

Other partners: 

   Webequie First Nation 

Address:  P.O. Box 268  
   Webequie, ON, P0T 3A0  

Contact Name(s):  

Title:    

Telephone Number:  

Fax Number:   

Email address:    
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5. Description of Roles & Responsibilities of the provincially funded 
partner(s) in this project: 

 

North West Linked Health Integration Networks: 

Role: Allocates funds for health service in northwestern Ontario. 
Responsibilities: 

1. Participate in the MHCI Steering Committee; 
2. Provide expertise on development of the MHC governance model; 
3. Provide expertise on the structure and service components of the MHC; and. 
4. Provide expertise on the integration and coordination of MHC health services.  

Northern Ontario School of Medicine: 

Role: Regional medical school for northern Ontario  
Responsibilities:  

1. Provide expertise to develop a remote First Nation medical residency program;  
2. Provide programming for the developed medical residency as funding permits; 
3. Provide expertise (where applicable) in support of MFNM during the planning, 

development and implementation aspects of the MHC; and,  
4. Establish a working relationship with an operational MHC. 

 First Nation Health Authority: 

Role: Regional health services provider  
Responsibilities:  

1. Participate in the MHCI Steering Committee; 
2. Currently provides health services to 4 Matawa Coimmunities. 

 District Hospital: 

Role: Local district hospital in Matawa traditional territory 
Responsibilities:  

1. Provide a NOSM residency rotation; 
2. Work with MFNM to strengthen the DH infrastructure (staff and equipment) in 

ways that will promote: 
a. Sustainable residency placements; 
b. Increased physician services and access to physician services; and  
c. Improved health services for Matawa communities. 
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6. Amount Requested 
 
 

Funding 

HSIF Request:  $ 332,000 
Other Funding: 

Source:   Thunderbird Partnership Foundation 
Amount:    $ 70,000 
Source:   Ministry of Northern Development and Mines 
Amount:**  $ 1,279,016 
Source:   North West Linked Health Integration Networks 
Amount:    In-Kind 
Source:   Northern Ontario School of Medicine 
Amount:    In-Kind 
Source:    District Hospital 
Amount:    In-Kind 

Total Project Cost:*  $ 1,681,016 
 
* Requested funds are for nine (9) First Nation communities with additional costs due to their 

remote locations in northern Ontario, 5 of the communities are fly-in. 
**Most funding will come from the MNDM through the Ring of Fire Regional Framework 

Agreement. Due to the timing of the HSIF submission, we could not provide details. 

 
 
 
7. Alignment with HSIF Eligibility Requirements 
 
GENERAL 
Involvement of multiple communities or organizations. 

Eabametoong First Nation is the lead community on the project. 
Nine First Nation communities (Aroland, Constance Lake, Eabametoong, Ginoogaming, Long 
Lake #58, Marten Falls, Neskantaga, Nibinamik, and Webequie First Nations), one tribal 
council (MFNM), the NWLHIN, one medical school (NOSM), one regional health services 
provider ( FNHA), one hospital ( DH) , and one IMG physician (Dr.  are involved 
in the project at this time. 
The planning processes in the MHCI HSIF proposal will ultimately involve many more 
organizations.   
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Proposal is jointly prepared by qualified representatives from all participating 
jurisdictions, including organizations with provincial funding. 

EFN (lead community) worked to provide MFNM with materials and support to ensure the 
HSIP proposal was inclusive of current and potential community health care needs. 
The MHCI HSIF proposal is for planning to develop partnerships with governments, service 
providers and other stakeholders. The proposal will solidify these partnerships and agreements 
as the planning begins to be implemented. It is too early in the project to have joint proposal 
preparation. However, the proposal was reviewed by, and amendments received from, NOSM, 

DH and Dr.  before the HSIF proposal submission. The NWLHIN and FNHA 
agreed to partner with the MHCI after the submission of the HSIF proposal on February 26.  

Project partners demonstrate a commitment to jointly implement a specific, tangible 
system change that will increase/improve access to health services for First Nations & Inuit 
peoples. 

All project participants have agreed to support the planning of the MHC.  
All Matawa communities support the creation of an alternate Health and Social Services 
Delivery System to remedy long-standing health service problems.  

EFN has taken the lead on the project.  
NWLHIN has agreed to provide expertise and participate in the Steering Committee. 
NOSM Executive Group has reviewed the Matawa proposal and confirmed support for 
NOSM’s involvement.  

FNHA’s Chief Operating Officer has agreed to participate in the Steering Committee. 
DH has agreed to provide a training rotation for a NOSM resident. 

Dr.  has agreed to a medical residency with a Return-of-Service to EFN. 

Project objective is well-defined and focused on the achievement of tangible deliverables. 

Overall objectives of the MHCI are to:  
1. Define health services and programs needed by Matawa communities; 
2. Include the Anishinabek culture in Matawa health services and programs; 
3. Plan the structure and components of a Matawa-owned health cooperative (MHC) to 

provide services and programs at both the community and regional level; and, 
4. Plan for the transfer of federally funded health services, and funding, to the new MHC. 

Objectives will be met in 4 streams of activity, each with its own objectives: 
1. Engagement processes: 

a. Map existing community health services; 
b. Map existing regional health services; 
c. Identify in-community health service needs and delivery inadequacies; 
d. Provide definition to the four health care components; 
e. Provide definition for: 

i. Cultural service parameters and needed culture-based programs; 
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ii. In-community and regional roles and services for service integration 
and aggregation within the MHC; and, 

iii. In-community service coordination needs. 
f. Provide community guidance for: 

i. Program needs; 
ii. Program delivery; and, 

iii. The integration of current community health services into the MHC. 
2. Planning processes for the MHC structure and funding that: 

a. Define a governance model; 
b. Define the base structure of Anishinabek physical, mental, social and spiritual 

health care components; and, 
c. Define funding streams for planned MHC structure. 

3. Planning processes for the integration of MHC physician, mental health, nursing and 
elder services to: 

a. Increase remote community access to physicians; 
b. Decrease waiting time to obtain medical/surgical referrals; 
c. Decrease travel problems for referral health services; 
d. Improve discharge protocols; 
e. Improve access to outpatient hospital services; and, 
f. Resolve other problems revealed during engagement processes. 

4. Planning processes for the devolution of aggregation and coordination of integrated 
health services to: 

a. Advance a tripartite health care partnership;  
b. Lead to a formal transfer of health care authority to Matawa First Nations; and, 
c. Affirm a commitment to close the existing gap between Matawa First Nation 

and non-First Nation health care in Ontario.  

All objectives are met within the objective-based activities outlined in section 1, Titles and 
Activities. These objectives are used within the work plan and budget. They are: 

1. Engagement processes: 
1.1. Consultation of Matawa communities’ elders, citizens, service delivery 

organizations, councils and governance; and, 
1.2. Catalogue in-community health services, programs, resources and service provider 

organization structures. 
1.3. Catalogue regional (extra-community) health services and programs. 

2. Define the MHC structure: 
2.1. Develop a health governance model and funding streams for defined services and 

programs of the MHC; and, 
2.2. Define the 4 health components’ underlay for regional and community services and 

programs from consultation results. 
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3. Plan Matawa health components: 
3.1. Plan physician services: 

3.1.1. Plan remote and regional-based physician service hubs: 
3.1.2. Create a post-secondary remote physician medical residency training and 

recruitment programs for remote First Nations: 
3.1.3. Plan the integration of Matawa physician services with regional service 

providers: 
3.2. Plan mental health services: 

3.2.1. Plan the integration of Matawa mental health services with regional service 
providers. 

3.3. Plan Matawa nursing services: 
3.3.1. Plan the integration of Matawa nursing services with regional service 

providers: 
3.4. Plan Matawa elder services: 

3.4.1. Plan the integration of Matawa elder services with regional service providers: 
4. Plan the devolution of aggregated, coordinated and integrated community health 

services. 
4.1. Plan the aggregation and coordination of integrated community and regional health 

services; and, 
4.2. Develop a Memorandum of Understanding(s) to advance and define the MHC’s 

health care relationship with provincial and federal health authorities in a manner 
that devolves health care to the MHC.  

Project partners demonstrate a commitment to jointly implement a specific, tangible 
systems change that will increase / improve access to health services for First Nations & 
Inuit peoples. 

See earlier – duplicate question. 

Proposed arrangement model is sustainable within existing non-HSIF resources (both federal 
and provincial).  

The MHC will not be a finished entity by March 31, 2018. However, the planning work should 
be completed. Implementation of the MHC and its component programs are not dependent on 
the HSIF and will be funded by other programs through the HC, MoHLTC, and the ROF 
Regional Framework Agreement. 
Should planning outside of the scope of this MHCI HSIF proposal become necessary, there are 
three avenues to ensure project sustainability until completion: 

1. The MHCI qualifies for funding under Matawa’s Ring of Fire Regional Framework 
Agreement as community infrastructure, regional infrastructure and social development; 

2. The MoHLTC has initiated its People First engagement process to close the gaps in First 
Nation, northern and francophone health care. The MHCI will ultimately qualify for 
funding under that process; and, 

3. Federal and provincial funding were provided to British Columbia First Nations to 
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14  (2015) Fall 2015 Reports of the Auditor General of Canada: Chapter 7 Establishing the First Nations health 

Authority in British Columbia. Ottawa: Office of the Auditor General of Canada. 

develop the BCFNHA, similar sources of funding should be available for Matawa First 
Nations.14 

Project proposes at least one credible, measurable approach to assessing increased access to 
demonstrate increased/improved access to health services over time as a result of the 
project. 

The MHCI HSIF proposal is for planning and at this time there is no measure for assessing 
increased access to health services during the planning phase other than: 

1. Completed segments; 
2. Completed reports; and, 
3. Completed plans.  

However, when the project comes into its implementation stage after the HSIF planning, there 
are a number of measures that can be used: 

• Short term measures include: Physician visits, referral visit waiting times, travel times and 
complaints, discharge protocol compliance, outpatient visits/travel time, and resolution of 
other problems identified during the engagement process.  

• Longer term measures can include 3 year trends for aspects of preventative care (ie. 
vaccination rates or prenatal visits), treatment outcomes or repeat visits.  

PROJECT MANAGEMENT 
Proposal includes a work plan that identifies activities, timelines, milestones, roles & 
responsibilities and verifiable deliverables or outputs. 

See section 8 and 9 for the 2016-17 and 2017-18 work plans, respectively. 

Work plan appears realistic given planned resources, experience of team, quality of 
partnerships, previous history, etc. 

MFNM has been established since 1988, included in that is a health governance structure. 
MFNM is experienced in working through that governance structure with community health 
Directors and Chiefs.  
Each of the Matawa First Nations have worked to piece together what they could for health care 
and healing in their communities without having an MHC in place. As a result, each community 
has a wealth of information on health care needs from both western and traditional medicines. 
The MHCI engagement process will consolidate that information to define each community’s 
needs and resources for local and regional aspects of the MHC from both western medicine and 
traditional healing.  
The MHCI HSIP proposal is for the defining and planning of local and regional aspects of the 
MHC. Assuming this HSIF proposal is funded, there will be sufficient funds to complete the 
work.  
A facilitator (the ROF Coordinator) in each community will work with one regional consultant 
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to consolidate and bring engagement results together.  
NOSM, FNHA and DH have the personnel to contribute to their respective planning 
commitments as do federal and provincial health authorities from HC, NWLHIN and MoHLTC.  
The timing of the MHCI with the development of the Ring of Fire will add resources to the 
project during planning and at the later implementation stage.  

Proposal includes a work plan that identifies activities, milestones, timelines, roles and 
responsibilities and verifiable deliverables or outputs.  

See earlier – duplicate question. 

PROJECT RESOURCES 

Proposal identifies the qualifications, specific role and time commitments of project team 
members. 

MFNM: 

Regional tribal council for the 9 Matawa First Nations. 
Seek political and regional project support. 

Work with Project Team to secure funding and other project needs. 
Enter into funding agreements. 

Provide administrative support. 
Oversee the Health and Social Meno Biimadeswin (HSMB) Department.  

Facilitate tripartite discussions as needed. 
Function as a fulcrum to provide information to Matawa Chiefs in Council and other Matawa 
leader for the MHCI.  
Advisory services to Matawa Chiefs in Council for timely decisions and guidance.  
 

Health and Social Meno Biimadeswin (HSMB) Manager: 

The MFNM health department. 
Oversees the management of regionally funded health and social service projects in 
collaboration with the Matawa Health and Social Services Task Group. 
 

Matawa Health and Social Services Task Group (MHSSTG): 
Health Directors from 9 communities. 
Help the MHCI process by promoting communications and community 
engagements. 
The decision making body for MHCI planning (the implementation decision 
making body will always be Matawa communities or through their 
representation by the Chiefs in Council). 
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Matawa Health Cooperative Working Group (MHCWG): 

Health and Social Meno Biimadeswin Manager plus 3 Matawa community Health 
Directors; Eabametoong (Lead), Aroland and Constance Lake First Nation. 
Examine MHC alternatives for communities to take over their health services by 
looking at models, best practices and engaging with governments and agencies, and 
etc. as needed. 
Work with federal and provincial authorities to advance the MHCI in a tripartite 
fashion. 
Present recommendations and findings to the MHSSTG and then to Matawa Chiefs in 
Council for ratuification. 

 
Steering Committee: 

Provides broad planning guidance and direction, helps clarify processes, provides 
experience. 
To date, HC, FNHA, NWLHIN, MFNM will have members on the steering committee. 
 

Project Team: 

Engage communities, stakeholders and partners. 
Map out all the current health and social services for all Matawa First Nations. 
Develop options, recommendations, plans, phases, timelines and budgets. 
 

MFNM Staff: 
Senior advisory staff  
Work with regional consultant, Chiefs in Council, Matawa leaders, 
communities, stakeholders and partners as needed. 

Regional Consultant (RC): 
One full time consultant: University graduate; 10 years of experience with 
consultation and community infrastructure;  working knowledge of 
universities, educational programming, medical/surgical services, provincial 
and federal governments, First Nation culture and traditional law; experience 
with remote northern Ontario professional service provision; excellent 
communication, administrative and reporting skills; able to manage large 
amounts of data and prepare funding proposals, work plans/budgets; and, able 
to review legislation, court documents and agreements. 
Work with facilitators to engage communities and map out all current health 
and social services. 

Engage stakeholders and partners. 
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Prepare engagement results for review and planning.   
Prepare briefs, presentations and reports as needed. 

Provide support for tripartite discussions as needed.  
Will have one part-time assistant – Regional Consultant Assistant (RCA) 
 

Community-based Health & Social Facilitators (CF): 
Nine part time facilitators: Community-based; experience with community 
consultations and protocols; working knowledge of in-community health and 
social services; Excellent communication skills; and, able to accurately 
translate the traditional language of the community.   
Work with RC to engage communities and map out all current health and social 
services. 

Work with engagement results to facilitate translations as needed. 
The in-community Ring of Fire Coordinators will function as facilitators. 

 
Lead Community : 

Chief: 
Help the MHCI process by promoting communications with Chiefs and Councils from 
other Matawa communities. 
Provide guidance on a short-notice basis for the MHCI project team. 

Health Director: 
Participate as a member of the MHCWG.  
Help the MHCI process by promoting communications with Health Directors from 
other Matawa communities. 

Provide guidance on a short-notice basis for the MHCI project team. 

Project lead and key partner organizations demonstrate that they possess a core team who 
are able to dedicate sufficient quantities of time to the project. 

MFNM: 
The project’s oversight uses the MFNM’s senior advisory staff and the Health and Social 
Meno Biimadeswin (HSMB) Department which oversees the management of regionally 
funded health and social services projects in collaboration with the MHSSTG. The 
MHCWG was created to carry out the planning, recommending and negotiating work of 
the MHCI. The MHCWG, in agreement with the MHSSTG, makes recommendations to 
the Chiefs in Council for decisions. 
The core team consists of MFNM senior advisory staff, the HSMB manager, the full time 
consultant, part time assistant to the consultant, part time community facilitators, and the 
Chief and Health Director from the lead community (EFN). The RC and RCA  are project-
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dedicated staff. 
NWLHIN: 

Is the regional provider of provincial health care funds. 
NWLHIN works with health care providers, communities and the public to set priorities 
and plan health services in Northwestern Ontario.  
NWLHIN oversees the integration and coordination of local health services to make it 
easier for clients/patients to access health care.  

NOSM: 
Is an educational institution dedicated to planning, creating and implementing education 
programs, including medical residency programs.  
NOSM has worked with rural communities in the past to create a rural family medicine 
residency.  
NOSM has also previously engaged First Nations and added First Nation cultural 
components to its on campus education system. 

FNHA: 
In a regional health service provider in northwestern Ontario providing a variety of health 
and mental health services to 33 First Nation communities. 

DH: 
Is a functioning district hospital with administrative staff whose role includes service and 
program delivery. 

Budget contains only eligible expense categories (i.e., Personnel, Supplies/Services, 
Travel/Accommodation, Equipment/Office Rental, Communication, 
Training/Development, Evaluation, Minor Office Equipment, Minor Capital) 

Yes, see section 10 – budget. 

Project salary costs are in line with established public sector benchmarks. 
Yes, see section 10 – budget. 
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8. Work Plan 2016-17 
 

Objectives Specific Activities/Actions Date Lead Deliverables Outcomes 

1.0 Engagement Processes 

1.1 Consultation of Matawa 
communities’ elders, 
citizens, service delivery 
organizations, councils 
and governance 

 

4.2.5. Support:  
• Secure funding through the Ring of Fire (ROF) 

Regional Framework Agreement (RFA)  
• Prepare budget and maintain work plan 

Apr RC  Sustainable Funding  
Updated budget 
Updated work plan 

4.2.6. Coordinate:  
• Introduce the MHCI to Matawa leaders as 

opportunities arise in Thunder Bay at other events. 

Apr –
May  

RC  Disseminate accurate 
information about the 
MHCI 

4.2.7. Engage:  
• Introduce the MHCI to each community and present 

elders with questions to engage consultations 

May - 
Jun 

RC  Introduce MHCI to 
community/elders 
Community-specific 
consultation 
protocols 

4.2.8. Facilitate:  
• Community consultations 

May 
2016  
-(Jun 
2017) 

RC  Partial completion 
(Completion June 
2017) 

1.2 Catalogue in-community 
health services, 
programs, resources and 
service provider 
organization structures. 

4.2.1. Support:  
• Maintain work plan 

Apr RC  Updated work plan 

4.2.2. Coordinate:  
• Coordinate in-community Ring of Fire Coordinators 

(ROFCs) to catalogue in-community services, 
programs and resources.  

• Piggy back on a ROFC meeting in Thunder Bay to 
engage ROFCs. 

May - 
Jul 

RC  Information 
dissemination 
Enlistment of ROFCs 
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4.2.3. Information:  
• Create a compendium of in-community services 

and programs 

Aug RC Compendium of 
community services 
and programs. 

 

1.3 Catalogue regional 
(extra-community) health 
services and programs. 

 

4.3.1. Support:  
• Maintain work plan 

Apr RC  Updated Work plan 

4.3.2. Engage:  
• Regional service providers  

Apr-
Jul 

RC  Understanding of 
regional services and 
programs 

4.3.3. Information:  
• Create a compendium of regional service providers 

Aug RC Compendium of 
Regional Services & 
programs. 

 

2.0 Define the MHC Structure 

2.1 Develop a health 
governance model and 
funding streams for the 
defined services and 
programs of the MHC. 

2.1.1 Support:  
• Secure funding through the Ring of Fire (ROF) 

Regional Framework Agreement (RFA)  
• Prepare budget and maintain work plan 

Apr RC  Sustainable Funding  
Updated budget 
Updated work plan 

2.1.2 Coordinate:  
• Coordinate the Steering Committee, Matawa Health 

Cooperative Working Group (MHCWG) and 
Matawa Health and Social Services Trask Group 
(MHSSTG). 

Sep - 
Dec 

RC  Informed guidance 
and decision making   

2.1.3 Engage:  
• HC, MoHLTC, and NWLHIN 

May - 
Aug  

RC  Understanding of 
health care 
governance models 

2.1.4 Information:  
• Adopt a model for MHC governance 

 RC Report on MHC 
governance model. 

 

3.0 Plan Matawa Health Components: 



MFNM Health Services Integration Fund Proposal 
 

© CAID  36 
 

3.1. Plan physician services: 

3.1.2  Create a post-
secondary remote 
physician medical 
residency training and 
recruitment programs 
for remote First 
Nations: 

. 

4.3.3.1. Support:  
• Secure funding through the Ring of Fire (ROF) 

Regional Framework Agreement (RFA)  
• Prepare budget and maintain work plan 
• Develop immediate and long term funding sources 

for First Nation residency placements. 

Apr RC  Sustainable Funding  
Updated budget 
Updated work plan 
Funding sources for 
1st and in perpetuum 
Matawa medical 
residencies 

4.3.3.2. Engage:  
• NOSM, DH, HC, MoHLTC and NWLHIN 

May -
Sept 

RC  Understanding of 
residency training 
program needs. 
Understanding 
physician recruitment 

3.1.2.1 Information:  
• Plan for residency training and recruitment 

Nov RC Plan for a remote 
First Nation medical 
residency training 
and recruitment 
program 
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9. Work Plan 2017-18  
 

Objectives Specific Activities/Actions Date Lead Deliverables Outcomes 

1.0 Engagement Processes 

1.1   Consultation of Matawa 
communities’ elders, 
citizens, service delivery 
organizations, councils 
and governance 

 

1.1.5. Facilitate:  
• Community consultations 

(May 
2016)  
- Jun 
2017 

RC  Community 
culture and needs 
input. 

1.1.6. Information:  
• Consolidate consultation results  

July RC Report on 
consultation results 

Council, 
stakeholder and 
service provider 
inputs. 

2.0 Define the MHC Structure 

2.2 Define the 4 cultural 
health components for 
regional and community 
services and programs 
from consultation 
results. 

.1. Support:  
• Secure funding through the Ring of Fire (ROF) 

Regional Framework Agreement (RFA)  
• Prepare budget and maintain work plan 

Apr RC  Sustainable 
Funding  
Updated budget 
Updated work 
plan 

2.2.2 Coordinate: 
• Coordinate the Steering Committee, Matawa Health 

Cooperative Working Group (MHCWG) and 
Matawa Health and Social Services Trask Group 
(MHSSTG).  

Sep - 
Nov 

RC  Informed 
guidance and 
decision making   

2.2.3 Engage:  
• HC, MoHLTC, and NWLHIN 

Jul - 
Nov 

RC  Understanding of 
service and 
program delivery 
structures 

2.2.4 Information:  
• Create guidelines for MHC community and regional 

service components 

Nov RC Cultural guidelines 
for MHC service 
components 
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3.0 Plan Matawa Health Components: 

3.1. Plan Matawa Physician Services: 

3.1.1  Plan remote and 
regional-based 
physician service hubs: 

3.1.1.1 Support:  
• Secure funding through the Ring of Fire (ROF) 

Regional Framework Agreement (RFA)  
• Prepare budget and maintain work plan 

Apr RC  Sustainable 
Funding  
Updated budget 
Updated work 
plan 

3.1.1.2 Engage:  
• NOSM, DH, HC, MoHLTC and NWLHIN 

May-
Sep 

RC  Understanding the 
needs of 
physician services 
in remote and 
hospital 
environments 

4.3.3.3. Information:  
• Plan for developing remote and regional physician 

hubs 

Dec RC Plan for developing 
remote and regional 
Matawa physician 
hubs 

 

3.1.3  Plan the integration of 
Matawa physician 
services with regional 
service providers: 

 

3.1.3.1 Support:  
• Secure funding through the Ring of Fire (ROF) 

Regional Framework Agreement (RFA)  
• Prepare budget and maintain work plan 

Apr RC  Sustainable 
Funding  
Updated budget 
Updated work 
plan 

3.1.3.2 Coordinate:  
• Coordinate Steering Committee, MHCWG and 

MHSSTG 

Dec - 
Jan 

RC  Informed 
guidance and 
decision making   

3.1.3.3 Engage:  
• Regional service providers, HC, MoHLTC and 

NWLHIN 

Jul - 
Nov 

RC  Understanding 
physician service 
integration 
Understanding the 
role of different 
service providers 
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3.1.3.4 Information:  
• Plan for integration of physician services 

Mar RC Plan for the 
integration of MHC 
physician services 
into the region 

 

3.2 Plan Matawa Mental Health Services: 

3.2.1 Plan the integration of 
Matawa mental health 
services with regional 
service providers. 

3.1.3.2 Support:  
• Secure funding through the Ring of Fire (ROF) 

Regional Framework Agreement (RFA)  
• Prepare budget and maintain work plan 

Apr RC  Sustainable 
Funding  
Updated budget 
Updated work 
plan 

3.1.3.3 Coordinate:  
• Coordinate Steering Committee, MHCWG and 

MHSSTG 

Dec - 
Jan 

RC  Informed 
guidance and 
decision making   

3.1.3.5 Engage:  
• Regional service providers, HC, MoHLTC and 

NWLHIN 

Jul - 
Nov 

RC  Understanding 
mental health 
service integration 
Understanding the 
role of different 
service providers 

3.1.3.6 Information:  
• Plan for integration of mental health services 

Mar RC Plan for the 
integration of MHC 
mental health 
services into the 
region 

 

3.3 Plan Matawa Nursing Services: 

3.3.1  Plan the integration of 
Matawa nursing 
services with regional 
service providers. 

3.1.3.3 Support:  
• Secure funding through the Ring of Fire (ROF) 

Regional Framework Agreement (RFA)  
• Prepare budget and maintain work plan 

Apr RC  Sustainable 
Funding  
Updated budget 
Updated work 
plan 
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3.1.3.4 Coordinate:  
• Coordinate Steering Committee, MHCWG and 

MHSSTG 

Dec - 
Jan 

RC  Informed 
guidance and 
decision making   

3.1.3.7 Engage:  
• Regional service providers, HC, MoHLTC and 

NWLHIN 

Jul - 
Nov 

RC  Understanding 
nursing service 
integration 
Understanding the 
role of different 
service providers 

3.1.3.8 Information:  
• Plan for integration of nursing services 

Mar RC Plan for the 
integration of MHC 
nursing services 
into the region 

 

3.4 Plan Matawa Elder Services: 

3.4.1 Plan the integration of 
Matawa elder services 
with regional service 
providers. 

3.1.3.4 Support:  
• Secure funding through the Ring of Fire (ROF) 

Regional Framework Agreement (RFA)  
• Prepare budget and maintain work plan 

Apr RC  Sustainable 
Funding  
Updated budget 
Updated work 
plan 

3.1.3.5 Coordinate:  
• Coordinate Steering Committee, MHCWG and 

MHSSTG 

Dec - 
Jan 

RC  Informed 
guidance and 
decision making   

3.1.3.9 Engage:  
• Regional service providers, HC, MoHLTC and 

NWLHIN 

Jul - 
Nov 

RC  Understanding 
elder service 
integration 
Understanding the 
role of different 
service providers 

3.1.3.10 Information:  
• Plan for integration of elder services 

Mar RC Plan for the 
integration of MHC 
elder services into 
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the region 

4.0 Plan the Devolution of Aggregated, Coordinated and Integrated Community Health Services. 

4.1 Plan the aggregation and 
coordination of 
integrated community 
and regional health 
services. 

 

4.1.1 Support:  
• Secure funding through the Ring of Fire (ROF) 

Regional Framework Agreement (RFA)  
• Prepare budget and maintain work plan 

Apr RC  Sustainable 
Funding  
Updated budget 
Updated work 
plan 

4.1.2 Coordinate:  
• Coordinate Steering Committee, MHCWG and 

MHSSTG 

Dec - 
Jan 

RC  Informed 
guidance and 
decision making   

4.1.3 Engage:  
• HC, MoHLTC and NWLHIN 

M RC  Understanding 
aggregation and 
the need for 
coordination 

4.1.4 Information:  
• Plan for aggregation and coordination of 

integrated services 

Mar RC Plan for 
aggregation and 
coordination of 
integrate MHC 
services 

 

4.2 Develop a Memorandum 
of Understanding(s) to 
advance and define the 
MHC’s health care 
relationship with 
provincial and federal 
health authorities in a 
manner that devolves 
health care to the MHC.  

4.2.1 Support:  

• Secure funding through the Ring of Fire (ROF) 
Regional Framework Agreement (RFA)  

• Prepare budget and maintain work plan 

Apr RC  Sustainable 
Funding  
Updated budget 
Updated work 
plan 

4.2.2 Coordinate:  
• Coordinate Steering Committee, MHCWG and 

MHSSTG 

Sep - 
Nov 

RC  Informed 
guidance and 
decision making   

4.2.3 Engage:  
• HC and MoHLTC  

Sep - 
Nov 

RC  Understanding 
authority in health 
care 
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4.2.4 Information:  
• Create a draft MOU 

Mar RC Draft MOU  



Health Services Integration Fund Proposal 
 

© CAID  43 

10. Budget 
 

Please, see attached spread sheets with detailed budget breakdowns, including “Other” 
expenses. 

 

Category 2016-2017 2017-2018 TOTAL ALL YEARS 

Personnel  - Consultant 120,000 120,000 240,000 

Supplies & Services 0 0 0 

Travel & Accommodation 30,000 30,000 60,000 

Equipment & Office Rental 0 0 0 

Communication & 
Dissemination 0 0 0 

Training & Staff Development 0 0 0 

Evaluation 0 0 0 

Minor Capital 0 0 0 

Other* 16,000 16,000 32,000 

Total  166,000 166,000 332,000 

*        Administration  
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RATING SCALE:                   Executive Summary:  Total 6 
                                                   Project Description:    Total 23 
                                                   Technical Criteria:       1 point each. Total 12. Yes, No, Unclear, Not Met 

 
 

Health Services Integration Fund 
Ontario Region 

 
 
 

Proposal Assessment Template 

Funding Applicant: 
 

Primary Provincial Partner:  RATINGS  
COMMENTS 
 

Other Partners:  
 

 

Project Title:  

Assessor:                                                                      Date:  

Duration: April 1, 2016 to March 31, 2017; April 1, 2017 to March 31, 2108  
Budget Requested  

2016/17 2017/18 Total for Both Years  
$  $        $  

Executive Summary  
� Issue or problem  to be addressed, link to HSIF objective 

 
/2 

� How will this project addresses the issue/problem and links to HSIF objectives 
 

/2 

� How will success be measured? How will you know if the problem is resolved or the 
situation has improved and the roles the partners are playing in the solution? 

 

/2 

Project Description  
� Description of the issue/problem that this project will address:  

 
/3 

� Background e.g. preparatory work, previous HSIF funded activities 
 

/2 

� Rationale to why this issue or need is identified as a priority for the applicant, partner and 
target population: 

 

/3 

� Description of the “before” and “after” picture envisioned as a result of this project 
 

/3 
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� Identification of roles and contributions of each key project partner. Clear 
demonstration that all partners have offered concrete, informed support for the 
proposed initiative. Partnership can be demonstrated by co-authoring this proposal, 
offering to contribute financially or some form of tangible in-kind support or 
providing personnel from their organization to work on the project team. 

 

/3 

� Description of partners’ capacity and readiness to implement the proposed project 
(project personnel’s project management experience, existing partnerships or 
arrangements to build upon, etc). 

 

/2 

� Key challenges or risk factors that may affect the project with descriptions of how 
these will be addressed and mitigated 

 

/2 

� Description of a credible and demonstrable approach to measuring increased 
access to, and/or quality of, the health services as a result of the project, i.e. a “key 
performance indicator(s)”. 

 

/2 

� Sustainability plan for the proposed project, including any projected new 
operational or infrastructural costs needed to sustain the proposed integration 
arrangement or process. 

 

/3 

   
 

Technical Criteria 
Met 

 
Not 
Met 

 
Unclear 

 
N/A 

 
Assessment / 

Recommendation(s) 
/ Comment(s) 

(from all members) 

 

(Y/N) 

Project Characteristics  
1. Involvement of multiple communities or organizations       

 
 

/1 

2. Proposal is jointly prepared by qualified 
representatives from all participating jurisdictions, 
including organizations with provincial funding. 

     /1 
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3. Project objective is well-defined and focused on the achievement of 
tangible deliverables  

     /1 

4. Project partners demonstrate a commitment to jointly implement a 
specific, tangible systems change that will increase/improve access to 
health services for First Nations. 

     /1 

5. Project proposed at least one credible, measurable approach to 
assessing increased access to demonstrate increased/improved access 
to health services over time as a result of the project. 

     /1 

Project Management 
6. Proposal includes a work plan that identifies timelines, milestones roles 

& responsibilities and verifiable products/deliverables or outputs 
     /1 

7. Work plan appears realistic given planned resources, experience of 
team, quality of partnerships, previous history, etc. 

     /1 

Project Resources 
8. Proposal identifies the qualifications, specific role and time 

commitments of project team members. 
     /1 

9. Project proponent and key partner organizations demonstrate that they 
possess a core team of  staff who are able to dedicate sufficient 
quantities of time to the project. 

     /1 

10. Budget contains only eligible expense categories (i.e., Personnel, 
Supplies/Services, Travel/Accommodation, Equipment/Office Rental, 
Communication, Training/Development, Evaluation, Minor Capital)  

     /1 

11. Budgeted amounts are cost efficient and within the norm      /1 

12. Project salary costs are in line with established public sector 
benchmarks. 

     /1 

 
SCORING: 
 
Executive Summary:   Total 6 
Project Description:    Total 23 
Technical Criteria:       1 point per criteria.  Total: /12 Yes/ No/ Unclear/Not Met   
TOTAL SCORE:            /41 
Applications will be rank ordered based on consensus on total score.
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Health Issues Raised by  First Nation 

 
 
Preliminary discussions with EFN revealed several health issues. These issues include, but are not 
limited to: 

 
1. Physical health issues:  

• The need for increased access to in-community physician and nursing services; 
• The need to shorten and better coordinate travel times for out-of-community 

health services; 
• The need to address problems with the Non-Insured Health benefits Program; 
• The need for improved community-based palliative care;  
• The need to address health care for off-reserve band members;  
• The need to include traditional healing; 
• The need for better elder health services. 
• The need to promote a First Nation health authority; and, 
• The need for a liaison officer to work towards the development of a First Nation 

health authority. 
2. Mental health issues: 

• The need for workshops to better understand human behaviour; 
• The need to stop suicide epidemics; 
• The need for public awareness of historic contributions; and, 
• The need for public information and easy access to help. 

3. Social health issues: 
• The need to promote detoxification (prescription drug abuse and alcohol) 

centres; 
• The need to include culture in detoxification programs; 
• The need to promote and direct child welfare; 
• The need to promote and protect the family; and, 
• The need for educators. 

4. Spiritual health issues: 
• The need to promote healing lodges; and, 
• The need to teach and promote culture in context of healing journeys. 
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Objectives Specific Activities/Actions Date Lead Deliverables Outcomes 

Consult Matawa 
Communities  

 
 
 

 

2016-17 

1.1.1 Engage each community: 
One day bilateral information session for governance and elders 
with the RC and one MFNM staff to: 
• Introduce the HSIP planning process for the MHC. 
• Answer questions. 
• Introduce the community consultation and ask Elders and 

governance for a protocol to consult the community on health. 
• Seek elders with gifts and present consultation questions 

Apr RC . Introduce MHCI 
Receive community 
consultation protocols 
Engage elders 

1.1.2 Consult elders in each community. 
A 4-day consultation recorded event done by the RC, RCA, CF, an 
interpreter and Health Director on: 
• Receive oral history and legends. 
• Ask base questions and bridging questions. 

May- 
Aug  

RC  Elder input 
Cultural guidance 
 

1.1.3 Consolidate, transcribe and translate results of elder 
consultation for presentation in later consultations. 

Aug RC  Interim consolidation 
of elder consultation. 

1.1.4 Consult community members in each community: 
A 4-day open-door, walk-in consultation done by the RC, RCA, CF 
and Health Director.  
• Results of elder consultation will be presented. 
• Ask base questions and bridging questions. 

Sep - 
Dec 

RC  Community member 
input. 
Individual program 
needs 
Family program 
needs 

1.1.5 Consult councils, stakeholders and service providers in 
each community. 
The CF will provide in-community help for councils to respond. 
• Provide the results of elder consultation in writing to 

community councils, stakeholders and service providers.  
• Use the end of the community member consultations as the 

deadline for submissions.  
• Ask for a written input on the base questions and bridging 

questions. 

Sep- 
Dec 

CF  Council(s) input  
Service providers 
input 
Special group 
program needs 
Resource needs for 
service delivery 
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1.1.6 Consolidate results of elder, community member, council 
and service provider consultations for presentation in 
governance consultation. 

Dec-Jan RC  Interim consolidation 
of consultations 

2017-18 
1.1.7 Consult governance in each community: 
A 2-day consultation done by the RC and RCA.  
• Results of all consultations will be presented in a 4 health care 

component format.  
• Base and bridging questions will be asked. 

May-
June 

RC  Governance input 
Community policy 
needs 

1.1.8 Consolidate results of all consultations. July RC  Interim final results of 
the Matawa health 
care consultations. 

1.1.9 Presentation of the final results for the Matawa health 
care consultations to Matawa Chiefs in Council for ratification. 

July MHCWG Final report of the 
Matawa health care 
consultations. 

 

 

1.2 Catalogue service 
providers in each 
community. 

2016-17 

1.2.1 Each CF will engage every in-community health care 
service provider to catalogue their organization’s: 
• Business Structure (ex: incorporation, boards, officers). 
• Annual budgets, sources of funding and assets. 
• Service delivery structure (staff, facilities, equipment). 
• Services delivered (descriptions and usage). 
• Programs delivered (descriptions and measures of success). 

May-
July 

RC Catalogue of existing 
services, programs and 
resources in each 
community. 

A clear understanding 
of community 
services, programs 
and resources.  

 
1.3 Catalogue regional 
(extra-community) health 
services and programs. 
 

2016-2017 

1.3.1 The RC will engage regional service providers to 
catalogue their organization’: 
• Health care service providers: 

o Services and programs offered. 
o Current services and programs offered to Matawa 

communities. 
o Geographic location and transportation availability. 

May-
July 

RC Catalogue of existing 
regional services, 
programs and resources. 

A clear understanding 
of regional services, 
programs and 
resources. 
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o Resource needed to provide services to Matawa 
communities. 

• Other regional stakeholders: 
o Travel. 
o Accommodations. 
o Food. 
o Other. 

 

2.1 Develop a health 
governance model and 
funding streams for 
defined services and 
programs of the MHC  

2016-17 

2.1.1 Engage HC, NWLIHN and MHLTC. 
Discussions regarding federal and provincial: 
• Health care bureaucracy and funding 
• Existing health care structure, health care delivery and public 

health models 
• Health services transfer and potential MHC governance 

models. 
• Rezoning the LHIN to accommodate Matawa health needs. 

April- 
Oct 

RC  Create an 
understanding for 
MHC governance 
model discussions. 

2.1.2 3-day conference in Thunder Bay on health cooperative 
governance models with the MHCWG, MHSSTG, RC, HSMB 
Manager and MFNM senior advisory staff. Included will be 
information from: 
• HC and MHLTC engagement. 
• Elder and Community Member Consultations 
• Mapping of community health services 

Oct MHCWG  Selection of a 
governance model for 
further discussion  

2.1.3 Discussions with HC, NWLIHN and MHLTC to ensure 
approval of the model MHC governance. 

Nov RC  A draft of the MHC 
governance model. 

2.1.4 Introduction of governance model to Chiefs in Council for 
ratification. 

Dec MHCWG  Introduction of  the 
governance model to 
Chiefs 

2.1.5 One day visits to each community to meet with governance 
to answer questions on the governance model and the way it 
was arrived at.  

Jan-Feb RC   Introduction of  the 
MHC governance 
model to community 
and governance. 

2.1.6 Resolution presented to Chiefs in Council for ratification. Mar  MHCWG Approved MHC  
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governance model. 

 
 2.2 Define the 4 cultural 
health components for 
regional and community 
services and programs 
from consultation results. 

2017-18 

2.2.1 Four 3- day workshops spaced 3 weeks apart using the 
results of consultations to include each of the 4 cultural health 
components into the MHC structure with the MHCWG, RC 
and Senior MFNM advisory staff. 
• Physical. 
• Mental 
• Social 
• Spiritual 

Sep- 
Nov 
 

MHCWG  Definition for the 
cultural base to MHC 
service and programs 
Draft report on the 
cultural guidelines for 
MHC services and 
programs at the 
community and 
regional levels. 

2.2.2 Presentation of the Report on the Cultural Guidelines for 
MHC services and programs at the Community and Regional 
Levels to Matawa Chiefs in Council. 

Dec MHCWG  Introduction of the 
Report on the Cultural 
Guidelines for MHC 
services and programs 
at the Community and 
Regional Levels to 
Chiefs in Council 

2.2.3 One day visit to each community to present and answer 
questions from governance and elders in the morning (with 
lunch) and from the community in the afternoon (with dinner). 
All plans will be presented: 
• The Cultural Guidelines for MHC services and programs at 

the Community and Regional Levels. 
• Plan for the integration of Matawa health services with 

regional service providers. 
• Plan for the aggregation and coordination of community and 

regional Matawa health services into the MHC, 
• Plan for the MHC governance model 
• MOU 

Jan-Feb RC   Introduction of the 
report and MOU to 
communities and 
governance. 

2.2.4. Resolution presented to Chiefs in Council for ratification. 
Also present the  

Mar  MHCWG Report on the 
Guidelines for MHC 
services and programs at 
the Community and 
Regional Levels 
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3.1.1 Plan remote and 
regional-based physician 
service hubs: 

. 

2017-18 

3.1.1.1 Discussions and planning with NOSM on resource needs 
for EFN to function as a physician hub for EFN and the four 
other remote Matawa communities. 

May-
Aug 

RC  List of resources for a 
remote physician hub. 

3.1.1.2 Discussion and planning with NOSM and DH on 
resource needs for DH to function as a physician hub for 
Matawa outpatient services and physician services to road-
access communities. 

May-
Aug 

RC  List of resources for 
outpatient service and 
a physician hub 
operating from a local 
regional hospital. 

3.1.1.3 Plan remote and local hospital physician hubs with HC, 
MHLTC and MWLHIN that integrate into a central 
administration and other regional services. Ensure that 
recognized problems and needs are addressed including the 
incorporation of: 
• A new Matawa LHIN zone 
• Physician services 
• Nursing service 
• Public health services 
• Mental health and addictions services 
• Elder care services 

Sep-Oct RC Plan for remote and 
regional Matawa 
Physician hubs. 

 

 
3.1.2 Create a post-
secondary remote 
physician medical 
residency training and 
recruitment programs for 
remote First Nations: 

 

2016-17 

3.1.2.1 Work to establish a “one-of” medical residency 
placement through NOSM with a Return of Service to EFN.  

April RC 3-year Return of Service 
Agreement between 
physician and MHC. 

Commence training 
of the first physician 
for Matawa health 
services. 

3.1.2.2 Develop programs with NOSM for remote First Nation 
residency (RFNR) training. 

May-
March 

RC  1. Selection Criteria for 
medical graduates. 

2. Selection committee 
members. 

3. Curriculum for 
RFNR 2-year 
program. 

Training program for 
remote First nation 
physicians. 
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3.1.2.3 Discussion and planning with DH and NOSM on DH 
resource needs for 2 RFNR placements per year 

May-
Sep 

RC  List of resource needs 
for RFNR placements 
at DH. 

2017-18 

3.1.2.4 Continue second year of medical residency 
• Second and final year of medical residency placement through 

NOSM. 

April RC  Finish training of the 
first physician for 
Matawa health 
services. 

3.1.2.5 Work to engage a second physician for residency 
training. 
• Selection of a medical graduate for the remote First Nation 

training program at NOSM with a placement at DH and a 
Return of Service Agreement with EFN. 

April HSMB 
Manager 

3-year Return of Service 
Agreement with MHC.  

Fill a second position 
of the Matawa 
residency placement 
program. 

 

3.1.3 Plan the integration 
of Matawa physician 
services with regional 
service providers: 

 

2016-17 
3.1.3.1  Engage in discussion with germane regional service 
providers and health authorities. 

Apr-
Mar 

RC  Understand services 
and programs offered 
in region 
Create an awareness 
of the MHC and  

3.1.3.2  Create working relationships. Apr-
Mar 

RC  Create committees 

2017-18 

3.1.3.3  3-day workshop on the integration of Matawa physician 
services with regional hospitals and other regional service 
providers with the MHC as its own LHIN zone. 

Dec MHCWG  Decision making 
Draft plan for the 
integration 

3.1.3.4  3-day conference with MHSSTG, MHCWG, RC and 
MFNM senior advisory staff to present and respond to 
questions regarding the: 
• Report on the Guidelines for the Matawa Health Authority 

Health Care Components at the Community and Regional 
Levels. 

• Plans for the integration of Matawa physician, mental health, 

Jan MHCWG  Introduce plans and 
structures. 
Disseminate accurate 
information into 
community health 
services 
Receive input and 
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nursing and elder services with regional hospitals and other 
regional service providers. 

support. 

3.1.3.5  Present the plan for the integration of Matawa 
physician services with regional hospitals and other regional 
service providers to the Chiefs in Council. 

Mar  MHCWG Plan for the integration 
of Matawa physician 
services with regional 
hospitals and other 
regional service 
providers. 

 

 

3.2.1 Plan the integration 
of Matawa mental health 
services with regional 
service providers: 

 

2016-17 
3.2.1.1  Engage in discussion with germane regional service 
providers and health authorities. 

Apr-
Mar 

RC  Understand services 
and programs offered 
in region 
Create an awareness 
of the MHC and  

3.2.1.2  Create working relationships. Apr-
Mar 

RC  Create committees 

2017-18 

3.2.1.3  3-day workshop on the integration of Matawa mental 
health services with regional service providers with the MHC as 
its own LHIN zone. 

Dec MHCWG  Decision making 
Draft plan for the 
integration 

3.2.1.4  3-day conference with MHSSTG, MHCWG, RC and 
MFNM senior advisory staff to present and respond to 
questions regarding the: 
• Report on the Guidelines for the Matawa Health Authority 

Health Care Components at the Community and Regional 
Levels. 

• Plans for the integration of Matawa physician, mental health, 
nursing and elder services with regional hospitals and other 
regional service providers. 

Jan MHCWG  Introduce plans and 
structures. 
Disseminate accurate 
information into 
community health 
services 
Receive input and 
support. 

3.2.1.5  Present the plan for the integration of Matawa mental 
health services with other regional hospitals and other regional 
service providers to the Chiefs in Council. 

Mar  MHCWG Plan for the integration 
of Matawa mental health 
services with regional 
hospitals and other 
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regional service 
providers. 

 

3.3.1 Plan the integration 
of Matawa nursing 
services with regional 
service providers: 

 

2016-17 
3.3.1.1  Engage in discussion with germane regional service 
providers and health authorities. 

Apr-
Mar 

RC  Understand services 
and programs offered 
in region 
Create an awareness 
of the MHC and  

3.3.1.2  Create working relationships. Apr-
Mar 

RC  Create committees 

2017-18 

3.3.1.3  3-day workshop on the integration of Matawa nursing 
services with other regional service providers with the MHC as 
its own LHIN zone. 

Dec MHCWG  Decision making 
Draft plan for the 
integration 

3.3.1.4  3-day conference with MHSSTG, MHCWG, RC and 
MFNM senior advisory staff to present and respond to 
questions regarding the: 
• Report on the Guidelines for the Matawa Health Authority 

Health Care Components at the Community and Regional 
Levels. 

• Plans for the integration of Matawa physician, mental health, 
nursing and elder services with regional hospitals and other 
regional service providers. 

Jan MHCWG  Introduce plans and 
structures. 
Disseminate accurate 
information into 
community health 
services 
Receive input and 
support. 

3.3.1.5  Present the plan for the integration of Matawa nursing 
services with regional hospitals and other regional service 
providers to the Chiefs in Council. 

Mar  MHCWG Plan for the integration 
of Matawa nursing 
services with regional 
hospitals and other 
regional service 
providers. 

 

 

3.4.1 Plan the integration 
of Matawa elder services 
with regional service 

2016-17 
3.4.1.1  Engage in discussion with germane regional service Apr- RC  Understand services 



2016-2018 Work Plan for Matawa Health Cooperative 
 

 

 © CAID  56 
 

providers: 

 

providers and health authorities. Mar and programs offered 
in region 
Create an awareness 
of the MHC and  

3.4.1.2  Create working relationships. Apr-
Mar 

RC  Create committees 

2017-18 

3.4.1.3  3-day workshop on the integration of Matawa elder 
services with other regional service providers with the MHC as 
its own LHIN zone. 

Dec MHCWG  Decision making 
Draft plan for the 
integration 

3.4.1.4  3-day conference with MHSSTG, MHCWG, RC and 
MFNM senior advisory staff to present and respond to 
questions regarding the: 
• Report on the Guidelines for the Matawa Health Authority 

Health Care Components at the Community and Regional 
Levels. 

• Plans for the integration of Matawa physician, mental health, 
nursing and elder services with regional hospitals and other 
regional service providers. 

Jan MHCWG  Introduce plans and 
structures. 
Disseminate accurate 
information into 
community health 
services 
Receive input and 
support. 

3.4.1.5  Present the plan for the integration of Matawa elder 
services with regional hospitals and other regional service 
providers to the Chiefs in Council. 

Mar  MHCWG Plan for the integration 
of Matawa elder 
services with regional 
hospitals and other 
regional service 
providers. 

 

 

4.1 Plan the aggregation 
and coordination of 
integrated community and 
regional health services. 

2017-18 

4.1.1  3-day workshop on the inclusion of integrated health 
service plans into the planned structure and governance of the 
MHC. This will include: 
• Human Resources Plans  
• Financial Resources Plans 
• Capacity Building, Professional Development and 

Education/Training 

Dec MHCWG  Decision Making 
Draft plan for the 
aggregation and 
coordination services 
into the MHC. 
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• Capital Needs. 
• Prioritization and Implementation Schedule 

4.1.2  3-day conference with MHSSTG, MHCWG, RC and 
MFNM senior advisory staff to present and receive comments 
and respond to questions on the: 
• Plan for the aggregation and coordination of community and 

regional integrated health services into the MHC. 
• Draft MOU. 

Jan MHCWG  Receive input 
Disseminate accurate 
information into each 
community and it 
health staff for the 
planned MHC. 

4.1.3  Present the draft plan for the aggregation, integration 
and coordination of community and regional Matawa health 
care components and services into the MHC to the Chiefs in 
Council. 

Mar  MHCWG Plan for the aggregation 
and coordination of 
community and regional 
Matawa health care 
services into the MHC. 

 

 

4.2 Develop a 
Memorandum of 
Understanding(s) to 
advance and define the 
MHC’s health care 
relationship with 
provincial and federal 
health authorities in a 
manner that devolves 
health care in the MHC 

2016-17 

4.2.1  Engage HC, NWLIHN and MHLTC. 
Discussions regarding federal and provincial: 
• Health care bureaucracy and funding 
• Existing health care structure, health care delivery and public 

health models 
• Health services transfer and potential MHC governance 

models. 
• Rezoning the LHIN to accommodate Matawa health needs. 

April- 
Oct 

RC  Create a jurisdictional 
and bureaucratic 
knowledge base for 
the MHCWG.  

4.2.2  3- day meetings of the MHCWG quarterly for group 
work and direct discussion with provincial and federal 
authorities.  
• Monthly conference calls will provide updates to the 

MHCWG for months in which no meeting occurs.  

April 
July 
Oct 
Jan 
 

HSMB 
Manager 

Progress reporting to 
Matawa Chiefs in 
Council. 

Decision making; 
Project team 
directing; 
Relationship building 
towards on MOU on 
the MHC. 

2017-18 

4.2.3  Engage HC, NWLIHN and MHLTC in discussion 
towards the MOU as needed* (*here 3 times). Discussions 
regarding: 

May 
Jun 
Sep 

RC  Create a jurisdictional 
and bureaucratic 
knowledge base for 
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• Tripartite health care agreements. 
• Mechanism of provincial and federal health authority transfer 

to Matawa First Nations. 
• Tangible commitments to close the gap in health care. 
• Rezoning the LHIN to accommodate Matawa health needs. 

 the MHCWG.  

4.2.4  3- day meetings of the MHCWG quarterly for group 
work and direct discussion with provincial and federal 
authorities.  
• Monthly conference calls will provide updates to the 

MHCWG for months in which no meeting occurs.  

Apr 
July 
Oct 
Jan 
 

HSMB 
Manager 

Progress reporting to 
Matawa Chiefs in 
Council. 

Decision making; 
Project team 
directing; 
Relationship building 
towards on MOU on 
the MHC. 

4.2.5  Negotiate a draft MOU with provincial and federal 
authorities (2 meetings) 
Ensure (among other issues): 
• MHC structures include 

o Health services with the 4 components for 
 Physician services 
 Mental health services 
 Nursing services 
 Elder services 

o Addiction services 
o Public health services 

• A redefining of the LHIN zones for a Matawa 

Sep 
Nov 

MHCWG  Draft MOU 

4.2.6  One day visits to each community to answer questions on 
the interim Report on the Guidelines for the Matawa Health 
Authority Health Care Components at the Community and 
Regional Levels and MOU and the way it was arrived at. 
• Meet with governance. 
• Community dinner. 

Jan-Feb RC   Introduction of the 
report and MOU to 
communities and 
governance. 

4.2.7  Draft presented to Chiefs in Council for ratification. Mar MHCWG Signed MOU  

 

Matawa Health Cooperative Initiative Budget Detail  
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1.0 Engagement Processes  

1.1 Community 2016-17 2017-18 
Total 

 

Component 1.1.1 1.1.2 1.1.3 1.1.4 1.1.5 1.1.6 1.1.7 1.1.8 1.1.9  
Elder honorarium1 10,800 43,200               54,000  
Assistant2   5,400   5,400     3,240     14,040  
Snacks + Lunch3 8,280 33,120   10,848     16,560     68,808  
Room Rental4 3,150 12,600   12,600     6,300     34,650  
Travel5 14,400 14,400   14,400     14,400   800 58,400  
Hotel6 5,580 13,950   13,950     8,370   420 42,270  
meals7 3,119 7,345   7,345     4,528   311 22,648  
Supplies8 2,160     1,362       15,200   18,722  
Transcribe/Translate9   10,800 34,020         4,500   49,320  
Total - Communication 47,489 140,815 34,020 65,905 0 0 53,398 19,700 1,531 362,858  

   
1.2 Com. Services 2016-17                 

Total  
Component 1.2.1                  

Elder honorarium1                      
Assistant2                      
Snacks + Lunch3                      
Room Rental4                      
Travel5                      
Hotel6                      
meals7                      
Supplies8                      
Transcribe/Translate9                      
Total - Communication 0                 0  

   
1.3 Reg. Services 2016-17                 

Total  
Component 1.3.1                  

Elder honorarium1                      
Assistant2                      
Snacks + Lunch3                      
Room Rental4                      
Travel5                      
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Hotel6                      
meals7                      
Supplies8                      
Transcribe/Translate9                      
Total - Communication 0                 0  

   
2.0 Matawa Health Cooperative Structure  
2.1 Gov. Model 2106-17       

Total  
Component 2.1.1 2.1.2 2.1.3 2.1.4 2.1.5 2.1.6        

Elder honorarium10   600               600  
Assistant2                   0  
Snacks + Lunch3   1,170     8,280         9,450  
Room Rental4   450     3,150         3,600  
Travel5   8,000   800 7,200         16,000  
Hotel6   4,200   420 2,790         7,410  
meals7   3,110   311 1,710         5,131  
Supplies8   1,000 3,800             4,800  
Transcribe/Translate9     1,500             1,500  
Total - Communication 0 18,530 5,300 1,531 23,130 0       48,491  

   
2.2 Define Structure 2017-18           

Total  
Component 2.2.1 2.2.2 2.2.3 2.2.4            

Elder honorarium10 2,400                 2,400  
Room Rental4 1,800                 1,800  
Travel5 12,800 800               13,600  
Hotel6 6,720 420               7,140  
meals7 4,976 311               5,287  
Supplies8 800 15,200               16,000  
Transcribe/Translate9   4,500               4,500  
Snacks + Lunch3                   0  
                    0  
Total - Communication 29,496 21,231 0 0           50,727  

   
3.0 Matawa Health Cooperative Components  
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3.1 Planning Physician services  
3.1.1 Services 2017-18             

Total  
Component 3.1.1.1 3.1.1.2 3.1.1.3              

Elder honorarium10                   0  
Room Rental4                   0  
Travel5   2,490               2,490  
Hotel6   2,480               2,480  
meals7   1,520               1,520  
Supplies8   400               400  
Transcribe/Translate9                   0  
Snacks + Lunch3                   0  
                    0  
Total - Communication 0 6,890 0             6,890  

   
3.1.2 Training 2016-17 2017-18         

Total  
Component 3.1.2.1 3.1.2.2 3.1.2.3 3.1.2.4 3.1.2.5          

Elder honorarium10                   0  
Room Rental4                   0  
Travel5     1,140             1,140  
Hotel6                   0  
meals7     311             311  
Supplies8                   0  
Transcribe/Translate9                   0  
Training (NOSM)11 180,616     188,200           0  
Total - Training 180,616 0 0 188,200 0         368,816  
Total - Communication 0 0 1,451 0 0         1,451  

   
3.1.3 Integration 2016-17 2017-18         

Total  
Component 3.1.3.1 3.1.3.2 3.1.3.3 3.1.3.4 3.1.3.5          

Elder honorarium10     600             600  
Room Rental4     450             450  
Travel5 5,080   3,200             8,280  
Hotel6 1,240   1,680             2,920  
meals7 1,555   1,244             2,799  
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Supplies8 200   200   15,200         15,600  
Transcribe/Translate9         4,500         4,500  
                    0  
                    0  
Total - Communication 8,075 0 7,374 0 19,700         35,149  

   
3.2 Planning Mental Health Services  
3.2.1 Integration 2016-17 2017-18         

Total  
Component 3.2.1.1 3.2.1.2 3.2.1.3 3.2.1.4 3.2.1.5          

Elder honorarium10     600 600           1,200  
Room Rental4     450 450           900  
Travel5 5,080   3,200 8,000           16,280  
Hotel6 1,240   1,680 4,200           7,120  
meals7 1,555   1,244 3,110           5,909  
Supplies8 200   200 200 15,200         15,800  
Transcribe/Translate9         4,500         4,500  
                    0  
                    0  
Total - Communication 8,075 0 7,374 16,560 19,700         51,709  

   
3.3 Planning Nursing Services  
3.3.1 Integration 2016-17 2017-18         

Total  
Component 3.3.1.1 3.3.1.2 3.3.1.3 3.3.1.4 3.3.1.5          

Elder honorarium10     600             600  
Room Rental4     450             450  
Travel5 5,080   3,200             8,280  
Hotel6 1,240   1,680             2,920  
meals7 1,555   1,244             2,799  
Supplies8 200   200   15,200         15,600  
Transcribe/Translate9         4,500         4,500  
                    0  
                    0  
Total - Communication 8,075 0 7,374 0 19,700         35,149  
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3.4 Planning Elder Services  
3.4.1 Integration 2016-17 2017-18         

Total  
Component 3.4.1.1 3.4.1.2 3.4.1.3 3.4.1.4 3.4.1.5          

Elder honorarium10     600 600           1,200  
Room Rental4     450 450           900  
Travel5 5,080   3,200 8,000           16,280  
Hotel6 1,240   1,680 4,200           7,120  
meals7 1,555   1,244 3,110           5,909  
Supplies8 200   200 200 15,200         15,800  
Transcribe/Translate9         4,500         4,500  
                    0  
                    0  
Total - Communication 8,075 0 7,374 16,560 19,700         51,709  
   
4.0 Aggregation and Coordination of Integrated Service Plans for Devolution  
4.1 Planning 2017-18             

Total  
Component 4.1.1 4.1.2 4.1.3              

Elder honorarium10 600 600               1,200  
Room Rental4 450 450               900  
Travel5 3,200 8,000               11,200  
Hotel6 1,680 4,200               5,880  
meals7 1,244 3,110               4,354  
Supplies8 200 200 15,200             15,600  
Transcribe/Translate9     4,500             4,500  
                    0  
                    0  
Total Communication 7,374 16,560 19,700             43,634  

   
4.2 MOU 2016-17 2017-18     

Total  
Component 4.2.1 4.2.2 4.2.3 4.2.4 4.2.5 4.2.6 4.2.7      

Elder honorarium10   1,200   1,200 1,200         3,600  
Room Rental4   900   900 900 3,150       5,850  
Travel5   6,400   6,400 6,400 7,200       26,400  
Hotel6   3,360   3,360 3,360 2,790       12,870  
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meals7   2,488   2,488 2,488 1,711       9,175  
Supplies8   400   400 400         1,200  
Transcribe/Translate9                   0  
Snacks + Lunch3           38,880       38,880  
                    0  
Total - Communication 0 14,748 0 14,748 14,748 53,731 0     97,975  

   
                         
             
             
             

1 Elder Honorarium @$150/dy; 72 Elders  2016-17       

2 Assistant  @$600/wk  2017-18       

3 Snacks @$4ea; Lunch @$15ea          

4 Room @$350/dy or @$150/dy          

5 Travel $800/Flt ave; 0.54/km          

6 Hotel @$155/night or @$105/night          
7 Meals @16.55 bkfst; @16.80 lnch; @44.40/din; 
@17.30 incid. 

         
         

8 Supplies -(Reports/Meeting Pks/flip chart)          
9 Transcribe @$120/hr; Translate @$.30/wrd or 
$300/dy 

         
         

10 Elder Honorarium @$200/dy; 1 Elder          

11 NOSM Operating Costs & Paro Scales          
             

             
The budget corresponds to the similarly colour-coded Work Plan titled "2016-18 Work Plan for Health Cooperative" dated 2016-03-29. 
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Matawa Health Cooperative Budget Summary      

Category Item 2016-17 2017-18 Total      

Personnel FT Consultant* 120,000 120,000 120,000 120,000 240,000      
Sup/Serv Audit 5,000 5,000 5,000 5,000 10,000      

Travel/Accom * 30,000 30,000 30,000 30,000 60,000      
Comm/Diss Work Plan 1.1 288,229 

385,221 

74,629 

400,523 785,744 

     
Work Plan 1.2 0 0      
Work Plan 1.3 0 0      
Work Plan 2.1 48,491 0      
Work Plan 2.2 0 50,727      
Work Plan 3.1.1 0 6,890      
Work Plan 3.1.2 1,451 0      
Work Plan 3.1.3 8,075 27,074      
Work Plan 3.2.1 8,075 43,634      
Work Plan 3.3.1 8,075 27,074      
Work Plan 3.4.1 8,075 43,634      
Work Plan 4.1 0 43,634      
Work Plan 4.2 14,748 83,227      

Train/Dev Work Plan 3.1.2 180,616 180,616 188,200 188,200 368,816      
Other Admin - Mgt** 72,084 72,084 74,372 74,372 146,456      

     Totals 792,921   818,096 1,611,016      
       

*     Funds Obtained from Health Canada FNIHB HSIF ($322,520 with admin costs)      
**   Administration @10% (Includes admin for HSIF)      

  



 

 

RESOLUTION #01 – 04/02/2016 
 

Health and Social Planning Process and Implementation 
 

WHEREAS the Matawa Chiefs and Matawa Health and Social Services Task Group met to review the 
health and social needs and the current services based on previous health planning meetings, 
resolutions, reports, community concerns; and 
 
WHEREAS the major issues identified are: Suicide, Mental Health, Addictions, Physical Health, 
Supportive Housing, Capital, Equipment, Professional Development and other social issues within the 
spectrum of the determinants of health; and 
 
WHEREAS the long-standing issues of ineffective community service delivery, lack of agency co-
ordination, the need for community controlled case management system, the need for an alternative, 
innovative, wholistic, culturally appropriate health and social system and the need for adequate 
resourcing in capital and capacity building have been identified as problem area that need to be 
examined; and 
 
AND WHEREAS Matawa First Nations need a health and social system which will prepare their 
community members to be prepared for future mineral and other resource development which will 
impact both current and future generations; and  
 
AND WHEREAS health and social wellness are identified as pillar on the Regional Framework signed 
with Ontario;  
 
THEREFORE BE IT RESOLVED THE MATAWA FIRST NATIONS CHIEFS SUPPORT; 
 

1. To establish a working group consisting of the Matawa Manager of Health, (3) Community 
Health Directors and Elder Advisor to examine a Matawa Health Authority and /or alternate 
Health & Social Delivery System for communities to take over their services by looking at 
models, best practices, engaging with governments and agencies, etc. 

2. Matawa First Nations Management to seek funds to retain 1 Regional Consultant and 9 
Community-based Health & Social Facilitators to map out all the current health and social 
services/staff for Matawa First Nations and to develop options, recommendations, plans, 
phases, timelines and budgets. 

3. Matawa First Nations Management to seek funding from current programs and other funders 
both this and the next fiscal year, such as Regional Framework, Strategic Partnership Initiative, 
Health Canada Health Services Integration Funding, and others to develop this plan and its 



 
 

 

various components. 
4. Matawa Health and Social Services Task Group help assist the process , promote 

communications and community engagement.    
5. That the recommendations of the working group be presented at the Matawa Annual General 

Meeting in July 2016. 
 
 
 
MOVED BY:   Chief Dorothy Towedo, Aroland First Nation 
 
SECONDED BY:   Chief Elizabeth Atlookan, Eabametong First Nation 
 
Abstentions: 
 
Carried: (8)    
 
Dated in Thunder Bay, the 4th day of February 2016 
 
Chiefs Present:  
 
Chief Rick Allen, Constance Lake First Nation 
Chief Johnny Yellowhead, Nibinamik First Nation 
Chief Celia Echum, Ginoogaming First Nation 
Chief Elizabeth Atlookan, Eabametoong First Nation 
Chief Cornelius Wabasse, Webequie First Nation 
Chief Wayne Moonias, Neskantaga First Nation 
Chief Dorothy Towedo, Aroland First Nation 
Ervin Waboose, Proxy, Long Lake # 58 First Nation 
*Chief Bruce Achneepineskum, Marten Falls First Nation  
 
 
 
 
 
*Was absent but supported Resolution by e-mail. 



Matawa Medical Residency Proposal 
 

2016-02-22 Dr.   1 

Project Goal: To provide physician services to the First Nation communities of the Matawa Tribal 
Council area through the creation of an in-community medical residency program. 

 
Background: First Nation band members have poor access to preventative and emergency health 

care. The result is that band members in small remote communities have higher 
rates of disease than people living in metropolitan areas. Essentially, the health of 
remote First Nation communities suffers because of second class health care.1 The 
primary reason is that there are no physicians in remote First Nation communities.  

 
The mainstream medical community believes that off-site access to physicians 
through modern technology will solve the remote community health care problem. 
However, off-site access to physicians is not new and the health of community 
members in most remote regions has not benefitted significantly from technology-
based health care. The true solution (when possible) is to have coordinated in-
community health care with community-based physicians. This way, band 
members can receive first class preventative and emergency care. 
 

Justification: One reason for the lack of physicians in remote First nation communities is that 
provincial and federal health authorities have not invested in extending universal 
health care access into remote First Nation communities. There are a variety of 
reasons for the lack of investment, some historical and some pragmatic. 

 
Another reason for the lack of physicians is that medical school graduates have no 
access to training within remote First Nation communities -- no programs exist. 
This type of training would normally occur in a residency program after medical 
school graduation and licensing as a general practitioner. A residency of this nature 
would general run for a two year period.  
 
Dr.   (see attached resume) is a recent International Medical 
Graduate who has chosen to do a 2 year medical residency program in a remote 
First Nation community within the Matawa tribal region. He is willing to remain in 
the community for an additional 2 years (4 years total) after the completion of his 
medical residency.  
 
The Northern Ontario School of Medicine (NOSOM) is willing to work with 
Matawa First Nation Management (MFNM), Matawa communities and other 
stakeholders to create an in-community residency program . We need the written 
support of the Matawa Chiefs in Council to seek funding, create partnerships and 
to have early discussions with stakeholders.  
 
The Matawa Medical Residency Proposal is divided into three basic phases, but 
only the first phase is being brought in front of the Chiefs in Council for a resolution 
at this time. 

                                                
1 Allan, B. & Smylie, J. (2015). First Peoples, second class treatment: The role of racism in the health and well-

being of Indigenous peoples in Canada. Toronto, ON: The Wellesley Institute. 
http://www.wellesleyinstitute.com/wp-content/uploads/2015/02/Summary-First-Peoples-Second-Class-Treatment-
Final.pdf. Accessed 2015-12-07 

http://www.wellesleyinstitute.com/wp-content/uploads/2015/02/Summary-First-Peoples-Second-Class-Treatment-Final.pdf
http://www.wellesleyinstitute.com/wp-content/uploads/2015/02/Summary-First-Peoples-Second-Class-Treatment-Final.pdf
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Scope: A/ Preparation (Phase 1): This phase includes the ground work discussions with 

MFNM, NOSOM, Dr.  and other stakeholders to match the residency 
curriculum with needs. Engaging in this preparation phase does not commit the 
Matawa Tribal Council or its communities. 

 
B/ Establishing the Residency (Phase 2): This phase will create the residency and 
engage Dr.  in the functioning residency.  

 
C/ Building Community Health Care (Phase 3): This phase would occur during 
the residency program while Dr.  is in the community. 
 

Components: A/ Preparation (Phase 1): 
 

1. Obtain Chiefs in Council Resolution and letter of intent from Matawa Tribal 
Council. 

2. Identify additional stakeholders. 
3. Identify needs and concerns of stakeholders. 
4. Create a residency program through NOSOM to meet needs and concerns. 
5. Create a detailed phase 2 plan to initiate the residency program. 
6. Obtain Chiefs and Council Resolution of detailed phase 2 to engage a 

community. 
 
B/ Establishing the Residency (Phase 2): 

 
1. Obtain community Band Council Resolution to engage the community. 
2. Identify needs and concerns of the community and community stakeholders 

with the initial residency program. 
3. Create a detailed phase 3 plan for community health care. 
4. Obtain community Band Council Resolution to start the residency program. 
5. Prepare the physical needs (facilities, housing, etc.) for the residency program. 
6. Commence the community residency program and physician care. 

 
C/ Building Community Health Care (Phase 3): 
 
1. Work with the community to incorporate traditional medicine and diets into 

health care. 
2. Work with community stakeholders do identify specific community health 

needs. 
3. Work with community stakeholders to develop a community health care plan. 
4. Work with community stakeholders to create a coordinated patient record 

system for all health care providers within the community.  
5. Work with NOSOM and MFNM to create a permanent medical residency 

program in the Matawa tribal area. 
6. Work with NOSOM and MFNM to expand physician services from the 

medical residency program into all Matawa tribal area fly-in communities. 
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Budget:  No funds are requested at this time for Phase 1. 
 
Submitted to:   

 Matawa First Nation Management 
 233 S. Court Street, 2nd Floor 
 Thunder Bay, Ontario, P7B 2X9 
      

 
Submitted by: Dr.   MD 

 
  
 (    F      

 
Prepared By:  Dr. Richard G. Herbert, BSc, DVM 

 Christian Aboriginal Infrastructure Developments 
         

 
Submitted:  Original Submission 2015-12-08 
 



 

 
 




