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MINISTRY OF HEALTH 
INFORMATION BRIEFING NOTE 

 
 
Cliff # 955595  
 
PREPARED FOR: Honourable Dr. Margaret MacDiarmid, Minister of Health 
    - FOR INFORMATION 
 
TITLE: End-of-Life Care in BC - UPDATED 
 
PURPOSE: Approach for improving end-of-life care in BC including release of the 

Provincial End-of-Life Care Action Plan 
 
BACKGROUND: 
• The Ministry of Health (the Ministry) has prioritized improvements to end-of-life 

care since 2006. Recently, the Seniors Action Plan has reconfirmed that commitment. 
• The importance of providing quality end-of-life care will increase in the coming years 

as the incidence of chronic and life limiting disease rises, due in part to an aging 
population, and also to a strong desire of most British Columbians to die at home if 
possible. Patients and families also want to be included as partners in care. 

• In May 2006, the Ministry developed the Provincial Framework for end-of-life care 
that outlined the province’s policy on end-of-life care planning, services and 
approaches for health authorities and stakeholders, and contained more than 
130 recommendations. As a result, improvements in end-of-life care services across 
BC have been implemented through a number of different initiatives (Appendix 1). 

• Improved collaboration between physicians and health authorities has led to the 
introduction of interdisciplinary palliative care consultation and response teams. A 
significant shift from hospital to planned at home deaths has been supported by the 
Palliative Care Benefits Program. A revised Joint Protocol for Expected/Planned 
Home Deaths (2006) has been implemented. 

• Palliative protocols through the Guidelines and Protocols Advisory Committee has 
been developed and a palliative fee code for physicians introduced. A collaborative 
end-of-life care education module that promotes joint training of physicians and 
health care professionals is being delivered as part of the Practice Support Program.  

• Individuals of all ages at the end-of-life have increased access to a range of home 
health services to help them stay at home as long as possible, including for death. 
Services include:  home support, case management, community nursing, community 
rehabilitation, respite care, hospice care and innovative uses of technology that 
provides 24/7 support and information.  

• Every region has increased availability and access to publicly-funded hospice care 
services. BC has a total of 266 publicly-subsidized hospice palliative care beds1 
distributed across the province.  

 
1 Facilities Bed Count, September 2012. VIHA: 14 beds; NHA:  23 beds; FHA: 108 beds; VCHA:  50 beds; 
IHA:  71 beds 
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• The Provincial Health Services Authority (PHSA) also provides a range of end-of-life 
care services in several of its agencies and organizations. See Appendix 1 for health 
authority end-of-life initiatives. 

• Hospice Societies also provide many services that enhance the publicly-subsidized 
care system and support improvements in patient and family care experience. 

• A key initiative over the past year has been the implementation of advance care 
planning across the province to ensure capable adults have options for making their 
wishes and instructions known for future health care treatment and personal planning. 

 
DISCUSSION: 
• To increase individual, community and health care services’ capacity and support people 

at the end-of-life to remain at home and in their communities to the greatest extent 
possible an End-of-life Action Plan (Appendix 2) has been completed together with 
stakeholders and focuses on three fundamental areas: 
1. Redesigning health services to deliver timely coordinated end-of-life care together 

with physicians that includes improvements to existing services, and development of 
new services including expansion of telehealth and telemonitoring and development 
of stronger working relationships with specialized services delivered through the 
Provincial Health Services Authority including BC Cancer Agency and BC Renal 
Agency. 

2. Providing individuals, caregivers and health care providers with increased palliative 
care information, education, tools and resources, that includes a strategy for 
improving awareness of the palliative approach and the development of a provincial 
Centre of Excellence for End-of-life Care that serves all health authorites and health 
care professionals in BC. 

3. Strengthening health system accountablity and efficiency through improved access to 
information and services, and reporting out on effectiveness of the continuum of end-
of-life services and observance of advance care plans. 

 
ADVICE: 
Strengthen the delivery of quality end-of-life care throughout the province by: 
• releasing the Provincial End-of-life Care Action Plan for British Columbia;   
• establishing a provincial advisory committee that includes physicians, health 

authority staff and key stakeholders to oversee and provide advice on the  
implementation of the End-of-Life Action Plan; 

Program ADM/Division: Barbara Korabek, ADM, Health Authorities Division 
Telephone: 250-952-1297 
Program Contact (for content): Leigh Ann Seller, Executive Director Home Community and 

Integrated Care 
Drafter:   Janet Zaharia, Director  
Date: February 15, 2013 
File Name with Path:   955595 Revised Feb 2013 End of Life Care BN for Minister.doc 
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APPENDIX 1 

PROVINCIAL END-OF-LIFE CARE INITIATIVES 

BC Palliative Care Benefits Program 
This program provides palliative patients who receive care at home with access to comparable 
drug benefits, medical supplies and equipment from their health authority as those patients 
receiving care in hospital. 

Over 66,000 clients have received benefits 
since the program started in 2001.  
 
Physicians and End-of-Life Care in British Columbia 
The Provincial Framework for End-of-Life Care provides guidance to the General Practice 
Services Committee (GPSC), a joint committee of the Ministry of Health, the B.C. Medical 
Association, and the Society of General Practitioners of B.C. In recent years, the GPSC has 
undertaken the following key initiatives:  

• In 2009 the Palliative Care Incentive Fee Code for general practitioners was 
implemented; inclusion of specialists occurred in 2012.  

• An End-of-Life Care Practice Support Module was developed in 2010/2011 to assist 
family physicians and specialists provide interdisciplinary, shared end-of-life care with 
other physicians and allied health professionals, including Home and Community Care. 
The module has been updated to include use of the new provincial advance care planning 
materials. As of fall 2012 over 800 physicians have taken the training.2 
 

The Guidelines and Protocols Advisory Committee has developed a suite of End-of-Life Care 
and palliative care guidelines in partnership with the Family Practice Oncology Network. Part 1 
was released in 2010 and Parts 2 and 3 followed in 2011. 
 
Physicians and other primary health care providers are seen as key in supporting individuals and 
their families as death approaches, and are key in managing pain and symptoms with appropriate 
specialist support3. End-of-life care recommendations have been included in the service 
frameworks for dementia, chronic obstructive pulmonary disease, arthritis and osteoporosis.  
 
  

                                            
1 Ministry of Health, Pharmanet data, summer 2012 
2 Practice Support Program data (provided by Primary Health Care Branch), Ministry of Health, Fall, 2012 
3 Primary Health Care, Ministry of Health Services. Primary Health Care Charter. 2007 
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FRASER HEALTH CENTRE FOR EXCELLENCE IN END OF LIFE CARE 

         
  

 
  

 

The Fraser Health Centre for Excellence in 
End of Life Care will accelerate innovation 
and best practice in the field of quality care for 
people with life limiting conditions.   

 

  
In collaboration with its partners, the centre 
will generate leading edge knowledge and 
tools and share them with professionals and 
the interested public across BC, Canada and 
worldwide.  
  
Building on Fraser Health’s track record of 
award-winning programs and services, the 
centre will focus on research, education, 
information management, and policy & 
clinical care.   
 

PARTNERS  

BC Ministry of Health--University of Victoria -- Trinity Western University -- CARENET Canadian 
Researchers at End of Life -- Canadian Hospice Palliative Care Association -- CIHR -- MSHRF -- 
Canadian Partnerships Against Cancer -- Technology Evaluation in the Elderly -- Network Centres of 
Excellence (TECH VALUE NET) BC Hospice Palliative Care Association Learning Center for 
Palliative Care -- HealthLink BC  

  PROJECT HIGHLIGHTS   

 My Voice materials – award-winning and adapted or referenced by twenty Canadian Health care 
organizations as well as health organizations in USA, New Zealand and the UK   

 Hospice Residence Reference and Symptom Management Guidelines – adopted  by many 
Canadian organizations  

 After Hours Palliative Telenursing to enable home stays – award-winning and published model, 
adopted provincially April 2012  

 Initiative for a Palliative Approach in Nursing Education and Leadership – iPANEL (underway)  

 A mixed methods knowledge synthesis to a Palliative Approach (underway)  

 Advance Care Planning  projects: ACP Evaluation in Hospitalized Elderly patients  
(underway), “JUST ASK” campaign  
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END-OF-LIFE CARE INITIATIVES4 BY REGIONAL AUTHORITY 

Vancouver Island Health Authority  
The Vancouver Island Health Authority’s (VIHA) end-of-life care priorities were identified 
through an end-of-life care program review conducted in 2011 involving extensive stakeholder 
consultation. The priorities align with provincial direction to support high quality, appropriate 
and accessible end-of-life care to Vancouver Island residents. Implementation is ongoing and 
achievements include: 
• Leadership and infrastructure for coordinated end-of-life care services: 

• Implementation of a Manager of End-of-Life Care Services 
• Establishment of an End-of-Life Care Quality Council 
• Establishment of an End-of –Life Care Coordinating Council 
• Ongoing communication/planning with Vancouver Island Federation of Hospices; 

• Planning and implementation by Home and Community Care and local Divisions of Family 
Practice to develop Geographic Palliative Consultation Teams, to support clients with 
complex symptoms or psychosocial needs at the end of life regardless of location - in their 
homes, acute care, residential care and assisted living; 

• An in-progress review on the South Island of the Palliative Response Team services through 
Victoria Hospice, and palliative care services provided by the Home and Community Care 
Program; 

• Development of an end-of-life care service continuum to provide a range of services for the 
right care in the right place at the right time. 

Vancouver Coastal Health Authority  
Vancouver Coastal Health Authority (VCHA) priority initiatives focus on palliative care 
education, building community capacity, standardization of clinical practice and establishing a 
regional approach to advance care planning. Initiatives include: 
• Building community capacity to provide palliative care in the home with initiatives 

including: on-going caregiver education offered in partnership with community-based 
organizations; implementation of palliative care medication kits to improve access to 
medications in the home; and the development and distribution of Regional Community 
Hospice Palliative Care Clinical Practice Guidelines.  

• With the exception of Vancouver Community which has its own after-hours palliative 
service, VCHA has partnered with Fraser Health to provide an after-hours palliative nursing 
service for palliative patients; 

• Provided pilot sessional funding to support rural outreach modules in Sechelt/Gibsons and 
Squamish for enhanced skilled family physicians to provide community expertise to home 
care nurses; 

• Identification of acute in-patient populations with non-cancerous conditions including the 
frail elderly with under-recognized palliative care needs, who could benefit from a palliative 
approach to care and linking them to services they require; 

• Expansion of hospice palliative care in residential care with initiatives including: education 
sessions for all staff, access to specialized hospice palliative care consultation for residential 
clients, research, and integration of end-of-life care issues into the care-planning process; 

                                            
4 All health authority information is self-reported and is current to November 29, 2012 
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• Creation of Regional Hospice Standards; and 
• Initiation of an End-of-Life Care Community Reference Committee, consisting of 15 

community members to receive public input into the planning, implementation and 
evaluation of their program; 

Interior Health Authority  
For the past year Interior Health Authority (IHA) has achieved many milestones including: 
• Establishment of the After-Hours Palliative Nursing Service (AHPNS) in collaboration with 

all regional health authorities, HealthLink BC and the Ministry of Health. The AHPNS is 
available for clients across IHA, with the exception of Kelowna, where the recently expanded 
Palliative Response Team provides after-hours response for all community clients. 

• Divisions of Family Practice have been established across Interior Health and many have 
identified palliative care specifically as one of their priorities. For example,  

o Salmon Arm completed a community wide Palliative Care service survey during 
summer 2012. The survey results were shared at a public forum on November 14th . 

• Interior Health staff (RNs, LPNs, Care Aids, and Community Health Workers) participated 
in the iPANEL research survey (initiative for a palliative approach in nursing- evidence and 
leadership) that explored nurses’ confidence in providing a palliative approach to patients. 

Fraser Health Authority 
End-of-Life Care is a high-level priority program within Fraser Health Authority (FHA) and is 
supported by medical and administrative co-leadership.  
 
In addition to the work being done towards the development of a Centre of Excellence in End-of-
Life Care, recent Fraser Health Authority achievements include: 
• In April of 2012 FHA in partnership with Health Link BC and the other regional health 

authorities commenced the expanded After-Hours Palliative Nursing Service, which provides 
telephone support to palliative care clients and their families living at home.  

• Medical Orders for Scope of Treatment (MOST) was implemented in October 2012 across 
FHA, including in residential care.  MOST is a physician order related to the patient’s goals 
of care in the event that a patient is unable to direct his/her own care, and is based on advance 
care planning conversations. 

• In November 2012, the End of Life Program in partnership with the Home Health Program in 
Tri-Cities began a prototype to transition a home care generalist nursing model to a 
population based model to support palliative clients.  

• Through Integrated Primary and Community Care funding, enhanced resources will be 
available to support an increased number of clients who wish and are able to die at home, or 
to delay admission to acute care or a hospice residence for as long as possible. As part of this 
project, FHA will trial hand held tablets to support Patient/Family Reported Outcomes. 

• The Abbotsford Hospice Society is planning to build a 10 bed hospice residence on the site 
of a campus of care adjacent to Abbotsford Regional Hospital and Cancer Centre. 

• Numerous funded research projects are underway relating to end-of-life care including a 
revision of an FH Quality of Death Tool study, Canadian Partnership Against Cancer 
Surveillance Study (just completed); and Dexmedetomidine drug trial at the Abbotsford 
Cancer Centre (currently at the subject recruitment stage). 
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Northern Health Authority  
In Northern Health Authority (NHA) a regional hospice palliative care program provides a 
standardized palliative framework for all palliative services across all care settings. The 
framework supports a rural/remote service delivery model based on best practices, and a 
specialized Hospice Palliative Care Consultation team provides support for all clinicians working 
in all care settings.  
 
The following have been implemented with ongoing evaluation/quality improvement activities: 
• Designated hospice palliative care beds in specific residential care settings have been added 

across Northern Health to provide other options for dying people and their families;  
• Palliative care-specific drug kits for the management of pain and symptoms are available in 

patients' homes;  
• Best practice palliative clinical practice guidelines have been developed; 
• A website (internal and external to Northern Health) has been developed to provide access to 

assessment tools and best practice guidelines to increase accessibility of resources; and 
• A formal partnership was developed between NHA, HealthLink BC and Fraser Health to 

provide an After-Hours Palliative Nursing Service for end-of-life care clients and their 
families living in the north. 

Provincial Health Services Authority 
The Provincial Health Services Authority (PHSA) is responsible for managing the following 
province-wide health-care programs and services related to end-of-life care.  
 
B.C. Cancer Agency: Symptom Management and Palliative Care 
Each of the B.C. Cancer Agency's sites has an interdisciplinary symptom management and 
palliative care team to assist patients and their families to manage their pain and other distressing 
symptoms, or deal with the knowledge that their cancer may be incurable. Teams consist of 
doctors, nurses, counselors, clinical pharmacists and nutritionists who use their specialized 
knowledge while working together to help individual patients. Each centre serves part of B.C.: 
 
Each centre is closely networked with palliative care providers within each regional health 
authority to enable patients and families to be managed seamlessly between their cancer-curative 
experience and their ongoing palliative and primary care teams. The BC Cancer Agency is also 
integrating Advance Care Planning and piloting goals of care in each Centre. 
 
BC Renal Agency 
A PHSA level end-of-life care working group ensures that the BC Renal Agency's end-of-life 
recommendations and guidelines are aligned with provincial policy and are complementary and 
integrated within the health authorities' palliative care programs. In 2010, a renal end-of-life 
strategy was released to guide future planning. Throughout 2011- 2012, a number of the strategic 
milestones have been achieved and collaborative work continues across all health authority renal 
programs. 
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B.C. Women’s Hospital and Health Centre: End-of-life Care in the Newborn Care Program 
The Neonatal Intensive Care Unit offers end-of-life care for infants with a variety of life-limiting 
conditions. Care is individualized to honour the traditions of culturally diverse populations.  
 
B.C. Children's Hospital - Pediatric Oncology Program, hospice palliative care 
This program addresses the needs of children with cancer for whom cure is no longer possible. 
The aim is to provide optimal comfort and quality of life, and sustain hope and family 
connection despite the likelihood of death. Care is planned and delivered collaboratively by an 
interdisciplinary team, and is based on a family-centered approach with shared decision-making 
and sensitivity to the family's cultural and spiritual values, beliefs and practices.  
 
British Columbia Children's Hospital: Advanced Symptom and Palliative Care Service  
This service supports children and families living with progressive, life-threatening diseases, and 
also the health professionals caring for them. Services include: 

• In-patient and telephone consultation, and out-patient follow-up care at Madison Clinic; 
• Assessment and management of symptoms associated with life-limiting diseases; 
• Education and support for parents and/or health care providers; 
• Information about symptoms, trajectory, and advance directives; and, 
• Coordination with providers at B.C. Children's Hospital, Canuck Place and other 

programs. 
 
Canuck Place Children's Hospice (CPCH) 
Canuck Place is open to all children in BC up to and including the age of 19 living with 
progressive, life- threatening illnesses. Over 250 children/teens are on the program annually as 
well as approximately 150 bereaved families.  In-hospice 24 hour care is provided for up to nine 
children and four families. Children are admitted for respite/family support, symptom 
management, and/or end of life care.  
 
Canuck Place provides a pediatric palliative care consult team at B.C. Children’s and Women’s 
Hospital as well as consultation through videoconferencing to distant communities and offers 
home visits by advanced practice nurses in the lower mainland. A 24 hour 1-800 number 
answered by CPCH nurses with physician backup is provided to families, nurses, doctors and 
other care professionals throughout B.C.  
 
Canuck Place Children’s Hospice is building a second facility housed within the “Dave Lede 
Campus of Care,” located on a two-acre property located in Abbotsford. With 10 beds and 5 
family suites, the new 30,000 square foot hospice will double the current capacity of Canuck 
Place Children’s Hospice to better meet the growing need for pediatric palliative care services 
across the province. 
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Definitions 

Palliative Care 
Palliative care is specialized medical care for people with serious illness.  It focuses on providing 
patients with relief from the symptoms, pain, and stress of a serious illness – whatever the 
diagnosis.  The goal is to improve quality of life for both the patient and the family and is 
provided in a variety of locations including people’s homes and community settings, hospices, 
residential care settings and hospitals.  Palliative care is provided by a team of doctors, nurses 
and other specialists who work with a patient’s other doctors to provide an extra layer of 
support.  Palliative care is appropriate at any age and at any stage in a serious illness and can be 
provided together with any beneficial treatment.1   

 
End‐of‐Life Care 
End‐of‐life care is associated with advanced illnesses, and focuses on comfort, quality of life, 
respect for personal health care treatment decisions, support for the family, psychological and 
spiritual concerns. 
 
Life‐Limiting Illness  
Life‐limiting illness is used to describe illnesses that can be reasonably expected to cause the 
death of the individual within a foreseeable future. This definition is inclusive of both malignant 
and non‐malignant illnesses that are expected to shorten an individual’s life.  .  
 
Population Needs‐Based Approach to Palliative Care  
A population needs‐based approach recognizes that individuals facing a life‐limiting illness have 
different needs, based on their unique health conditions, stage of disease and complexity of 
symptoms.2 Health care services and supports should therefore vary in type and intensity to 
most effectively meet the needs of the individual.    

   

                                                       
1   Centre to Advance Palliative Care, http://www.getpalliativecare.org/whatis/  
2  Palliative Care Australia, A Guide to Palliative Care Service Development: A population based approach (February 2005), p. 11. 
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Executive Summary 
The Provincial End‐of‐Life Care Action Plan for British Columbia is a key component of the 
province’s health innovation and change agenda to achieve better health outcomes and 
experiences for British Columbians through a more efficient, sustainable health care system. The 
plan outlines key priorities and achievable actions to improve the way health care providers meet 
the needs of people coping with end of life, including their families and caregivers.  

This action plan is intended to guide health authorities, physicians, health care providers, and 
community organizations in planning integrated primary and community care services. It 
supports quality hospice, palliative and end‐of‐life care services across British Columbia with a 
focus on supporting individuals with life‐limiting conditions to remain at home in their 
community, reducing the need for hospital or emergency department visits, and improving 
coordination of care across all settings.   

Based on leading practices for managing chronic and life‐limiting conditions, the action plan 
incorporates a population needs‐based approach to palliative care, which recognizes that the 
health care needs of individuals vary over the course of a life‐limiting illness. With this in mind, 
end‐of‐life care is most effective in meeting the needs of a patient with complex needs through 
an integrated team approach that includes the patient, patient’s family, family physician, 
specialists, nurse practitioners, community health teams and others.   

A key element of this approach is the early identification of individuals who would benefit from a 
care approach that focuses on the individual’s quality of life to ensure the patient’s symptoms 
and goals of care are identified and addressed appropriately. This care approach takes into 
account the individual’s beliefs, values, and wishes and represents a significant shift from an 
eligibility based model that provides access to specific service bundles. Incorporating the 
individual’s journey, including the final stages of life, into discussions and planning for care, 
requires a shift for patients, families and health care providers who deliver their care.  
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Through the priorities in this action plan, the ministry has outlined areas that research evidence 
and expert stakeholders agree are of high importance in providing quality end‐of‐life care. 
Implementing this plan will ensure the diverse health care needs of those requiring hospice 
palliative and end‐of‐life care services are met through:  

• Appropriate clinical approaches and ranges of services required to meet end‐of‐life care 
needs, including a focus on partnerships and technical innovation; 

• Improved skill mix, expertise and qualifications of health care providers involved in the 
provision of hospice palliative and end‐of‐life care services; and  

• Monitoring frameworks to evaluate the access, efficiency, integration and effectiveness of 
end‐of‐life care services available across the province. 

As hospital staff identify people with palliative and end‐of‐life care needs more readily, and 
referrals to appropriate community based services are made, more individuals will receive quality 
end‐of‐life care at home. This will support improved quality of life, patient and family 
engagement in the community, and help to maintain the capacity of hospital resources to 
respond to those who require hospital care.  

This action plan is foundational to the planning and delivery, by ministries, health authorities, 
physicians, nurse practitioners and other health care providers, of quality compassionate care for 
persons at the end of life and their families. The plan is one part of the Ministry of Health’s larger 
collaborative effort with health authorities and all health care providers to support the shift 
towards a stronger, more effective and integrated health care system, particularly in the 
community sector. 
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Introduction  
The Provincial End‐of‐Life Care Action Plan for British Columbia is a key component of the 
province’s health innovation and change agenda to improve health outcomes for British 
Columbians, and provides an integrated, proactive approach to community health care services. 
The action plan outlines important shifts in the way the needs of people with life‐limiting health 
conditions are addressed. It identifies priority actions that build on work in B.C. and other 
jurisdictions to improve health care outcomes and quality of life for individuals coping with the 
end of life, and for their families and caregivers.  

Access to palliative and end‐of‐life care services is becoming increasingly important. As people 
age, the likelihood they will have at least one chronic disease rises dramatically, resulting in more 
people with complex care needs. With B.C.’s growing and aging population, it is projected that 
the prevalence of chronic conditions may increase by 58 per cent over the next 25 years.3    
 
BC Stats estimates that the percentage of seniors aged 80+ in B.C. will grow from 4.4 per cent of 
the population in 2012 to 7.4 per cent of the population by 2036. 4 This statistic has significant 
implications for health service use in British Columbia and access to end‐of‐life care services in 
the community.   

Health Care Use at the End of Life in British Columbia5 
In 2008, the Canadian Institute for Health Information (CIHI) undertook a study of the usage 
patterns of health care services in the two years prior to death for the 29,456 persons of all ages 
who died in British Columbia between April 2003 and March 2004. The CIHI study noted that the 
majority of deaths were attributed to chronic diseases and cancer and that 79 per cent of those 
who died were aged 65 and over. 
 
CIHI’s study of health care use in the last two years of life also revealed two other important 
factors that have significance in planning for quality end‐of‐life care in British Columbia. The 
report notes that despite the fact the majority of deaths were from diseases that are known to 
be life‐limiting, only about 15 per cent of the study group had received palliative care. 
Identification and receipt of palliative care services tended to be most closely linked to cancer 
patients, rather than those who died from other diseases such as congestive heart failure, kidney 
disease or dementia.   
 
Another finding in CIHI’s study was in the pattern of health care use over the last two years of 
life. While it is often assumed that the use of health care services increases steadily over the final 

                                                       
3 Ministry of Health, Medical Services Division, Chronic Disease Projection Analysis (March 2007). 
4 BC Stats, British Columbia Population Projections 2012 – 2036 (September 2012), p. 9.  
5 Canadian Institute for Health Information, Health Care Use at the End of Life in British Columbia (September 2008).  
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one to two years of life, the data suggested that for many users, health service use peaked in the 
final three to six months of life. The findings also showed that many people with chronic illness 
and co‐morbid conditions, in addition to people with cancer, had increased need for and received 
complex bundles of services in the period of time well before the last three to six months of life.     
 
These results suggest a number of important factors to consider in developing priority actions for 
end‐of‐life care. First, there is a need to improve the identification of individuals with non‐
cancerous conditions who may benefit from a palliative approach to care. Second, if, as the CIHI 
data suggests, the majority of those with life‐limiting illnesses manage their health condition for 
most of its duration with the support of a primary health care team, family and friends, it is 
important to ensure that end‐of‐life care strategies strengthen individual capacity for self‐
management, as well as the connection between the family physician and other members of the 
health care team.   

Population Needs‐Based Planning and Quality End‐of‐Life Care 
Individuals with life‐limiting conditions can have a wide range of different needs. A population 
needs‐based approach to health care services planning recognizes that as the needs of 
individuals vary, the health care services they require will vary as well – from working solely with 
the individual’s primary health care provider through to an interdisciplinary care team that works 
with the patient and their family physician to help assess and manage complex needs.   

Australia led the way for many jurisdictions in incorporating a population needs‐based approach 
into end‐of‐life care using a model they called the palliative approach. This model is based on the 
principle that palliative care services must be effective, efficient and ethically delivered at the 
medically appropriate time. It also recognizes the needs of family members and the importance 
of volunteers and community.   

The model (Figure 1) includes all individuals with life‐limiting illnesses: those whose needs can be 
managed with support from their primary care physician or health care provider (Group A), those 
with complex needs who may occasionally need shared care services (Group B), and those who 
frequently require specialized services and facilities with highly specialized palliative care 
physicians and staff (Group C). The model also recognizes that individual needs change over time, 
and consequently an individual may move both upwards in complexity, as well as down, as their 
disease progresses.   
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Figure 1: Palliative Approach Population Needs Based Model of care. 6 

 

Australia’s experience with this approach confirmed that the majority of clients can manage their 
illness in the community, with support from their primary care provider and integrated health 
services as needed. A smaller number of clients require periodic shared physician care and only a 
small number need frequent specialized services. 

In practice, the population needs‐based model promotes the development of networks between 
primary health care providers and specialist hospice palliative care services in the delivery of 
hospice palliative care to all individuals with life‐limiting illness.  

Implementing a Population Needs‐Based Approach to End‐of‐Life Care Services  
An important element of implementing a population needs‐based approach includes identifying 
individuals with life‐limiting illness earlier, including patients with cancer and non‐cancerous 
conditions, and initiating important discussions regarding advance care planning based on the 
person’s beliefs, values, and wishes. This includes important conversations with family, friends 
and family physicians or other health care providers regarding possible future health care 
treatments and decisions about which treatments the patient wishes to accept or refuse. In 
planning ahead, it is also important that care providers understand those things that give the 
individual’s life meaning, and contribute most to their quality of life. A population needs‐based 
approach to end‐of‐life care services must also include support for the family up to and including 
bereavement.  

   

                                                       
6   Palliative Care Australia, A Guide to Palliative Care Service Development: A population based approach (February 2005), p. 13. 
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Health care providers require resources, skills and support to provide both the clinical care that is 
needed and the skills to effectively support the individual and their family in managing their own 
journey. It is also important to publicly report on how end‐of‐life care services are meeting the 
needs of British Columbians in terms of quality, safety and accessibility.  

The Provincial Framework for End‐of‐Life Care in British Columbia7 
In 2006, British Columbia released the Provincial Framework for End‐of‐Life Care in British 
Columbia. The framework outlines the province’s policy on end‐of‐life care planning, services and 
approaches for health authorities and stakeholders, developed in consultation with clinical 
experts, service organizations, patients and families.  
 
The framework describes an integrated approach to providing hospice palliative and end‐of‐life 
care services across sectors, consistent with established leading practice models for chronic 
disease management. The framework’s vision sets out that end of life is a critical phase that must 
feature high quality services that are competent, compassionate and respectful of all people who 
are dying and their families.  
 
Many successes and milestones have been achieved since the provincial framework was 
released.  

• The Ministry of Health and British Columbia Medical Association have strengthened 
access to quality end‐of‐life care by general practitioners and specialists, including 
collaborative palliative care education with community health teams provincewide.  

• Health authorities are actively engaged in planning and implementing new services, and 
the number of publicly‐subsidized hospice beds has increased. 

• All health authorities have introduced interdisciplinary palliative care consultation teams, 
and there has been a significant shift away from hospital deaths to planned, expected 
natural deaths at home. To support this shift, the B.C. Palliative Care Benefits Program, 
which provides access to the same drugs and palliative supplies and equipment at home 
as if the person were in hospital, has served increasing numbers of clients in the last six 
months of life. 

   

                                                       
7 Ministry of Health, A Provincial Framework for End‐of‐Life Care (British Columbia, May 2006). 
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Integrated Primary and Community Care in British Columbia 
Addressing many of the overall challenges posed by the growth and aging of its population has 
led government to commit to other innovative approaches to how services are organized and 
delivered. Through integrated primary and community care initiatives, the Ministry of Health and 
health authorities are working with physicians and other health care providers, community 
organizations and researchers to redesign and realign services in partnership with patients. An 
integrated system of primary and community care offers improved patient experience of care in 
community based settings with timely access to quality hospital services when needed.  
 
Integrated primary and community care initiatives specifically targeted to support improved end‐
of‐life care include: 

• End‐of‐life care training is offered as part of the Practice Support program, delivered in 
partnership between the Ministry of Health and the British Columbia Medical Association. 
The End of Life module is training physicians and their office staff together with health 
authority staff to improve their knowledge and skills in delivering end‐of‐life medical care 
and aims to improve collaborative care for patients and support for families.  

• A palliative care planning fee code was introduced in 2009 to provide general practice 
physicians with an incentive to do more comprehensive, individualized palliative care 
planning with their clients. In 2012, a similar fee code was introduced for specialist 
physicians to work with general practice physicians.  

• The Michael Smith Foundation for Health Research provided $800,000 to the University of 
Victoria and Fraser Health to support the initiative for a palliative approach in nursing: 
evidence and leadership8 (iPANEL).  

• Provincial legislation for advance care planning updated and supporting resources for the 
public and health care providers developed to enable individuals’ wishes for end‐of‐life 
care to be known, respected and followed. 

• After‐hours palliative nursing services implemented provincewide through an innovative 
partnership between the home and community care program, health authorities, and 
HealthLink BC. 

• Stronger working relationships with Provincial Health Services Authority’s staff and 
physicians developed to promote advance care planning and the adoption of the 
palliative approach to care within their specialized services including BC Cancer Agency 
and BC Renal Agency. 

 
These initiatives provide a foundation of meaningful support for the significant shift in clinical 
practice and service planning required to implement a proactive, integrated approach to end‐of‐
life care.  

                                                       
8 K. Stajduhar and C. Tayler, Initiative for a Palliative Approach in Nursing: Evidence and Leadership, British Columbia   
   Hospice Palliative Care Association Conference (May 2012). 
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Need for System‐Wide Innovation and Support for End‐of‐Life Care 
Building on this foundation, further improvements in end‐of‐life care services across B.C. are 
needed to improve patient and family experience, while reducing the need for emergency 
department or hospital care and admissions. The goal of this action plan is to increase individual, 
community and health care services’ capacity and support people at end of life to remain at 
home and in their communities to the greatest extent possible. 

Action Plan Priorities for End‐of‐Life‐Care in British Columbia 
Three key priorities were identified in consultation with clinical experts, health authorities, 
researchers, community organizations and patient representatives to reflect the principles of the 
provincial end‐of‐life framework and the shift to integrated health services.  
 

Priority #1 – Redesign Health Services to Deliver Timely Coordinated End‐of‐Life‐Care 
Goal:  Improved access to a range of quality end‐of‐life care services delivered in 
collaboration with physician care, responsive to the needs of individual patients, their 
families and caregivers and with a focus on supporting end‐of‐life care in the community.  

 Action: Implement a population needs‐based approach to planning quality end‐of‐life 
care services that identifies individuals earlier, including those with cancer and non‐
cancerous conditions, who would benefit from a palliative approach and who would 
receive quality care in the most appropriate settings based on their beliefs, values, and 
wishes.  

 Action: Integrate quality end‐of‐life care into service planning for all life‐limiting chronic 
diseases that includes information and planning for the end of life as a component of the 
patient’s journey.   

 Action: Leverage opportunities to expand telehealth and telemonitoring technologies to 
improve the ability of individuals and care providers to effectively manage health 
conditions at a distance, including pain and other symptoms.  

 Action: Improve the capacity to provide quality end‐of‐life care in residential care 
facilities and other housing and care settings, focusing on an individual’s quality of life 
and access to appropriate supportive care and services for their complex needs.  
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Priority #2 – Provide Individuals, Caregivers and Health Care Providers with Palliative 
Care Information, Education, Tools and Resources 

Goal:  Individuals and families are provided with information and resources to effectively 
manage their own care journey, and health care providers are supported to provide quality, 
integrated care that is respectful and responsive to the expressed wishes of patients coping 
with the end of life. 

 Action: Increase public knowledge and awareness of palliative care, as an approach to 
care that improves the quality of life for both the patient and the family at any stage in a 
serious illness. 

 Action: Provide information and resources to support advance care planning, including 
an understanding of the available options for ensuring values, wishes and instructions for 
health care treatments and choices for end‐of‐life care are respected by health care 
providers.  

 Action: Provide awareness and education on the unique end‐of‐life care needs of 
specialized populations, including Aboriginal peoples, children, and individuals with 
dementia, kidney disease, or chronic mental health and substance use issues who may 
require special consideration for planning and care delivery to improve health outcomes.   
 

 Action: Promote excellence in end‐of‐life care and quality, consistent end‐of‐life care 
practice, including promotion of innovation and best practices in end‐of‐life care, and 
support for end‐of‐life care education for family physicians, specialists and health care 
professionals.  

Priority #3 – Strengthen Health System Accountability and Efficiency 
Goal:  End‐of‐life care services reflect evidence based, clinically appropriate practices, and the 
public has timely information on the accessibility and outcomes achieved through publicly 
subsidized care. 

 Action: Develop and report on provincial end‐of‐life care service information and 
performance measures, including the ability to report publicly on service delivery, 
observance of advance care plans, and death statistics for children, youth, adults and 
Aboriginal peoples. 

 Action: Implement provincial end‐of‐life care clinical guidelines, protocols and 
standards with a focus on clinical transitions and interdisciplinary care, and with a clear 
priority of improving pain and symptom management. 

 Action: Provide equitable access to the B.C. Palliative Care Benefits program and 
promote its’ sustainability, ensuring residents of residential care facilities have access to 
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the same medications they would have if in hospital, in a hospice or being cared for at 
home. 

 Action: Streamline policies and administrative processes used to access services to 
improve access to services and supplies in a timely manner. 

Summary and Conclusions 
Creating a high quality, sustainable system for end‐of‐life care provincewide is increasingly 
important as B.C.’s population grows and ages, and as more individuals live with long‐term 
illnesses.   
 
Although much progress has been achieved in recent years, opportunities for improvement 
remain. This provincial end‐of‐life care action plan will help enable innovative advancements in 
the end‐of‐life care British Columbians receive. By strengthening and integrating our health care 
system, particularly in the community sector, we hope to realize our vision of high quality, 
compassionate, respectful and competent care for all people who are dying and their families. 

This plan will foster the spread of a population needs‐based palliative approach to end‐of‐life 
care throughout the system. With its emphasis on primary and community care services that 
meet patients’ varying needs, this approach will ensure the province’s palliative care services are 
effective, efficient and delivered at the medically appropriate time.  

This action plan will help to improve access to quality end‐of‐life care for patients and families, 
while fostering the sustainability of B.C.’s publicly funded health care system, through service 
redesign and enhanced planning of services, provision of information, tools and resources, and 
strengthened health system accountability and efficiency.  

Achievement of the actions in this plan will help physicians and health care providers, community 
partners, and the health care system itself, to honour and respect the beliefs, values, wishes, and 
needs of dying patients, to assist them to remain at home and in their communities to the 
greatest extent possible, and to care for them and their families at one of the most important 
times in their lives.  
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MINISTRY OF HEALTH 
INFORMATION BRIEFING NOTE 

 
Cliff # 959931 
 
PREPARED FOR:  Honourable Dr. Margaret MacDiarmid, Minister of Health -  
   FOR INFORMATION 
 
TITLE:  Summerland Seniors Village  
 
PURPOSE: To provide report on outcome of investigation of Assisted Living 

Units at Summerland Seniors Village.  
 
BACKGROUND: 
• The investigation at Summerland Seniors Village was initiated on December 3, 2012 

after a complaint regarding the care of was received by the assisted living 
registry from the of an individual who was a resident at Summerland 
Seniors Village. She believed tha was receiving assisted living services. 
The ggested that the lack of appropriate monitoring resulted in

• At Summerland Seniors Village, assisted living services are part of a Campus of Care 
that includes independent living services, assisted living and licensed residential care. 
The investigation subsequently determined that the individual subject to the 
complaint was receiving independent living services, not assisted living, and therefore 
the complaint was not within the jurisdiction of the Assisted Living Registrar. 
However, the investigator did confirm that the

• On December 10, 2012 the BC Coroners Service confirmed it is investigating this 
death and information obtained during the investigation was shared with the Coroner. 
This review is ongoing. 

• This complaint initiated a review of the assisted living units at the site as the 
investigator had reason to believe that the manner in which assisted living services 
were being provided could jeopardize the health and safety of residents residing in 
assisted living units (see appendix A Summerland Seniors Village Report for details).  

 
DISCUSSION: 
• Retirement Concepts collaborated with the assisted living investigator, and Interior 

Health Authority (IHA), as soon as they were advised of identified health and safety 
concerns at Summerland Seniors Village. 

• In response to draft report findings, Retirement Concepts began developing an action 
plan to address the identified concerns (see Appendix B for details).  

• In addition, Retirement Concepts also independently completed an internal review of 
all of their sites that offer assisted living services and has invited Assisted Living 
Registrar staff to review a number of sites to confirm that the sites are meeting or 
exceeding the health and safety standards for assisted living.  

• The Assisted Living Registry and Retirement Concepts will continue to collaborate 
on improvements to policies and supporting materials and a monitoring approach that 
includes reviewing and updating the action plan on a regular basis, regular reporting 
by the operator and site visits to ensure that the operator is in full compliance with the 
assisted living health and safety standards. 
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• This investigation also identified that there is a general lack of clarity about the level 
of personal assistance and monitoring individuals receive when residing in an assisted 
living unit versus independent living setting. 

 
ADVICE: 
• The first monitoring meeting is set for Tuesday January 8, 2012. Assisted living 

Registry, IHA and Retirement Concepts staff will review and revise the action plan 
and set up an ongoing monitoring schedule.  

• 

 
 
Program ADM/Division: Barbara Korabek, ADM Health Authorities Division 
Telephone: 250 952-1297 
Program Contact: Leigh Ann Seller, Executive Director, Home, Community & Integrated Care 
Drafter: Robin McMillan, Home, Community & Integrated Care 
Date:  January 7, 2013 
File Name with Path: Y:\MCU\DOCS PROCESSING\Briefing 

Documents\2013\Approved\HAD\959931 -  Summerland Seniors Village.docx 
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Appendix A: Report on Summerland Seniors Village 
 

959931 Site 
Inspection Rpt Summe 
 
Appendix B: Action Plan – Summerland Seniors Village Assisted Living  
 

SSV Action Plan Dec 
28, 2012.docx
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  Initiation Date: December 28, 2012 
 

FACILITY PLAN:  SUMMERLAND SENIORS VILLAGE  
 
# Objectives  

 
Outcomes 

(specific, measurable, 
etc.) 

Person  
Responsible 

Target  
Date 

Action Plan Notes 
(resources, specific steps, etc.) 

Audits/Sustainability  

1 1.3.1 Registrants must 
provide building security 
that protects residents 
from harm 

Policy in place  
All staff aware of and follow 
policy 

P&P committee 
Julia to submit 
Sue Ball to 
complete a 
draft  

Jan, 31, 2013 Develop policy for Breach of Security for staff 
to follow. 

Policy to be reviewed yearly at 
Policy committee and with A/L 
Staff 

2 
 
 
 
 
 
 
 
 
 

1.3.2 Registrants must 
maintain the privacy of 
residents 

Staff aware and familiar with 
policy  

Julia 
GM 

Dec 21, 2102 
Dec 21, 2012 

Confidentiality policy sent to Robin  
Pledge of Confidentiality form sent to 
Robin 

Review policy with staff on a 
yearly basis 
Review policy with new staff on 
hire. 

3 1.3.3.Registrants must 
respect resident privacy  

Policy in place reflective of 
access to suites  

P&P committee 
Julia to submit 
Sue Ball to 
complete in 
draft form 

Jan 31, 2013 Develop policy for Access to Residents suites Review yearly and on 
orientation 

4 1.4.2 Registrants must 
ensure that staff is 
trained to respond 
appropriately to 
emergencies 

Evidence of table top 
exercises quarterly 
And yearly mock evacuations 
involving all staff of A/L 

GM Feb 28, 2013 A/L to be included in table top exercises and 
mock evacuations. 

Quarterly tabletop exercises 
and yearly mock evacuation  
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 FACILITY PLAN:  SUMMERLAND SENIORS VILLAGE 
5 
 
 
 
 

1.5.1.Registrants must 
respond immediately and 
appropriately to missing 
residents, accidents, 
medical emergencies or 
deaths 

Meal Absenteeism   forms 
generated and followed up 
  
 
 
  
 

GM Dec 21, 2012 Previous Missing tenant policy sent to Robin 
Missing tenant policy revised , reviewed with 
staff and fully implemented 
Exploring other systems that may provide 
another level of surveillance   

Policy to be reviewed yearly 
and at orientation 
GM to review Meal 
Absenteeism forms weekly 

6 1.6.1 Registrants must 
have a plan in place to 
prevent, contain and 
report infectious 
outbreaks 

Staff familiar with toolkit Julia Dec 24, 2012 
 
 
 

Dec 28, 2012 

Send outbreak policy to Robin as it refers to 
the FHA infection control and prevention toolkit 
for A/L as this has been our policy since Sept 
2010 
Place copy in A/L Office 

Review polices yearly and 
during orientation 
Review toolkit with A/L staff 
yearly 
 

7 1.7.1 Registrants must 
protect residents from 
abuse or neglect and 
respond promptly and 
effectively to allegations 
of abuse and neglect 

HA, PGT and funding agency 
reflected in the policy  

Julia Jan 15, 2013 Add HA, PGT or funding agency t to policy 
Policy is reviewed yearly and part of 
orientation 

Continue to review yearly and 
on orientation 
Develop education component 
to accompany policy review 

8 2.4.1.Registrants must 
provide a 24-hour 
response to personal 
emergencies that is 
appropriate to the needs 
of the resident 
population 

Policy to reflect response 
time 

Julia Jan 15, 2013 Add “immediately” to emergency response 
policy  

Review with staff on a yearly 
basis  

9 3.1.1 Registrants must 
ensure site management 
is effective and 
appropriate for the 
resident population 

Weekly schedule reflective of 
an LPN 7.5 hours per day x 5 
days per week 

Julia / Sue Dec 31, 2013 Oversight was to be provided by the GM who 
is an RN, but failed to comply   

LPN clinical oversight to be 
added 7.5 hours per day x 5 
days  

10 3.2.1 Registrants must 
ensure staffing levels are 
sufficient to meet the 
hospitality service needs 

Schedule reflective of HSW 
on nights 
Added HSW hours for PP 
services equate  

Julia/Sue Feb 1, 2013 
(Date 

dependant on 
union ) 

Staffing levels have been appropriate however 
we will be changing the night janitor to a HSW 
Private Pay hours are added as services are 
added 

Monitor private pay hours on a 
monthly basis add hours as 
needed  

Page 27 
HTH-2013-00238



 FACILITY PLAN:  SUMMERLAND SENIORS VILLAGE 
of the resident and 
deliver personal 
assistant services 
offered 

  

11 3.3.1 Registrants must 
ensure staff has 
qualifications consistent 
with their job 

All staff to have a CA/HSW 
certificate on file from a 
recognized school 

Julia / Melanie January 31, 
2013 

The in question we will be call 
the college where took ourse to look 
at comparison to Care aide program 
See if see can challenge exam, or maybe take 
partial course if necessary 

Only hire staff with Care aides 
certificate or HSW certificate for 
a recognized school  

 

12 3.3.2 Registrants must 
provide staff orientation 
and ongoing training to 
develop and maintain the 
knowledge and skills  of 
staff 

Education calendar and 
tracking tool in place 

January 31 
2013 
 

BJ/Julia /A/L 
Staff 

Develop education plan for A/L staff Yearly education plan 
developed in December. 

13 3.4.1. Registrants must 
ensure appropriate 
delegation of 
professional tasks 

All HSW will have certificate 
for medication admin. 
Yearly testing results on A/L 
staff personnel files  

 
BJ and Sue 

 
Dec 19, 2012 

Policy in place Facility not following 
HSW received education for medication 
course 
 

Yearly Testing  
GM to audit DOTs 

14 4.1.1.Registrants must 
fully inform prospective 
residents about 
hospitality and personal 
assistance services 
offered  

Optional Services form 
signed on admission to 
facility whether receiving 
services or not  

Shelley Grenier 
Marketing 
manager 

Jan 15, 2013 Standardize  process used in Kamloops for 
admission documents across all sites. This is 
to include the optional services form  

Review process with all 
marketers and GMs yearly. 
Audit files (4) for compliance 
on a quarterly basis.  

15 4.2.1.Registrants must 
develop an exit plan in 
consultation with 
residents, their 
physician, support 
network and HA if 
appropriate. 

Policy to reflect consultation 
with tenant, physician , HA 
and support network   

P&P committee 
Julia to submit 

Jan 15, 2013 Review exit plan policy  and clarify HSW role Review of exit planning policy 
yearly with all A/L staff 

17 5.1.1.In conjunction with 
each resident, the 
registrant must develop 
a PSP 

 
 
All staff to be aware of PSP 
policy 
All tenants have PSP 

Julia 
 
Julia 
 

Dec 12, 2012 
 

Feb 15, 2013 

Policy in place Sent to Robin  
 
Review policy with A/L Staff 

Review with staff yearly 
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FACILITY PLAN:  SUMMERLAND SENIORS VILLAGE  
reviewed and updated in 
accordance with the policy  

18 6.1.1.Registrants must 
deliver ADL in such a 
way as to promote the 
safety and independence 
of residents 

Performance reviews on file 
for all A/L Staff 

P&P committee 
Julia to submit  
 
GM / input from 
LPN 

March 1, 2013 Develop policy for evaluation (spot checks) of 
HSW in relation to ADLs. 
Complete performance reviews as per RC 
policy 
 
LPN to provide the clinical oversight  

LPN to provide spot checks for 
HSW ADL delivery  

19 6.2.1 Registrants must 
deliver medication 
services in accordance 
with the PAG and the 
Registrars Medication 
services and standards 
of practice guidelines 

HSW fluent with the 
medication policies 
 
 
PRN medications only  given 
by HSW if resident is self 
directing.  HSW not making 
an assessment for PRN 
medication.  
 
Any resident unable to self 
direct will have an exit plan 
developed.  Within the exit 
plan it states PRN meds will 
be removed and the HSW will 
no longer assist with PRN 
meds. 

Julia Jan 8, 2013 Review medication policy with HSW 
Review PRN medication policy with HSW 
Review all residents currently receiving PRN 
medications 
Determine who is responsible for giving PRN 
medications if necessary to do so  

Review all policies yearly with 
all HSWs 

20 7.1.1 Registrants must 
have internal complaint 
policy that is 
communicated to 
residents  

Policy in place in regard to 
the complaint box. 
All A/L staff  understand lines 
of communication and where 
to go with a concern. 

Julia Mar 1, 2013 Complaints box is site specific.  Will look at 
developing a policy in relation to the box. 

Review with A/L staff yearly 
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OVERVIEW AND PURPOSE OF REPORT 
 
The purpose of the investigation was to determine whether the residence and operator is in compliance with 
the Community Care and Assisted Living Act (CCALA) in meeting the provincial Assisted Living Registrar’s health 
and safety standards for residents receiving assisted living services at Summerland Seniors Village. 
 

Assisted Living Registrant Information  Site Visit Information 

Residence Name  Summerland Seniors Village  Date:  December 3 to 5, 2012 

Address  12803 Atkinson Road 
Summerland B.C. V0H 1Z4 
250 404‐4400 
 

Time:  Varying times during the 
days December 3 to 5, 
2012 

Site Manager 
 

Bernadette McRae – Director of Care 
(available December 3 and 4 , 2012) 
Julia Glover – Regional Manager 
(available December 5, 2012) 
Anne‐Sophie Boutin – General Manager 
(away at the time of the site visit) 

Site Review Team: 
• Primary investigator – Robin McMillan, 

Ministry of Health, Director, Assisted 
Living Services  

• Kathy Chouinor – Program Director, 
Community Care, IHA 

• Lana Mathers – Practice Leader Home 
Health, IHA 

• Tami Dunstan‐Adams – CIHS Manager, 
SOK Community Care, IHA 

Owner 
Information 
 

Azim Jamal, President & CEO 
Tony Baena, Vice President of Operations 
1160‐1090 West Georgia Street 
Vancouver, BC   V6E 3V7 
www.retirementconcepts.com 

Staff Interviews 
Summerland 
Seniors Village 

DeeDee Kolodychuk – Support Services Manager 
Sharon Lusch – Marketing Coordinator 
Bernadette McRae – Director of Care  
Jan Morasse – Care Aide  
Julia Glover – Regional Manager 
Sue Ball – Regional Manager 
 

 
This investigation report covers both the publicly subsidized and private registered assisted living units at 
Summerland Seniors Village that are regulated under the CCALA. At Summerland Seniors Village, assisted living 
services are part of a Campus of Care that includes assisted living services (18 publicly subsidized and 18 private 
units) and licensed residential care services (75 publicly subsidized beds and 5 private beds). In addition, this site 
also has approximately 70 independent living units where seniors reside on a private pay basis and receive 
hospitality services only. Residents in the independent living and the assisted living section both sign a Standard 
Resident Agreement – Independent Living Services. Residents who receive assisted living services also sign an 
Assisted Living Service Costs form. 
 
Residents in the assisted living units receive hospitality services (housekeeping, laundry, meals, 24‐hour 
emergency response and social activities) and up to two personal assistance services (regular assistance with 
activities of daily living, such as bathing toileting or mobility assistance, and medication assistance) referred to as 
prescribed services. Services must be provided to residents in a way that does not jeopardize their health or 
safety and must meet or exceed the Assisted Living Registrar’s health and safety standards.  
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This investigation was initiated as a result of a complaint received by the Assisted Living Registry from the 
 of an individual who was a resident at Summerland Seniors Village. She believed that was 

receiving assisted living services. The assisted living investigator determined that the individual subject to the 
complaint was receiving independent living services and therefore the complaint was not within the jurisdiction 
of the Assisted Living Registrar. However, this complaint initiated the review of the assisted living units at the 
site because the investigator had reason to believe that the manner in which assisted living services were being 
provided could jeopardize the health and safety of residents in assisted living.  
 
To complete the investigation of the assisted living services at this site in a timely manner, it was decided to 
conduct a joint investigation with Ministry of Health (the Ministry), Assisted Living Registry staff and Interior 
Health Authority (IHA) staff. Interviews and review of information pertaining to assisted living services were 
shared between the Director, Assisted Living Services and IHA community care staff. IHA is completing a 
separate assisted living operational review report on the 18 publicly subsidized beds. 
 
In the course of this investigation ontacted IHA to express concerns about the supports and 
services that their eceived while residing in Summerland Seniors Village in the IL/AL section. The 
information provided by the families identified similar concerns to those identified in the case that initiated this 
review. The Assisted Living Registry investigators will investigate these two complaints independently. 
 
On December 6, 2012, IHA put in clinical and care aide staff to oversee and deliver personal assistance and 
medication management assistance. This was done with the agreement of the operator. These supports were 
implemented to ensure immediate safety of residents, but do not replace the operator’s responsibilities in 
addressing the recommendations of this review or the requirement to ensure ongoing compliance to the 
standards for assisted living services. To date these supports remain in place. In addition, Retirement Concepts 
agreed to stop all admissions to the site until the urgent actions are fully achieved. Retirement Concepts fully 
collaborated with the assisted living investigator and, as soon as they became aware of the health and safety 
concerns at Summerland Seniors Village, started to develop an action plan to address the identified concerns.  
 
At the time of this investigation, IHA Licensing was completing a residential care licensing inspection report and 
an IHA team of nine interdisciplinary members was completing a Quality Review of the licensed residential care 
section of the Campus of Care. Results of these reviews will be reported out by IHA.  
 
Scope of Review – included review of physical plant, policies and procedures, and operations of the assisted 
living residence section of the Campus of Care. 
 
Review Methodology – included the following: 

• Introductory meeting between the site review team and Summerland Seniors Village, Director of Care, 
Bernadette McRae 

• Tour of residence  
• Review and photocopy of policies, procedures and other documents 
• Review of client records 
• Interviews of site manager and staff  
• Family interviews 
• Meeting to debrief findings with the Regional Manager, Julia Glover 
• Further requests for policies and procedures 
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SUMMARY OF FINDINGS RELATED TO REQUIRED STANDARDS (See Appendix 1 for details) 
 
All findings are assigned a determination based on the following definitions: 

• In compliance:  meets the requirements of the Assisted Living Registrar’s provincial health and safety 
standards and policies 

• Not fully compliant:  missing required elements for full compliance  
• Not in compliance:  no evidence of meeting the standards and policies 

 
The investigation occurred over a three day period of time on site with subsequent requests for information 
from the site management, and included a review of seven assisted living health and safety standards. The 
investigation has shown that the operator of Summerland Seniors Village is not fully compliant with the seven 
health and safety standards and policies.  
 
1. Registrants must provide a safe, secure and sanitary environment for residents. – Not fully compliant 

In compliance with the following policies: 
• Environment (1.1.1, 1.1.2, 1.1.3)  
• Building maintenance (1.2.1)  
• Emergency preparedness and fire safety (1.4.1, 1.4.2, 1.4.3) 
• Abuse, neglect and self‐neglect (1.7.2)  

 
Not fully compliant with the following policies: 

• Security (1.3.1, 1.3.3) 
• Abuse, neglect and self‐neglect (1.7.1) 

 
Not in compliance with the following policies: 

• Security (1.3.2)  
• Accidents, deaths and medical emergencies (1.5.1)  
• Infectious outbreaks (1.6.1)  

 
2. Registrants must ensure hospitality services do not place the health or safety of residents at risk. – Not 

fully compliant 
In compliance with the following policies: 

• Laundry (2.1.2, 2.1.3, 2.1.4)  
• Housekeeping (2.2.1, 2.3.1, 2.3.2, 2.3.3, 2.3.4, 2.3.5) 
• Social and recreational activities (2.5.1, 2.5.2) 

 
Not fully compliant with the following policies: 

• 24‐hour emergency response (2.4.1) 
   

Page 33 
HTH-2013-00238



3. Registrants must ensure sufficient staff is available to meet the service needs of residents, and that staff 
has the knowledge and ability to perform their assigned tasks. – Not fully compliant 

In compliance with the following policies: 
• Workforce disruptions (3.2.2) 
• Safe transportation to and from social and recreational outings (3.5.1) 

 
Not fully compliant with the following policies: 

• Staff qualifications and training (3.2.1, 3.3.1, 3.3.2) 
 
Not in compliance with the following policies: 

• Management (3.1.1, 3.2.2)  
• Delegated tasks (3.4.1) 

 
4. Registrants must ensure residents are safely accommodated in their assisted living residence, given its 

design and available hospitality and prescribed services. – Not fully compliant 
In compliance with the following policies: 

• Entry screening (4.1.2) 
• Exit plans (4.2.2) 

 
Not fully compliant with the following policies: 

• Exit plans (4.2.1) 
 
Not in compliance with the following policies: 

• Information for prospective residents (4.1.1) 
 
5. Registrants must develop and maintain personal services plans that reflect each resident’s needs, risks, 

service requests and service plan. – Not fully compliant 
In compliance with the following policies: 

• Personal service plans (5.1.2) 
 
Not fully compliant with the following policies: 

• Personal service plans (5.1.1) 
 
6. Registrants must ensure prescribed services are provided in a manner that does not place the health or 

safety of residents at risk. – Not in Compliance 
Not in compliance with the following policies: 

• Activities of daily living (6.1.1) 
• Medication management (6.2.1) 

 
7. Residents are provided with information on complaint processes. – Not fully compliant 

Not fully compliant with the following policies: 
• Complaints (7.1.1) 
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REQUIRED ACTIONS TO ENSURE COMPLIANCE WITH ASSISTED LIVING STANDARDS AND POLICIES 
 
The following are required actions that Retirement Concepts must complete to ensure compliance with assisted 
living health and safety standards and maintain current registration as Assisted Living. These actions have been 
organized by:  
 
Corporate and Site Leadership  
 

1. Ongoing and accessible clinical leadership, increased support, training and supervision for staff providing 
prescribed services within the assisted living section, and immediate compliance with the provincial 
Personal Assistance Guidelines need to be implemented to ensure safety of the residents and increase 
the competency of personal assistance staff.  

2. Policies, procedures and staff training about privacy legislation need to be implemented and monitored 
for compliance by the operator to protect the confidentiality and privacy of resident personal 
information.  

3. Policies and procedures related to review of care aide competencies and personal assistant procedures, 
must be implemented to ensure prescribed services are provided in a safe manner. 

4. Policies and procedures about medication management, delegated and assigned tasks for care aides, 
must be revised and implemented to ensure compliance with the provincial Personal Assistance 
Guidelines.  

5. Policies, procedures and staff training related to the prevention of and response to accidents and 
medical emergencies need to be implemented and regularly monitored by the operator to ensure the 
health and safety of all residents.  

 
Clinical  
 

6. Educational plans for the direct care staff need to be implemented including medication administration, 
direct care, infection control, occupational health and safety, violence in the workplace and 
communication skills to support the safe provision of services.  

7. Policies and procedures related to resident exit planning must be implemented to ensure safe 
transitioning between different types of service.  

8. Policies and procedures regarding the development and updating of personal support plans, and 
communication between internal and external caregivers and families must be implemented to ensure 
up‐to‐date and appropriate personal support plans for residents. 

 
Quality Improvement and Risk Management 
 

9. Polices and procedure related to how staff manage breaches in building security need to be 
implemented to ensure residents are protected from harm.  

10. Policies and procedures related to prompt effective reporting of abuse or neglect allegations need to be 
developed and/or revised, and staff training needs to be implemented to ensure the safety of residents.  

11. Clear and accurate information about assisted living including the future care costs of Summerland 
Seniors Village needs to be developed to effectively assist the public, residents and families about the 
requirements, and to plan for their future care and support if required.  
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Corporate/Organization Support 
 

12. Supportive processes for staff to voice complaints or concerns without fear of repercussion must be 
developed and implemented to support the provision of safe service for residents. 

13. Corporate policies and procedures need to be implemented in a consistent manner and compliance 
monitored to ensure the safety of residents, families, and staff.  

 
Communication 
 

14. Policies and process regarding clear and consistent communication with residents, families, and staff to 
be implemented to ensure the health and safety of residents.  

 
The Ministry must be assured that all assisted living residents living at Summerland Seniors Village are safe and 
that they are receiving appropriate services that are consistent with the required health and safety standards. 
The operator must establish and sustain appropriate clinical oversight, and report any changes in this 
arrangement to the Assisted Living Registry. For the immediate term, this has been achieved through the 
addition of clinical leadership at the site by IHA to provide daily clinical oversight. IHA has confirmed that they 
will continue to provide this essential clinical oversight until the Assisted Living Registrar is satisfied that this 
clinical oversight is no longer required. Any changes in clinical oversight at Summerland Seniors Village will 
require immediate review and approval by the Assisted Living Registrar.  
 
The Assisted Living Registry and Retirement Concepts will continue to collaborate on improvements to policies 
and supporting materials, and the monitoring approach that includes reviewing and updating the action plan on 
a regular basis, reporting by the operator and site visits to ensure that the operator is in full compliance with the 
assisted living health and safety standards. This diligence is required due to the nature of the population residing 
in this residence and the potential risks associated with not completing the required actions identified in the 
investigation. In addition, the agreement to halt admissions will remain in place until agreement is reached with 
the Assisted Living Registrar, Retirement Concepts and IHA that the operator has achieved compliance with 
required clinical oversight and health and safety policies.   
 
Retirement Concepts has engaged in a proactive review process and, based on feedback provided by Assisted 
Living Registry, independently completed an internal review of all of their sites that offer assisted living services 
utilizing the standards and policy statement tool that the Ministry used for the review of Summerland Seniors 
Village. They have invited the Assisted Living Registrar staff to review a number of sites to confirm that the sites 
are meeting or exceeding the health and safety standards for assisted living.  
 
Possible sites to review include: 
 

• The Terraces on 7th: 1570 West 7th Avenue Vancouver, BC  V6J 5M1   

• Maple Ridge Seniors Village:  22141 ‐ 119th Avenue Maple Ridge, BC  V2X 2Y2  
• Rosemary Heights Seniors Village:  15240 34th Avenue Surrey, BC  V3S 0L3  
• Waverly Seniors Village:  8445 Young Road Chilliwack, BC  V2P 7Y7  
• Langley Seniors Village:  20363 ‐ 65th Avenue Langley, BC  V2Y 2Y7  
• Williams Lake Seniors Village:  1455 Western Avenue Williams Lake, BC  V2G 5N1  
• Kamloops Seniors Village:  1220 Hugh Allan Drive Kamloops, BC  V1S 2B3 
• Comox Seniors Village:  4640 Headquarters Road Courtenay, BC  V9N 7J3  
• Nanaimo Seniors Village:  6085 Uplands Drive Nanaimo, BC  V9V 1T8  
• The Gardens:  650 Berwick Road North Qualicum Beach, BC  V9K 2T8  
• The Wellesley:  2800 Blanshard Street Victoria, BC  V8T 5B5  
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The Ministry would like to acknowledge the efforts of Retirement Concepts to support this review. Staff at 
Summerland Seniors Village fully cooperated with the reviewers by providing information for the report both 
during and following the site visit. We anticipate that this cooperation and responsiveness will continue in 
addressing the recommendations and further reviews that will be undertaken.    
 
We would like to further acknowledge your cooperation with IHA to address a number of the issues identified in 
the review that required an immediate and urgent response.  
 
 
 
Inspection report completed by Robin McMillan, Director, Assisted Living Services, Ministry of Health  
 
 
                       
Signature          Date 
 
 
 
Barbara Korabek, Assisted Living Registrar,  
 
 
                       
Signature          Date 
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Appendix 1 
 

HEALTH & SAFETY STANDARD                            FINDINGS/OBSERVATIONS 

Standard # 1 – Registrants must provide a safe, secure and sanitary environment for residents. 

1.1  Environment 

1.1.1  Registrants must ensure that building design, 
construction and occupancy comply with the 
requirements of applicable legislation, regulations, 
bylaws and codes. 
 

In compliance 
• Assisted Living Registration is for 18 

publicly subsidized and 18 private 
units 

• All permits current and posted by 
front desk 

1.1.2  Registrants ensure the design of common areas and 
resident units accommodates the special needs of 
their resident population. 

In compliance 
• Common areas and resident areas 

separate, and appropriate design 

1.1.3  Registrants must provide adequate and appropriate 
social and recreational space for residents. 

In compliance 
• Building includes country kitchen, 

large TV room, hairdressing salon, 
exercise gym, library, and social 
event room with a bar, open cafe 
area and outside space including the 
resident garden 

1.2  Building maintenance 

1.2.1  Registrants must maintain buildings and grounds in 
a good state of repair and a safe and sanitary 
condition, and in compliance with the requirements 
of applicable legislation, regulations, bylaws and 
codes. 

In compliance 
• Records show all permits current 
• Buildings and grounds appear in good 

condition 
• Ongoing flood restoration work has 

the necessary permits 

1.3  Security 

1.3.1  Registrants must provide building security that 
protects residents from harm. 
 

Not fully compliant 
• Coded door installed, residents and 

family know the code and can exit 
the building whenever they wish. 

• Front door is locked at 4:40 PM. 
Intercom and bell at front door for 
others to use to gain admission to 
residence. Security cameras at the 
front door 

• Two other outside doors to the 
Assisted Living section are coded, but 
have no bell – visitors must come to 
the front door 

• No policies in place related to breach 
of security process for staff to follow 
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HEALTH & SAFETY STANDARD                            FINDINGS/OBSERVATIONS 

1.3.2  Registrants must maintain the privacy of residents’ 
personal information in accordance with applicable 
legislation, using it only as required in the delivery 
of services. 

Not in compliance 
• Resident personal information kept 

in room with a lockable door, but 
other SSV staff have access as well  

• Privacy breach related to disposal of 
blister packs in domestic garbage 

• Policy regarding access to tenant 
record is not comprehensive – deals 
with requests to general manager, 
does not speak to how staff protect 
the privacy and confidentiality of 
residents  

 

1.3.3  Registrants must respect resident privacy, provide 
lockable doors to resident units and a lockable 
cabinet within each resident unit for valuables.  
 

Not fully compliant  
• Units have a lockable door and a 

lockable cabinet  
• No evidence of policies regarding 

resident privacy or access to a 
resident’s unit 

• No evidence of staff orientation or 
training regarding privacy and 
confidentiality 

 

1.4  Emergency preparedness and fire safety 

1.4.1  Registrants must provide services and/or facilities 
that enable residents to self‐preserve in the event 
of fires or other emergencies. 
 

In Compliance 
• Documentation confirmed fire drill 

held fall 2012 
• September Tenant Council minutes 

indicate that a fire drill was held and 
that fire procedures were discussed. 
November Tenant Council minutes 
indicate that a new fire plan is being 
developed with the fire department 
(draft fire processes provided), and 
that there is an evacuation plan 

• Evidence that staff and residents 
receive fire protocol and the ERS 
system training when they first move 
into the residence  

• Evacuation instructions posted in 
resident units 

 
1.4.2  Registrants must ensure that staff is trained to 

respond appropriately to emergencies. 
Not fully compliant 

• Emergency response and 
weapons/dangerous goods policy in 
place 
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HEALTH & SAFETY STANDARD                            FINDINGS/OBSERVATIONS 

• Care staff have first aid certificates 
and carry a cell phone on all shifts 

• No evidence of staff training related 
to how to respond to an emergency 
other than a fire 

 

1.4.3  Registrants must ensure the fire safety 
requirements of the local fire authority are met.  
 

In compliance  
• Confirmation that the annual fire 

department inspection is satisfactory 
 

1.5  Accidents, deaths and medical emergencies 

1.5.1  Registrants must respond immediately and 
appropriately to missing residents, accidents, 
medical emergencies or deaths.  

Not in compliance  
• Unexpected death policy in place  
• Evidence confirmed care aides have 

first aid certificates 
• Emergency response policy requires 

additional information to ensure staff 
understanding of the appropriate 
steps to take in emergencies. 
Incident reports are completed by 
care aides and sent to GM. Care aide 
reported that they all do not follow 
the policy in a consistent manner 

• Missing resident policy in place. 
Policy was recently revised to include 
documentation of resident absences 
from meals. Policy was not followed 
consistently by staff 

• No evidence of staff training related 
to processes to follow in the event of 
accidents, deaths and medical 
emergencies 

• Lack of ongoing communication of 
and review of policies by 
management with staff  

 

1.6  Infectious outbreaks 

1.6.1  Registrants must have a plan in place to prevent, 
contain and report infectious outbreaks. 

Not in compliance 
• Policies on hand hygiene, outbreak 

management and influenza 
prevention in place 

• Corporate policy on infection control 
available, but specific procedures not 
available and staff unaware of them 
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HEALTH & SAFETY STANDARD                            FINDINGS/OBSERVATIONS 

1.7  Resident abuse, neglect and self‐neglect 

1.7.1 
 

Registrants must protect residents from abuse or 
neglect and respond promptly and effectively to 
allegations of abuse or neglect. 

Not fully compliant 
• Written complaint and abuse policy 

in place  
• Care aides have criminal record 

reviews on file  
• Residents are given Assisted Living 

Registry complaint brochure at move 
in and brochures are available on 
site. Current brochures have 
incorrect Assisted Living Registry 
contact information (brochures with 
correct contact information mailed to 
residence December 7) 

• Tenant abuse policy does not address 
communication with the health 
authority (local designated agency), 
PGT or funding agency 

• Abuse policy reviewed with staff at 
orientation. No additional education 
related to abuse and neglect for staff 

1.7.2  Registrants must maintain a record of incidents that 
occur within the residence and report serious 
incidents to the Assisted Living Registrar. 

In compliance  
• Evidence of written incident reports 
• Incident policy in place 
• Serious incident reporting policy in 

place 
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Standard # 2 – Registrants must ensure hospitality services do not place the health or safety of residents at 
risk. 

2.1  Laundry 

2.1.2  Registrants must store clean laundry in a manner 
that prevents contamination. 

In compliance  
• Soiled laundry collected 3 times per 

day 
• Processes in place to prevent cross 

contamination 

2.1.3  Registrants must change linens at time intervals 
necessary to avoid health issues. 

In compliance 
• Bed linens and towels cleaned weekly 

2.1.4  Registrants must provide residents with access to 
safe and sanitary personal laundry equipment (or 
provide a personal laundry service). 

In compliance  
• Washers and dryers on each floor 

where residents can do personal 
laundry 

2.2  Housekeeping 

2.2.1  Registrants must provide housekeeping in resident 
units that maintain a safe, clean and sanitary 
environment.  

In compliance 
• Light housecleaning policy that 

resident must sign‐off in place 
• Written job routines processes in 

place 
• Suites are cleaned weekly. Extra 

cleaning is available for an additional 
cost 

• Standard is that repairs are generally 
completed within 24‐hours 

• Residence has a new computer 
maintenance management system 
that tracks requests for maintenance 
work and how long this work takes 

2.3  Meals 

2.3.1  Registrants must offer meals that provide balanced 
and adequate nutrition for residents. 
 

In compliance  
• Policies, Four‐week menu rotation 

and November 14, 2012 client food 
audit provided 

• Two options per meal offered 

2.3.2  Registrants must establish an individual dietary plan 
with residents who require a special or therapeutic 
diet, have food allergies or intolerances, and/or 
have special needs associated with chewing or 
swallowing. 

In compliance 
• Confirmed that residence provides 

celiac, diabetic and may cut up some 
foods if required  

• Snacks are provided and fruit is 
provided with each meal 
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2.3.3  Registrants must ensure that residents can access 
meals. 
 

In compliance 
• Hallways are wide and there is an 

elevator to the lower level to 
accommodate walkers and 
wheelchairs 

• Meal reminder and room service 
available if requested for an extra 
cost  

2.3.4  Registrants must obtain appropriate professional 
advice (dietitian or food service supervisor/diet 
technician) to plan menu rotations, special or 
therapeutic diets, and food preparation to 
accommodate chewing and swallowing abilities. 

In compliance 
• Menus approved by dietitian 

employed by Retirement Concepts 
• Residence has recently hired an 

executive chef 

2.3.5  Registrants must adopt safe practices for the 
preparation and delivery of meals. 
 

In compliance  
• Confirmed that all staff have a 

FoodSafe certificate 

2.4  24‐hour Emergency Response 

2.4.1  Registrants must provide a 24‐hour response to 
personal emergencies that is appropriate to the 
needs of the resident population. 
 

Not fully compliant 
• Electronic emergency response system 

(ERS) in place in suites and additional 
pendant available  

• Policy on emergency response requires 
revision including an immediate 
response time protocol and the type of 
response to be provided. Investigator 
observed that staff responded to a call 
within a minute 

• Staff carry a telephone, but do not 
have a way to request assistance if 
required 

2.5  Social and Recreational Opportunities 

2.5.1  Registrants must ensure safe transportation to 
and from social and recreational outings. 
 

In compliance 
• Residence has their own bus for 

recreational outings 
• Safety checks are done on the bus 

before each trip 

2.5.2  Registrants must offer social and recreational 
programs that promote the mental wellbeing of 
residents. 

In compliance  
• Social and recreational calendar was 

posted (showed programming) and 
calendars are provided to residents 

• Client satisfaction surveys provided to 
review team 
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Standard # 3 – Registrants must ensure sufficient staff is available to meet the service needs of residents and 
that staff has the knowledge and ability to perform their assigned tasks. 

3.1  Management   

3.1.1  Registrants must ensure site management is 
effective and appropriate for the resident 
population. 
 
 

Not in compliance 
• Current management team consists of 

(maintenance, marketing, recreation, 
support services, administration and 
general manager, who is a registered 
nurse). Job descriptions of care aide 
and general manager reviewed 

• Clinical oversight for assisted living 
section to ensure compliance with 
delegation of duties required for 
prescribed services and support for 
staff providing direct care not 
effectively provided by general 
manager 

 

3.2  Staffing levels 

3.2.1  Registrants must ensure staffing levels are 
sufficient to meet the hospitality service needs of 
residents and deliver the personal assistance 
services offered. 
 

Not fully compliant  
• RN or LPN on‐call and available to 

assisted living care aides for personal 
service assistance consultation after 
hours 

• No evidence of consistent nursing 
oversight for assisted living  

• All staff have first aid training 
• Staff on site 24/7, support service 

worker available on night shift 
 

3.2.2  Registrants must have plans in place to address 
situations where there is a disruption to the 
residence’s regular work force. 
 

In compliance  
• Evidence that there are processes in 

place to manage staffing when there is 
a disruption such as sick calls or 
inclement weather  

 
 
 
 
 
 

3.3  Staff qualifications and ongoing training 

3.3.1  Registrants must ensure that staff has 
qualifications consistent with their job 
responsibilities. Staff providing personal assistance 
services must have home support/care aide 

Not fully compliant 
• One of the six care aides has a Special 

Needs Worker certificate 
• Five of the six care aides do not have a 
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certification from an accredited educational 
institution, or an equivalent combination of 
education and experience. 
 

medication management certificate  
• All care aides are registered with the 

BC Care Aide and Community Health 
Worker Registry except the Special 
Needs Worker 

 

3.3.2  Registrants must provide staff orientation and 
ongoing training to develop and maintain the 
knowledge and skills of staff. 

Not fully compliant  
• Orientation for care aides confirmed 
• Recent training related to use of safety 

belts and use of restraints 
• No evidence of educational plans for 

direct care staff specific to the 
provision of direct care 

 

3.4  Delegated tasks 

3.4.1  Registrants must ensure appropriate delegation of 
professional tasks to nonprofessional staff, 
consistent with the Ministry of Health Services 
Personal Assistance Guidelines. 
 

Not in compliance 
• No RN sign off on delegated tasks 
• Care aide stated that she uses the 

pharmacist for education and direction
• Written delegation and assignment of 

task policies, but implementation not 
consistent with policy  

• Policy allowing care aides to give PRN 
medications to be clarified so as to be 
compliant with Personal Assistance 
Guidelines 

• Lack of procedures for documenting 
medication use 

• One blister pack had several empty 
med slots with no signatures in the 
client’s file in the med drawer 
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Standard # 4 – Registrants must ensure residents are safely accommodated in their assisted living residence, 
given its design and available hospitality and prescribed services. 

4.1  Entry 

4.1.1  Registrants must fully inform prospective residents 
about the hospitality and personal assistance 
services offered in the residence. 
 

Not in compliance  
• Marketing and web site language 

indicate that the site offers 
independent living and assisted living 
services, but does not differentiate 
between the two. Confirmed through 
discussions with the Marketing 
Coordinator and care aide. This is 
consistent across the province 

• Lack of an Assisted Living Tenancy 
Agreement (Independent Living 
Tenancy Agreement is used for both 
independent living and assisted living) 

• Marketing materials are not clear 
about how a resident transitions from 
independent living to assisted living, 
except that a resident can ask for 
“additional care services” 

• Information provided to residents is 
not clear about differences in levels of 
service 

4.1.2  Registrants must screen residents for suitability in 
relation to building design features, personal 
assistance services offered, and ability to make 
decisions on their own behalf.  
 
 

In compliance 
• Entry Criteria policy in place.  
• Discussion with Marketing Coordinator 

confirmed that prospective residents 
are interviewed and screened before 
entering the residence 

• Marketing Coordinator stated that the 
General Manager (who is an RN) also 
interviews and assesses prospective 
residents  

4.2  Exit plans 

4.2.1  Registrants must develop an exit plan in 
consultation with the resident, their physician, 
support network and health authority if 
appropriate where a resident’s needs exceed the 
service delivery capacity of the residence or the 
resident becomes unable to make decisions on 
their own behalf. 

Not fully compliant 
• Exit Planning policy available, lack of 

clarity in role of care aide in 
implementing policy 
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4.2.2  Registrants must ensure that exit plans include 
strategies for providing increased services to 
minimize risk and meet the higher care needs of 
residents awaiting a move out of the residence. 

In compliance 
• Residents are able to hire extra private 

assistance if they need additional care. 
• Residents with IHA care management 

receive added care hours if they are no 
longer suitable for AL  
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Standard # 5 – Registrants must develop and maintain personal services plans that reflect each resident’s 
needs, risks, service requests and service plan. 

5.1  Personal Service Plans 

5.1.1  In conjunction with each resident, the registrant 
must develop a personal services plan upon their 
entry to the residence. The plan must be reviewed 
on a regular basis and updated as the resident’s 
needs change. 

Not fully compliant 
• Tenant Service Delivery policy contains 

the personal service plan process 
• All residents have a personal service 

plan that is developed by the General 
Manager at time resident move into 
the residence.  

• Caregivers meet regularly with IHA 
case managers  

• PSPs updated by care staff 
October 18, 2012 

• No policies and processes regarding 
communication between external 
caregivers and internal caregivers 

• Care staff call family directly with 
concerns 

5.1.2  Registrants must respect the personal decisions of 
residents and accommodate a resident’s right to 
take risks, as long as the risks do not place other 
residents or staff in jeopardy. 
 

In compliance 
• Site uses “negotiated risk agreements” 

when appropriate and updates them 
as needed  

• No residents had risk agreements in 
place at the time of the site visit 
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Standard # 6 – Registrants must ensure prescribed services are provided in a manner that does not place the 
health or safety of residents at risk. 

6.1  Activities of Daily Living (ADL) 

6.1.1  Registrants must deliver ADL in such a way as to 
promote the safety and independence of 
residents. 
 

Not in compliance 
• No evidence of routine evaluation of 

care aides competency in performing 
activities of daily living 

• No consistent clinical oversight for 
personal assistance tasks 

• No personal assistance procedures 
provided 

6.2  Central storage of medication, distribution of medication, administering medication or monitoring the 
taking of medication 

6.2.1  Registrants must deliver medication services in 
accordance with provincial Personal Assistance 
Guidelines and the Assisted Living Registrar’s 
Medication Services and Standards of Practice 
Guidelines in order to promote the safety and 
independence of residents. 
 

Not in compliance 
• No evidence of consistent nursing 

oversight of delegated or assigned 
clinical tasks  

• Medication management policy to be 
revised 

• No evidence of routine evaluation of 
care aides competency in performing 
assigned tasks  

• Care aides review blister packed meds 
for errors without clinical supervision  
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January 7, 2012  

Standard #7 – Complaints Residents are provided with information on complaint processes. 

7.1.1  Registrants must have internal complaint policy 
that is communicated to residents and you must 
not prevent or intimidate anyone from initiating a 
complaint. 
 

Not fully compliant 
• Internal complaint policy provided as 

part of the move‐in package that 
residents receive 

• Assisted Living Registry Complaint 
policy contained in resident 
information package  

• Internal “complaints box” for residents 
to anonymously provide feedback at 
the residence 

• No written procedures regarding who 
is responsible for the “complaints box” 
– general manager responsible to 
manage 

• Evidence of complaints and safety 
issues being addressed at the monthly 
tenant council meetings 

• Staff stated that they were afraid  of 
repercussions by management should 
they put forth complaints and said 
they felt unsupported because the 
union aligned themselves with 
management   
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MINISTRY OF HEALTH 
INFORMATION BRIEFING DOCUMENT 

928561   
 
PREPARED FOR:  Honourable Michael de Jong, QC, Minister of Health 

- FOR INFORMATION 
 

TITLE: Release of Vancouver Coastal Health Authority (VCHA) Internal Review of 
Transgender Health Program (THP) to its Advisory Group. 

 

PURPOSE: To provide a summary of VCHA’s internal report and advise the Minister of 
its impending release.   

 

BACKGROUND: 
Services for the transgendered population in British Columbia are currently concentrated in 
Vancouver within VCHA. This population has higher than normal suicide and suicide 
attempt rates, and is more likely to be living in poverty (see Appendix One). 
 
THP is not a clinical program but rather provides support and assistance to anyone with a 
transgender health question (transgender people, youth, loved ones, health care providers, 
etc.) by offering information, resources and short term support. The annual budget for THP 
is $160,000.  
 

In September 2011, an internal review of the THP was commissioned by VCHA. The aim of 
the review was to gather information about the strengths and challenges of the THP, as well 
as to identify opportunities for strategic planning and implementation over the next five 
years.  This report presents 15 high-level recommendations arising from the review process 
(Appendix Two contains the recommendations; Appendix Three is the full report).  
 
DISCUSSION: 
 
The surgical program for Gender Reassignment Surgery is not part of the review and is not 
expected to be relocated from VCHA.   
 
Findings from the report include the need for a more structured approach to the THP to 
ensure that services are fully coordinated.  The report notes that both the program and the 
community should reach out to diverse partners who share some common interests to 
leverage existing programs and services.  It also acknowledges the contribution of those 
working in the area to moving the overall program of support to the transgendered 
community forward.   
 
The THP advisory group, which includes transgendered members as well as family members 
of transgendered people from NCHA area and other health authorities, was consulted 
extensively during the review process and has expressed concern that the report has not yet 
been released to them.
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Other health authorities are aware that there may be minor funding implications as a result of 
the recommendations, mostly in the mental health/community sector in future years.  
However, as this population is already accessing services, more knowledge of the needs of 
this community may result in better care and potentially less expenditures as needs are better 
addressed.   
 
Other health authorities support the release of the report to the advisory group.  A draft was 
presented to the Health Operations Committee on May 11, 2012, and there were no major 
concerns expressed. 
 
FINANCIAL IMPLICATIONS:   
 
There are no direct financial implications of releasing the report to the advisory group. 
 
VCHA is making short-term changes to improve the program within the current budget and 
working to secure additional funding (e.g. developing a business case and exploring new 
partnerships) to implement longer-term recommendations.  

ADVICE:  

It is recommended that VCHA release the report to its advisory group.    

 
Program ADM/Division:  Effie Henry, A/ADM, Health Authorities Division 
Telephone:  250-952-1049 
Program Contact (for content):  Kirk Eaton, A/Executive Director – Hospital and Provincial Services 
Drafter:    Nancy South 
Date: May 17, 2012  
File Name with Path:  Y:\MCU\DOCS PROCESSING\Briefing Documents\2012\Approved\HAD\928561 - 
THP review release to AdvisoryGroup.docx 
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Appendix One:  
 
Transgendered Health Program – Quick Facts from VCH Literature Review 
 
1.  Estimated size of trans population 

o Currently, there are no reliable epidemiological studies on the incidence/prevalence 
of transgendered people. 

o Estimates in Western adult populations vary significantly based on definitions and 
study methodology; for the sake of discussion here, it is assumed that 0.1 % to 1.0 % 
of the adult population is transgendered.  

o All numbers show an increasing trend. 
 

British Columbia Estimates of Trans Population Size  
Health 
authority 

Estimated 
population in 
2010 

Estimated # of 
trans* people 
(at 0.1% 
prevalence) 

Estimated # of 
trans* people 
(at 1% 
prevalence) 

Estimated # of 
people who will 
transition (at 
0.2% 
prevalence) 

Interior 73,4587 735 7,346 1,469 
Fraser 1,608,913 1,609 16,089 3,218 
Northern 228,569 229 2,286 457 
Vancouver 
Coastal 

1,140,892 1,141 11,409 2,282 

Vancouver 
Island 

757,999 758 7,580 1,516 

Province 
total  

4,470,960 4,371 43,710 894 to 
8,942 

Source:  BC Stats for Population estimates.   
2.  Suicidal ideation and attempts – Canadian estimates 

o Past year suicide ideation rates are 10 times higher in the transgendered population 
than in the rest of the Canadian population.  

o Past year suicide attempts are 10 to 20 times higher in the transgendered 
population. 

o Youth – 47 % have suicidal ideation and 19% attempted suicide in past year. 
o These rates are higher than other high-risk populations, including the Aboriginal 

population.  
 
Note:  After transgendered people complete transition, suicide rates return to the Canadian 
average. 
 
3.  Poverty Rates for the Transgendered Population (study in Ontario) 

o 50% had personal annual income less than $15,000 
o 21% incomes under $30,000 
o Discrimination by employers is major issue 

 
Because many forms of care needed by transgendered people are only available privately, 
many cannot access the services they need.  Families may be financially stressed in 
supporting transgendered youth by paying for private care needs. 
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4.  High rates of violence and stigma 
o Transgendered people are more prone to violent physical and sexual assaults. 
o Transgendered victims of violence have a four-times higher rate of suicide attempts 

than other transgendered people. 
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Appendix Two:  
 

Internal Review of the Vancouver Coastal Health Transgender Health Program; 
Recommendations for five year strategic plan 

 

1. Clarify the scope, function and responsibility of the Transgender 
Health Program, specifically: 

• Differentiate THP versus the VCH Transgender Health 
Primary Care Consultation Service  

• Consider a name change to support identifying the scope 
• Determine the best location for management of the THP 

(within VCH) – Mental Health and Addiction, Primary 
Care, Population Health.   

• Review and update statements of THP Vision, Goals, and 
Aims to reflect clarity of scope and function. 

2. Establish outreach processes in collaboration with cultural 
communities and other organizations in order to strengthen the 
THP’s capacity to account for the gaps in trans health care across 
culturally diverse populations. 

• Ensure every effort is made to include diverse populations 
in all program areas of the Transgender Health Program 

• Access, utilize, and partner with cultural resources. 
3. Support a process for the Advisory Group to establish clear terms 

of reference including, but not limited to: purpose, rights and 
responsibilities, conduct (with clear expectations such as a written 
“job description” and appropriate training or support to allow them 
to function effectively),composition of membership, size.  

• Educate trans communities (including the THP Advisory 
Group) with regard to broad institutional procedures and 
processes involved in bringing about change, “How it 
works (on the inside) to get appropriate service.” (Health 
Administrator) 

4. Advocate in support of creating a formal clinical transgender health 
youth service at BC Children’s Hospital.  (E.g. this would require a 
solid business plan and a well facilitated presentation involving 
THP Medical Director).  

5. Create an up-to-date and improved website and print material using 
accessible language designed to empower trans individuals to 
participate in their own care management, and to build capacity  

• Publish information related to trans health and medical 
transitioning for health care providers and trans people 

6. Develop communication strategies in order to seek stakeholder 
input and to share information regularly with stakeholders. e.g. 
Hold “Town Hall” meetings with strong facilitation; launch 
comprehensive media campaign 
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7. Increase core budget, to expand staffing arrangements to meet 
improved service:  

• Employ a minimum of three qualified and experienced 
people to provide health navigation, education, group 
facilitation, building resource for\with trans and queer youth 
and their families, grant writing, etc. 

i. Coordinator\Administrator: (full-time) qualification: 
Masters level from a health profession, community 
development or equivalent, with proven leadership 
abilities 

ii. Create a minimum of two full time other positions 
(one targeting youth); positions will require 
demonstrated focus and experience in the area of 
trans health and community engagement 

• Provide for the succession planning to minimize disruption 
and loss of knowledge when experienced staff leave 

• Arrange for qualified staff to participate with BC trans-care 
group. 

8. Arrange for qualified staff affiliated with the THP to participate in 
the BC Trans Clinical Care Group and other provincial tables of 
relevance. 

9. Work with Ministry of Health to promote trans competent services 
that are responsive to community needs across the province.  
• Develop core competencies 
• Develop a specific advocacy plan in collaboration with the six 

health authorities focused on finding new ways to provide 
timely access to trans health services by appropriate providers 
across the regions. 

• Advocate for a systematic monitoring of wait list \ wait time for 
endocrinological and surgical procedures through MSP 

10. Create strategic plan (including business case) to support an 
increased focus on trans youth mental health.  

• Designate partial or full responsibility of a proposed new 
staff position - to function as a Youth Support Worker  

• Engage youth and families in the planning process 
• Collaborate with relevant partners such as MCFD and the 

Vancouver Board of Education to move forward the youth 
strategy (e.g. develop TQ2S inclusive anti-discrimination 
policies and strategies to implement them) 

• Collaborate with partners to assist in fostering the 
development of TQ2S and gender variant youth specific 
‘safe spaces’ (or groups) to be available across the 
province.. 
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11. Continue to lead in the development and implementation of a 
province wide comprehensive education strategy to promote trans-
positive primary health care, including supportive and crisis 
counselling,to health care professionals, including first responders,
who have demonstrated interest in trans health care,  

• Include assessment and treatment protocols for hormones 
and clear referral pathways for further Endocrinological an
Surgical health care. 

• Foster a Therapeutic Community-of-Practice Network with
a mandatory supervision component.-accessing various 
modalities such as videoconferencing to support and sustai
as required. 

• IntegrateTHP educational approach which reflects the shift 
taken in WPATH SOCv7 - a de-psychopathologizing, de-
medicalizing position. (Psychiatry and other Mental Health
Professionals have been experienced as “gatekeepers” by 
many trans and gender non-conforming people in the past.)

12. Identify and build intentional partnerships with community 
agencies and services to collaboratively develop and deliver a 
comprehensive set of groups for trans communities across all 
health authorities of BC. 

• Collaborate across agencies, across the province, across 
modalities in the development and implementation of 
identified groups. 

• Ensure qualified and skilled facilitators 
• Develop groups with a view to multi-modal delivery; e.g. i

addition to face-to-face groups, the use of technology – 
through social media  i.e. Skype, etc. 

13. Develop a strategy to bring transgender health related knowledge 
and skill to the Health Professions curriculums at Universities and 
colleges, and Continuing Professional Development 

14. Develop a strategy to provide counselling or therapy for people 
across the province who apply and meet identified criteria.   For 
example: a program whereby a successful applicant would be 
eligible for up to $2000.00 for counselling / psychotherapy with a 
qualified trans-competent mental health provider across BC. 
(Secondary gain for THP would be identifying and building 
capacity with counsellors / therapist across BC who would require 
the necessary trans-health competencies in order to accept referrals

15. Explore programs which currently support successful volunteer 
services – their screening and training, etc. – with a view to best 
approaches for establishing and maintaining a volunteer and 
mentoring program as part of THP services. 

• Determine how, when, where to best use volunteers - with 
attention to competencies required, safety, etc. 
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MEETING MATERIAL 
 

 
Cliff #  962410   
 
PREPARED FOR: Honourable Dr. Margaret MacDiarmid, Minister of Health 
 
TITLE: Meeting between Minister of Health and Denominational Health 

Association 
 
MEETING REQUEST/ISSUE:  
 
Denominational Health Association President, Derland Orsted, requested a meeting with 
the Minister to discuss the role of the providers included in the Association, and 
challenges these providers are facing. 
  
SHOULD MINISTRY STAFF ATTEND THIS MEETING:  No, not required. 
 
BACKGROUND: 
 
The Denominational Health Association (DHA) is an organization of faith-based 
agencies which deliver acute care and residential care. When regionalization began in 
British Columbia in 1994, faith-based health care providers opposed amalgamation with 
health authorities (HAs). The DHA was formed in 1995 to negotiate an alternative to 
amalgamation for these providers. Appendix A contains a list of organizations and 
facilities included in the DHA.  
 
In 1995, the DHA and the province negotiated a Master Agreement that established the 
general terms of the relationship between the faith-based facilities and HAs. 
The Agreement clarified that HAs are accountable for planning and managing health care 
services within the region. HAs are to develop affiliation agreements with 
denominational facilities who will provide services on behalf of the HA, but the religious 
groups retain ownership and control of their facilities. To date affiliation agreements are 
in place for most, but not all, denominational facilities. 
 
The Master Agreement was intended to be an interim measure to maintain stability for 
denominational facilities for a minimum of three years, or until affiliation agreements 
were signed between the parties. Accordingly, in 1998 the decision was made that no new 
denominational organizations would be added to the Master Agreement, in preparation 
for phasing out the Agreement; in 2008 the Ministry declined the request of the DHA to 
expand the Master Agreement to include assisted living facilities.  
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The DHA supports continuation 
and expansion of the Master Agreement since it maintains a direct link with the Ministry, 
rather than being accountable through the HAs. Over time, there has been increasing 
pressure from the denominational sector for enhanced autonomy and recognition of the 
contribution of their organizations

Providence Health Care (PHC), which is 
a member of the DHA, has lobbied over a period of years for having the same status as a 
HA, rather than the current situation where PHC is regarded as a contracted service 
provider under Vancouver Coastal Health Authority (VCHA). 
 
There are also long-standing concerns about the lack of clarity in accountability 
relationships between the Ministry, HAs, and denominational facilities.

 
The issue of governance was recently reiterated by Dr. Cochrane in relation to the review 
of diagnostic imaging, and his report recommended strengthening governance of 
denominational facilities which provide acute care. This work will be undertaken as part 
of the Physician Quality Assurance Project

ADVICE: 
 
• Reiterate that the governance relationship of affiliated organizations is with the health 

authorities.  
• It is very important that all affiliated organizations are working to integrate their 

services closely with the health authority. A key element of the Ministry’s health 
system strategy is to integrate care around the needs of patients/clients, and also to 
improve integration of services at the regional level.  

• Denominational facilities are encouraged to develop close working relationships with 
health authorities, and to raise issues and concerns through those channels. 

  
 

 
 
 
 
 
 
Program ADM/Division:  Barbara Korabek, Health Authorities Division 
Telephone:                                       250 952-1049  
Program Contact:  Effie Henry, Executive Director 
Drafter:    Tricia Braidwood-Looney, Director Acute Care 
Date:                                                 January 28, 2013 
File Name with Path:  L:\HAD General\Briefing Notes\2013\HPS\962410 Meeting materials for DHA 
meeting with Minister - approved by Teri Collins obo Barbara Korabek Jan 29 2013.docx 
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APPENDIX A  
DENOMINATIONAL ORGANIZATIONS AND FACILITIES  

 

Member Facility 

Evergreen Baptist Society Evergreen Baptist Home 
1550 Oxford Street 
White Rock BC  V4B 3R5 

Fair Haven United Church Homes  The Fair Haven United Church Home 
4341 Rumble Street 
Burnaby BC  V5J 2A2 

Governing Council of the 
Salvation Army 

Buchanan Memorial Sunset Lodge 
409 Blair Avenue 
New Westminster BC  V3L 4A4 

Hope Reformed Church Society Westminster House 
1653 – 140th Street 
Surrey BC  V4A 4H1 

Lutheran Senior Citizens’ Housing 
Society 

Zion Park Manor 
5939 – 180th Street 
Surrey BC  V3S 4L2 

Mennonite Benevolent Society Menno Home 
32910 Brundige Avenue 
Abbotsford BC  V2S 1N2 
 
Menno Hospital 
32945 Marshall Road 
Abbotsford BC  V2S 1K1 

St. Michael’s Society St. Michael’s Centre 
7451 Sussex Avenue 
Burnaby BC  V5J 5C2 

Tabor Home Society Tabor Home 
31944 Sunrise Crescent 
Clearbrook BC  V2T 1N5 

The Good Samaritan Society (not yet 
a member of DHA) 

New Westminster 
Site “M” Woodlands 
McBride Boulevard 
New Westminster BC  

United Church of Canada Hazleton-Wrinch Memorial Hospital 
2510 Highway 62 
PO Bag 999 
Hazelton BC  V0J 1Y0 

Broadway Pentecostal Care Society Broadway Pentecostal Lodge 
1377 Lamey’s Mill Road 
Vancouver BC  V6H 3S9 

Columbus Long-Term Care Society Columbus Residence 
704 West 69th Avenue 
Vancouver BC  V6P 2W3 

Fair Haven United Church Homes The Fair Haven United Church Home 
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2720 East 48th Avenue 
Vancouver BC  V5S 1G7 

Jewish Home for the Aged in 
British Columbia 

Louis Brier Home and Hospital 
1055 West 41st Avenue 
Vancouver BC  V6M 1W9 

Kopernik (Nicolaus Copernicus) 
Foundation 

The Kopernik Lodge 
3150 Rosemont Drive 
Vancouver BC  V5S 2C9 

Mennonite Intermediate Care Home 
Society of Richmond 

Pinegrove Place  
11331 Mellis Drive 
Richmond BC  V6X 1L8 

Providence Health Care Brock Farhni Pavilion 
4650 Oak Street, Vancouver BC  V6H 4J4 
 
Holy Family Hospital 
7801 Argyle Street, Vancouver, BC V5P 3L6 
 
Honoria Conway at St. Vincent’s Heather 
4875 Heather Street, Vancouver BC V5Z 0A7 (to 
open Spring 2008) 
 
Marion Hospice 
900 – 900 West 12th Avenue, Vancouver, BC 
V5Z 1N3 
 
Mount Saint Joseph Hospital 
3080 Prince Edward Street, Vancouver BC  V5T 
3N4 
 
Saint Paul’s Hospital 
1081 Burrard Street, Vancouver BC  V6Z 1Y6 
 
Saint Vincent’s Hospital – Langara 
255 West 62nd Avenue, Vancouver BC  V5X 
4V4 
 
Saint Vincent’s, Heather Site 
4855 Heather St., Vancouver BC 
 
Youville Residence 
4950 Heather Street, Vancouver BC  V5Z 3L9 
 

Saint Jude’s Anglican Home Society Saint Jude’s Anglican Home 
810 West 27th Avenue 
Vancouver BC  V5Z 2G7 

Southview Heights (contracted, not 
affiliated with VCH) 
 

7252 Kerr Street, Vancouver BC V5S 3V2 
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United Church of Canada Bella Coola General Hospital 
PO Box 200 
Bella Coola BC  V0T 1C0 
 
R.W. Large Memorial Hospital 
PO Box 778 
88 Waglisla Street 
Bella Bella BC  V0T 1Z0 

The Calling Foundation Blenheim Lodge 
3263 Blenheim Street 
Vancouver BC  V6L 2X7 

The Good Samaritan Society (not yet 
a member of DHA) 

Christenson Village 
585 Shaw Road 
Gibsons BC  V0N 1V8 

Adventist Health Care Home Society Rest Haven Lodge 
2281 Mills Road 
Sidney BC  V8L 2C3 

Baptist Housing Society of BC Central Care Home 
844 Johnson Street 
Victoria BC  V8W 1N3 
 
Mount Edwards Court 
1002 Vancouver Street 
Victoria BC  V8V 3V8 

Bishop of Victoria (Sole 
Corporations) 

Saint Joseph’s General Hospital 
2173 Comox Avenue 
Comox BC  V9M 1P2 

Governing Council of the 
Salvation Army 

Sunset Lodge 
952 Arm Street 
Victoria BC  V9A 4G7 

Luther Court Society Luther Court 
1525 Cedar Hill Cross Road 
Victoria BC  V8P 5M1 

Marie Esther Society Mount Saint Mary Hospital 
999 Burdett Avenue 
Victoria BC  V8V 3G7 

The Good Samaritan Society (not yet 
a member of DHA) 

Hillside Village 
2891 – 15 Avenue NE 
Salmon Arm BC  V1E 1G9 
 
Mountainview Village 
#100 - 1540 KLO Road 
Kelowna BC  V1W 3P6 
 
Pioneer Lodge 
1051-6th Avenue NE 
Salmon Arm BC  V1E 4S1 
 
Vernon Phase 1 & 2 
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4900 – 20th Street 
Vernon BC  V1T 4E8 
 
Village by the Station 
270 Hastings Avenue 
Penticton BC  V2A 2V5 
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MINISTRY OF HEALTH 
BRIEFING DOCUMENT 

 

Cliff # 966245 
 

PREPARED FOR: Honourable Dr. Margaret MacDiarmid, Minister of Health                                      
                                         – FOR INFORMATION 
 

TITLE: Child and Youth Mental Health and Substance Use (CYMHSU)  
 

PURPOSE: Provide an overview of the work in British Columbia to support children and youth 
with mental health and substance use needs and transitions of care 

 

BACKGROUND: 
According to prevalence data, about 130,000 children and youth (C&Y) experience mental health 
(MH) challenges at any given time in BC. The majority of these C&Y will experience mild to 
moderate MH challenges, including anxiety and depression, while a small portion will experience 
more severe disorders such as schizophrenia. The majority of C&Y with mental illness receive 
services from General Practitioners (GPs), sometimes with community supports. 
  
Services for C&Y mental illness are provided by multiple organizations, including schools, non-
profits, community agencies, Ministry of Children and Family Development (MCFD), health 
authorities (HAs), GPs, and psychiatrists. MCFD has the mandate for C&Y MH in the community 
including The Maples Adolescent Treatment Centre, youth forensic psychiatric services and substance 
use (SU) services in the youth justice system. MCFD spends approximately $94 million annually, 
employs 500 practitioners in about 100 MH centres and serves more than 20,000 C&Y annually. HAs 
provide some C&Y community services, hospital and tertiary MH services. In the 2010/11 fiscal year 
the health care system served 71,984 unique clients 0 to 19 years old in the community for MH 
problems.1 Additionally, 2,369 unique clients 0 to 19 years old receive hospital services, resulting in 
41,365 hospital stay days.2  
 

Those with moderate to severe MH problems receive community services in combination with GPs, 
psychiatrists and family and youth support workers with the aim of providing comprehensive wrap-
around services. To serve C&Y with complex MH challenges and/or concurrent disorders, MCFD 
works with HAs to provide a range of services and supports, such as the early psychosis intervention 
program, intensive out-patient counselling including psychotherapy, medication therapy management, 
youth concurrent disorder therapists, adolescent outreach/assertive outreach services, Kelty Resource 
Centre, and specialized programs (e.g., eating disorders and concurrent disorders). HAs have 78 acute 
and tertiary youth psychiatric beds,3 a range of residential facilities (e.g., Portage) and a number of 
community services that compliment MCFD services and MHSU services provided by other 
organizations. 
 

DISCUSSION: 
As noted in the background section, CYMHSU services are provided by multiple organizations and in 
a variety of settings. In order to provide the best care possible attention must be paid to how C&Y are 
transitioned between different services and from one setting to another.  
Children and youth ‘transitions’ can include: 

                                                 
1 Planning and Innovation Division, CERTS 2012_0222 
2 Planning and Innovation Division, CERTS 2013_0223 
3 Planning and Innovation Division, CERTS 2012_0428 includes 14 eating disorder beds at BCCH 
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1. Transitions between acute/inpatient care and community care. Discharge planning is a key 
element of continuity of services from inpatient to community care and occurs in a variety of ways 
depending on the C&Y needs and severity.  Tools that assist in supporting smooth transitions 
include: protocols between HAs and MCFD regions, joint service partnership models such as early 
psychosis intervention programs, protocols between hospitals and CYMH, joint health and MCFD 
committees and professional relationships

2. Transitioning from adolescence to adulthood may result in both developmental and service 
challenges for youth.  The Cross-Ministry Transition Planning Protocol for Youth Special Needs4 
outlines planning activities and provider roles for youth starting at age 14 who fall under the Child 
and Youth Special with Needs Framework5. MCFD regional and health authority level protocols 
were developed in 2002 to support the transition of youth with a mental illness to the adult system 
of care for those who require it.

3. Transitions for concurrent disorders. As youth SU services are primarily provided by HAs and 
the majority of MH services for youth are provided by MCFD, procedures are in place to facilitate 
smooth transitions for youth with concurrent disorders.

 

CONCLUSION:  
Strengthening the CYMHSU system continues to be a priority.

HAs and MCFD are increasing their use of tele-mental health to 
increase their capacity to serve clients in rural and remote locations. Through the Guidelines and 
Protocols Advisory Committee and the Practice Support Program, GP guideline and training for C&Y 
MH are being implemented

Program ADM/Division:  Barbara Korabek, ADM, Health Authorities Division 
Telephone: 250-952-1049 
Program Contact (for content): Ann Marr, Executive Director, Mental Health & Substance Use 
Drafter:   Joanne MacMillan, Mental Health & Substance Use 
Date: March 12, 2013 
File Name with Path:   Y:\MCU\DOCS PROCESSING\Briefing Documents\2013\Approved\HAD\966245 - Child and Youth Mental Health and Substance Use.docx 

                                                 
4 http://www.mcf.gov.bc.ca/spec_needs/pdf/transition_planning_protocol.pdf  
5 http://www.mcf.gov.bc.ca/spec_needs/pdf/CYSN_FrameWorkForAction_Combo_LR.pdf  
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  MINISTRY OF HEALTH 
INFORMATION BRIEFING NOTE 

 
Cliff # 967826 
 
PREPARED FOR: Honourable Dr. Margaret MacDiarmid, Minister of Health 

 - FOR INFORMATION 
 
TITLE:  Proposed Utilization of the Portage Program for Drug Dependencies (Portage) 
 
PURPOSE

 
BACKGROUND: 
The Crossing at Keremeos (the Crossing) opened in January 2009 and is operated by Portage 
under contract with Vancouver Coastal Health Authority (VCHA) and Fraser Health Authority 
(FHA). It is a 42-bed, long term, tier 4 residential treatment centre for youth aged 14 – 18 years 
experiencing substance use problems.  
 
In March 2008, the Ministry of Health (the Ministry) provided a $2 million grant to the Central 
City Foundation to support construction and renovation of existing buildings and amenities on 
the site. In 2011/12, VCHA, FHA, and Interior Health Authority (IHA) provided a combined 
total of $2.3 million in operational funding to the Crossing.  
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With regard to governance, given the need for tier 4 beds is provincial, and Provincial Health 
Service Authority (PHSA) has current accountabilities with other provincial mental 
health/substance use facilities (e.g., Heartwood; Woodstone; Burnaby Centre), PHSA is well 
positioned to provide oversight and coordinate funding for the Crossing.

 
ADVICE: 

Program ADM/Division: Barbara Korabek, ADM, Health Authorities Division 
Telephone: 250-952-1049 
Program Contact: Ann Marr, Executive Director, Mental Health and Substance Use 
Drafter: Emily Arthur, Manager, Mental Health and Substance Use 
Date: March 8, 2013 
File Name with Path:  Y:\MCU\DOCS PROCESSING\Briefing Documents\2013\Approved\HAD\967826 - Proposed 
Utilization of Portage Program for Drug Dependencies - Min Bfing Mar 12.docx 
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  MINISTRY OF HEALTH 
INFORMATION BRIEFING NOTE 

 
Cliff # 971436 

 
PREPARED FOR: Honourable Dr. Margaret MacDiarmid, Minister of Health -  

FOR INFORMATION 
 
TITLE:  Update on Advocacy for Adults with Eating Disorders 
 
PURPOSE: To provide an overview of the collaboration with representatives of the 

Provincial Advocacy Group for Eating Disorders.  
 
BACKGROUND: 
The Provincial Advocacy Group for Eating Disorders (PAGED) is an organization of 
approximately 90 people with personal histories of eating disorders who raise awareness 
about eating disorders and advocate for enhancements to the system of care. PAGED’s 
members maintain a website (http://advocacyforadultsedinbc.webs.com), participate in 
radio and television interviews, publish newspaper articles and consult with 
representatives of health authorities and the Ministry of Health (the Ministry).   
 
In 2008, representatives of PAGED met with the Minister of Health and identified the 
need for improvements to the continuum of eating disorders services in BC. In response, 
in April 2009, the Ministry held a forum with a broad range of stakeholders including 
representatives of PAGED and, in collaboration with health authorities and the Ministry 
of Children and Family Development (MCFD), followed up in 2010 with the Action Plan 
for Provincial Services for People with Eating Disorders (the Plan). The actions in the 
Plan include the development of a provincial plan for secondary and tertiary eating 
disorders services including the redesign of the adult tertiary model of care at St. Paul’s.  
 
DISCUSSION: 
Since 2010, representatives of the Ministry, the Provincial Health Services Authority 
(PHSA), Vancouver Coastal Health Authority (VCH) and Providence Health Care (PHC) 
have consulted with representatives of PAGED through provincial forums and individual 
sessions around a number of key issues such a

These consultations with representatives of PAGED and other key stakeholders have 
resulted in a more streamlined out-of-province assessment and approval process and an 
improved, more client-centred approach to dealing with patients concerns at St. Paul’s.  
 
In 2012, PHSA and Ministry staff met with representatives of PAGED on numerous 
occasions to obtain input into the development of a service delivery model for adult 
tertiary care services.  The development of the draft service delivery model has been 
developed through an evidenced-based process involving provincial, national and 
international experts; representatives from health authorities, MCFD and Ministry staff 
and then as indicated validated with patients, families and representatives of PAGED.   
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On February 15, 2013, PHSA staff oriented representatives of PAGED to the latest draft 
of the model and received positive feedback. Specifically, representatives of PAGED 
were supportive of the client-centered and integrated care approach, the inclusion of 
trauma-informed care, access to substance use services and Dialectical of Behaviour 
Therapy, and transition support to reintegrate patients back into the community.  

 
To obtain input from individuals with eating disorders in the regional planning process of 
secondary eating disorders services, health authorities are forming regional advisory 
committees – with representation from individuals, families, service providers and 
clinicians – that will provide input into these plans. Representatives of PAGED have been 
approached to recommend members for these committees.   
 
Overall, representatives of PAGED are pleased with the opportunities they have had to 
provide input on the various initiatives. Their input has been well received by staff of the 
Ministry, PHSA, health authorities, PHC and MCFD and has resulted in enhancements to 
the system of care.   
 
For more information on the status of the redesign of the provincial adults tertiary care 
eating disorders services, please see Briefing note Cliff # 969714.   
 
ADVICE: 
Continue the collaborative approach established between the representatives of PAGED 
and staff of the Ministry, PHSA, health authorities, PHC and MCFD to support 
enhancements to the system of care for people with eating disorders.   
 
 
 
 
 
 
 
 
 
 
 
 
 
Program ADM/Division:   Barbara Korabek  
Telephone:   250 952-1049   
Program Contact (for content): Gerrit van der Leer, Acting Executive Director, Mental Health and Substance  
    Use 
Drafter:      Gerrit van der Leer, Director, Mental Health and Substance Use 
Date:    March 18, 2013  
File Name with Path:    Y:\MCU\DOCS PROCESSING\Briefing 
Documents\2013\Approved\HAD\971436 Update on Advocacy for Adults with Eating Disorders Services.docx 
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Cliff# 965813 – Minister’s Meeting
 
Background 

• The Minister’s Office has requested information on health issues relating to the landslide 
The issues are: 

• Health Care

• 

 
Recommended Response 
 

 
• Regarding ongoing mental health issues, the Disaster Psychosocial (DPS) Program run by 

the Provincial Health Services Authority (PHSA) is responsible for the development and 
provision of psychosocial strategies involving a continuum of supportive services, 
targeting those people, both public and responders alike, who are affected by an 
emergency or disaster. The DPS was activated on July 12 immediately following the 
disaster. 

• DPS protocols include assessment of the mental health status of affected individuals as 
well as determining local community capacity for mental health services and 
coordination and provision of these and additional services as required. 

• Oversight and coordination of these activities occurs until the DPS team determines that 
the local communities (i.e., health authorities) are able to continue to provide all 
necessary mental health services on their own. 
 

L:\HAD General\Programs\HARCS\Health Authority Relations\Issues Management\Assignments\DM Assignments (green 
folders)\2013\965813 - Ministers Meeting re Johnsons Landing - Approved by Teri Collins Feb 15, 2013.docx 
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BACKGROUNDER 

Visit www.fraserhealth.ca for more health news and information. 
Follow us: http://twitter.com/Fraserhealth  
 
1/2 

FOR IMMEDIATE RELEASE                October 4, 2012 
 

FACT SHEET: DELTA VIEW HABILITATION LTD. CONTRACT TERMINATION NOTICE 

• In April 2012 Delta View Habilitation Ltd. (DVH) gave Fraser Health 365‐days notice to terminate its 
contract to provide 71 tertiary level residential care beds for older adults with mental health and 
substance use problems effective March 31, 2013. Delta View subsequently granted Fraser Health a one 
month contract termination extension to April 30, 2013.  

• Delta View Habilitation Ltd. (DVH) first entered into a residential service contract with Fraser Health in 
2004 for 19 beds and added 52 beds in August 2007 as part of the Riverview redevelopment project. 

• In 2010, a review of financial reporting by the Fraser Health contracts department identified that funding 
for “support costs” provided to DVH are significantly higher than those paid to other residential care 
service providers in Fraser Health.   

• Support costs include laundry, gardening, food service, office, non‐clinical supplies, upkeep of property 
and salaries that administrators pay themselves and their management team. Support costs do not 
include any costs associated with direct care for residents.  

• Fraser Health had been negotiating with DVH to reduce the amount of funding for support costs to align 
with other residential care providers.  Property costs were also reduced to reflect actual costs reported in 
Delta View financial statements; however, DVH said they could not longer operate a viable business with 
the requested funding reductions to support and property costs and gave Fraser Health 365 day 
termination notice on their Mental Health Residential Care service agreement. 

• As a publicly‐funded agency, Fraser Health has a responsibility to ensure that contracts are monitored and 
managed according to accepted standards.  

• DVH has publicly stated that Fraser Health reduced the per diem paid to DVH for each resident from $344 
in 2007 to $286 in 2012 forcing Delta View to provide care at below cost. This is not accurate.  The 
amount of per diem DVH receives has remained the same; the only thing that has changed is who is 
paying it.  

• In 2007, 64 patients from Riverview transferred to DVH as part of the Riverview redevelopment project.  
At that time, Ministry of Health policy required that Fraser Health pay the per diem costs on behalf of the 
Riverview clients. Per diems, which cover “room and board” expenses, are normally paid by residents. 
Over time, the number of former Riverview residents has decreased at DVH, and other clients have taken 
their place. There are now only nine Riverview clients remaining at Delta View.  

• The new Delta View clients pay the per diem directly to Delta View. These funds have replaced the funds 
previously paid by Fraser Health on behalf of Riverview clients. As a result, Fraser Health reduced the per 
diems it has provided Delta View accordingly. Fraser Health continues to pay the per diem for the nine 
former Riverview residents remaining at Delta View.  If Fraser Health continued to pay the per diem for all 
Delta View clients, DVH would be receiving the same payment twice. 
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• To address the previously noted funding discrepancies, Fraser Health proposed a udget reduction, 
which would see Delta View continue to receive more tha in annual funding from Fraser 
Health in addition to the per diems collected from residents.  

• The dget reduction is comprised of a  duction in property funding to reflect the actual costs 
reported by DVH and a reduction in support funding to align with the standard maximum support per 
diem funded by Fraser Health residential care. 

• DVH did not agree to the reduction and gave Fraser Health a 365‐day contract termination notice.  

• Fraser Health asked Delta View to extend its contract termination to three years  to allow time for the 
development of a new, state‐of‐the‐art owned and operated facility; however, Delta View declined this 
offer as it did not meet its business plans. This decision made it necessary for Fraser Health to move 
immediately to ensure that the ongoing care needs of these residents are met by securing temporary 
mental health residential care beds in existing facilities. 

• Delta View Habilitation Ltd. is the only "for profit" provider of tertiary mental health services in Fraser 
Health’s Mental Health and Substance Use portfolio and remains one of the highest funded contracted 
residential sites across the Fraser Health tertiary services continuum. 

• Fraser Health also funds Delta View for 150 publicly funded residential care beds at Delta View Life 
Enrichment Centre. These beds and this contract are not affected.  

 
‐ 30 ‐ 

 
 
For media inquiries, please contact: 
Fraser Health Media Pager: 604‐450‐7881 
media@fraserhealth.ca 
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Department of Communications & Public Affairs 

C O N F I D E N T I A L  B R I E F I N G  N O T E
 
Oct. 3, 2012 – Delta View Habilitation transition plan  

Fraser Health is opening 79 tertiary level mental health residential care beds for older adults with 
complex psychiatric and mental health care needs at Clayton Heights in Surrey and Highland 
Lodge in Langley to offset the loss of tertiary mental health beds resulting from Delta View 
Habilitation Ltd’s decision to terminate its contract with Fraser Health.  

Update: November 27, 2012 

• From November 27-29, FH MHSU will be mailing out letters informing neighbours of 
Highland Lodge that a specialized care program will be moving into the formerly housed 
Highland Lodge, now called Arbutus Place.  

• This letter is sent as a form of community consultation which is required by MOH to 
designate Arbutus Place as a mental health facility. 

• Arbutus Place is being requested to be designated as a "Provincial Mental Health facility" 
under the Mental Health act as it will be providing care to persons who have serious and 
persistent mental illness with age related disorders.  Persons may need to be certified 
and detained under the mental health act at Arbutus place for treatment. 

• The community consultation is a requirement as part of the process for designation as 
a provincial mental health facility. 

  
Background:  
 

• In April 2012 Delta View Habilitation Ltd. (DVH) gave Fraser Health 365-days notice to 
terminate its contract to provide 71 tertiary level residential care beds for older adult 
mental health and substance use clients effective March 31, 2013. Delta View 
subsequently granted Fraser Health a one-month contract termination extension to April 
30, 2013.  

• Delta View Habilitation Ltd. (DVH) first entered into a residential service contract with 
Fraser Health in 2004 for 19 beds and added 52 beds in August 2007 as part of the 
Riverview redevelopment project for a total of 71 beds. 

• In 2010, a review of financial reporting by the Fraser Health contracts department 
identified that funding for “support costs” provided to DVH are significantly higher than 
those paid to other residential care service providers in Fraser Health.   

• Support costs include laundry, gardening, food service, office, non-clinical supplies, 
upkeep of property and salaries that administrators pay themselves and their 
management team. Support costs do not include any costs associated with direct care for 
residents.  

• For the past 18 months, Fraser Health has been negotiating with DVH to reduce the 
amount of funding for support and property costs to align with other residential care 
providers and reflect actual costs reported in Delta View financial statements.  

• To address these funding inequities, Fraser Health proposed a budget reduction of 
his was following negotiations with Delta View where concessions were 

made by Fraser Health to address concerns about sufficient funding for professional 
staffing wages and model of care
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• The new proposed budget for 2012 / 2013 was to be budget 

reduction. This new budget also includes nine additional Residential Care beds being 
transferred to MHSU that reside in the Delta View Habilitation building. The reduction 
is broken down as follows for support costs an or property costs. 

• Delta View remains one of the highest funded contracted sites across the Fraser Health 
network.  

• Delta View is the only "for profit" provider of Tertiary Mental Health Services in Fraser 
Health’s Mental Health and Substance Use portfolio.  

• Delta View advised Fraser Health that it is not willing to accept this funding reduction and 
gave 365 days notice to terminate the contract effective March 31, 2013. Delta View 
subsequently granted Fraser Health a one-month contract termination extension to April 
30, 2013. This notice period is within the terms of the contracts and is compliance with all 
contractual and regulatory requirements. 

• Fraser Health asked Delta View to extend its contract termination to three years to allow 
time for the development of a new, state-of-the-art owned and operated facility; however, 
Delta View declined this offer as it did not meet its business plans. This decision made it 
necessary for Fraser Health to move immediately to ensure that the ongoing care needs 
of these residents are met by securing temporary mental health residential care beds in 
existing facilities. 

• Fraser Health will proceed with plans to develop an owned and operated facility; details 
and timelines for that project will be announced at a later date. 

• Delta View agreed to work with Fraser Health to coordinate the transfer of services to 
another location in order to cause as little disruption as possible for residents.  

• Fraser Health transition team has had several meetings with DVH staff and 
residents/families and on Sept. 28, 2012 a letter was sent to DVH residents and families 
informing them that Fraser Health is opening 79 tertiary level mental health residential 
care beds for older adults with complex psychiatric and mental health care needs at 
Clayton Heights in Surrey and Highland Lodge in Langley to offset the loss of tertiary 
mental health beds resulting from Delta View Habilitation Ltd’s decision to terminate its 
contract with Fraser Health.  

• Physicians and a multidisciplinary transition team will work with Delta View staff, 
residents and family members to determine the best placement to meet the clinical needs 
of each resident displaced by the Delta View contract termination notice.  

• Transfers will begin in November 2012 following individual meetings with residents and 
family members and will be completed by the end of April 2013.  

• Clayton Heights is a new, purpose-built facility that also has a contact with Fraser Health 
to provide 166 complex residential care beds as well as a 15-space residence for young 
adults with acquired brain injuries. In addition to these services, Clayton Heights will 
provide a 29-bed tertiary behavioural stabilization program for older adults.  

• Highland Lodge is an older facility that will undergo $500,000 in renovations before 
residents move in next spring. Highland Lodge will be funded to provide a 50-bed tertiary 
behavioural stabilization program for a total of 79 tertiary mental health residential care 
beds between the two sites. 

• Further details about Highland Lodge renovations will be available after Facilities staff 
complete detailed plans for the renovations, which is now ongoing.  

• Both facilities will provide specialized mental health care for older adults with all staff 
trained in Person-Centered Care, a similar model of care to what is currently provided at 
Delta View. As well, the staff will benefit from opportunities to connect and collaborate 
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with the care team at Fraser Health’s nationally-recognized Czorny Alzheimer Centre in 
Surrey. 

• Residents will receive the same high-quality care as is currently provided at Delta View 
and the current physician group will continue to provide care in the new locations. 

• Fraser Health also funds Delta View for 150 publicly funded residential care beds at Delta 
View Life Enrichment Centre. These beds and this contract are not affected.  

• Delta View will also continue to operate private pay residential care beds at both Delta 
View Habilitation Centre and Delta View Life Enrichment Centre. 

 
Per Diem Funding 
 

• In 2007, 64 patients from Riverview transferred to DVH as part of the Riverview 
redevelopment project.  At that time, Ministry of Health policy required that Fraser Health 
pay the per diem costs on behalf of the Riverview clients. Per diems, which cover “room 
and board” expenses, are normally paid by residents. Over time, the number of former 
Riverview residents has decreased at DVH, and other clients have taken their place. 
There are now only nine Riverview clients remaining at Delta View.  

• The new Delta View clients pay the per diem directly to Delta View. These funds have 
replaced the funds previously paid by Fraser Health on behalf of Riverview clients. As a 
result, Fraser Health reduced the per diems it has provided Delta View accordingly. 
Fraser Health continues to pay the per diem for the nine former Riverview residents 
remaining at Delta View.  If Fraser Health continued to pay the per diem for all Delta View 
clients, DVH would be receiving the same payment twice. 

Key Messages: 
 

• After many months of negotiations, Delta View Habilitation Ltd. made a business decision 
to terminate its contract with Fraser Health.  

• Once we received contract termination notice, our focus shifted from contract 
negotiations to planning for the ongoing care needs of these residents. We cannot allow 
an operator to use contract termination notice as a bargaining tactic as this creates 
uncertainty and instability for vulnerable residents.  

• There will be no reduction in the level of service or the number of mental health beds.  
• Fraser Health had been negotiating with Delta View to reduce support costs to bring 

funding for support costs in line with other service providers. Support costs include 
laundry, gardening, food service, office, non-clinical supplies, upkeep of property and 
salaries that administrators pay themselves and their management team. Support costs 
do not include any costs associated with direct care for residents.  

• Fraser Health made significant concessions during negotiations,

• Fraser Health is opening 79 tertiary level mental health residential care beds for older 
adults with complex psychiatric and mental health care needs at Clayton Heights in 
Surrey and Highland Lodge in Langley to offset the loss of tertiary mental health beds 
resulting from Delta View Habilitation Ltd’s decision to terminate its contract with Fraser 
Health.  

• Clayton Heights and Highland Lodge will provide specialized mental health care for older 
adults with all staff trained in Person-Centered Care, a similar model of care to what is 
currently provided at Delta View.  
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• Transitions teams will now work with Delta View staff, residents and family members to 
determine the best placement to meet the clinical needs of each resident displaced by 
the Delta View contract termination notice. Transfers will begin in November 2012 
following individual meetings with residents and family members and will be completed by 
the end of April 2013. 

• We recognize that moving to a new location, even if the level of service being provided 
remains the same, can be difficult and we are committed to working one-on-one with 
residents throughout the transition process and we are hopeful that the end result will be 
better care for these residents. Individual transition plans will be developed for each 
resident. 

 
Contact information 
Contact Name Title Phone 
Program   Andy Libbiter  Acting ED MHSU (604) 807 4873 
Communications   Roy Thorpe-

Dorward  
 Senior Consultant, Public 
Affairs 

   
604-587-4612 

 

Page 77 
HTH-2013-00238



Page 78 
HTH-2013-00238

Sect 13, Sect 16



Page 79 
HTH-2013-00238

Sect 13, Sect 16

Sect 13, Sect 16



Pages 80 through 83 redacted for the following reasons:
- - - - - - - - - - - - - - - - - - - - - - - - - - - -
Sect 13, Sect 16



Page 84 
HTH-2013-00238



Page 85 
HTH-2013-00238

Sect 13



Page 86 
HTH-2013-00238

Sect 22

Sect 22

Sect 22

Sect 22

Sect 22

Sect 22



Page 87 
HTH-2013-00238



Page 88 
HTH-2013-00238



Page 89 
HTH-2013-00238

Sect 13

Sect 13



Page 90 
HTH-2013-00238



Page 91 
HTH-2013-00238



Page 92 
HTH-2013-00238



Page 93 
HTH-2013-00238



Page 94 
HTH-2013-00238

Sect 22



Page 95 
HTH-2013-00238

Sect 22



Page 96 
HTH-2013-00238



Page 97 
HTH-2013-00238

Sect 13



Page 98 
HTH-2013-00238

Sect 13



Page 99 
HTH-2013-00238



Pages 100 through 101 redacted for the following reasons:
- - - - - - - - - - - - - - - - - - - - - - - - - - - -
S. 13, S. 17



Page 102 
HTH-2013-00238



Page 103 
HTH-2013-00238



Page 104 
HTH-2013-00238

Sect 17

Sect 17 S. 13



Page 105 
HTH-2013-00238



Page 106 
HTH-2013-00238



Page 107 
HTH-2013-00238



Page 108 
HTH-2013-00238



Page 109 
HTH-2013-00238



Page 110 
HTH-2013-00238



Page 111 
HTH-2013-00238



Page 112 
HTH-2013-00238



Page 113 
HTH-2013-00238



Page 114 
HTH-2013-00238



Page 115 
HTH-2013-00238

Sect 13

Sect 13



Page 116 
HTH-2013-00238

Sect 13



Page 117 
HTH-2013-00238



Page 118 
HTH-2013-00238

Sect 13



1 of 3 

MINISTRY OF HEALTH 
INFORMATION BRIEFING NOTE 

 
Cliff #  949247 
 
PREPARED FOR: Honourable Dr. Margaret MacDiarmid, Minister - 

FOR INFORMATION 
 
TITLE:  Minister Roundtable Briefing –  

Health Human Resources, Scope of Practice 
 
PURPOSE:  To Discuss How Shared Provider Scopes of Practice May Assist with 

Health Human Resources Planning. 
 

BACKGROUND: 

 British Columbia is currently implementing a shared scope of practice/restricted 
activities regulatory model under the Health Professions Act (HPA).  

 The shared scope of practice/restricted activity model removes the historical view of 
professional exclusivity in which legislation prohibits any person, other than a member 
of the profession, from performing certain services or procedures - except where another 
profession is also specifically authorized in legislation.  

 Under the new model many elements of the scope of practice of each regulated 
profession may overlap, or be shared, with those of other regulated professions and may 
also be performed by unregulated persons to the extent that either no restricted activities 
are involved in the service, or the unregulated person is delegated or authorized to 
perform a restricted activity under supervision (see Appendix 1 – Definitions, for 
terminology used by the Ministry of Health1).  

 This approach supports enhanced interprofessional and multidisciplinary practice and 
increased consumer choice, while maintaining patient safety and public protection.  

 As of October 2012, regulations for the following professions incorporate the shared 
scope regulatory model under the HPA: audiology, chiropractic, dentistry, hearing 
instrument dispensing, medicine, midwifery, naturopathic medicine, optician, optometry, 
pharmacy, registered nursing, speech language pathology, and podiatric medicine. 

 

1 http://www.health.gov.bc.ca/professional-regulation/scopeofpracticereform.html 
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DISCUSSION: 
Health Human Resources Planning is one of the foundational functions that support the 
overall Innovation and Change Agenda. When considering the system’s health human 
resources requirements, we must take the needs for the health care system (e.g., population 
access, services) into account, as well as: 

 New service delivery models (e.g., use of interprofessional teams); 
 Expanded scopes of practice (e.g., prescribing pharmacists) and emerging health 

provider roles (e.g., nurse practitioners, physician assistants); and 
 The distribution of the workforce across the Health Authority; in particular, rural and 

remote areas. 

One of the key actions in the Innovation and Change Agenda under the strategic area of 
“improved innovation, productivity and efficiency in the delivery of health services” is to 
ensure that all health professionals are working to their full scope of practice and ensuring 
providers are being utilized to the full extent of their training.  

Additionally, interprofessional collaboration and patient-centred care are integral to 
addressing a number of key health care priorities, including patient safety, recruitment and 
retention of health care professionals, primary health care delivery, and timely access to 
services. 

The traditional approach to health human resources planning has relied primarily on a 
profession-specific, supply-side analysis of past utilization trends to respond to short-term 
concerns. This results in planning that is based on traditional service delivery models rather 
than considering new ways of organizing or delivering services to meet needs, including 
organizing our scarce human resources differently. 

Working within a shared scope of practice/restricted activity regulatory model provides the 
flexibility to determine how services should be delivered in order to meet population health 
needs, as well as the human resources required. This approach optimizes the ability of the 
health system to deliver services based upon the health needs of BC’s population by 
aligning/identifying the skills/competencies required for these needs (planners consider the 
competencies rather than the professions required to meet the needs of the population).  

This approach also supports the Council of the Federation’s Health Care Working Group’s 
priority on team-based health care delivery models, which encourages all health 
professionals to work to their full professional capacity in order to meet patient and 
population needs in a safe, competent and effective manner. 

 
 
 

Program ADM/Division:    Nichola Manning, ADM, MSHHRD 
Program Contact (content):  Sharon Stewart, ED, HHRP (Nursing & Allied Health Professions) 
Drafter:    Debbie McLachlan/Sharon Stewart 
Date:     February 13, 2013 
File Name with Path:                     z:\clinical\admin 100-499\executive services 280\20 bns, bullets & adm 
asgnmts\2012\briefing notes\949247-info bn for minister-roundtable brief-hhr, scope of practice-xref 
953261,953284-ed aprvd.docx 
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949247 Appendix 1 – Definitions 
 

 Scope of Practice Statements are concise descriptions that, in broad, non-exclusive terms 
define the procedures, actions, and processes that the professional is educated and 
authorized to perform. While these activities are established through legislation and are 
complemented by standards, limits and conditions set by the profession’s regulatory 
college or licensing body (i.e., College of Registered Nurses of British Columbia), they 
are not exhaustive lists of every service the profession may provide, nor do they exclude 
other regulated professions (i.e., Pharmacist) or unregulated persons (i.e., Respiratory 
Therapist) from providing services that fall within a particular profession’s scope of 
practice.  

 Restricted Activities  are a narrowly defined list of invasive, higher risk activities that 
must not be performed by any person in the course of providing health services, except 
members of a regulated profession that has been granted specific authority to do so in 
their regulations, based on their education and competence, and unregulated persons who 
have been delegated the authority to perform the restricted activity, or who have been 
authorized to perform the restricted activity, by a member of a regulated profession that 
has been granted the restricted activity.  
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MINISTRY OF HEALTH  

INFORMATION BRIEFING NOTE 

 

Cliff #  962577 

 

PREPARED FOR: Honourable Margaret MacDiarmid - FOR INFORMATION 

 

TITLE: Investigation 2012-0601 Costs 

 

PURPOSE: To provide information of the year to date and estimated costs to the 

government for Investigation 2012-0601. 

 

 BACKGROUND: 
The Office of the Auditor General contacted the Assistant Deputy Minister of Financial 

and Corporate Services, Ministry of Health (MOH) on March 28, 2012, to advise that an 

allegation report was received by their office concerning inappropriate procurement, 

contracting irregularities, inappropriate data access arrangements, intellectual property 

infringement and code of conducts conflicts. MOH immediately launched an internal 

investigation and recommended a formal investigation be undertaken which began  

June 1, 2012. 

 

DISCUSSION: 
An investigation team was established with members from the Office of the Chief 

Information Officer (OCIO), Public Service Agency (PSA) and the MOH. The first phase 

of the investigation focussed on MOH staff and resulted in the termination of

The investigation team has determined that there has been inappropriate personally 

identifiable information released/lost resulting in notification being provided to at least 

38,000 British Columbia residents. A contract has been established to handle phone 

inquiries for the notification for up to $1.5M. In addition a contract has been established 

to review the ministry data practices making recommendations for improvement to 

reduce risk for $.6M. 

 

A summary of the costs include: 

Cost Type Year to Date Future Total 

PSA   $55,000 $7,000 $62,000 

MOH 1,014,000 1,688,000 $2,702,000 
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$2.542M of the total investigation costs are considered to be incremental costs.  

 

Costs for the Ministry executive involved in this investigation are not included in the 

costs. 

 

ADVICE: 

 To date investigation 2012-061 has cos

 A more detailed breakdown of costs is attached as Appendix A 

 
 

Program ADM/Division: Manjit Sidhu, ADM, Financial and Corporate Services 

Telephone: 250-952-2066 
Program Contact (for content): Ted Boomer, Director, Accounting Operations 

Drafter: Ted Boomer 

Date:  January 24, 2013 
File Name with Path:  G:\Admin\BriefingNotes\2012-2013 
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YTD

Estimated 

Future Total

Portion 

Incremental

Portion 

Reassigned Comments

PSA

Salaries & Benefits

33,210             1,476               34,686             34,686             

1,476               -                    1,476               1,476               

5,000               500                   5,500               5,500               All estimated

5,000               500                   5,500               5,500               All estimated

5,000               500                   5,500               5,500               All estimated

2,460               1,230               3,690               3,690               

Total Salaries 52,146             4,206               56,352             

Transcription Costs 3,375               2,500               5,875               5,875               

Total PSA Costs 55,521             6,706               62,227             

Ministry of Health

Salaries & Benefits

60,470             1,693               62,163             62,163             100% June to Aug 31, 60% Sept 1 - Jan 15

87,959             37,316             125,274           125,274           100% Since June 1

52,060             11,661             63,721             63,721             100% June to Aug 31, 60% Sept 1 - Jan 15, 50% Jan 16-April 30

43,614             18,503             62,117             62,117             100% Since June 1

45,233             25,331             70,564             70,564             100% Aug 1 - April 30

7,970               -                    7,970               7,970               2 months 50%

39,129             21,912             61,042             61,042             100% Aug 1 - April 30

52,921             29,636             82,556             82,556             100% Aug 1 - April 30

Total Salaries 389,356           146,052           535,408           

Deloitte Touche 611,000           -                    611,000           611,000           -                    Contract ends Jan 31, 2013

HSBC -  38000 letters (note1) -                    1,500,000       1,500,000       1,500,000       -                    Help support for 38K letters

Postage/print/fold/stuff -                    31,000             31,000             31,000             -                    Mail out for data loss - BC Mail Plus

Data Extractions 11,400             11,000             22,400             22,400             -                    Charged back fro

Blackberry 800                   400                   1,200               1,200               -                    Charged back fro

Other office supplies 800                   -                    800                   800                   -                    Charged back fro

Ministry of Health

Investigation 2012-0601 Costs

June 1, 2012 - April 30, 2013

APPENDIX A
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Notes

1) Assumes no further notifications required.

 The amount for the contact centre of $1.5M may be less - currently the number of calls is minor, but still will be at least $1M
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MINISTRY OF HEALTH  

INFORMATION BRIEFING NOTE 

 

Cliff # 970485   

 

PREPARED FOR: Honourable Dr. Margaret MacDiarmid - FOR INFORMATION 

 

TITLE: Possible conflict of interest of Provincial Health Services Authority 

(PHSA) Board Member 

 

PURPOSE: To provide an update on action taken to address the concerns expressed in 

the February 24
th

 letter to the Minister of Health regarding the possible 

conflict of interest of PHSA Board member, Mary McDougall.  

       

BACKGROUND: 
 

In the fall of 2012, Fraser Health Authority (FHA) approached Health Shared Services 

BC (HSSBC) to support them with a procurement process for residential complex care 

services and mental health and substance use licensed facility care. The goal of this 

procurement was to establish contracts with organizations that have a proven capability to 

design, construct, and operate complex care facilities to a high standard of service.  

 

With this goal, it was decided that a two-step procurement process was the most 

appropriate: the capability of interested organizations would first be identified through 

a Request for Pre-Qualification (RFPQ); those companies identified as capable would 

then be asked to submit competitive proposals through a Request for Proposal (RFP). 

Recognizing the complex and sensitive nature of this procurement, a Fairness Monitor 

was engaged to provide independent oversight of the procurement process.   

 

HSSBC posted HSSBC RFPQ 00770 on November 2, 2012, and completed the RFPQ 

process by issuing notice to qualified proponents in early February 2013. In late February 

2013, the Minister of Health received a letter expressing concern that Buron Healthcare 

Ltd. (Buron) had qualified as a proponent to participate in the RFP phase. The letter 

identified the role of Mary McDougall as both a principal of Buron and a Board member 

of PHSA. PHSA is one of the six BC Health Authorities that funds and uses the services 

of HSSBC. Although the operations of HSSBC are directed by a separate Management 

Board, it operates as a Division of PHSA for administrative purposes 

(legal, fiduciary/financial reporting).  

 

DISCUSSION: 

 

 Acquisition of the types of services being procured by Fraser Health in this 

procurement are outside of HSSBC’s mandate.  However, as part of HSSBC’s 

service agreement with Fraser Health, HSSBC Supply Chain supports Fraser 

Health in these types of acquisitions through the provision of “professional 

procurement” services. As a result, HSSBC’s involvement in this procurement 

was limited to the facilitation of the procurement process as well as the provision 

of RFPQ, RFP and contract templates.  HSSBC Supply Chain was not involved in 

determining evaluation criteria or in the evaluation of the RFPQ responses. The 
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criteria were set by Fraser Health staff and the evaluation was conducted by 

Fraser Health staff alone. In addition, HSSBC will not be involved in negotiation 

of the resulting contract(s). 

 

 HSSBC’s RFPQ process and template do not require proponents to provide a 

statement of disclosure. HSSBC’s standard process is to require qualified 

proponents to submit a statement of disclosure prior to their receipt of RFP 

documents during the second stage.  If a submitted statement of disclosure 

identifies a conflict of interest or unfair advantage or potential for a perceived 

conflict of interest or unfair advantage, then, at the direction of the Evaluation 

Committee, a proponent would be disqualified if the conflict or advantage could 

not be adequately mitigated. 

 

 Both Ms. McDougall and Buron were completely transparent about 

Ms. McDougall’s relationship with Buron and PHSA.  Buron disclosed 

Ms. McDougall’s relationship with Buron and PHSA in their proposal, even 

though not required to do so by the terms of the RFPQ. Ms. McDougall also 

made a statement of disclosure to the PHSA Board Chair. 

 

 Although a Division of PHSA for legal/administrative purposes, HSSBC affairs 

are managed by an independent Management Board comprised of the CEOs of all 

six Health Authorities, a representative of the Ministry of Health, and two outside 

directors.  This structure is designed to ensure that no Health Authority Board 

(including PHSA) could have an undue influence on the affairs of HSSBC.  

 

 In reviewing the concerns expressed in the letter, the Fairness Monitor noted that 

the language in HSSBC’s RFPQ pre-amble which describes the relationship 

between HSSBC and the Health Authorities, could lead a proponent to believe 

that the relationship between PHSA and HSSBC is more direct than the actual 

structure. The Fairness Monitor concluded that this could lead to a perception of 

bias and unfair advantage over other qualified proponents in HSSBC 00770. 

 

 The Fairness Monitor further noted that because of the legal/administrative 

relationship between HSSBC and PHSA, there may have ben an actual conflict of 

interest.  

 

 HSSBC has identified that changes to the RFPQ language and HSSBC’s standard 

processes could prevent this perception of a conflict of interest and could also 

highlight potential conflicts of interest earlier in the procurement process.   

 

 The Fairness Monitor has recommended that to ensure the next stage of the 

procurement process is perceived to be fair; Buron Healthcare Ltd must be 

disqualified.   This recommendation is based on the Fairness Monitor’s belief that 

the language in the RFPQ preamble could be taken to indicate a direct 

relationship between PHSA and HSSBC and the public identification of a 

perceived relationship between HSSBC and Buron Healthcare Ltd.  It is unlikely 

that a change in Ms McDougall’s status on the PHSA Board (i.e. if she resigned) 

would change the perception of unfairness with other proponents.    
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 Although Fraser Health could cancel the RFPQ and start the whole process over 

again, this would impose a delay on the Fraser Health clinical program and could 

further aggravate the situation as successful proponents would see that they are 

being asked to incur further costs to accommodate an organization they may see 

as having an unfair advantage due to its current or past relationship.  

 

 HSSBC RFPQ language provides Fraser Health with the right to disqualify any 

proponent at its sole discretion.  Fraser Health has indicated to the Fairness 

Monitor that Buron will be disqualified. 

 

 Given the fact that Buron has already been notified that it is a qualified proponent, 

it is possible that Buron will not accept disqualification from the next stage 

without some form of redress (e.g. judicial review).  

 

SUMMARY: 

 

The Fairness Monitor engaged to provide independent oversight of HSSBC’s  RFPQ 

00770 indicated that a perception of conflict of interest exists due to the apparent lack of 

clarity in the RFPQ preamble. He further indicated an actual conflict of interest may also 

exist.  For this procurement process to proceed, it is essential that the integrity of the 

procurement process, specifically the perception of fairness, be maintained. 

 

The Fairness Monitor has indicated that Fraser Health has provided him, through email, 

the assurance they will disqualify Buron. To further minimize the potential for a similar 

perception of conflict of interest, in future HSSBC Supply Chain will: 

 

 Clarify the relationship of PHSA and HSSBC in the preamble of its RFPQ and 

RFP templates. 

 Adopt the same Statements of Disclosure language and process in the RFPQ as 

utilized with the RFP, where disclosure is required prior to the submission of 

proposals by proponents. 

 At the launch of a procurement process, educate the Evaluation Committee on the 

relationship between HSSBC and PHSA, as well as the other Health Authorities.  

 Ensure that the tests for a conflict of interest are well-defined and that all 

Evaluation Committees are educated on these tests at the launch of a procurement 

process.  

 When a Fairness Monitor is engaged to support a procurement process, ensure 

that the Fairness Monitor is oriented to the governance relationship between 

HSSBC and PHSA as well as the other Health Authorities.   

 

 

Program ADM/Division: Manjit Sidhu, Financial and Corporate Services 

Telephone: 250 952-2066  

Program Contact: Manjit Sidhu  
Drafter:  Manjit Sidhu  

Date: March 12, 2013  
File Name with Path: L:\Shared\Financial & Corporate Services\BRIEFING 

NOTES\2013\970485 - Possible conflict of Interest of PHSA Board Member.doc  
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KOOTENAY BOUNDARY REGIONAL HOSPITAL  

ISSUE  
Status of the planning for the replacement of Kootenay Boundary Regional Hospital (KBRH) 
 
KEY FACTS  

 In June 2011, Interior Health Authority (IHA)’s Chief Financial Officer (CFO) – Donna Lommer, 
attended the West Kootenay Boundary Regional Hospital District (WKBRHD) meeting to discuss 
IHA’s plans for the replacement of the KBRH. The CFO advised the WKBRHD that work such as 
an environmental analysis, master programming and master site planning would need to be 
completed before a conceptual plan and timing of this work is critical so that the information 
does not become outdated.  
 

 In Fall 2012, the Ministry of Health (the Ministry) started the phased (over 5 years) 
reassessment of the physical condition of health facilities in the province. The KBRH facility 
condition assessment is important for IHA in determining the priority of replacing this facility. 
The KBRH was reassessed in November 2012; however, the reassessment report has not been 
finalized. 
 

 In January 2013, IHA advised the Ministry that IHA is developing its 10 year Capital Strategy 
which is expected to complete in April 2013. 
 

 Planning steps for the Kootenay Boundary area will be considered and prioritized by IHA 
subsequent to IHA Board approval of the 10 year Capital Strategy.  The planning will be 
required to determine the appropriate scope of acute care services to be provided in each 
community in the future, and whether these services would be delivered at their existing site or 
alternate location. 
 

 IHA advised they will continue to consult with the WKBRHD on the capital program for the 
region, and the planning timelines for the replacement of KBRH. 
 

FINANCIAL IMPLICATIONS  

 Financial implications have not yet been determined. 

 

 

BACKGROUND 

 Built in 1953, the KBRH is a 75-bed regional hospital located in Trail, between Grand Forks and 
Nelson. In 1968, a 4-storey Acute Care building addition was completed. Recent renovations 
and expansion to the Surgery and Emergency areas occurred in 2002, and final renovations and 
expansion to the Ambulatory area were completed in 2003. 

 

 KBRH services include core physician specialties, 24 hour emergency and trauma services, 
diagnostic imaging, laboratory, acute and obstetrical care, psychiatry, and chemotherapy. 
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 In January 2011, the WKBRHD passed a resolution and issued a letter to IHA regarding the 
RHD’s proposal to fund up to 100% of the conceptual design for a new and/or upgraded health 
facility. 

 
 

 In March 2012, the mayor of the City of Castlegar met with the Minister of Health. One of the 
topics they discussed was the issue of the postponement of IHA consultation on the capital 
program for West Kootenays, and specifically the replacement and location of the KBRH. 
 

APPROVALS 
Approved by:  Kevin Brewster, Executive Director,  

Capital Services Branch, January 24, 2013 
 

Manjit Sidhu, Assistant Deputy Minister 
     Financial and Corporate Services – [date approved] 
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MINISTRY OF HEALTH 

INFORMATION BRIEFING NOTE 

 

Cliff # 966530 x-ref: 957794   

 

PREPARED FOR:  Honourable Dr Margaret MacDiarmid, Minister of Health 

        - FOR INFORMATION 

 

TITLE: K’ómoks First Nation and the North Island Hospitals Project 

 

PURPOSE: Material for a meeting between the Minister of Health and representatives 

of the K’ómoks First Nation on February 28, 2012 

       

 BACKGROUND: 
On April 26, 2012, the Province of British Columbia announced the approval of the 

business case to replace hospitals in the Comox Valley and in Campbell River for a total 

capital cost of $600 million. This is known as the North Island Hospitals Project (NIHP). 

 

While the new hospital in Campbell River will be developed on the existing hospital site, 

the hospital in the Comox Valley will be developed on a new site. After a comprehensive 

site selection process, the Comox Valley hospital will be built on property once part of 

the North Island College (NIC) in Courtenay. That property was recently transferred from 

the NIC to the Vancouver Island Health Authority (VIHA). 

 

As part of the site transfer process, the K’ómoks First Nation (KFN) received written 

notification from NIC of the change of use of the property for the purposes of 

constructing the new hospital. The KFN responded advising they had no objection to the 

property disposition and reminded the NIC of the Province’s duty to consult with First 

Nations. 

 

Beginning in late 2012, the KFN contacted the NIHP chief project officer inquiring about 

VIHA’s intention to negotiate the KFN participating in the economic benefit of the NIHP 

development. Through subsequent communication between the KFN, VIHA and to the 

Ministry, the KFN are seeking either direct award contracts, or contracts through specific 

direction in requests for proposals, for construction of the NIHP facilities. Examples of 

the work for which KFN are seeking contracts include tree removal, excavation, gravel 

supply and site security. 

 

On December 7, 2012, the KFN sent a letter to the Minister of Health (the Minister) 

seeking a meeting to discuss KFN involvement in the NIHP. Subsequent correspondence 

with the Ministry and VIHA staff clarified KFN’s proposals for participating in the NIHP 

construction. This correspondence is included as Attachments One and Two and the 

Minister’s response is Attachment Three. 
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It should be noted that the KFN recently completed negotiation with BC Hydro for 

similar economic involvement in the construction of the John Hart Dam project near 

Campbell River. 

 

DISCUSSION: 
The KFN’s experience of government construction projects has primarily been with 

horizontal infrastructure (Vancouver Island Highway, John Hart Dam) which includes 

extensive environmental and First Nations consultation and development requirements. 

The KFN has expectations that the hospital project has similar consultation requirements. 

While the Ministry has a duty to consult with First Nations, it does not have the same 

level of policy and practice for involving First Nations in the construction phase as 

government agencies that develop horizontal infrastructure. 

 

As outlined in Attachment Four, VIHA continues to have, extensive engagement with 

local First Nations regarding the development of the NIHP. VIHA is obligated to follow 

its Fair Business Policy in the competition and awarding of construction contracts and 

cannot direct the award of contracts to specific companies.  

 

The Ministry of Health is researching the practices of other government agencies that 

involve First Nations in the construction phase of major infrastructure. BC Hydro’s 

practices are extensive and are built on combination of First Nations procurement policy 

and direct negotiation with First Nations. The Ministry of Transportation and 

Infrastructure’s practices are similar to BC Hydro but they require further research. 

 

It is not the practice of health authorities or the Ministry of Health to permit direct, or 

directed, award of construction contracts. The recent Fort St John hospital project 

included language in the request for proposal making the project proponents aware of 

First Nations companies and/or labour but it did not require proponents to employ any 

specific group. The KFN want more specific language that guarantees awarding of 

contracts to KFN companies. 

 

ADVICE: 

 
 

Program ADM/Division: Manjit Sidhu, ADM, Financial and Corporate Services Division 

Telephone:  (250) 952-2066  

Program Contact (for content): Kevin Brewster, Exec Director, Capital Services (250) 952-1102 

Drafter:  Kevin Brewster 

Date:  February 25, 2013  

File Name with Path: 966530 - K'omoks FN - Feb 28 meeting.docx 
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