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PREFACE  
 
Good mental health and freedom from harms associated with problematic substance use is crucial to 
the overall well-being of individuals, communities and societies—positive mental health is a resource 
for everyday living that enables people and communities to realize their fullest potential and to cope 
with life transitions and major life events. Unfortunately, around the world, mental health problems 
and substance use problems are common—affecting men and women of all ages, nations and 
cultures. Estimates suggest mental disorders affect more than 25 percent of all people at some time 
during their lives and are present at any point in time in about 10 percent of a given adult 
population.1  

British Columbia is no exception to this trend. Mental health problems and substance use problems 
are the third largest contributor to the Province‘s overall disease burden (after cancer and 
cardiovascular disease), are the largest contributor to disease burden among British Columbians ages 
15—34, and the leading cause of disability in the province.2 British Columbia spends approximately 
$1 billion each year on mental health and addictions services delivered through the health system.3 

It has been more than a decade since government developed a comprehensive plan for mental health 
in British Columbia. In the intervening period, the health system has been reorganized into health 
authorities, and mental health services and addictions services have been integrated. Specific Ministry 
of Health Services policy frameworks, such as Every Door is the Right Door: A British Columbia 
Planning Framework to Address Problematic Substance Use and Addiction4 and Following the 
Evidence: Preventing Harms from Substance Use in BC5, and a Child and Youth Mental Health Plan 
developed by the Ministry of Children and Family Development6, have all supported various aspects 
of sector development. New partnerships have also developed across ministries and sectors.  

Provincial capacity has expanded through the establishment of the BC Mental Health and 
Addictions Services at the Provincial Health Services Authority, the Centre for Addictions Research 
of British Columbia at the University of Victoria, and the Centre for Applied Research in Mental 
Health and Addictions and Children‘s Health Policy Centre at Simon Fraser University. Funding 
from the Province‘s Leading Edge Endowment Fund has supported creation of a Leadership Chair 
in Depression at the University of British Columbia‘s Brain Research Centre. This academic  

 

1 World Health Organization (2001). Mental Health: New Understanding, New Hope. World 
Health Report 2001. Geneva: World Health Organization.  
2 BC Ministry of Health (2001). Evaluation of the Burden of Disease in British Columbia. Victoria, 
BC. Strategic Policy and Research Branch, British Columbia Ministry of Health  
3 Committee of Supply (2004). British Columbia Debates of the Legislative Assembly. Vol 22, 1. 
9411, sec.1055.  
4 BC Ministry of Health Services (2004).  Every Door is the Right Door: A British Columbia 
Planning Framework to Address Problematic Substance Use and Addiction.  Available at 
http://www.health.gov.bc.ca/library/publications/year/2004/framework for substance use and
addiction.pdf 

5 BC Ministry of Health Services (2006).  Following the Evidence: Preventing Harms from 
Substance Use in BC.  Available at 
http://www.hls.gov.bc.ca/publications/year/2006/followingtheevidence.pdf  
6 British Columbia Ministry of Children and Family Development (2003). Child and Youth Mental Health 
Plan for British Columbia. Victoria, BC: Ministry of Children and Family Development. Available at 
http://www.mcf.gov.bc.ca/mental_health/mh_publications/cymh_plan.htm  
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leadership post is dedicated to identifying the underlying causes of mental illness and devising novel, 
evidence-based responses across the lifespan. 

The evidence base to support effective action to promote mental health and prevent and respond to 
mental health problems and substance use problems has expanded rapidly. Considerable new 
knowledge is now available in the field. Expanded capacity and growing integration in the mental 
health and addictions sectors mean that British Columbia is well positioned to take advantage of 
new relationships and new knowledge at the research, policy and practice levels.  

As a next step, the province is developing a 10 Year Plan to Address Mental Health and Substance 
Use that takes a whole systems approach. The Plan will set out a clear unifying vision, guiding 
principles, intended population outcomes, strategic directions and evidence-based recommendations  
for action. The Plan will articulate roles and responsibilities and identify specific milestones for 
achievement. Finally, it will establish mutually developed mechanisms to monitor progress over time 
and ensure accountability.  
 
In British Columbia, a disproportionate share of the burden of mental health problems and 
substance use problems is borne by Aboriginal communities. With the signing of the Transformative 
Change Accord, the Leadership Council representing the First Nations of British Columbia, the 
Province of British Columbia and the federal government have agreed to a shared commitment to 
action on closing health, social and economic gaps between First Nations and other British 
Columbians.7  The Transformative Change Accord specifies ―establishing mental health programs to 
address substance abuse and youth suicide‖ as one of four actions to close health gaps between 
Aboriginal British Columbians and the general population by 2015. Therefore, as partners with 
Aboriginal leadership and communities, and the federal government in the Tripartite process the 
Ministry of Health Services and the Ministry of Healthy Living and Sport are  participating in the  
development of a plan to address mental health and substance use in BC‘s Aboriginal communities.  

This background paper forms part of a series prepared for the Ministry of Health Services, Ministry 
of Healthy Living and Sport and the Ministry of Children and Family Development to inform the 
development of a 10 Year Plan to Address Mental Health and Substance Use for British Columbia. 
Each paper in the series addresses a key element in the Plan. As the Plan evolves, additional 
background papers will be developed and added to the series.  

To date, the series presents current data on the relative magnitude of mental health problems and 
substance use problems in British Columbia. It summarizes policy approaches adopted by other 
jurisdictions to address similar challenges. The series also examines best available evidence on 
effective interventions to promote positive mental health,  to prevent and reduce associated  harms 
and respond to mental health problems, substance use problems, and concurrent disorders, as well 
as to support recovery and community reintegration. The series also includes a review of national 
and international best practices in addressing stigma and discrimination. Taken together, the 
information, policy approaches and programming options contained in the series will provide 
valuable evidence to inform overall provincial policy directions and to improve the mental health 
and well being of British Columbians across the lifespan.  

 

7 Transformative Change Accord. (2005). Government of British Columbia, Government of Canada & the 
Leadership Council, representing the First Nations of British Columbia. Available at 
http://www.gov.bc.ca/arr/social/down/transformative_change_accord.pdf   
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INTRODUCTION 
 

During the 2006 Conversation on Health, government heard that British Columbians believe mental 
health and substance use to be significant health issues. Participants expressed the need for more, 
flexible mental health and addiction services that fit the needs of individuals, and better information 
about mental illness and addictions in order to overcome stigma and discrimination against people 
with these kinds of health problems. More information about the results of the Conversation on 
Health is available online: 
http://www.health.gov.bc.ca/library/publications/year/2007/conversation on health/ 
 
The development of the 10 Year Plan to Address Mental Health and Substance Use in BC (the 10 
Year Plan) included consultation with major policy, research, advocacy and service organizations, 
with field staff involved in preventing and treating mental health and substance use problems, and 
with people living with mental illness and substance use problems. Building on the input and advice 
that emerged from the Conversation on Health, public and stakeholder engagement was entrenched 
as a key component of development of the 10 Year Plan. Beginning in early 2008 at a formative 
stage in the development of the plan, key stakeholder groups with a focus on mental health and/or 
substance use issues from across the province were asked to help shape the overarching directions 
proposed for the plan through a series of workshops convened by the Ministers of Health Services 
and Healthy Living and Sport. 

With the signing of the Tripartite First Nations Health Plan, the Leadership Council representing the 
First Nations of BC, the province and the federal government agreed to a number of actions 
including ―establishing mental health programs to address substance abuse and youth suicide‖ for 
Aboriginal British Columbians. An Aboriginal reference group, which included representatives from 
the Métis Nations of BC, the BC Association of Aboriginal Friendship Centres, and the First 
Nations Health Council, was formed to provide advice and input into the development of the 10 
Year Plan so that the plan might support and complement the development of an Aboriginal 
population-specific mental health and substance use plan as required through tripartite 
commitments.  

A formal and broader-based engagement and consultation process was launched in February 2009. 
The consultation provided an opportunity to ensure that key partners and stakeholders were 
generally aligned with the broad strategic directions of the plan, and to begin to identify 
opportunities to strengthen both entry points into various systems and relationships among different 
systems. In some cases input prompted consideration of new strategies or adapted approaches, and 
in other instances it confirmed directions and values originally proposed. The consultation feedback 
is summarized below by major themes, and reflects the commitment and passion participants have 
for the issues of mental health and substance use. 

In 2008, the Ministry of Children and Family Development undertook a review of the impact of the 
Child and Youth Mental Health Plan for British Columbia on the broader child and youth mental health 
system. The summary of this consultation process has informed the planning and development of 
the child and youth portion of the 10 Year Plan to Address Mental Health and Substance Use in BC. 
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FEEDBACK  

Consultation input for the 10 Year Plan was solicited through thirteen in-person sessions and 
through written submissions, framed by a discussion guide (Appendix A) that: 
 
 • Outlined the rationale and approach for developing a 10 Year Plan; 

 • Described proposed key components of the plan; and 

 • Invited stakeholders to provide their perspectives on each of the plan components. 

Full-day and half-day face-to-face input sessions were held in Vancouver during February and March 
2009, for a range of stakeholder groups: heath and social service sector organizations; education 
sector organizations; justice sector organizations; child and youth organizations; labour 
organizations; business sector organizations; and youth and adult service users and their families. In 
late March and early April 2009, additional full-day regionally-based consultation sessions (for 
members of the public, service users and service providers) were held in Prince George, Kamloops 
and Victoria.  A separate engagement session with the BC Medical Association was held in Victoria 
in April 2009, and targeted sessions for youth and adult service users were held in June 2009 in New 
Westminster and Burnaby. Details regarding the focus, dates and locations of various sessions can 
be found in Appendix B.  
 
Input and feedback from these various engagement activities were compiled, summarized and a 
thematic analysis was performed.  Feedback is presented in a collective format, without 
identification of the specific sectors or group of participants which provided the feedback unless 
required or particularly relevant.   
 

Vision Statement 
 
A well-crafted vision statement identifies a desired state which the various involved stakeholders 
hope to achieve, and provides overarching strategic directions that will guide future activities.  A 
vision statement should communicate the purpose and values of the overall endeavour, and should 
ultimately be focused on improvements – in this case, on improving the lives of the people of 
British Columbia.   
 
Participants within various engagement activities generally felt that the vision statement for the 10 
Year Plan to Address Mental Health and Substance Use in BC should be short and concise and 
embrace a whole-person, client-centred, across-the-lifespan approach.  Respondents indicated that 
the vision statement should acknowledge the need for a range of timely, socially and culturally 
appropriate services that support and enrich the strengths and potential of all British Columbians.  
In addition, many felt that the vision statement should establish an environment of acceptance 
through the goal of elimination of stigma and discrimination of all kinds. 
 

Strategic Directions 
  
The development of the 10 Year Plan to Address Mental Health and Substance Use in BC has been 
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guided by strategic directions that are grounded in scientific evidence and international experience.   
 
 
These strategic directions include:  

 health promotion;  

 prevention of illness and problems;  

 harm reduction;  

 integrated and accessible care,  

 treatment and support;  

 reduced stigma and discrimination;  

 enhanced innovation, research and knowledge;  

 a whole-systems, cross-government approach; and 

 a lifespan perspective. 
 
There was general agreement amongst respondents that these directions were indeed appropriate, 
but that there would also need to be public oversight and corresponding accountability mechanisms, 
including progress milestones, built in to the overall response in order to achieve the plan‘s vision.  
Other input included a reminder to consider the needs of all the various ethno-cultural, 
demographic and social sub-population groupings that form the cultural fabric of our society (with a 
particular focus on the needs of Aboriginal populations), to be mindful of the power of language, 
and to recognize the educational system as having a key role in advancing a comprehensive health 
agenda.    
 
The following sections consider significant themes and input from the various engagement and 
consultation activities related to the 10 Year Plan across these strategic directions. 
 
 

Promoting Mental Health 
 

“[Mental health promotion] is something that can be implemented in the 
short-term and have long-term positive consequences” 

 
The need to move ―upstream‖ to promote and strengthen good mental health was endorsed almost 
universally by consultation participants. There was acknowledgement that the evidence base 
supporting approaches to mental health promotion continues to grow, and several respondents 
emphasized that action in this area must be, whenever possible, based solidly on good evidence. It 
was suggested that far more emphasis needs to be placed on the socio-economic determinants of 
mental health, such as income, education, housing, employment, early childhood development, 
parental supports and life skills.  
 
Early childhood was highlighted as a key life stage to focus on by many respondents. Equipping 
children with life skills and coping skills early in their lives was seen as important, as was providing 
adequate play and recreation activities to foster healthy social and emotional development. Providing 
sound role modeling and opportunities for attachment to a substantive, supportive adult in their 
lives were put forward as important ways to help children thrive. Access to tools and opportunities 
to strengthen parenting skills were also seen as important by many participants. 
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For older children and adolescents, respondents suggested a focus on building resiliency and 
identified schools as a key setting for such efforts, citing strong, positive connections with peers and 
the broader school community as significant protective factors. The importance of peer-to-peer 
mentoring, support and advocacy were highlighted by youth themselves, as was the importance of 
addressing fundamental needs for health, learning and development (e.g. affordable housing, proper 
diet, safe communities and opportunities for recreational activities). Several respondents thought it 
would be helpful to evaluate and update the curricula for the post-secondary education of various 
health, teaching and social work professionals to include a focus on mental health promotion and 
the importance of the social determinants of health. Participants from the education sector observed 
that principles of social/emotional learning are well aligned with mental health promotion, and 
emphasized the importance of positioning this work within a whole-school or comprehensive 
school health context. 
 
While no one suggested ignoring the needs of adults, there was a consensus that focusing mental 
health promotion interventions earlier in the lifespan was the most effective and sustainable way to 
move towards achieving a healthier population. At the same time, there were a number of specific 
suggestions for mental health promotion among adults, particularly in the context of employment 
and the workplace.  These included striving for work-life balance, an activity in which government, 
the business community, unions, professional organizations, as well as employees themselves, all 
have a role to play. Fostering meaningful and financially accessible non-work activities was seen as 
another way to improve both individual mental health and community cohesion, with respondents 
identifying sports, hobbies, gardening, music, and volunteering as intrinsically valuable leisure 
activities. Spiritual, religious or holistic, integrative practices (e.g. meditation, tai chi or yoga) were 
also cited as contributing significantly to positive mental health.  
 
The relationship between physical health and mental health was also a factor that some respondents 
identified as important, noting that chronic illnesses can be mentally as well as physically debilitating, 
and that health promotion activities should reflect an understanding of mind/body connectedness. 
 
 

Prevention of Mental Illnesses and Substance Use Problems 

 
“Considerable research has occurred in prevention areas …any program 
undertaken should be evidence-based and thoroughly assessed prior to any 
kind of full scale implementation.” 

 
Consultation participants were highly supportive of efforts intended to prevent specific mental 
disorders and/or substance use problems before they occur. There was broad-based 
acknowledgement of the complementary nature of mental health promotion approaches and efforts 
to prevent disorders and problems in terms of outcomes on both an individual and population level. 
The majority of respondents distinguished primary prevention activities intended to prevent the 
onset of problems, from secondary prevention activities aimed at the early detection of problems, 
but noted that both are important ―upstream‖ approaches that require more attention and emphasis. 
Some respondents felt that prevention activities would be more appropriately framed as efforts to 
address or minimize risk, acknowledging that prevention of problems is subject to a complex 
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interplay of risk and protective factors, and that the desired outcome – suspended or completely 
prevented onset of symptoms or problems – may not always be achievable for all people. 
 
Thoughts and suggestions from participants frequently focused on key opportunities for 
intervention across the lifespan. Beginning with the prenatal and antenatal stage, some noted that 
maternal care interventions are essential for prevention and early intervention, as maternal 
depression is associated with increased risk for depression, anxiety and behavioural problems in 
children. A focus on healthy early development for children was highlighted, with a specific focus in 
some instances on opportunities to build and reinforce self-regulatory or self-management skills, 
which in turn may contribute to future success in school and reduce risks of anti-social behaviours 
and anxiety. 
 
Citing schools once again as a key setting for action, respondents supported classroom-based 
prevention and targeted early intervention programs in schools, and cited examples such as the 
‗Friends‘ program to address risk of anxiety-related problems, and efforts to build media literacy for 
youth regarding consumption of alcohol and other drugs. Other respondents recommended a 
specific focus be granted to students with histories of behavioural problems, with targeted efforts to 
provide intensive teacher/student mentorship and reinforce positive youth development. Others 
spoke of the need for dedicated staff, such as elementary school counsellors, within schools to 
support and promote primary and secondary prevention efforts. Some, however, suggested that 
perhaps too much is expected of schools in the area of prevention, and that families, communities, 
businesses, the media, and society must all contribute to the positive mental health of young people 
and provide positive role models. 
 
A number of respondents emphasized the prevention opportunities for adults and seniors that are 
presented within the context of primary care as a consistent point of contact. Some cited, for 
example, opportunities for regular screening to identify and address risk of problems related to the 
use of alcohol and other substances.  
 
Many respondents emphasized that, like any other health service or initiative, prevention efforts 
must be rooted solidly in evidence-based practice, and that rigorous evaluation of results should be 
encouraged. Several participants suggested that more attention needs to be paid to assessing the 
value and viability of programs and services currently offered that are not evidence-based, and that, 
in some instances, resources available to support prevention be refocused to support preventative 
efforts with a more solid evidence-base. Some respondents recommended identification of 
population-level indicators that would reflect the overall impact or outcomes of prevention efforts 
on a community, regional, or province-wide level. 
 

 

Harm reduction 
 

“In order to help with harm reduction you have to be able to establish a 
relationship with the people in situations where they need help. You have to 
be able to relate to the person and put yourself in their shoes . . . . Make 

things more available and more accessible. Cut out things that could cause a 
blockade and prevent them from recovering and improving their lives.” 

(Youth) 
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A solid majority of respondents were in agreement with harm reduction as a strategic direction for 
the 10 Year Plan and that preventing avoidable harms such as transmission of HIV and hepatitis C, 
overdoses, and other health-related harms required a clear commitment from government. Harm 
reduction was seen by participants as an essential part of a comprehensive continuum of care, and 
could not be considered in isolation from other services and systems. 
 
Some raised concerns about the politicized nature of the phrase ―harm reduction,‖ and the lack of a 
standardized common definition of the term. Others noted that harm reduction can refer both to a 
guiding philosophy underlying a variety of different programs, policies and interventions as well as 
to specific kinds of programs designed to engage populations of vulnerable people who use illegal 
drugs, especially by injection. Accordingly, it was suggested that this tension means there may be 
ambiguity among clients, service providers and the general public about the meaning and aims of 
harm reduction. Some participants asked what the dividing line is between harm reduction and 
enabling, which they felt needed some clarification to ensure that well-intentioned programs do not 
actually promote the harms they are designed to prevent. The question of how to extend harm 
reduction philosophy to the domain of mental illness was raised by participants who suggested that 
the premise of informed decision making may not apply to people whose very ability to make 
decisions is impaired by their illness.  
 
A range of examples of evidence-based harm reduction initiatives needing further support or 
expansion were identified, including methadone maintenance, needle exchange, and supervised 
injection sites. Other promising initiatives mentioned include maintenance treatment using other 
medications (for example, stimulants or other opioids such as Dilaudid), crack pipe distribution, and 
testing of street drugs for purity or contamination. For respondents, specific programs were seen to 
be less important than the underlying principle of meeting people ―where they are at,‖ and 
attempting to engage vulnerable individuals with low-barrier services. Harm reduction education for 
health, education, and law enforcement professionals was proposed as important, as well as 
increased awareness about harm reduction and its benefits among the general public through 
targeted campaigns. A number of respondents felt that reduction of harms associated with alcohol 
use should be addressed as a priority action, as it is this psychoactive substance (other than tobacco) 
whose use causes the greatest burden of illness and associated costs.   
 
There was general agreement that a balanced, public health approach is what is needed to reduce the 
harms associated with substance use- an approach that recognizes that substance use has been a 
constant in all societies throughout history, that focuses on reducing and preventing substance 
related harms to individuals, families and communities and that is based on evidence.  The issue of 
prohibition was raised by some participants, emphasizing that the current ―war on drugs‖ has not 
only been ineffective, but has been both socially and economically costly.   Proponents of this 
perspective suggest a need to develop a legal framework based on principles of harm reduction, 
human rights and overall population health.      
 
 

Care, Treatment and Support 
 

“Keep reaching out to the clients if they come in only once.  It shows that 
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they are cared about and that there are people out there that want to help 
improve each others‟ lives” (Youth) 

 
Providing adequate and appropriate care, treatment and support for people living with mental illness 
and/or addictions was a critical concern for many stakeholders. In line with the ―upstream‖ focus of 
the 10 Year Plan, screening and early intervention—through family physicians, schools and 
workplaces—were identified as crucial to getting people help early. However, it was also noted that 
the capacity to identify problems early must be matched with resources to deal with those problems. 
For example, people  dependent on alcohol or drugs need to be engaged during windows of 
opportunity for change, which can be lost if they are put on a wait list. Client-centred, community-
based and peer support services were flagged as important by people with mental illness and/or 
substance use problems, while family members suggested that education and supports help them in 
making more informed decisions for their loved ones. Support for parents living with mental illness 
and/or addictions was identified as an intervention that serves as both treatment (for the parent) and 
prevention (for the child), and can help to interrupt intergenerational patterns of illness and 
associated problems. Some respondents suggested that developmental disabilities need to be 
included as part of a comprehensive mental health plan. 
 
A significant majority of respondents felt that integration and coordination of services was a priority 
action. For example, it was suggested that integrated first-response teams consisting of collaboration 
among police, ambulance services, public health, and mental health or addictions professionals could 
both improve health outcomes and save money. Assertive Community Treatment (ACT) teams or 
similar case management models were cited as examples of client-oriented care that can meet 
complex needs, such as those arising from concurrent disorders. At the same time, some health 
professionals noted that improved integration of mental health and addiction services requires 
seeing both the commonalities and the differences between mental illness and problematic substance 
use, and recognizing that not everyone with a substance use problem has a mental health problem or 
vice versa. The need for greater client involvement in treatment planning was cited as important for 
achieving better outcomes.  
 
The importance of safe and affordable housing as a component of care for people with mental 
illness and/or addictions was highlighted by numerous respondents, who observed that stability or 
recovery are difficult to achieve when one is unstably housed or living on the street. They suggested 
that low-barrier housing for the people hardest to house, including forensic clients, is urgently 
required in many parts of British Columbia. Respondents representing the BC Medical Association 
(BCMA) suggested setting a target percentage of people for whom supported housing is requested 
or ―prescribed‖ as a necessary component of treatment, and to address capacity gaps in terms of the 
number of people cared for versus the actual need.  Other valuable supports mentioned include 
adequate income assistance, employment training or re-entry programs, educational opportunities, 
and culturally-tailored services for new Canadians and Aboriginal people.  
 
The role of systems beyond health care—such as education, policing, justice and corrections—in 
treatment, care and support was an issue raised by many participants. Schools were identified as a 
crucial setting for intervening early, as a point of contact for young people who may just be starting 
to have mental health or substance use problems. Training for police and corrections officers about 
mental illness and addictions was suggested as a valuable initiative. It was also noted that the federal 
corrections system is dealing with expanding populations of people with mental illness and/or 
addictions, and that supporting transitions from correctional facilities to the community is essential 
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for reducing relapse and recidivism.  
 
Respondents were generally supportive of a tiered model of care, such as the one outlined in the 
National Treatment Strategy, and encouraged government to address the bias towards clinically-
dispensed services (e.g. specialized mental health or addictions treatment).  It was emphasized by a 
range of respondents that community-based resources, in addition to recovery homes and 
specialized services, are necessary for an optimal system of care. Finally, the need for continuity of 
care, including transitions from care into supportive environments in community, was highlighted.  
 
Funding for effective and sustainable mental health and substance use services was a major element 
of consultation feedback. Many pointed out that although evidence-based treatments cost money, 
they are almost always cheaper than the costs associated with not providing treatment (including 
crime, public disorder and more costly and complex health problems further downstream). Some 
respondents advocated exploring alternative funding models for mental health and addiction 
services, such as a chronic disease management (rather than fee-for-service) funding model. 
 
 

Stigma and Discrimination 
 

“Stigma is . . . one of the core issues that prevent wellness, as [it] reduces 
the likelihood for engagement in and/or sustaining or benefiting from 

services and support.” 
 
The issues of stigma and discrimination, and the barriers these pose for the accessibility and 
effectiveness of treatment, care and support, were a concern for a majority of stakeholders. Many 
respondents suggested that public education and media awareness could do a lot for improving how 
people regard and respond to addiction or mental illness in their own lives or those of their loved 
ones, friends or colleagues. Representatives of the BCMA suggested that designating addiction as a 
chronic disease would be an essential first step in helping to overcome some of the stigma associated 
with problematic substance use, both for patients and caregivers.  In addition, it was suggested that 
medical schools should address issues related to stigma and discrimination within the training  on 
diagnosis, treatment and recovery from mental illness and problematic substance use, with the 
application of an appropriate lens for age, gender, ethnicity and/or religion.   
 
Attitudes among professionals (in various fields, including health care and law enforcement) were 
also highlighted as sources of systemic stigma and discrimination, for which appropriate professional 
education and training—based on considerations of human rights and social justice—are required. 
On the other hand, some professionals suggested that a more robust response to treating people 
with mental illness and/or addiction is necessary in order to reduce negative public perceptions of 
their clients. A need for more programs to help parents and children who experience stigma was 
identified; along these lines, the creation of school-based programs to reduce the stigma associated 
with mental illness was suggested as a priority action. Some also suggested that criminalizing people 
with addictions (at least to some kinds of substances) is itself a form of systemic discrimination. A 
general consensus emerged that tackling stigma and discrimination is an essential step in creating a 
system that is inclusive, accessible, and sustainable.  
 

“A person‟s issues are being judged right on the spot before even getting to 
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know any information about that person. This can fall under 
discrimination – certain ethnicities may already be labelled. „Don‟t judge a 

book by its cover‟ comes to mind.” (Youth) 
 
 

Whole-Systems Approach 
 

“A whole systems approach has to work in the BC context – people 
interact with all kinds of systems and services and they need to be working 

together to support the individual, the family, children and youth.” 
 

A majority of respondents indicated that a whole-systems approach to mental health and substance 
use was needed for British Columbia.  Such an approach would align public systems that influence 
mental health and substance use into a comprehensive, integrated and evidence-based continuum of 
responses, including mental health promotion and illness prevention, harm reduction, treatment and 
support. It was noted that mental health and substance use problems affect people from all walks of 
life, and that many different systems—health care, education, social services, law enforcement, 
justice and corrections—have a role to play in addressing these issues. Respondents talked about the 
importance of universal early screening, and called for the creation of school and community 
education and prevention programs.  Targeted engagement sessions with the education sector 
verified that schools are a key setting for promoting positive mental health and preventing mental 
health and/or substance use problems but that capacity issues such as budgets, staff turnover, 
professional development and ambitious curriculum expectations are of concern.   The inclusion of 
service users—people living with mental illness and/or addictions—in planning and decision-
making activities was mentioned numerous times as a key to success.  
 
 

Research, Innovation and Knowledge 
 

“Our systems of education, health, finances and law must work together to 
ensure the most comprehensive and lasting change possible.” 

 
The ability to share information and knowledge along with implementing research into practice was 
highlighted by respondents as an essential component of a whole-systems approach to mental health 
and substance use.  The transfer of knowledge must be an iterative process amongst and between 
service sectors, researchers, practitioners, front-line workers, and service users and their families.  
Participants suggested that particular attention should be paid to encouraging the timely integration 
of new research in the field (or in practice) as well as to the creation, integration and evaluation of 
reliable, well-researched evidence into the development and delivery of programs, policies and 
legislation.   
 
Many respondents noted that breaking down service silos will help facilitate a shift within mental 
health and substance use systems so that such systems can better utilize resources positioned outside 
of the formal health system.  Such resources may include current- or past- service users, families, 
peers, non-health professionals, along with education strategies designed to share knowledge across 
generations.  Improved information and knowledge sharing will have the added advantage of 
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boosting the competency and skills of those who are employed in, or interact with, a variety of 
human service sectors.  For example, an enhanced awareness of suicide prevention and anti-violence 
strategies will be of benefit for all British Columbians.    
 
Respondents also suggested that initiatives underway should rely on local expertise in order to 
ensure that British Columbia is building capacity from within, rather than drawing on health 
professionals and expertise from outside both the province and the country.  An example provided 
was the Intersections of Mental Health Perspectives in Addictions Research Training (IMPART) 
program offered through the University of British Columbia‘s Faculty of Medicine.  This program 
provides graduate students and clinical researchers with opportunities to enhance their research 
capacity with a particular focus on gender, women and addictions.   
 
It was also suggested that by developing and monitoring a specific set of provincial mental health 
and substance use indicators, targets and milestones, British Columbia will be able to track the 
provincial progress over the plan‘s 10 year time frame. .  It was felt that this process would allow the 
province to determine areas of success, and identify where more focus is needed over time to 
achieve the 10 Year Plan‘s vision.   
 
 

Lifespan Perspective 
 

“[Early childhood development] is critical but evidence suggests that needs 
to be reinforced across the lifespan. Therefore, we need a strategy to help 
communities be health-promoting communities particularly relative to 

mental health and substance use” 

 
In keeping with the need to balance health promotion/illness prevention (or ―upstream‖) 
approaches with treatment and supports for people living with mental illness and/or addictions, 
stakeholders provided clear support for policies and programs that influence developmental 
pathways from infancy through adulthood. The lifespan perspective was evident in the 
acknowledgement that early childhood, school-age years and adolescence are critical life-stages for 
prevention or early intervention, and that schools can enhance protective factors for children, train 
emotional intelligence, and foster resilience. Some respondents noted that cultural and media 
influences that encourage pleasure and consumption may also be encouraging young people to 
engage in the use of substances at an earlier stage, and that interventions should focus on 
encouraging delays in first use.  
 
At the same time, a lifespan perspective was advanced as useful to inform prevention approaches for 
adults who may find that changing life circumstances put them at risk for problems. Workplaces 
were identified as a potential source of support and information for adults, as employers can 
encourage a work/life balance, help identify mental health and/or substance use problems early, and 
offer access to counselling/support services for employees. Some stakeholders noted that the aging 
population of British Columbia requires attention be paid to older adults and seniors, for whom 
retirement, loss of a spouse or physical ill-health may lead to mental health or substance use 
problems later in life.  
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OTHER IDENTIFIED THEMES 

 
In addition to the feedback on the identified strategic directions, four other key themes emerged 
through the consultation process: a focus on the unique needs and circumstances of Aboriginal 
populations, the power and impact of language, the need to reorient BC‘s systems of care and the 
importance of culturally-sensitive practices.   
 
 

A Focus on the Needs of Aboriginal Populations 

 
“Demonstrated, evidence based practices of First Nations 

people that are excluded from the present system of research 

and knowledge need to have recognition and to be valued as 

equally as those that are in place & to co-exist within the 

framework.” 

 

“Spiritual work and psychological work are both necessary 

to reclaim the true nature for Aboriginal people” 
 
Emphasis on Aboriginal mental health and substance use issues was seen as essential by a majority 
of stakeholders. A culturally-specific, coherent spectrum of prevention, early intervention and 
specialized care was suggested, beginning with grassroots community-based consultations and with 
particular attention given to addressing the barriers to care. Traditional indigenous knowledge and 
wisdom, including understandings of illness and treatment, were identified as important kinds of 
evidence. Ideas put forward as important for Aboriginal people—such as family, intergenerational 
education, and the connection between spirituality and health—may also be valuable for all British 
Columbians. Respondents felt that culturally appropriate mental health literacy initiatives are needed, 
but that these needed to be created through leadership from Aboriginal governments and 
communities. There was strong support for the development of an Aboriginal-specific mental health 
and substance use plan.  

 

Language 
 

One important theme that emerged in consultation sessions was the power of language that 
government, the media, service providers and the general public use to talk about mental health and 
substance use problems. It was noted in a number of sessions that our choice and use of words 
shapes the ways in which we think about, react to and engage with a topic or problem, and that the 
language we use to speak about mental illnesses and/or disabilities does not mirror how we talk 
about physical illnesses and disabilities. Respondents reinforced the need to change the language of 
mental illness (for example changing to ―job-sharing‖ instead of ―disability quotas‖ in the 
workplace), and to focus on the concept of recovery rather than on the illness and its severity. The 
language used for substance use and addictions was also seen as problematic (with stigmatizing 
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labels such as ―junkie‖), including the lack of a positive way to talk about the spectrum of 
psychoactive substance use from beneficial to problematic 
 

Systems Orientation 

 

“There is a need to break down the stereotypes around respective goals and 
attitudes to facilitate the information-sharing and trust-building required to 

work across the systems in an integrated way” 

 

There was general agreement among respondents that the present arrangement of the systems of 
care (such as the health care system, child welfare system, education system, etc) doesn‘t always 
match the needs of those in need of services, particularly children and youth. Many felt that changes 
are needed to facilitate both integration and a more client-centred approach to services. It was 
commonly observed that the current systems are extremely complex to the general public, as well as 
for the clients they are designed to serve. It was suggested by some participants that integration 
cannot occur in a system in which co-ordination is voluntary.   
 
One critical issue that was identified repeatedly is the challenge of information-sharing across 
services and systems: whether it happens by consent or legislation, improvements to enable the 
sharing of necessary information are critical.  Some participants suggested fundamental changes in 
the structures and mandates that are required to support youth moving from the child welfare 
system to other adult systems.  The mandates of the systems are limited by an arbitrary determinate, 
specifically the age of 19 (unless MCFD is providing supports to youth who were in care or on 
youth agreements) and not by the individual‘s developmental phase. It was observed that this results 
in some youth coming out of the former system losing support precisely when there is the greatest 
risk for significant mental health issues to emerge.   
 
Better integration of services – both of mental illness and substance use services, but also of the 
services for victims of violence and physical abuse – was also a pertinent theme.  Another issue 
raised was that many service providers within current systems/services do not have a the same good 
understanding of positive mental health that they may have when thinking about positive physical 
health, and consequently don‘t know how to be supportive of mental health promotion efforts. 
 
When it came to suggestions for improvements, there was a wide range of responses.  Some 
participants suggested that the desired end point should not be so much about reducing costs, but 
rather focused on the opportunity to increase capacity in the system by reducing inappropriate 
spending and inefficient use of resources. Some made the point that accountability is not just to 
funders, but to also those who are being served.  While many called for a whole-system approach, 
others cautioned that there is the risk of dilution in such an approach if nobody takes responsibility 
for the overall response or even various components of the response.  Others pointed out that 
―holistic‖ is not the same as ―whole-system‖.  In fact they cautioned that without careful planning a 
whole-system might well become a conglomerate of sub-systems, which is not the same as an all-
encompassing system with a variety of different entry points and a consistent approach to service.  
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The importance of primary care to an overall response was identified by many stakeholders.  Since 
most citizens access primary health care first, the integration of mental health and substance use 
services within settings where other core health services are provided was seen as critical. Some 
suggested that a Provincial Mental Health Commission be established, that could provide 
overarching leadership for the response and work with existing collaborative structures such as the 
General Practice Services committee, in order to avoid any unnecessary duplication. 
 
Many respondents suggested that as the system moves towards an overarching goal of better 
integration, there is a need for clear and inter-connected goals and strategies for each sub-section 
within the current systems. One suggested mechanism to encourage better integration of services 
was the establishment of community planning tables for people and organizations to jointly plan 
within their own communities.  Many community organizations are willing to be low or no-barrier 
access points, but there was a perception for some that the health system would need to surrender 
some control and ownership in order for community-based services to truly thrive.  A related issue 
was the potential role that non-professionals could play if the systems were opened up to allow for 
their greater participation.  
 
Some respondents recommended the use of common health and wellness indicators and 
measurements across ministries in order to encourage collaboration and shared accountability, 
although it was also acknowledged that this would require careful management of data-sharing and 
electronic record-keeping.  There were also further suggestions for system audits to find 
opportunities in current initiatives, and mechanisms to identify both how to build on current 
programs and how to improve co-ordination.   

 

 

Culturally Sensitive Practices 

 
“Diverse cultural, ethnic & religious groups need to be proactively included. 
Don‟t assume that any one group or understanding represents the whole of 

an immigrant/cultural/ethnic group” 
 
 

Respondents acknowledged that British Columbia is a province rich in diversity and that signifcant 
care must be taken to ensure that the needs of our various ethno-cultural communities are met and 
reflected in both the consultation/engagement process and development of the 10 Year Plan.  Many 
recognized that a whole-systems approach will be necessary to facilitate cross-ministry coordination 
of services addressing the needs of various populations (immigrant and refugee communities for 
example) and that issues of jurisdiction should be mitigated to ensure effective access and reach of 
services.  Many felt that regardless of a person‘s location within the province, it is essential to ensure 
that policies and practices consider, and are reflective of, the specific context of individual lives, and 
consider age, gender, culture and other social determinants of health.   
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CONCLUSION 

 
The various consultation and engagement processes related to the 10 Year Plan to Address Mental 
Health and Substance Use in BC have served to verify and validate the overarching vision and many 
of the key directions proposed for the plan; at the same time the input and suggestions provided by 
participants will be invaluable and directly instrumental in shaping the specific goals and strategies 
that will ultimately be reflected within the plan.  As the development and ultimate implementation of 
the plan moves forward, it will be important that stakeholders remain an active part of the process 
and that the 10 Year Plan continues to be reflective of their thoughts and input.    
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APPENDIX A: Discussion Guide 
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Foreword  

Throughout the Conversation on Health there was overwhelming support 
for more focus on disease prevention and health promotion....Mental 
illnesses like depression, schizophrenia and substance abuse typically begin 
in childhood, exerting a lifelong impact on the individual, their families and 
society.  

The challenges of poverty, mental illness and addictions compound the 
societal challenges of housing, homelessness and crime. There are victims 
and casualties in our society — injured, hurt, lost, isolated people who 
cannot find their way off the street, into a home, out of addiction and back 
to health. Additional efforts to guide them to healthier lives will be 
launched, as an updated 10‐year mental health plan is also completed.  

British Columbia Throne Speech 2008  

Today is an emotional day for survivors of residential schools and their 
families, and our thoughts are with each of them. The survivors and those 
before them became the ‘stolen generation,’ taken from their families as 
children, they were held captive from their culture and communities. They 
were robbed of all that is irreplaceable – their youth, their innocence, and 
their sense of who they were and where they came from.  
We believe it’s our time and our task to tackle the issues of Aboriginal 
disadvantage and disparity. We are challenged and compelled to close that 
gap, fulfilling our nation’s potential and promise by ensuring that Aboriginal 
peoples have the same entitlement to success and opportunity as anyone 
else.  

Premier Gordon Campbell on the  
Federal Apology to Former Students of Indian Residential School  

June 11, 2008  
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Introduction  
Good mental health is crucial to the overall well-being of individuals, communities 

and societies. It is a resource for everyday living that enables people and 

communities to realize their fullest potential and to cope with life transitions and 

major life events. Yet mental health problems and substance use problems are far 

too common—affecting people of all ages, nations and cultures. The World Health 

Organization estimates that mental disorders affect more than 25 per cent of all 

people at some time during their lives.  

British Columbia is no exception to this trend. Mental health problems and 

substance use problems are the third largest contributor to the Province’s overall 

disease burden (after cancer and cardiovascular disease), are the largest contributor 

to disease burden among British Columbians ages 15-34, and are the leading cause 

of disability in the province.  

 

Currently, British Columbia spends approximately $1.2 billion each year on mental 

health and addictions services delivered through the health system. This estimate 

does not include costs of mental health services delivered by other systems (e.g. 

education) or the burden placed on other systems by untreated or improperly 

treated mental health problems and substance use problems (e.g. income assistance 

and criminal justice). Everyone is aware that our province is being directly 

impacted by economic events beyond our control. However, even in tough times 

government has honoured its commitment to protect and enhance front line health 

services with record spending every year since 2001. We’re building on 

investments by increasing the budget for health care by 12% over the next two 

years even as we recognize demands continue to grow across the system.  

It has been more than a decade since government developed a mental health plan in 

British Columbia. Since then, the health system has been reorganized into health 

authorities and mental health services and addictions services have been integrated 

at the regional and local level. Public policy frameworks, such as Every Door is the 

Right Door: A British Columbia Planning Framework to Address Problematic 

Substance Use and Addiction and Following the Evidence: Preventing Harms from 

Substance Use in BC (Ministry of Health Services) and the Child and Youth Mental 

Health Plan (Ministry of Children and Family Development), have shaped key 

aspects of British Columbia’s response. New partnerships such as the Joint 

Consortium on School Health (Ministry of Education and Ministry of Health 

Services), are contributing to the development of multi-sectoral action.  
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British Columbia has increased its research capacity through the recruitment of 
individual researchers and formation of research centres and institutes. New facilities 
include the BC Mental Health and Addictions Research Institute at the Provincial 
Health Services Authority, the Centre for Addictions Research of British Columbia at 
the University of Victoria, the Centre for Applied Research in Mental Health and 
Addictions at Simon Fraser University, and the Institute on Mental Health, and the 
Centre for Brain Health at the University of British Columbia.  
Through the Leading Edge Endowment Fund, the Ministry of Advanced Education 
has supported the creation of academic leadership chairs in depression, addictions and 
cognitive neuroscience in early childhood health and development. These academic 
posts are generating a critical mass of research and clinical expertise in British 
Columbia to better understand mental illness and substance dependence, and to 
develop evidence-based responses.  
 
There is also considerable new knowledge in the field about what works. The evidence 
base to support effective action, from promotion and prevention to care, treatment 
and recovery, has expanded rapidly. Overall, British Columbia is already well 
positioned to take advantage of new knowledge and new relationships at the research, 
policy and practice levels. Recent innovative examples include launching the Burnaby 
Centre for Mental Health and Addictions, and a youth addictions treatment centre at 
Keremeos. The promotion of good mental health, the prevention of mental disorders, 
and the prevention of harms associated with substance use are centre stage in British 
Columbia‘s public health renewal process. The Ministry of Housing and Social 
Development is implementing Housing Matters BC, while the Ministry of Children 
and Family Development has just released a review of its groundbreaking 5-year Child 
and Youth Mental Health Plan.  
 
In fact, the Ministry of Health Services, in partnership with the Ministry of Healthy 
Living and Sport and the Provincial Health Services Authority, is working with 11 
partner ministries, six health authorities and the research community to better connect 
activities across government, and develop a comprehensive plan to address mental 
health and substance use across the life course. This plan will be guided by the 
experience of other jurisdictions in mental health systems reform, such as Australia, 
New Zealand and the United Kingdom. It will be informed by recent research and 
evidence of effectiveness at the policy and program level. The plan will set out a clear 
unifying vision, guiding principles, intended population and system level outcomes, 
strategic directions and evidence-based recommendations for action. It will also 
articulate roles and responsibilities, identify milestones, and establish mechanisms to 
monitor progress and ensure accountability.  
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Aboriginal British Columbians  
 

In British Columbia, a disproportionate share of the burden of mental health 

problems and substance use problems are borne by Aboriginal people and 

communities. With the signing of the Transformative Change Accord, the 

Leadership Council representing the First Nations of British Columbia, the 

Province of British Columbia and the federal government have agreed to a shared 

commitment to action on closing health, social and economic gaps between First 

Nations and other British Columbians by 2015. Further work has resulted in a 

Tripartite First Nations Health Plan, which commits the three parties to taking 

specific action on mental health and substance use for all Aboriginal people. The 

Province has also entered into an agreement with the Métis people of British 

Columbia. The Métis Nation Relationship Accord creates the basis for a 

relationship to achieve the goals and outcomes identified at the 2005 First 

Ministers’ meeting in Kelowna.  

 

The Ministries of Health Services and Healthy Living and Sport are responsible for 

ensuring that the 10-year plan recognizes the unique needs of Aboriginal peoples 

and supports their right to access publicly funded services. It is anticipated that the 

plan will reflect the cultural knowledge and traditional health practices of 

Aboriginal peoples, thereby benefiting all British Columbians. In addition, the 

Ministries will be working with Aboriginal leaders and federal partners to develop 

a companion plan to address mental health and substance use among Aboriginal 

British Columbians.  
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Stakeholder Input  
Stakeholder input is vital to the success of the 10 Year Plan to Address Mental 

Health and Substance Use in BC (the plan). Input from stakeholders will help 

shape the plan’s vision, values and principles, intended results and key strategies.  

A great deal is known about what works in mental health and substance use from a 

policy and practice standpoint. In BC, there is an opportunity to improve the way 

we adapt this evidence to better meet the needs of individuals, families and 

communities.  

This discussion guide introduces the key elements of the plan based on what the 

evidence tells us and asks a series of questions about each element. A well-

articulated plan will enable BC to capitalize on the wealth of knowledge, 

experience and expertise of its diverse citizens.  

How to use this Guide  
In the following pages, each element of the plan is described and questions are 

posed to generate dialogue and discussion. You may complete the guide by hand 

and mail or fax it to us, or complete it electronically and e-mail your response.  

 

One of the things we have learned from our review of the evidence and 

international experience is that success depends on a multi-sectoral response, one 

that goes beyond the health system to include other service systems, and one that 

brings together partners in the public, private and voluntary sectors. This 

discussion guide is being distributed widely and we encourage you to collaborate 

with colleagues from a variety of systems and sectors in preparing your response.  

 

We also strongly encourage collaboration with partners who can provide input 

from an Aboriginal perspective. While there is a parallel process in place to create 

a companion plan to address the needs of Aboriginal British Columbians, it is 

equally important that the provincial plan ensures accessible, responsive services 

for Aboriginal people.  

 

Completed discussion guides can be returned to Kenneth Tupper at any of the 

following addresses by April 14, 2009.  

• Via e-mail to Kenneth.Tupper@gov.bc.ca  

• Via fax (250) 952-1570  

• Via mail to Ministry of Health Services and Ministry of Healthy Living and 

Sport, Population and Public Health, 1515 Blanshard Street 4-2, Victoria BC, V8W 
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3C8  
 

Whole Systems Approach  
 
The approach in the 10-year plan is a first for British Columbia—a ―whole systems‖ 
approach. Previous plans have focused almost exclusively on specialized health care 
system responses, while a whole system approach broadens action so it is cross-
governmental, multi-sectoral and multi-system. A whole systems approach involves 
the whole of government; engages the broad public, private and voluntary sectors; 
and, it works across multiple service delivery systems, such as health, education, 
income assistance, housing and criminal justice.  
 
Making this important shift in our approach will improve our capacity to provide a 
full range of integrated services and supports along the continuum from wellness to 
illness. This includes anti-stigma and discrimination, health and wellness promotion, 
illness prevention, harm reduction, treatment and support, and healing and recovery. 
A whole systems approach uses multiple settings for action, including home, school, 
workplace, cyberspace, street, doctor‘s office, community, police encounter, court and 
prison.  
 
DISCUSSION  

 Will a whole systems approach work in the BC context?  

 To be successful what sectors and systems need to be involved?  

 What steps need to be taken to ensure this approach is successful?  
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Vision Statement  
A vision statement for the plan describes what BC would be like if people had the 

best possible mental health and experienced the least possible harm from substance 

use. It also describes how public systems in BC would respond to people 

experiencing mental health problems and substance use problems.  

 

This is a potential vision statement:  

 

British Columbians have the best mental health possible— everyday.  

We are diverse people, enriched by vibrant cultures, languages and traditions. We 

are resilient people, nurtured by strong families and caring, healthy communities. 

We have an inclusive understanding of health informed by the perspectives of 

Aboriginal people and other cultures. We live, learn, work and play in 

environments that actively promote wellness.  

 

When we experience mental health problems, substance use problems or their 

associated harms, we are not alone. We are engaged in services and supports that 

are relevant to our needs, effective and culturally competent. We are fully involved 

in decision-making about our health. And we participate fully in the life of our 

communities as we journey towards healing and recovery.  
 
DISCUSSION  

 Does the vision statement adequately describe the desired future? What is 

missing?  

 Will the vision statement work for all British Columbians?  

 Will the vision statement galvanize British Columbians and systems to take 

action to improve mental health and reduce harms from substance use?  
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Core Values  
Core values are the beliefs and norms that shape British Columbians’ attitudes and 

responses to mental health and substance use. They establish the ethical basis for 

the development and implementation of the plan.  

 

These are some potential core values:  
 

• Respect and compassion  

• Equity  

• Diversity and inclusivity  

 

 
 
 

• Interdependence and collaboration  

• Autonomy and informed choice  

• Reciprocal accountability  

 

DISCUSSION  

 What values should inform BC’s response to mental health and substance 

use along the continuum from wellness to illness, and from moderate 

substance use or abstinence to dependence?  
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Guiding Principles  
 

Guiding principles help us move from concept to action. They ensure the 

implementation of the plan, specifically the delivery of services, and the 

achievement of results are consistent with our vision and core values. 

 

These are some potential guiding principles: 

 

•Whole person, family and community-

centred 

• Evidence-based  

 

• Strengths, assets and resilience-based 

 

• Comprehensive, integrated and 

coordinated  

• Recovery oriented  

 

• Community delivered, regionally 

coordinated and provincially aligned  

• Culturally aware, respectful, 

competent and safe 

• Attuned to needs of vulnerable 

populations  

• Focused on capacity building  • Efficient and cost effective  

 

DISCUSSION  

 What principles should guide the implementation of British Columbia’s 

response to mental health and substance use?  
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Intended Results  
 

The success of the plan will be measured by improved mental health and reduced 

harms from substance use in the population, and by improvements in the public 

systems that influence and respond to mental health, mental illness, substance use 

and addictions. It is critical that the outcomes are meaningful, tangible, and 

measurable over time. These are some potential outcomes at the population and 

system level:  

 

Population Outcomes  
• Increased positive mental health and wellness  

 

• Increased mental health and substance use literacy  

 

• Increased individual and workplace productivity  

 

• More communities with increased control over and responsibility for social, 

cultural and economic determinants of mental health and wellness  

 

• Fewer people with mental illness and/or problematic substance use, including 

substance dependence  

 

• More people living with mental health problems and substance use problems 

have opportunities for meaningful social and economic participation in their 

communities  

 

• Significant reduction in death, illness, injury and disability from mental health 

problems and substance use problems  

 

• Fewer risk and vulnerability factors are associated with mental illness and/or 

problematic substance use, including substance dependence  

 

• More people living with mental illness and/or problematic substance use are 

well-connected to their communities  
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• Less disparity in health, education, social and economic outcomes between 

people living with mental illness and/or problematic substance use and the 

general population  
 
System Outcomes  

• Increased integration and coordination of services within and across systems  
 

• Increased capacity to address wellness, prevention, healing and recovery  
 

• Increased knowledge exchange within and across services, systems and 
communities  

 
• Increased adherence to evidence-based policy and practice, including research 

and practice-based evidence, indigenous knowledge and participatory inquiry  
 

• Increased adequacy, efficiency and equity in resource allocation within and across 
systems and regional contexts  

 
• Services and systems with enhanced capacity to address wellness, prevention, 

healing and recovery  
 

• Services and systems are culturally aware, respectful, competent and safe  
 

• Significant reduction in inappropriate health care, law enforcement and child 
welfare costs associated with mental illness and problematic substance use, 
including substance dependence  

 

DISCUSSION  

 In 10 years time, how will we know if the plan has been a success? Do the 
outcomes above describe the results we should be seeking for British 
Columbians, their families, communities and public systems?  
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Strategic Directions  
Strategic directions establish broad parameters for action. They are based on an 

analysis of recent research and evidence of effectiveness, as well as a review of 

strategic policies and plans to address mental health and substance use in other 

jurisdictions. We believe that planned, evidence-based action in the following 

seven areas will provide a comprehensive response to mental health and substance 

use across the life course in British Columbia.  

 

1. Anti-Stigma and Discrimination  
Eliminate discrimination associated with mental health problems and substance 

use problems  

 

2. Health Promotion  
Promote positive mental health and wellness (as we do with physical health)  

 

3. Prevention  
Prevent mental health problems, early substance use and substance use 

problems  

 

4. Harm Reduction  

Prevent and reduce harms associated with mental health problems and 

substance use problems  

 

5. Care, Treatment and Support  
Identify, intervene early, and support people and communities to address 

mental health problems and substance use problems  

 

6. Research, Innovation and Knowledge Exchange  
Advance research, innovation and knowledge exchange in mental health and 

substance use  

 

7. BC Public Systems  
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Orient public systems to improve in mental health and substance use outcomes 

for British Columbians  

 

 
 
 
 
DISCUSSION  

 Taken together, will these strategic directions enable BC to achieve its 

vision? Are there any other strategic directions that we should be pursuing? 
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Strategies and Priority Actions  
Strategies and priority actions are the means to achieve the vision and intended 

results. They are evidence-based, feasible and are accepted by consumers, service 

providers, funders, elected officials and the general public. Given the complexity 
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of mental health and substance use, the strategies and priority actions must also be 

multi-pronged, multi-layered and integrated.  

 
DISCUSSION  

 What evidence-based strategies can be implemented within each of the 

strategic directions to achieve the vision and intended results?  

 Within these strategies, what specific actions should be the highest priority 

over the short and medium term? What actions can demonstrate early wins 

by building on promising practices and/or using existing infrastructure, 

resources and expertise?  

 

1. Anti-Stigma and Discrimination  

Sample Strategy: comprehensive approach that includes human rights-based 

legislation, public and professional education, and broad-based and targeted anti-

discrimination programs.  

Sample Priority Action: Implement an integrated provincial strategy to promote 

health literacy in mental health and substance use aimed at improving public and 

provider understanding about mental health promotion, prevention, early 

recognition, help seeking, self-management and recovery.  
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2.  Health Promotion  
Sample Strategy: maternal and infant mental health, supports to healthy early 

childhood development  

Sample Priority Action: Provide supports for parents before, during and after the 

birth of their children by increasing capacity to: (1) support women and their 

partners in making healthy choices in pregnancy; and, (2) offer sustained nurse 

home visits for at-risk, first time mothers. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

3. Prevention  

Sample Strategies: comprehensive school health; workplace mental health  

Sample Priority Action: Support school-based initiatives to prevent anxiety, 

depression, conduct disorder and early substance use among at-risk children, 

through development of self regulation (preschool and kindergarten) and social-

emotional skills training and cognitive behavioural therapy (through to grade five). 
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4. Harm Reduction  

Sample Strategy: comprehensive approach that addresses levels, patterns and contexts 
of substance use and availability of substances  

Sample Priority Action: use education, enforcement and policies to promote culture of 
moderation for alcohol consumption 

 

 

 

 

 

 

 

 

 

5. Care, Treatment and Support  

Sample Strategy: integrated mental health and addictions system of care using tiered 
services and supports linked to problem severity  
Sample Priority Actions: provide cognitive behavioural therapy for children, youth and 
adults in a variety of life settings; create multidisciplinary mental health primary care 
teams; provide a range of options for residential withdrawal management for children, 
youth and adults, including social detox, medically informed detox and hospital-based 
or medically managed detox; provide assertive community treatment.  
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6. Research, Innovation and Knowledge Exchange  

Sample Strategy: comprehensive approach that includes knowledge creation, 

translation, dissemination, uptake and evaluation  

Sample Priority Action: develop knowledge exchange infrastructure to fast-track 

implementation of best and promising practices in addressing mental health and 

substance use  

 

 

 

 

 

 

 

 

 

7. Orienting BC public systems to improve outcomes  

Sample Strategy: comprehensive approach that includes leadership, governance, 

reciprocal accountability, funding, and workforce development  

Sample Priority Action: set ambitious targets to mobilize multiple systems; create 

financial incentives for service integration and innovation and systems change; 

support community capacity building and civil society responses 
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Addressing the Needs of Aboriginal British Columbians  
A disproportionate share of the burden of mental health problems and substance 

use problems are borne by Aboriginal people. A separate plan to address 

Aboriginal mental health and substance use is being developed by Aboriginal 

leadership and communities and the provincial and federal governments through 

the tripartite process. However, it is important for the provincial plan to reflect the 

unique history, interests, health practices and service needs of Aboriginal people in 

British Columbia.  
 

DISCUSSION  

 How can we ensure that Aboriginal British Columbians see their values and 

interests reflected in the provincial plan?  

 How can we ensure that services available to all British Columbians are 

accessible to Aboriginal people?  
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Thank you for taking the time to complete this discussion guide. Your response 

will help us in developing a comprehensive plan to address mental health and 

substance use across the life course in BC. 

 

Contact Information: You are not required to provide us with your contact 
information, but we would appreciate having it should we require clarification or 
additional information related to your submission. Your contact information will not 
be shared with anyone outside of the project team.  
 
Contact person:  
Organization:  
E-mail address:  

Please list the organization(s) involved in completing the discussion guide: 
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APPENDIX B: Stakeholder Engagement Activities 

 
10 Year Plan Engagement Schedule 

Date Activity Location Mode 

February 24, 2009 Policy, Research, 
Advocacy and 
Service Interests 

Vancouver  Facilitated full-day workshop 

February 25, 2009 Education Sector  Vancouver Facilitated half-day workshop 

Justice Sector Vancouver Facilitated half-day workshop 

February 26, 2009 Child, Youth and 
Family 

Vancouver Facilitated half-day workshop 

Health/Social 
Services Sector  

Vancouver Facilitated half-day workshop 

February 27, 2009 Tentative deadline 
for receipt of 
discussion guide 
responses 

 (Ministry staff continued to 
accept discussion guides until 
early April) 

March 3, 2009 Union/Labour 
Sector 

Vancouver Facilitated half-day workshop 

Multicultural Sector Vancouver Facilitated half-day workshop 

March 31, 2009 Region-wide policy, 
research, advocacy 
and service interests 

Prince George Facilitated full-day workshop 

April 3, 2009 Region-wide policy, 
research, advocacy 
and service interests 

Victoria Facilitated full-day workshop 

April 8, 2009 Region-wide policy, 
research, advocacy 
and service interests 

Kamloops Facilitated full-day workshop 

June 10, 2009 Children and youth 
service users 

New 
Westminster 

Facilitated half-day workshop 

June 11, 2009 Adult service users Burnaby Facilitated half-day workshop 
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PREFACE  
 
Good mental health and freedom from harms associated with problematic substance use is crucial to 
the overall well-being of individuals, communities and societies—positive mental health is a resource 
for everyday living that enables people and communities to realize their fullest potential and to cope 
with life transitions and major life events. Unfortunately, around the world, mental health problems 
and substance use problems are common—affecting men and women of all ages, nations and 
cultures. Estimates suggest mental disorders affect more than 25 percent of all people at some time 
during their lives and are present at any point in time in about 10 percent of a given adult 
population.1  

British Columbia is no exception to this trend. Mental health problems and substance use problems 
are the third largest contributor to the Province‘s overall disease burden (after cancer and 
cardiovascular disease), are the largest contributor to disease burden among British Columbians ages 
15—34, and the leading cause of disability in the province.2 British Columbia spends approximately 
$1 billion each year on mental health and addictions services delivered through the health system.3 

It has been more than a decade since government developed a comprehensive plan for mental health 
in British Columbia. In the intervening period, the health system has been reorganized into health 
authorities, and mental health services and addictions services have been integrated. Specific Ministry 
of Health Services policy frameworks, such as Every Door is the Right Door: A British Columbia 
Planning Framework to Address Problematic Substance Use and Addiction4 and Following the 
Evidence: Preventing Harms from Substance Use in BC5, and a Child and Youth Mental Health Plan 
developed by the Ministry of Children and Family Development6, have all supported various aspects 
of sector development. New partnerships have also developed across ministries and sectors.  

Provincial capacity has expanded through the establishment of the BC Mental Health and 
Addictions Services at the Provincial Health Services Authority, the Centre for Addictions Research 
of British Columbia at the University of Victoria, and the Centre for Applied Research in Mental 
Health and Addictions and Children‘s Health Policy Centre at Simon Fraser University. Funding 
from the Province‘s Leading Edge Endowment Fund has supported creation of a Leadership Chair 
in Depression at the University of British Columbia‘s Brain Research Centre. This academic  

 

1 World Health Organization (2001). Mental Health: New Understanding, New Hope. World 
Health Report 2001. Geneva: World Health Organization.  
2 BC Ministry of Health (2001). Evaluation of the Burden of Disease in British Columbia. Victoria, 
BC. Strategic Policy and Research Branch, British Columbia Ministry of Health  
3 Committee of Supply (2004). British Columbia Debates of the Legislative Assembly. Vol 22, 1. 
9411, sec.1055.  
4 BC Ministry of Health Services (2004).  Every Door is the Right Door: A British Columbia 
Planning Framework to Address Problematic Substance Use and Addiction.  Available at 
http://www.health.gov.bc.ca/library/publications/year/2004/framework for substance use and
addiction.pdf 

5 BC Ministry of Health Services (2006).  Following the Evidence: Preventing Harms from 
Substance Use in BC.  Available at 
http://www.hls.gov.bc.ca/publications/year/2006/followingtheevidence.pdf  
6 British Columbia Ministry of Children and Family Development (2003). Child and Youth Mental Health 
Plan for British Columbia. Victoria, BC: Ministry of Children and Family Development. Available at 
http://www.mcf.gov.bc.ca/mental_health/mh_publications/cymh_plan.htm  
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leadership post is dedicated to identifying the underlying causes of mental illness and devising novel, 
evidence-based responses across the lifespan. 

The evidence base to support effective action to promote mental health and prevent and respond to 
mental health problems and substance use problems has expanded rapidly. Considerable new 
knowledge is now available in the field. Expanded capacity and growing integration in the mental 
health and addictions sectors mean that British Columbia is well positioned to take advantage of 
new relationships and new knowledge at the research, policy and practice levels.  

As a next step, the province is developing a 10 Year Plan to Address Mental Health and Substance 
Use that takes a whole systems approach. The Plan will set out a clear unifying vision, guiding 
principles, intended population outcomes, strategic directions and evidence-based recommendations  
for action. The Plan will articulate roles and responsibilities and identify specific milestones for 
achievement. Finally, it will establish mutually developed mechanisms to monitor progress over time 
and ensure accountability.  
 
In British Columbia, a disproportionate share of the burden of mental health problems and 
substance use problems is borne by Aboriginal communities. With the signing of the Transformative 
Change Accord, the Leadership Council representing the First Nations of British Columbia, the 
Province of British Columbia and the federal government have agreed to a shared commitment to 
action on closing health, social and economic gaps between First Nations and other British 
Columbians.7  The Transformative Change Accord specifies ―establishing mental health programs to 
address substance abuse and youth suicide‖ as one of four actions to close health gaps between 
Aboriginal British Columbians and the general population by 2015. Therefore, as partners with 
Aboriginal leadership and communities, and the federal government in the Tripartite process the 
Ministry of Health Services and the Ministry of Healthy Living and Sport are  participating in the  
development of a plan to address mental health and substance use in BC‘s Aboriginal communities.  

This background paper forms part of a series prepared for the Ministry of Health Services, Ministry 
of Healthy Living and Sport and the Ministry of Children and Family Development to inform the 
development of a 10 Year Plan to Address Mental Health and Substance Use for British Columbia. 
Each paper in the series addresses a key element in the Plan. As the Plan evolves, additional 
background papers will be developed and added to the series.  

To date, the series presents current data on the relative magnitude of mental health problems and 
substance use problems in British Columbia. It summarizes policy approaches adopted by other 
jurisdictions to address similar challenges. The series also examines best available evidence on 
effective interventions to promote positive mental health,  to prevent and reduce associated  harms 
and respond to mental health problems, substance use problems, and concurrent disorders, as well 
as to support recovery and community reintegration. The series also includes a review of national 
and international best practices in addressing stigma and discrimination. Taken together, the 
information, policy approaches and programming options contained in the series will provide 
valuable evidence to inform overall provincial policy directions and to improve the mental health 
and well being of British Columbians across the lifespan.  

 

7 Transformative Change Accord. (2005). Government of British Columbia, Government of Canada & the 
Leadership Council, representing the First Nations of British Columbia. Available at 
http://www.gov.bc.ca/arr/social/down/transformative_change_accord.pdf   
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INTRODUCTION 
 

During the 2006 Conversation on Health, government heard that British Columbians believe mental 
health and substance use to be significant health issues. Participants expressed the need for more, 
flexible mental health and addiction services that fit the needs of individuals, and better information 
about mental illness and addictions in order to overcome stigma and discrimination against people 
with these kinds of health problems. More information about the results of the Conversation on 
Health is available online: 
http://www.health.gov.bc.ca/library/publications/year/2007/conversation on health/ 
 
The development of the 10 Year Plan to Address Mental Health and Substance Use in BC (the 10 
Year Plan) included consultation with major policy, research, advocacy and service organizations, 
with field staff involved in preventing and treating mental health and substance use problems, and 
with people living with mental illness and substance use problems. Building on the input and advice 
that emerged from the Conversation on Health, public and stakeholder engagement was entrenched 
as a key component of development of the 10 Year Plan. Beginning in early 2008 at a formative 
stage in the development of the plan, key stakeholder groups with a focus on mental health and/or 
substance use issues from across the province were asked to help shape the overarching directions 
proposed for the plan through a series of workshops convened by the Ministers of Health Services 
and Healthy Living and Sport. 

With the signing of the Tripartite First Nations Health Plan, the Leadership Council representing the 
First Nations of BC, the province and the federal government agreed to a number of actions 
including ―establishing mental health programs to address substance abuse and youth suicide‖ for 
Aboriginal British Columbians. An Aboriginal reference group, which included representatives from 
the Métis Nations of BC, the BC Association of Aboriginal Friendship Centres, and the First 
Nations Health Council, was formed to provide advice and input into the development of the 10 
Year Plan so that the plan might support and complement the development of an Aboriginal 
population-specific mental health and substance use plan as required through tripartite 
commitments.  

A formal and broader-based engagement and consultation process was launched in February 2009. 
The consultation provided an opportunity to ensure that key partners and stakeholders were 
generally aligned with the broad strategic directions of the plan, and to begin to identify 
opportunities to strengthen both entry points into various systems and relationships among different 
systems. In some cases input prompted consideration of new strategies or adapted approaches, and 
in other instances it confirmed directions and values originally proposed. The consultation feedback 
is summarized below by major themes, and reflects the commitment and passion participants have 
for the issues of mental health and substance use. 

In 2008, the Ministry of Children and Family Development undertook a review of the impact of the 
Child and Youth Mental Health Plan for British Columbia on the broader child and youth mental health 
system. The summary of this consultation process has informed the planning and development of 
the child and youth portion of the 10 Year Plan to Address Mental Health and Substance Use in BC. 
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FEEDBACK  

Consultation input for the 10 Year Plan was solicited through thirteen in-person sessions and 
through written submissions, framed by a discussion guide (Appendix A) that: 
 
 • Outlined the rationale and approach for developing a 10 Year Plan; 

 • Described proposed key components of the plan; and 

 • Invited stakeholders to provide their perspectives on each of the plan components. 

Full-day and half-day face-to-face input sessions were held in Vancouver during February and March 
2009, for a range of stakeholder groups: heath and social service sector organizations; education 
sector organizations; justice sector organizations; child and youth organizations; labour 
organizations; business sector organizations; and youth and adult service users and their families. In 
late March and early April 2009, additional full-day regionally-based consultation sessions (for 
members of the public, service users and service providers) were held in Prince George, Kamloops 
and Victoria.  A separate engagement session with the BC Medical Association was held in Victoria 
in April 2009, and targeted sessions for youth and adult service users were held in June 2009 in New 
Westminster and Burnaby. Details regarding the focus, dates and locations of various sessions can 
be found in Appendix B.  
 
Input and feedback from these various engagement activities were compiled, summarized and a 
thematic analysis was performed.  Feedback is presented in a collective format, without 
identification of the specific sectors or group of participants which provided the feedback unless 
required or particularly relevant.   
 

Vision Statement 
 
A well-crafted vision statement identifies a desired state which the various involved stakeholders 
hope to achieve, and provides overarching strategic directions that will guide future activities.  A 
vision statement should communicate the purpose and values of the overall endeavour, and should 
ultimately be focused on improvements – in this case, on improving the lives of the people of 
British Columbia.   
 
Participants within various engagement activities generally felt that the vision statement for the 10 
Year Plan to Address Mental Health and Substance Use in BC should be short and concise and 
embrace a whole-person, client-centred, across-the-lifespan approach.  Respondents indicated that 
the vision statement should acknowledge the need for a range of timely, socially and culturally 
appropriate services that support and enrich the strengths and potential of all British Columbians.  
In addition, many felt that the vision statement should establish an environment of acceptance 
through the goal of elimination of stigma and discrimination of all kinds. 
 

Strategic Directions 
  
The development of the 10 Year Plan to Address Mental Health and Substance Use in BC has been 
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guided by strategic directions that are grounded in scientific evidence and international experience.   
 
 
These strategic directions include:  

 health promotion;  

 prevention of illness and problems;  

 harm reduction;  

 integrated and accessible care,  

 treatment and support;  

 reduced stigma and discrimination;  

 enhanced innovation, research and knowledge;  

 a whole-systems, cross-government approach; and 

 a lifespan perspective. 
 
There was general agreement amongst respondents that these directions were indeed appropriate, 
but that there would also need to be public oversight and corresponding accountability mechanisms, 
including progress milestones, built in to the overall response in order to achieve the plan‘s vision.  
Other input included a reminder to consider the needs of all the various ethno-cultural, 
demographic and social sub-population groupings that form the cultural fabric of our society (with a 
particular focus on the needs of Aboriginal populations), to be mindful of the power of language, 
and to recognize the educational system as having a key role in advancing a comprehensive health 
agenda.    
 
The following sections consider significant themes and input from the various engagement and 
consultation activities related to the 10 Year Plan across these strategic directions. 
 
 

Promoting Mental Health 
 

“[Mental health promotion] is something that can be implemented in the 
short-term and have long-term positive consequences” 

 
The need to move ―upstream‖ to promote and strengthen good mental health was endorsed almost 
universally by consultation participants. There was acknowledgement that the evidence base 
supporting approaches to mental health promotion continues to grow, and several respondents 
emphasized that action in this area must be, whenever possible, based solidly on good evidence. It 
was suggested that far more emphasis needs to be placed on the socio-economic determinants of 
mental health, such as income, education, housing, employment, early childhood development, 
parental supports and life skills.  
 
Early childhood was highlighted as a key life stage to focus on by many respondents. Equipping 
children with life skills and coping skills early in their lives was seen as important, as was providing 
adequate play and recreation activities to foster healthy social and emotional development. Providing 
sound role modeling and opportunities for attachment to a substantive, supportive adult in their 
lives were put forward as important ways to help children thrive. Access to tools and opportunities 
to strengthen parenting skills were also seen as important by many participants. 
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For older children and adolescents, respondents suggested a focus on building resiliency and 
identified schools as a key setting for such efforts, citing strong, positive connections with peers and 
the broader school community as significant protective factors. The importance of peer-to-peer 
mentoring, support and advocacy were highlighted by youth themselves, as was the importance of 
addressing fundamental needs for health, learning and development (e.g. affordable housing, proper 
diet, safe communities and opportunities for recreational activities). Several respondents thought it 
would be helpful to evaluate and update the curricula for the post-secondary education of various 
health, teaching and social work professionals to include a focus on mental health promotion and 
the importance of the social determinants of health. Participants from the education sector observed 
that principles of social/emotional learning are well aligned with mental health promotion, and 
emphasized the importance of positioning this work within a whole-school or comprehensive 
school health context. 
 
While no one suggested ignoring the needs of adults, there was a consensus that focusing mental 
health promotion interventions earlier in the lifespan was the most effective and sustainable way to 
move towards achieving a healthier population. At the same time, there were a number of specific 
suggestions for mental health promotion among adults, particularly in the context of employment 
and the workplace.  These included striving for work-life balance, an activity in which government, 
the business community, unions, professional organizations, as well as employees themselves, all 
have a role to play. Fostering meaningful and financially accessible non-work activities was seen as 
another way to improve both individual mental health and community cohesion, with respondents 
identifying sports, hobbies, gardening, music, and volunteering as intrinsically valuable leisure 
activities. Spiritual, religious or holistic, integrative practices (e.g. meditation, tai chi or yoga) were 
also cited as contributing significantly to positive mental health.  
 
The relationship between physical health and mental health was also a factor that some respondents 
identified as important, noting that chronic illnesses can be mentally as well as physically debilitating, 
and that health promotion activities should reflect an understanding of mind/body connectedness. 
 
 

Prevention of Mental Illnesses and Substance Use Problems 

 
“Considerable research has occurred in prevention areas …any program 
undertaken should be evidence-based and thoroughly assessed prior to any 
kind of full scale implementation.” 

 
Consultation participants were highly supportive of efforts intended to prevent specific mental 
disorders and/or substance use problems before they occur. There was broad-based 
acknowledgement of the complementary nature of mental health promotion approaches and efforts 
to prevent disorders and problems in terms of outcomes on both an individual and population level. 
The majority of respondents distinguished primary prevention activities intended to prevent the 
onset of problems, from secondary prevention activities aimed at the early detection of problems, 
but noted that both are important ―upstream‖ approaches that require more attention and emphasis. 
Some respondents felt that prevention activities would be more appropriately framed as efforts to 
address or minimize risk, acknowledging that prevention of problems is subject to a complex 
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interplay of risk and protective factors, and that the desired outcome – suspended or completely 
prevented onset of symptoms or problems – may not always be achievable for all people. 
 
Thoughts and suggestions from participants frequently focused on key opportunities for 
intervention across the lifespan. Beginning with the prenatal and antenatal stage, some noted that 
maternal care interventions are essential for prevention and early intervention, as maternal 
depression is associated with increased risk for depression, anxiety and behavioural problems in 
children. A focus on healthy early development for children was highlighted, with a specific focus in 
some instances on opportunities to build and reinforce self-regulatory or self-management skills, 
which in turn may contribute to future success in school and reduce risks of anti-social behaviours 
and anxiety. 
 
Citing schools once again as a key setting for action, respondents supported classroom-based 
prevention and targeted early intervention programs in schools, and cited examples such as the 
‗Friends‘ program to address risk of anxiety-related problems, and efforts to build media literacy for 
youth regarding consumption of alcohol and other drugs. Other respondents recommended a 
specific focus be granted to students with histories of behavioural problems, with targeted efforts to 
provide intensive teacher/student mentorship and reinforce positive youth development. Others 
spoke of the need for dedicated staff, such as elementary school counsellors, within schools to 
support and promote primary and secondary prevention efforts. Some, however, suggested that 
perhaps too much is expected of schools in the area of prevention, and that families, communities, 
businesses, the media, and society must all contribute to the positive mental health of young people 
and provide positive role models. 
 
A number of respondents emphasized the prevention opportunities for adults and seniors that are 
presented within the context of primary care as a consistent point of contact. Some cited, for 
example, opportunities for regular screening to identify and address risk of problems related to the 
use of alcohol and other substances.  
 
Many respondents emphasized that, like any other health service or initiative, prevention efforts 
must be rooted solidly in evidence-based practice, and that rigorous evaluation of results should be 
encouraged. Several participants suggested that more attention needs to be paid to assessing the 
value and viability of programs and services currently offered that are not evidence-based, and that, 
in some instances, resources available to support prevention be refocused to support preventative 
efforts with a more solid evidence-base. Some respondents recommended identification of 
population-level indicators that would reflect the overall impact or outcomes of prevention efforts 
on a community, regional, or province-wide level. 
 

 

Harm reduction 
 

“In order to help with harm reduction you have to be able to establish a 
relationship with the people in situations where they need help. You have to 
be able to relate to the person and put yourself in their shoes . . . . Make 

things more available and more accessible. Cut out things that could cause a 
blockade and prevent them from recovering and improving their lives.” 

(Youth) 
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A solid majority of respondents were in agreement with harm reduction as a strategic direction for 
the 10 Year Plan and that preventing avoidable harms such as transmission of HIV and hepatitis C, 
overdoses, and other health-related harms required a clear commitment from government. Harm 
reduction was seen by participants as an essential part of a comprehensive continuum of care, and 
could not be considered in isolation from other services and systems. 
 
Some raised concerns about the politicized nature of the phrase ―harm reduction,‖ and the lack of a 
standardized common definition of the term. Others noted that harm reduction can refer both to a 
guiding philosophy underlying a variety of different programs, policies and interventions as well as 
to specific kinds of programs designed to engage populations of vulnerable people who use illegal 
drugs, especially by injection. Accordingly, it was suggested that this tension means there may be 
ambiguity among clients, service providers and the general public about the meaning and aims of 
harm reduction. Some participants asked what the dividing line is between harm reduction and 
enabling, which they felt needed some clarification to ensure that well-intentioned programs do not 
actually promote the harms they are designed to prevent. The question of how to extend harm 
reduction philosophy to the domain of mental illness was raised by participants who suggested that 
the premise of informed decision making may not apply to people whose very ability to make 
decisions is impaired by their illness.  
 
A range of examples of evidence-based harm reduction initiatives needing further support or 
expansion were identified, including methadone maintenance, needle exchange, and supervised 
injection sites. Other promising initiatives mentioned include maintenance treatment using other 
medications (for example, stimulants or other opioids such as Dilaudid), crack pipe distribution, and 
testing of street drugs for purity or contamination. For respondents, specific programs were seen to 
be less important than the underlying principle of meeting people ―where they are at,‖ and 
attempting to engage vulnerable individuals with low-barrier services. Harm reduction education for 
health, education, and law enforcement professionals was proposed as important, as well as 
increased awareness about harm reduction and its benefits among the general public through 
targeted campaigns. A number of respondents felt that reduction of harms associated with alcohol 
use should be addressed as a priority action, as it is this psychoactive substance (other than tobacco) 
whose use causes the greatest burden of illness and associated costs.   
 
There was general agreement that a balanced, public health approach is what is needed to reduce the 
harms associated with substance use- an approach that recognizes that substance use has been a 
constant in all societies throughout history, that focuses on reducing and preventing substance 
related harms to individuals, families and communities and that is based on evidence.  The issue of 
prohibition was raised by some participants, emphasizing that the current ―war on drugs‖ has not 
only been ineffective, but has been both socially and economically costly.   Proponents of this 
perspective suggest a need to develop a legal framework based on principles of harm reduction, 
human rights and overall population health.      
 
 

Care, Treatment and Support 
 

“Keep reaching out to the clients if they come in only once.  It shows that 
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they are cared about and that there are people out there that want to help 
improve each others‟ lives” (Youth) 

 
Providing adequate and appropriate care, treatment and support for people living with mental illness 
and/or addictions was a critical concern for many stakeholders. In line with the ―upstream‖ focus of 
the 10 Year Plan, screening and early intervention—through family physicians, schools and 
workplaces—were identified as crucial to getting people help early. However, it was also noted that 
the capacity to identify problems early must be matched with resources to deal with those problems. 
For example, people  dependent on alcohol or drugs need to be engaged during windows of 
opportunity for change, which can be lost if they are put on a wait list. Client-centred, community-
based and peer support services were flagged as important by people with mental illness and/or 
substance use problems, while family members suggested that education and supports help them in 
making more informed decisions for their loved ones. Support for parents living with mental illness 
and/or addictions was identified as an intervention that serves as both treatment (for the parent) and 
prevention (for the child), and can help to interrupt intergenerational patterns of illness and 
associated problems. Some respondents suggested that developmental disabilities need to be 
included as part of a comprehensive mental health plan. 
 
A significant majority of respondents felt that integration and coordination of services was a priority 
action. For example, it was suggested that integrated first-response teams consisting of collaboration 
among police, ambulance services, public health, and mental health or addictions professionals could 
both improve health outcomes and save money. Assertive Community Treatment (ACT) teams or 
similar case management models were cited as examples of client-oriented care that can meet 
complex needs, such as those arising from concurrent disorders. At the same time, some health 
professionals noted that improved integration of mental health and addiction services requires 
seeing both the commonalities and the differences between mental illness and problematic substance 
use, and recognizing that not everyone with a substance use problem has a mental health problem or 
vice versa. The need for greater client involvement in treatment planning was cited as important for 
achieving better outcomes.  
 
The importance of safe and affordable housing as a component of care for people with mental 
illness and/or addictions was highlighted by numerous respondents, who observed that stability or 
recovery are difficult to achieve when one is unstably housed or living on the street. They suggested 
that low-barrier housing for the people hardest to house, including forensic clients, is urgently 
required in many parts of British Columbia. Respondents representing the BC Medical Association 
(BCMA) suggested setting a target percentage of people for whom supported housing is requested 
or ―prescribed‖ as a necessary component of treatment, and to address capacity gaps in terms of the 
number of people cared for versus the actual need.  Other valuable supports mentioned include 
adequate income assistance, employment training or re-entry programs, educational opportunities, 
and culturally-tailored services for new Canadians and Aboriginal people.  
 
The role of systems beyond health care—such as education, policing, justice and corrections—in 
treatment, care and support was an issue raised by many participants. Schools were identified as a 
crucial setting for intervening early, as a point of contact for young people who may just be starting 
to have mental health or substance use problems. Training for police and corrections officers about 
mental illness and addictions was suggested as a valuable initiative. It was also noted that the federal 
corrections system is dealing with expanding populations of people with mental illness and/or 
addictions, and that supporting transitions from correctional facilities to the community is essential 
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for reducing relapse and recidivism.  
 
Respondents were generally supportive of a tiered model of care, such as the one outlined in the 
National Treatment Strategy, and encouraged government to address the bias towards clinically-
dispensed services (e.g. specialized mental health or addictions treatment).  It was emphasized by a 
range of respondents that community-based resources, in addition to recovery homes and 
specialized services, are necessary for an optimal system of care. Finally, the need for continuity of 
care, including transitions from care into supportive environments in community, was highlighted.  
 
Funding for effective and sustainable mental health and substance use services was a major element 
of consultation feedback. Many pointed out that although evidence-based treatments cost money, 
they are almost always cheaper than the costs associated with not providing treatment (including 
crime, public disorder and more costly and complex health problems further downstream). Some 
respondents advocated exploring alternative funding models for mental health and addiction 
services, such as a chronic disease management (rather than fee-for-service) funding model. 
 
 

Stigma and Discrimination 
 

“Stigma is . . . one of the core issues that prevent wellness, as [it] reduces 
the likelihood for engagement in and/or sustaining or benefiting from 

services and support.” 
 
The issues of stigma and discrimination, and the barriers these pose for the accessibility and 
effectiveness of treatment, care and support, were a concern for a majority of stakeholders. Many 
respondents suggested that public education and media awareness could do a lot for improving how 
people regard and respond to addiction or mental illness in their own lives or those of their loved 
ones, friends or colleagues. Representatives of the BCMA suggested that designating addiction as a 
chronic disease would be an essential first step in helping to overcome some of the stigma associated 
with problematic substance use, both for patients and caregivers.  In addition, it was suggested that 
medical schools should address issues related to stigma and discrimination within the training  on 
diagnosis, treatment and recovery from mental illness and problematic substance use, with the 
application of an appropriate lens for age, gender, ethnicity and/or religion.   
 
Attitudes among professionals (in various fields, including health care and law enforcement) were 
also highlighted as sources of systemic stigma and discrimination, for which appropriate professional 
education and training—based on considerations of human rights and social justice—are required. 
On the other hand, some professionals suggested that a more robust response to treating people 
with mental illness and/or addiction is necessary in order to reduce negative public perceptions of 
their clients. A need for more programs to help parents and children who experience stigma was 
identified; along these lines, the creation of school-based programs to reduce the stigma associated 
with mental illness was suggested as a priority action. Some also suggested that criminalizing people 
with addictions (at least to some kinds of substances) is itself a form of systemic discrimination. A 
general consensus emerged that tackling stigma and discrimination is an essential step in creating a 
system that is inclusive, accessible, and sustainable.  
 

“A person‟s issues are being judged right on the spot before even getting to 
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know any information about that person. This can fall under 
discrimination – certain ethnicities may already be labelled. „Don‟t judge a 

book by its cover‟ comes to mind.” (Youth) 
 
 

Whole-Systems Approach 
 

“A whole systems approach has to work in the BC context – people 
interact with all kinds of systems and services and they need to be working 

together to support the individual, the family, children and youth.” 
 

A majority of respondents indicated that a whole-systems approach to mental health and substance 
use was needed for British Columbia.  Such an approach would align public systems that influence 
mental health and substance use into a comprehensive, integrated and evidence-based continuum of 
responses, including mental health promotion and illness prevention, harm reduction, treatment and 
support. It was noted that mental health and substance use problems affect people from all walks of 
life, and that many different systems—health care, education, social services, law enforcement, 
justice and corrections—have a role to play in addressing these issues. Respondents talked about the 
importance of universal early screening, and called for the creation of school and community 
education and prevention programs.  Targeted engagement sessions with the education sector 
verified that schools are a key setting for promoting positive mental health and preventing mental 
health and/or substance use problems but that capacity issues such as budgets, staff turnover, 
professional development and ambitious curriculum expectations are of concern.   The inclusion of 
service users—people living with mental illness and/or addictions—in planning and decision-
making activities was mentioned numerous times as a key to success.  
 
 

Research, Innovation and Knowledge 
 

“Our systems of education, health, finances and law must work together to 
ensure the most comprehensive and lasting change possible.” 

 
The ability to share information and knowledge along with implementing research into practice was 
highlighted by respondents as an essential component of a whole-systems approach to mental health 
and substance use.  The transfer of knowledge must be an iterative process amongst and between 
service sectors, researchers, practitioners, front-line workers, and service users and their families.  
Participants suggested that particular attention should be paid to encouraging the timely integration 
of new research in the field (or in practice) as well as to the creation, integration and evaluation of 
reliable, well-researched evidence into the development and delivery of programs, policies and 
legislation.   
 
Many respondents noted that breaking down service silos will help facilitate a shift within mental 
health and substance use systems so that such systems can better utilize resources positioned outside 
of the formal health system.  Such resources may include current- or past- service users, families, 
peers, non-health professionals, along with education strategies designed to share knowledge across 
generations.  Improved information and knowledge sharing will have the added advantage of 
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boosting the competency and skills of those who are employed in, or interact with, a variety of 
human service sectors.  For example, an enhanced awareness of suicide prevention and anti-violence 
strategies will be of benefit for all British Columbians.    
 
Respondents also suggested that initiatives underway should rely on local expertise in order to 
ensure that British Columbia is building capacity from within, rather than drawing on health 
professionals and expertise from outside both the province and the country.  An example provided 
was the Intersections of Mental Health Perspectives in Addictions Research Training (IMPART) 
program offered through the University of British Columbia‘s Faculty of Medicine.  This program 
provides graduate students and clinical researchers with opportunities to enhance their research 
capacity with a particular focus on gender, women and addictions.   
 
It was also suggested that by developing and monitoring a specific set of provincial mental health 
and substance use indicators, targets and milestones, British Columbia will be able to track the 
provincial progress over the plan‘s 10 year time frame. .  It was felt that this process would allow the 
province to determine areas of success, and identify where more focus is needed over time to 
achieve the 10 Year Plan‘s vision.   
 
 

Lifespan Perspective 
 

“[Early childhood development] is critical but evidence suggests that needs 
to be reinforced across the lifespan. Therefore, we need a strategy to help 
communities be health-promoting communities particularly relative to 

mental health and substance use” 

 
In keeping with the need to balance health promotion/illness prevention (or ―upstream‖) 
approaches with treatment and supports for people living with mental illness and/or addictions, 
stakeholders provided clear support for policies and programs that influence developmental 
pathways from infancy through adulthood. The lifespan perspective was evident in the 
acknowledgement that early childhood, school-age years and adolescence are critical life-stages for 
prevention or early intervention, and that schools can enhance protective factors for children, train 
emotional intelligence, and foster resilience. Some respondents noted that cultural and media 
influences that encourage pleasure and consumption may also be encouraging young people to 
engage in the use of substances at an earlier stage, and that interventions should focus on 
encouraging delays in first use.  
 
At the same time, a lifespan perspective was advanced as useful to inform prevention approaches for 
adults who may find that changing life circumstances put them at risk for problems. Workplaces 
were identified as a potential source of support and information for adults, as employers can 
encourage a work/life balance, help identify mental health and/or substance use problems early, and 
offer access to counselling/support services for employees. Some stakeholders noted that the aging 
population of British Columbia requires attention be paid to older adults and seniors, for whom 
retirement, loss of a spouse or physical ill-health may lead to mental health or substance use 
problems later in life.  
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OTHER IDENTIFIED THEMES 

 
In addition to the feedback on the identified strategic directions, four other key themes emerged 
through the consultation process: a focus on the unique needs and circumstances of Aboriginal 
populations, the power and impact of language, the need to reorient BC‘s systems of care and the 
importance of culturally-sensitive practices.   
 
 

A Focus on the Needs of Aboriginal Populations 

 
“Demonstrated, evidence based practices of First Nations 

people that are excluded from the present system of research 

and knowledge need to have recognition and to be valued as 

equally as those that are in place & to co-exist within the 

framework.” 

 

“Spiritual work and psychological work are both necessary 

to reclaim the true nature for Aboriginal people” 
 
Emphasis on Aboriginal mental health and substance use issues was seen as essential by a majority 
of stakeholders. A culturally-specific, coherent spectrum of prevention, early intervention and 
specialized care was suggested, beginning with grassroots community-based consultations and with 
particular attention given to addressing the barriers to care. Traditional indigenous knowledge and 
wisdom, including understandings of illness and treatment, were identified as important kinds of 
evidence. Ideas put forward as important for Aboriginal people—such as family, intergenerational 
education, and the connection between spirituality and health—may also be valuable for all British 
Columbians. Respondents felt that culturally appropriate mental health literacy initiatives are needed, 
but that these needed to be created through leadership from Aboriginal governments and 
communities. There was strong support for the development of an Aboriginal-specific mental health 
and substance use plan.  

 

Language 
 

One important theme that emerged in consultation sessions was the power of language that 
government, the media, service providers and the general public use to talk about mental health and 
substance use problems. It was noted in a number of sessions that our choice and use of words 
shapes the ways in which we think about, react to and engage with a topic or problem, and that the 
language we use to speak about mental illnesses and/or disabilities does not mirror how we talk 
about physical illnesses and disabilities. Respondents reinforced the need to change the language of 
mental illness (for example changing to ―job-sharing‖ instead of ―disability quotas‖ in the 
workplace), and to focus on the concept of recovery rather than on the illness and its severity. The 
language used for substance use and addictions was also seen as problematic (with stigmatizing 
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labels such as ―junkie‖), including the lack of a positive way to talk about the spectrum of 
psychoactive substance use from beneficial to problematic 
 

Systems Orientation 

 

“There is a need to break down the stereotypes around respective goals and 
attitudes to facilitate the information-sharing and trust-building required to 

work across the systems in an integrated way” 

 

There was general agreement among respondents that the present arrangement of the systems of 
care (such as the health care system, child welfare system, education system, etc) doesn‘t always 
match the needs of those in need of services, particularly children and youth. Many felt that changes 
are needed to facilitate both integration and a more client-centred approach to services. It was 
commonly observed that the current systems are extremely complex to the general public, as well as 
for the clients they are designed to serve. It was suggested by some participants that integration 
cannot occur in a system in which co-ordination is voluntary.   
 
One critical issue that was identified repeatedly is the challenge of information-sharing across 
services and systems: whether it happens by consent or legislation, improvements to enable the 
sharing of necessary information are critical.  Some participants suggested fundamental changes in 
the structures and mandates that are required to support youth moving from the child welfare 
system to other adult systems.  The mandates of the systems are limited by an arbitrary determinate, 
specifically the age of 19 (unless MCFD is providing supports to youth who were in care or on 
youth agreements) and not by the individual‘s developmental phase. It was observed that this results 
in some youth coming out of the former system losing support precisely when there is the greatest 
risk for significant mental health issues to emerge.   
 
Better integration of services – both of mental illness and substance use services, but also of the 
services for victims of violence and physical abuse – was also a pertinent theme.  Another issue 
raised was that many service providers within current systems/services do not have a the same good 
understanding of positive mental health that they may have when thinking about positive physical 
health, and consequently don‘t know how to be supportive of mental health promotion efforts. 
 
When it came to suggestions for improvements, there was a wide range of responses.  Some 
participants suggested that the desired end point should not be so much about reducing costs, but 
rather focused on the opportunity to increase capacity in the system by reducing inappropriate 
spending and inefficient use of resources. Some made the point that accountability is not just to 
funders, but to also those who are being served.  While many called for a whole-system approach, 
others cautioned that there is the risk of dilution in such an approach if nobody takes responsibility 
for the overall response or even various components of the response.  Others pointed out that 
―holistic‖ is not the same as ―whole-system‖.  In fact they cautioned that without careful planning a 
whole-system might well become a conglomerate of sub-systems, which is not the same as an all-
encompassing system with a variety of different entry points and a consistent approach to service.  
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The importance of primary care to an overall response was identified by many stakeholders.  Since 
most citizens access primary health care first, the integration of mental health and substance use 
services within settings where other core health services are provided was seen as critical. Some 
suggested that a Provincial Mental Health Commission be established, that could provide 
overarching leadership for the response and work with existing collaborative structures such as the 
General Practice Services committee, in order to avoid any unnecessary duplication. 
 
Many respondents suggested that as the system moves towards an overarching goal of better 
integration, there is a need for clear and inter-connected goals and strategies for each sub-section 
within the current systems. One suggested mechanism to encourage better integration of services 
was the establishment of community planning tables for people and organizations to jointly plan 
within their own communities.  Many community organizations are willing to be low or no-barrier 
access points, but there was a perception for some that the health system would need to surrender 
some control and ownership in order for community-based services to truly thrive.  A related issue 
was the potential role that non-professionals could play if the systems were opened up to allow for 
their greater participation.  
 
Some respondents recommended the use of common health and wellness indicators and 
measurements across ministries in order to encourage collaboration and shared accountability, 
although it was also acknowledged that this would require careful management of data-sharing and 
electronic record-keeping.  There were also further suggestions for system audits to find 
opportunities in current initiatives, and mechanisms to identify both how to build on current 
programs and how to improve co-ordination.   

 

 

Culturally Sensitive Practices 

 
“Diverse cultural, ethnic & religious groups need to be proactively included. 
Don‟t assume that any one group or understanding represents the whole of 

an immigrant/cultural/ethnic group” 
 
 

Respondents acknowledged that British Columbia is a province rich in diversity and that signifcant 
care must be taken to ensure that the needs of our various ethno-cultural communities are met and 
reflected in both the consultation/engagement process and development of the 10 Year Plan.  Many 
recognized that a whole-systems approach will be necessary to facilitate cross-ministry coordination 
of services addressing the needs of various populations (immigrant and refugee communities for 
example) and that issues of jurisdiction should be mitigated to ensure effective access and reach of 
services.  Many felt that regardless of a person‘s location within the province, it is essential to ensure 
that policies and practices consider, and are reflective of, the specific context of individual lives, and 
consider age, gender, culture and other social determinants of health.   
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CONCLUSION 

 
The various consultation and engagement processes related to the 10 Year Plan to Address Mental 
Health and Substance Use in BC have served to verify and validate the overarching vision and many 
of the key directions proposed for the plan; at the same time the input and suggestions provided by 
participants will be invaluable and directly instrumental in shaping the specific goals and strategies 
that will ultimately be reflected within the plan.  As the development and ultimate implementation of 
the plan moves forward, it will be important that stakeholders remain an active part of the process 
and that the 10 Year Plan continues to be reflective of their thoughts and input.    
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APPENDIX A: Discussion Guide 
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Address Mental 

Health and Substance 

Use in BC  
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Foreword  

Throughout the Conversation on Health there was overwhelming support 
for more focus on disease prevention and health promotion....Mental 
illnesses like depression, schizophrenia and substance abuse typically begin 
in childhood, exerting a lifelong impact on the individual, their families and 
society.  

The challenges of poverty, mental illness and addictions compound the 
societal challenges of housing, homelessness and crime. There are victims 
and casualties in our society — injured, hurt, lost, isolated people who 
cannot find their way off the street, into a home, out of addiction and back 
to health. Additional efforts to guide them to healthier lives will be 
launched, as an updated 10‐year mental health plan is also completed.  

British Columbia Throne Speech 2008  

Today is an emotional day for survivors of residential schools and their 
families, and our thoughts are with each of them. The survivors and those 
before them became the ‘stolen generation,’ taken from their families as 
children, they were held captive from their culture and communities. They 
were robbed of all that is irreplaceable – their youth, their innocence, and 
their sense of who they were and where they came from.  
We believe it’s our time and our task to tackle the issues of Aboriginal 
disadvantage and disparity. We are challenged and compelled to close that 
gap, fulfilling our nation’s potential and promise by ensuring that Aboriginal 
peoples have the same entitlement to success and opportunity as anyone 
else.  

Premier Gordon Campbell on the  
Federal Apology to Former Students of Indian Residential School  

June 11, 2008  
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Introduction  
Good mental health is crucial to the overall well-being of individuals, communities 

and societies. It is a resource for everyday living that enables people and 

communities to realize their fullest potential and to cope with life transitions and 

major life events. Yet mental health problems and substance use problems are far 

too common—affecting people of all ages, nations and cultures. The World Health 

Organization estimates that mental disorders affect more than 25 per cent of all 

people at some time during their lives.  

British Columbia is no exception to this trend. Mental health problems and 

substance use problems are the third largest contributor to the Province’s overall 

disease burden (after cancer and cardiovascular disease), are the largest contributor 

to disease burden among British Columbians ages 15-34, and are the leading cause 

of disability in the province.  

 

Currently, British Columbia spends approximately $1.2 billion each year on mental 

health and addictions services delivered through the health system. This estimate 

does not include costs of mental health services delivered by other systems (e.g. 

education) or the burden placed on other systems by untreated or improperly 

treated mental health problems and substance use problems (e.g. income assistance 

and criminal justice). Everyone is aware that our province is being directly 

impacted by economic events beyond our control. However, even in tough times 

government has honoured its commitment to protect and enhance front line health 

services with record spending every year since 2001. We’re building on 

investments by increasing the budget for health care by 12% over the next two 

years even as we recognize demands continue to grow across the system.  

It has been more than a decade since government developed a mental health plan in 

British Columbia. Since then, the health system has been reorganized into health 

authorities and mental health services and addictions services have been integrated 

at the regional and local level. Public policy frameworks, such as Every Door is the 

Right Door: A British Columbia Planning Framework to Address Problematic 

Substance Use and Addiction and Following the Evidence: Preventing Harms from 

Substance Use in BC (Ministry of Health Services) and the Child and Youth Mental 

Health Plan (Ministry of Children and Family Development), have shaped key 

aspects of British Columbia’s response. New partnerships such as the Joint 

Consortium on School Health (Ministry of Education and Ministry of Health 

Services), are contributing to the development of multi-sectoral action.  
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British Columbia has increased its research capacity through the recruitment of 
individual researchers and formation of research centres and institutes. New facilities 
include the BC Mental Health and Addictions Research Institute at the Provincial 
Health Services Authority, the Centre for Addictions Research of British Columbia at 
the University of Victoria, the Centre for Applied Research in Mental Health and 
Addictions at Simon Fraser University, and the Institute on Mental Health, and the 
Centre for Brain Health at the University of British Columbia.  
Through the Leading Edge Endowment Fund, the Ministry of Advanced Education 
has supported the creation of academic leadership chairs in depression, addictions and 
cognitive neuroscience in early childhood health and development. These academic 
posts are generating a critical mass of research and clinical expertise in British 
Columbia to better understand mental illness and substance dependence, and to 
develop evidence-based responses.  
 
There is also considerable new knowledge in the field about what works. The evidence 
base to support effective action, from promotion and prevention to care, treatment 
and recovery, has expanded rapidly. Overall, British Columbia is already well 
positioned to take advantage of new knowledge and new relationships at the research, 
policy and practice levels. Recent innovative examples include launching the Burnaby 
Centre for Mental Health and Addictions, and a youth addictions treatment centre at 
Keremeos. The promotion of good mental health, the prevention of mental disorders, 
and the prevention of harms associated with substance use are centre stage in British 
Columbia‘s public health renewal process. The Ministry of Housing and Social 
Development is implementing Housing Matters BC, while the Ministry of Children 
and Family Development has just released a review of its groundbreaking 5-year Child 
and Youth Mental Health Plan.  
 
In fact, the Ministry of Health Services, in partnership with the Ministry of Healthy 
Living and Sport and the Provincial Health Services Authority, is working with 11 
partner ministries, six health authorities and the research community to better connect 
activities across government, and develop a comprehensive plan to address mental 
health and substance use across the life course. This plan will be guided by the 
experience of other jurisdictions in mental health systems reform, such as Australia, 
New Zealand and the United Kingdom. It will be informed by recent research and 
evidence of effectiveness at the policy and program level. The plan will set out a clear 
unifying vision, guiding principles, intended population and system level outcomes, 
strategic directions and evidence-based recommendations for action. It will also 
articulate roles and responsibilities, identify milestones, and establish mechanisms to 
monitor progress and ensure accountability.  
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Aboriginal British Columbians  
 

In British Columbia, a disproportionate share of the burden of mental health 

problems and substance use problems are borne by Aboriginal people and 

communities. With the signing of the Transformative Change Accord, the 

Leadership Council representing the First Nations of British Columbia, the 

Province of British Columbia and the federal government have agreed to a shared 

commitment to action on closing health, social and economic gaps between First 

Nations and other British Columbians by 2015. Further work has resulted in a 

Tripartite First Nations Health Plan, which commits the three parties to taking 

specific action on mental health and substance use for all Aboriginal people. The 

Province has also entered into an agreement with the Métis people of British 

Columbia. The Métis Nation Relationship Accord creates the basis for a 

relationship to achieve the goals and outcomes identified at the 2005 First 

Ministers’ meeting in Kelowna.  

 

The Ministries of Health Services and Healthy Living and Sport are responsible for 

ensuring that the 10-year plan recognizes the unique needs of Aboriginal peoples 

and supports their right to access publicly funded services. It is anticipated that the 

plan will reflect the cultural knowledge and traditional health practices of 

Aboriginal peoples, thereby benefiting all British Columbians. In addition, the 

Ministries will be working with Aboriginal leaders and federal partners to develop 

a companion plan to address mental health and substance use among Aboriginal 

British Columbians.  
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Stakeholder Input  
Stakeholder input is vital to the success of the 10 Year Plan to Address Mental 

Health and Substance Use in BC (the plan). Input from stakeholders will help 

shape the plan’s vision, values and principles, intended results and key strategies.  

A great deal is known about what works in mental health and substance use from a 

policy and practice standpoint. In BC, there is an opportunity to improve the way 

we adapt this evidence to better meet the needs of individuals, families and 

communities.  

This discussion guide introduces the key elements of the plan based on what the 

evidence tells us and asks a series of questions about each element. A well-

articulated plan will enable BC to capitalize on the wealth of knowledge, 

experience and expertise of its diverse citizens.  

How to use this Guide  
In the following pages, each element of the plan is described and questions are 

posed to generate dialogue and discussion. You may complete the guide by hand 

and mail or fax it to us, or complete it electronically and e-mail your response.  

 

One of the things we have learned from our review of the evidence and 

international experience is that success depends on a multi-sectoral response, one 

that goes beyond the health system to include other service systems, and one that 

brings together partners in the public, private and voluntary sectors. This 

discussion guide is being distributed widely and we encourage you to collaborate 

with colleagues from a variety of systems and sectors in preparing your response.  

 

We also strongly encourage collaboration with partners who can provide input 

from an Aboriginal perspective. While there is a parallel process in place to create 

a companion plan to address the needs of Aboriginal British Columbians, it is 

equally important that the provincial plan ensures accessible, responsive services 

for Aboriginal people.  

 

Completed discussion guides can be returned to Kenneth Tupper at any of the 

following addresses by April 14, 2009.  

• Via e-mail to Kenneth.Tupper@gov.bc.ca  

• Via fax (250) 952-1570  

• Via mail to Ministry of Health Services and Ministry of Healthy Living and 

Sport, Population and Public Health, 1515 Blanshard Street 4-2, Victoria BC, V8W 
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3C8  
 

Whole Systems Approach  
 
The approach in the 10-year plan is a first for British Columbia—a ―whole systems‖ 
approach. Previous plans have focused almost exclusively on specialized health care 
system responses, while a whole system approach broadens action so it is cross-
governmental, multi-sectoral and multi-system. A whole systems approach involves 
the whole of government; engages the broad public, private and voluntary sectors; 
and, it works across multiple service delivery systems, such as health, education, 
income assistance, housing and criminal justice.  
 
Making this important shift in our approach will improve our capacity to provide a 
full range of integrated services and supports along the continuum from wellness to 
illness. This includes anti-stigma and discrimination, health and wellness promotion, 
illness prevention, harm reduction, treatment and support, and healing and recovery. 
A whole systems approach uses multiple settings for action, including home, school, 
workplace, cyberspace, street, doctor‘s office, community, police encounter, court and 
prison.  
 
DISCUSSION  

 Will a whole systems approach work in the BC context?  

 To be successful what sectors and systems need to be involved?  

 What steps need to be taken to ensure this approach is successful?  
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Vision Statement  
A vision statement for the plan describes what BC would be like if people had the 

best possible mental health and experienced the least possible harm from substance 

use. It also describes how public systems in BC would respond to people 

experiencing mental health problems and substance use problems.  

 

This is a potential vision statement:  

 

British Columbians have the best mental health possible— everyday.  

We are diverse people, enriched by vibrant cultures, languages and traditions. We 

are resilient people, nurtured by strong families and caring, healthy communities. 

We have an inclusive understanding of health informed by the perspectives of 

Aboriginal people and other cultures. We live, learn, work and play in 

environments that actively promote wellness.  

 

When we experience mental health problems, substance use problems or their 

associated harms, we are not alone. We are engaged in services and supports that 

are relevant to our needs, effective and culturally competent. We are fully involved 

in decision-making about our health. And we participate fully in the life of our 

communities as we journey towards healing and recovery.  
 
DISCUSSION  

 Does the vision statement adequately describe the desired future? What is 

missing?  

 Will the vision statement work for all British Columbians?  

 Will the vision statement galvanize British Columbians and systems to take 

action to improve mental health and reduce harms from substance use?  
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Core Values  
Core values are the beliefs and norms that shape British Columbians’ attitudes and 

responses to mental health and substance use. They establish the ethical basis for 

the development and implementation of the plan.  

 

These are some potential core values:  
 

• Respect and compassion  

• Equity  

• Diversity and inclusivity  

 

 
 
 

• Interdependence and collaboration  

• Autonomy and informed choice  

• Reciprocal accountability  

 

DISCUSSION  

 What values should inform BC’s response to mental health and substance 

use along the continuum from wellness to illness, and from moderate 

substance use or abstinence to dependence?  
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Guiding Principles  
 

Guiding principles help us move from concept to action. They ensure the 

implementation of the plan, specifically the delivery of services, and the 

achievement of results are consistent with our vision and core values. 

 

These are some potential guiding principles: 

 

•Whole person, family and community-

centred 

• Evidence-based  

 

• Strengths, assets and resilience-based 

 

• Comprehensive, integrated and 

coordinated  

• Recovery oriented  

 

• Community delivered, regionally 

coordinated and provincially aligned  

• Culturally aware, respectful, 

competent and safe 

• Attuned to needs of vulnerable 

populations  

• Focused on capacity building  • Efficient and cost effective  

 

DISCUSSION  

 What principles should guide the implementation of British Columbia’s 

response to mental health and substance use?  
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Intended Results  
 

The success of the plan will be measured by improved mental health and reduced 

harms from substance use in the population, and by improvements in the public 

systems that influence and respond to mental health, mental illness, substance use 

and addictions. It is critical that the outcomes are meaningful, tangible, and 

measurable over time. These are some potential outcomes at the population and 

system level:  

 

Population Outcomes  
• Increased positive mental health and wellness  

 

• Increased mental health and substance use literacy  

 

• Increased individual and workplace productivity  

 

• More communities with increased control over and responsibility for social, 

cultural and economic determinants of mental health and wellness  

 

• Fewer people with mental illness and/or problematic substance use, including 

substance dependence  

 

• More people living with mental health problems and substance use problems 

have opportunities for meaningful social and economic participation in their 

communities  

 

• Significant reduction in death, illness, injury and disability from mental health 

problems and substance use problems  

 

• Fewer risk and vulnerability factors are associated with mental illness and/or 

problematic substance use, including substance dependence  

 

• More people living with mental illness and/or problematic substance use are 

well-connected to their communities  
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• Less disparity in health, education, social and economic outcomes between 

people living with mental illness and/or problematic substance use and the 

general population  
 
System Outcomes  

• Increased integration and coordination of services within and across systems  
 

• Increased capacity to address wellness, prevention, healing and recovery  
 

• Increased knowledge exchange within and across services, systems and 
communities  

 
• Increased adherence to evidence-based policy and practice, including research 

and practice-based evidence, indigenous knowledge and participatory inquiry  
 

• Increased adequacy, efficiency and equity in resource allocation within and across 
systems and regional contexts  

 
• Services and systems with enhanced capacity to address wellness, prevention, 

healing and recovery  
 

• Services and systems are culturally aware, respectful, competent and safe  
 

• Significant reduction in inappropriate health care, law enforcement and child 
welfare costs associated with mental illness and problematic substance use, 
including substance dependence  

 

DISCUSSION  

 In 10 years time, how will we know if the plan has been a success? Do the 
outcomes above describe the results we should be seeking for British 
Columbians, their families, communities and public systems?  
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Strategic Directions  
Strategic directions establish broad parameters for action. They are based on an 

analysis of recent research and evidence of effectiveness, as well as a review of 

strategic policies and plans to address mental health and substance use in other 

jurisdictions. We believe that planned, evidence-based action in the following 

seven areas will provide a comprehensive response to mental health and substance 

use across the life course in British Columbia.  

 

1. Anti-Stigma and Discrimination  
Eliminate discrimination associated with mental health problems and substance 

use problems  

 

2. Health Promotion  
Promote positive mental health and wellness (as we do with physical health)  

 

3. Prevention  
Prevent mental health problems, early substance use and substance use 

problems  

 

4. Harm Reduction  

Prevent and reduce harms associated with mental health problems and 

substance use problems  

 

5. Care, Treatment and Support  
Identify, intervene early, and support people and communities to address 

mental health problems and substance use problems  

 

6. Research, Innovation and Knowledge Exchange  
Advance research, innovation and knowledge exchange in mental health and 

substance use  

 

7. BC Public Systems  
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Orient public systems to improve in mental health and substance use outcomes 

for British Columbians  

 

 
 
 
 
DISCUSSION  

 Taken together, will these strategic directions enable BC to achieve its 

vision? Are there any other strategic directions that we should be pursuing? 

  

HTH-2014-00296 
Page 143



Background Paper No. 10 – Stakeholder Engagement: Summary of Input 35 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Strategies and Priority Actions  
Strategies and priority actions are the means to achieve the vision and intended 

results. They are evidence-based, feasible and are accepted by consumers, service 

providers, funders, elected officials and the general public. Given the complexity 
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of mental health and substance use, the strategies and priority actions must also be 

multi-pronged, multi-layered and integrated.  

 
DISCUSSION  

 What evidence-based strategies can be implemented within each of the 

strategic directions to achieve the vision and intended results?  

 Within these strategies, what specific actions should be the highest priority 

over the short and medium term? What actions can demonstrate early wins 

by building on promising practices and/or using existing infrastructure, 

resources and expertise?  

 

1. Anti-Stigma and Discrimination  

Sample Strategy: comprehensive approach that includes human rights-based 

legislation, public and professional education, and broad-based and targeted anti-

discrimination programs.  

Sample Priority Action: Implement an integrated provincial strategy to promote 

health literacy in mental health and substance use aimed at improving public and 

provider understanding about mental health promotion, prevention, early 

recognition, help seeking, self-management and recovery.  
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2.  Health Promotion  
Sample Strategy: maternal and infant mental health, supports to healthy early 

childhood development  

Sample Priority Action: Provide supports for parents before, during and after the 

birth of their children by increasing capacity to: (1) support women and their 

partners in making healthy choices in pregnancy; and, (2) offer sustained nurse 

home visits for at-risk, first time mothers. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

3. Prevention  

Sample Strategies: comprehensive school health; workplace mental health  

Sample Priority Action: Support school-based initiatives to prevent anxiety, 

depression, conduct disorder and early substance use among at-risk children, 

through development of self regulation (preschool and kindergarten) and social-

emotional skills training and cognitive behavioural therapy (through to grade five). 
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4. Harm Reduction  

Sample Strategy: comprehensive approach that addresses levels, patterns and contexts 
of substance use and availability of substances  

Sample Priority Action: use education, enforcement and policies to promote culture of 
moderation for alcohol consumption 

 

 

 

 

 

 

 

 

 

5. Care, Treatment and Support  

Sample Strategy: integrated mental health and addictions system of care using tiered 
services and supports linked to problem severity  
Sample Priority Actions: provide cognitive behavioural therapy for children, youth and 
adults in a variety of life settings; create multidisciplinary mental health primary care 
teams; provide a range of options for residential withdrawal management for children, 
youth and adults, including social detox, medically informed detox and hospital-based 
or medically managed detox; provide assertive community treatment.  
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6. Research, Innovation and Knowledge Exchange  

Sample Strategy: comprehensive approach that includes knowledge creation, 

translation, dissemination, uptake and evaluation  

Sample Priority Action: develop knowledge exchange infrastructure to fast-track 

implementation of best and promising practices in addressing mental health and 

substance use  

 

 

 

 

 

 

 

 

 

7. Orienting BC public systems to improve outcomes  

Sample Strategy: comprehensive approach that includes leadership, governance, 

reciprocal accountability, funding, and workforce development  

Sample Priority Action: set ambitious targets to mobilize multiple systems; create 

financial incentives for service integration and innovation and systems change; 

support community capacity building and civil society responses 
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Addressing the Needs of Aboriginal British Columbians  
A disproportionate share of the burden of mental health problems and substance 

use problems are borne by Aboriginal people. A separate plan to address 

Aboriginal mental health and substance use is being developed by Aboriginal 

leadership and communities and the provincial and federal governments through 

the tripartite process. However, it is important for the provincial plan to reflect the 

unique history, interests, health practices and service needs of Aboriginal people in 

British Columbia.  
 

DISCUSSION  

 How can we ensure that Aboriginal British Columbians see their values and 

interests reflected in the provincial plan?  

 How can we ensure that services available to all British Columbians are 

accessible to Aboriginal people?  
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Thank you for taking the time to complete this discussion guide. Your response 

will help us in developing a comprehensive plan to address mental health and 

substance use across the life course in BC. 

 

Contact Information: You are not required to provide us with your contact 
information, but we would appreciate having it should we require clarification or 
additional information related to your submission. Your contact information will not 
be shared with anyone outside of the project team.  
 
Contact person:  
Organization:  
E-mail address:  

Please list the organization(s) involved in completing the discussion guide: 
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APPENDIX B: Stakeholder Engagement Activities 

 
10 Year Plan Engagement Schedule 

Date Activity Location Mode 

February 24, 2009 Policy, Research, 
Advocacy and 
Service Interests 

Vancouver  Facilitated full-day workshop 

February 25, 2009 Education Sector  Vancouver Facilitated half-day workshop 

Justice Sector Vancouver Facilitated half-day workshop 

February 26, 2009 Child, Youth and 
Family 

Vancouver Facilitated half-day workshop 

Health/Social 
Services Sector  

Vancouver Facilitated half-day workshop 

February 27, 2009 Tentative deadline 
for receipt of 
discussion guide 
responses 

 (Ministry staff continued to 
accept discussion guides until 
early April) 

March 3, 2009 Union/Labour 
Sector 

Vancouver Facilitated half-day workshop 

Multicultural Sector Vancouver Facilitated half-day workshop 

March 31, 2009 Region-wide policy, 
research, advocacy 
and service interests 

Prince George Facilitated full-day workshop 

April 3, 2009 Region-wide policy, 
research, advocacy 
and service interests 

Victoria Facilitated full-day workshop 

April 8, 2009 Region-wide policy, 
research, advocacy 
and service interests 

Kamloops Facilitated full-day workshop 

June 10, 2009 Children and youth 
service users 

New 
Westminster 

Facilitated half-day workshop 

June 11, 2009 Adult service users Burnaby Facilitated half-day workshop 
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PURPOSE 
Changes to British Columbia’s laws for incapacity planning, including advance 
directives, came into effect on September 1, 2011. This purpose of the one-day forum 
was to bring together some of B.C.’s leading policy makers, planners, clinicians, 
physicians, patients and health care organizations to explore and identify advance care 
planning priorities for the Ministry of Health, health authorities and external partners for 
the future. The forum met this commitment by welcoming participants to engage in open 
dialogue, share diverse perspectives, and celebrate accomplishments and contributions to 
the health system by individuals and groups in the advance care planning community. 
 
OBJECTIVES 
• Share the new provincial public resources for advance care planning (ACP); 
• Explore current successes and ideas to engage and educate the public, providers, and 

legal professionals about ACP; 
• Consider emerging priorities for integrated, patient-centred & system-wide ACP; 
• Explore what successful ACP means and how it could be measured;  
• Identify emerging priorities and possible next steps to implement ACP in 

participant’s organizations and areas. 

 
AGENDA 

Greetings from the Ministry of Health 
“Advance Care Planning in BC: Making it happen” 

Katie Hill and 
Heather Davidson, ADM 

Plenary #1 New provincial ACP resources Pauline James 

Panel #1- Let’s talk about our successes and ideas to engage 
and educate the public, providers, and legal professionals 

Fiona Gow, Pat Porterfield 
Margreth Tolson 

Dr. Douglas Mcgregor 
Break-out #1: What are emerging priorities to engage and 

educate public, providers and the legal professions about ACP? Three facilitated groups 

Report-out #1 Group reporters 

Plenary #2: If Advance Care Planning is the Answer, what is 
the Question? Reflections on ACP from B.C.’s Answer Lady 

Marg Meikle and her husband 
Noel MacDonald 

Panel #2- Let’s talk about implementing ACP system-wide and 
what success should look like 

Paul Leslie, Judy Nicol 
Dr. Doris Barwich 
Dr. Kim McGrail 

Break-out #2: What are the emerging priorities to ensure 
patient-centred ACP system-wide & how should success be 

defined and measured? 
Three facilitated groups 

Report-out #2 Group reporters 

Closing Plenary- Summary of the day Katie Hill 

Forum closing, feedback forms Pauline James 
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MAJOR THEMES OF THE DAY 
Several overarching themes emerged, as follows: 
 
Normalization 
Participants stressed that the normalization of ACP within society and communities is 
necessary and that this process may take years to accomplish.  
 
Self-care and shared responsibility  
Participants highlighted that ACP is a part of self-care and self-management. They noted 
there is a shared responsibility for ACP between the public, health care providers, 
organizations, and communities. Participants noted that promotion of ACP is not only the 
responsibility of health care providers, organizations and government; however, the 
continued actions of these partners will help foster and promote the desired societal 
change. They also identified that peers, community and other groups can help increase 
the awareness of ACP.   
 
Clear, consistent, accessible information 
Participants determined that ACP education, messages and resources should be clear, 
consistent, in plain language, and accessible. Participants highlighted three streams of 
education targeted for different learners, based on their educational needs; separate 
learning streams were suggested for patients, physicians, and other health care providers. 
They noted that public materials should be patient-centred. They also discussed the 
importance and usefulness of resources for specific populations (younger well 
population, population in mid-life, those with chronic disease, and those with life-limiting 
illness). The importance of translating the new resources was also raised as a potential 
priority to consider.  
 
Evaluation of success 
Participants offered suggestions for evaluating and monitoring success. They noted the 
importance of conducting on-going evaluation, setting outcome measures, identifying 
quality indicators, and promoting the uptake of province-wide standards. They also 
suggested that a common language about ACP implementation be promoted to get the 
ACP community on the same page so ACP implementation can be evaluated with a 
consistent approach and narrative. The ACCEPT study was highlighted, as BC is 
participating through Fraser Health. Some suggested outcome measures were the number 
of ACP records created, and patient and family satisfaction outcomes.  
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REPORT-OUT #1  
In the break-out discussion session #1, participants were requested to discuss and report 
back on the following question: 

“What are the emerging priorities to engage and educate the public, providers 
and the legal professions about ACP?” 

 
KEY THEMES 
Detailed responses by colour of table are noted in Appendix A. 

• Normalizing ACP is key 
• ACP is part of wider personal planning – retirement, wills, insurance, high school 
• ACP is for all age groups 
• Patient-centred information for patients 
• Different groups need different education: provider, patient/public, physician 
• Need to engage wider community and different groups; peers can spread 

messages; public forums and campaigns to increase awareness 
• ACP is a shared responsibility with public, community – it’s not only the 

responsibility of physicians, hospitals, health care providers 
• HCP and organizations need clear expectations and roles. 
• HCP need to be informed and knowledgeable 
• Need for quality, consistent messages and information in plain language and for 

special populations and different cultures  
 

REPORT-OUT #2  
In the second break-out session, participants were requested to discuss and report back on 
the question: 

“What are the emerging priorities to ensure patient-centred ACP system-wide, & 
how should success be defined and measured?” 

 
KEY THEMES  
Detailed responses by colour of table are noted in Appendix B.  

• Engaging public, community 
• Embedding ACP into practice and normalizing ACP 
• Good information, clear messaging, appropriate, useful language and information 
• 3 streams of education: patient, physician, provider  
• Accessibility to information and records; system alerts 
• Measure # of ACP (patient records) 
• Measure patient/family satisfaction – were wishes followed? 
• Province wide uptake; provincial standards; on-going evaluation 
• Patient-centred approach; patient-self management and healthcare ownership 
• Determine what success means and determine what the goal is – then can evaluate 
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FEEDBACK FORMS – KEY THEMES 
 
Feedback forms were provided to all participants in their forum materials. Participants 
were requested to reflect on the day and provide feedback to the organizers. Common 
themes are as follows: 
 
QUESTION 1. Did you hear something today about advance care planning that 
inspired you? Tell us what, and how it inspired you.  
o Personal stories from Marg and Noel and others  
o Courage and its root meaning “from the heart”; ACP is a gift 
o Multi-organizational approach to ACP implementation and variety of projects in BC  
o Expertise, dedication and enthusiasm of participants  
o Shared responsibility, ACP as self-management 
o Culture change will take a decade and normalizing ACP is important 
o Effect of ACP on reducing health care costs 
 
QUESTION 2. What are your top three priorities to move advance care planning 
forward with your colleagues or clients/patients or your organization in the next 
year? 
o Conversations and documentation; collaborating and engaging others  
o Consistent and accessible information and resources  
o Public education and discussions (ex. patient family education centre) 
o Focus on healthy seniors – in context of broader planning; include financial planning 
o Front-line provider education on consent and acp  
o Physician education (ex. PSP training; CME opportunity; rounds; one pager for GPs) 
o Define or clarify roles and responsibilities 
o More evaluation; set outcome measures; create quality indicators 
o Culturally relevant material for specific populations 
 
QUESTION 3. If one thing could have been changed at today’s forum, it would have 
been to: 
o Summary by each HA on plans to disseminate My Voice or what they know.  
o Multiple forums across the province with public, providers, and stakeholders 
o Logistics - three separate break out rooms or smaller groups; longer forum; food 
o More personal stories and more front-line staff participation 
o Identify actions to achieve; commitment to meet in one year 
o Multicultural resources  
 
QUESTION 4. Do you have any other comments about today’s event? 
o Materials: Plain language; handouts should stress differences in ACP, RA etc. 
o Questions: Is there a plan to engage volunteers/advocates to help with seniors? Will 

anything province-wide result from the day?  
o Great panels, speakers, discussions/dialogue; needed more physician perspectives  
o Lots of considerations before evaluation component is mobilized 
o Consistent, province wide initiative - same PPT and consistent messages 
o We are all coming from a place of ethical integrity in our ACP work 
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APPENDIX A   DETAILED NOTES OF BREAK OUT #1  
Participants were assigned to red, green, and blue tables and participated in break-out 
sessions corresponding with their table colour. This was to ensure each break-out session 
had a mixture of organizations, patients, physicians, and different professionals in each. 
This appendix details the flipchart notes made by each break-out group in answer to the 
question: 

“What are the emerging priorities to engage and educate the public, providers 
and the legal professions about advance care planning?” 
 

GREEN TABLES 
• Clarity re: definitions and documents 
• Need for a kit for the public and in residential care 
• Look for opportunities to connect with public in our work 
• The education needs for patients, public, legal community are different – different 

tools? 
• Education for the public – how to express wishes 
• How can NIDUS be support and resource 
• Important to engage educational faculties and colleges and embed ACP in education 
• Interagency collaboration 
• Consumer participation 
• Faith based role in education 
• Support for mental health, addictions, and other populations 
• Build simple systems 
• How fits with adult guardianship 
• Ensuring patients understand ownership of ACP and AD 
• Clarification re: responsibilities  
• Normalize and culture shift 
• Clarity re: choices, specifics, and HCP roles within system 
• Capacity determination 
• What about people with no GP? How to build capacity in communities 
• Get message out to professional groups before public 
• Cultural awareness and connection with communities – First Nations, Asian 
• Tie to other conversations – birth, will, organ donor, driver licence 

BLUE TABLES 
• Content knowledge 
• Articulation of roles and expectations of HC providers, physicians – how to use the 

new tool and what is expected of docs (eg. 1 pager) 
• Direct the focus as “about the pt” – help the HCP see from that perspective 
• Priority of timing – PSP is rolling out and need bridging tool 
• Importance of shared understanding of terminology 
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• Clarify priority of the HCP – needs to be informed whereas MV tool is about 
information the public. MV is not adequate for providers and docs 

• Multiple priorities – so importance of all moving together 
• Ensure key stakeholders are engaged 
• Importance of cultural representation – perspectives 
• As a member of public, I need front line to know about this- if not frustration, 

disempowerment 
• Adequate information to move this into practice 
• Ensuring documents provide information about usage and rights 
• Combined responsibilities 
• Need to educate informed responders 
• Education to hc providers – to ask key questions related to ACP 
• Shifting the dialogue – both public and providers 
• Raise the AC discussion 
• Public education forum at rec centre with informed facilitators 
• For public – one page hand-out eg. used by VCH  
• Selecting target groups – healthy seniors, retirement planning, new parents, aboriginal 

population, South Asian population 

RED TABLES 
• Dr – difficult if add on to visit – need allied HP support/community to have willing pt 
• Complex info and need network of advocates 
• Seniors organizations are advocates eg cosco 
• Social issue 

o Need to engage on level of values 
o Start at community, faith, hospice 
o Central contact forum 

• Early engagement holistic retirement planning to normalize acp 
• All age groups 
• “Ask” routinely as Dr recommendations from population health  -Canadian health 

task force on periodic health exam 
• High school exposure 
• Public forum opportunities 
• Funeral homes – proactive planning 
• Insurance agents – for public exposure 
• Group medical visits with 8-10 patients a good option with little specific time for 

each individual. Fee schedule?? Integrated primary health centres?? 
• Urgency but also need to do it right 
• Minority groups –need culturally based programs  

HTH-2014-00296 
Page 160



• Normalize language – ex. PSA “art history” 
• Documents look legal and hard to normalize 
• Challenge – these are legal forms. Engage legal community, good education 
• Number of great resources already. Eg Nidus. Challenge knowing where they are, and 

$ for community groups to do work 
• Start with conversation and then work with legal issues 
• Health care system is complicated – move from acute to community 
• Front line staff have minimal knowledge of process and consent etc. Gap between 

triage/care providers and those planning ACP. 
• Pt Voices Network different approaches – webinar, newsletters etc. 
• Need to really understand the legal tools to assist can be complex. ? overload 

expectations ? legal rep on committees to get word out consistently. Potential for 
unintended consequences 

• High school curriculum – wills and acp 
• Smart care card 
• Everyone’s responsibility – but who makes sure it happens? 
• Public campaign – raise awareness 
• Summary: normalize, engage community, quality of messaging – legal and medical, 

plain language 
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APPENDIX B   DETAILED NOTES OF BREAK-OUT #2 
Participants were assigned to red, green, and blue tables and participated in break-out 
sessions corresponding with their table colour. This was to ensure each break-out session 
had a mixture of organizations, patients, physicians, and different professionals in each 
group. This appendix details the flipchart notes made by each break-out group in answer 
to the question: 

“What are the emerging priorities to ensure patient-centred advance care 
planning system-wide, and how should success be defined and measured?” 
 

GREEN TABLES 
• Are wishes being respected? 
• Patient centred – does it include MHSU issues? 
• Continuous conversation – the right info at the right time? Family satisfaction 
• Do we really understand their wishes  - to be pc we must test their 

comprehension/review it with them 
• What does a clearly expressed AD look like? 
• System alerts that ACP exists 
• If a pt with AD is seen – we must measure if instructions were followed 
• How well are SDM prepared for their role? How to measure?? 
• Success: first measure by the # of people with ACPs 
• What about the comfort level of the HCP who followed an AD and the family 

satisfaction? 
• Need to be unified in evaluation and embed ACP into practice 
• Population/province wide uptake 
• Engage public to begin acp and then involve the GP/HCP 
• How do we focus on the cost savings to system? 
• Need for standard procedures 
• Focus on middle aged – start here, spread from there 
• Provincial hot line for acp info  

BLUE TABLES 
• Good information for public for decision-making 
• Public presentations available that can be customized 
• 3 streams perhaps? – other HC providers, public, physicians 
• Have some key messages  
• Identified public stream family caregivers and networks 
• How do we normalize the conversations? Ideas:  

o developing series of questions that elicit this thinking 
o developing network of informed peers and presenters – broader than health 

authorities 
• Develop measures at a provincial level for evaluation of service 

HTH-2014-00296 
Page 162



• Build provincial standard re: ACP – based on existing data 
• Succinct summation of key ACP information for providers 
• What about paediatric population – documents that apply to them? Provincial 

approach to this  
• Get ACP and HCC in orientation process 
• Online registry of personal planning tools that links to HCP and relevant persons 
• Entries in EHR 
• Short term strategies and measures – ex. use of documents? 
• Long term strategies and measures – ex. What was impact? Did it affect outcome? 

RED TABLES 
• Documentation will be essential 
• Polling/surveying on ongoing basis 
• HCP could model behaviour and complete ACP 
• What is the goal? Could be Ulysses tool? Is it the $ expenditure? The role of MOH – 

does it lead to mistrust of motive? 
• Continuation of good patient self management and personal choice; clear dialogue 

with prognosis and diagnosis in context of life 
• Patient centred tool with satisfaction of pt – evaluate tool as part of the document  
• Ownership of health. If you own it then more likely to engage and involve 
• Process to listen and acknowledge within HCS 
• Paradigm shift  
• Different times need different info – ie. ER want code status. Hospice need to know 

other preferences etc. Need way to get what you need 
• Truthful and words that make sense so that prognosis is understood 
• Highly diverse cultural world in BC so challenge with culturally appropriate care 
• Power of differential between HCP and patient. How would pts know what they are 

evaluating 
• My Voice to grade 4 level 
• Challenges mental capacity to make decision 
• Balance needed so those with special considerations are achieved 
• Various demands – can there be one approach? 
• Model of a centre so refer to experts to help 
• PATH Halifax decision making 
• What is success “process” and therefore # ACP completed or # time plans followed 
• Centralized model vs decentralized 
• Trust – confidence in process and in system 
• Evaluate family experience – satisfaction 
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• Summary: what is the goal? Continuum of patient self management – healthcare 
ownership, paradigm shift, reservations if < 90% understand prognosis  
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APPENDIX C   FULL LIST OF PARTICIPANTS  
 

Alzheimer Society of BC 
Barbara Lindsay Senior Manager of Advocacy & Public Policy 

BC Academic Health Council 
BJ Gdanski  

BC Care Providers Association 
Ed Helfrich Executive Director 

BC College of Family Physicians  
Dr. Christie Newton Board of Directors and Education Committee; Director, Continuing Professional 

Development & Community Partnerships; UBC Department of Family Practice 
Director, Interprofessional Professional Development, UBC College of Health 
Disciplines Co-Chair 

BC College of Social Workers  
Sheila Begg Director, Registration 

BC Hospice Palliative Care Association 
Wendy Wainwright Interim President, Board of Directors 

BC Medical Association 
Liza Kallstrom  Lead, Change Management & Practice Support 
Dianne Warnick GPSC Communications Lead 

Canadian Association for Spiritual Care (BC Region) 
Phillip Crowell Co-Chair, CASC; Director, Department of Spiritual Care, Children's and 

Women's Health Centre of BC; Adjunct Professor, UBC School of Nursing 
Doug Longstaffe Profession Leader, Spiritual Care and Multifaith Services, Vancouver Coastal 

Health 

College of Registered Nurses of BC 
Spencer Wade Nursing Practice Consultant 
Ardelle Komaryk Nurse Practitioner Practice Consultant 

Denominational Health Association of BC 
Susan House Executive Director 

Emergency and Health Services Commission 
Paul Leslie Director, Professional Practice and Patient Care 

Family Caregivers Network Society 
Cindy Bouvet North Shore Community Resources 

Fraser Health 
Carolyn Tayler  Director End of Life Care 
Cari Hoffmann Project Implementation Coordinator, Advance Care Planning 
Dr. Doris Barwich Medical Director, FH HP/EOL Care, Clinical Assistant. Professor, UBC 

Division of Palliative Care; Palliative Medicine Consultant, BC Cancer Agency 
Cherry Harriman  
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Practice Support Program 
Denys Smith NHA PSP Coordinator 
Jean McKinnon  VIHA Region PSP Coordinator 
Joan Rabillard FHA PSP Coordinator 
Shannon Statham IHA PSP Coordinator 

HealthLink BC 
Alyse Capron Executive Director, Clinical Practice and Integrated Knowledge Management 
Brande Strachan Manager, Navigation Services 

iCon 
Barbara Ho Health Director, iCON Chinese Division 
Sophia Kahn Project Manager 

Interior Health 
Sharon Whitby  Community Practice Lead, Community Integration 
Judy Nicol Leader, Advance Care Planning Initiative (CIHS) Professional Practice Office 
Kathy Chouinor Program Director, Community Care, Community Integrated Health Services 
Sherry Uribe Acting Acute Health Services Director 
Mona Hazel Manager, Clinical Support, Residential Initiatives 
Linda Myers Clinical Specialist, Vulnerable or Incapable Adults Professional Practice Office 

Nidus Personal Planning Resource Centre & Registry 
Joanne Taylor  Executive Director 

Northern Health 
Jonathan Cooper Health Services Administrator, Kitimat 
Jillian Fraser Community Geriatric Clinician 
Shell Lau ACP/D Project Coordinator 
Dr. Dick Raymond Physician 
Mary Henderson-
Betkus 

Lead, Clinical Program Standards, Home and Community Care 

Patient Voices Network 
Bill Conolly Patient Partner 
Gail Starr Patient Partner 
Bev Bakka Community Outreach Coordinator   

Providence Health Care 
Diane Milne General Nurse Educator 
Wallace Robinson Project Leader for Advance Care Planning & Renal End-of-Life Initiative 

Provincial Health Services Agency 
Sherry Hamilton CNO and Ministry Liaison 
Fiona Walks VP Safety, Quality & Supportive Care 
Megan Stowe Provincial Director, Clinical Operations, Pain & Symptom 

Management/Palliative Care, BC Cancer Agency 
Donna Murphy-Burke Lead - External Renal Networks, BC Provincial Renal Agency 
Dr. Alain Gagnon Clinical Professor, Maternal-Fetal Medicine Senior Medical Director, 

Ambulatory Services, BC Women's Hospital 
Dr. Holly Stamm Family Practitioner, Forensics Mental Health, BC Mental Health and Addiction 

Services 

Public Guardian and Trustee of British Columbia  
Kimberly Azyan  Director, Services to Adults 
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Ministry of Attorney General 
Fiona Gow Barrister and Solicitor, Legal Services Branch 
Andrea Buzbuzian Senior Policy & Legislation Analyst 

Ministry of Health 
Heather Davidson Assistant Deputy Minister, Health Authorities Division 
Katie Hill Director, Service Redesign & HCC, Home, Community & Integrated Care 

(HCIC) 
Pauline James Manager, Priority Populations and Service Redesign, HCIC 
Anna Gardner Policy Analyst, Priority Populations and Service Redesign, HCIC 
Michael Egilson  A/ Team Lead, ED Decongestion, Hospital and Provincial Services 
Rebecca Philips Research/Policy Analyst, Mental Health & Substance Use 
Doni Eve Manager, Active Aging, Seniors' Healthy Living Secretariat 
Sherry Bar Research Officer, Primary Health Care and Specialist Services  
Nadeen Johansen Senior Policy Analyst, Primary Health Care and Specialist Services  
Danielle Prpich Director, Patient and Client Relations 

Society of Notaries Public of BC 
Ron Usher General Counsel 
Laurie Salvador Notary Public 

Vancouver Coastal Health 
Carole Gillam Executive Director, Primary Care 
Pat Porterfield Regional Palliative Care Coordinator 
Mae Quon-Forsythe VC Manager Residential Care 
Dr. Douglas McGregor Regional Medical Leader, VCH Regional Palliative Strategy & Physician, 

Vancouver Community Home Hospice Team 
Lynda Lougheed Vancouver Acute Social Work Practice Leader 
Margreth Tolson Leader, Community Engagement 
Louise Donald Community Engagement Advisory Network (CEAN) Volunteer 
De Whalen Community Engagement Advisory Network (CEAN) Volunteer 
Sheila Pither Community Engagement Advisory Network (CEAN) Volunteer 

UBC Centre for Health Services and Policy Research 
Kimberlyn McGrail Associate Director & Assistant Professor 

Vancouver Island Health Authority 
Lois Cosgrave Director, Home & Community Care & End of Life 
Deanna Hutchings Clinical Nurse Specialist, End of Life Care 
Arthur Menu Advanced Practice Leader, Spiritual Health 
Lorna Ross Advance Care Planning Nurse and Clinical Leader, Seniors at Risk Integrated 

Network  
Dr. Thomas Bailey Medical Director, Residential Services 
Heather Fudge  

Additional participants 
Sue Grant Consultant 
Lillian Bayne Facilitator, President at Lillian Bayne and Associates 
Gery Lemon Advance Care Planning Project Consultant, Gery Lemon and Company 
Noel MacDonald Special Guest 
Marg Meikle Special Guest 
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PURPOSE 
Changes to British Columbia’s laws for incapacity planning, including advance 
directives, came into effect on September 1, 2011. This purpose of the one-day forum 
was to bring together some of B.C.’s leading policy makers, planners, clinicians, 
physicians, patients and health care organizations to explore and identify advance care 
planning priorities for the Ministry of Health, health authorities and external partners for 
the future. The forum met this commitment by welcoming participants to engage in open 
dialogue, share diverse perspectives, and celebrate accomplishments and contributions to 
the health system by individuals and groups in the advance care planning community. 
 
OBJECTIVES 
• Share the new provincial public resources for advance care planning (ACP); 
• Explore current successes and ideas to engage and educate the public, providers, and 

legal professionals about ACP; 
• Consider emerging priorities for integrated, patient-centred & system-wide ACP; 
• Explore what successful ACP means and how it could be measured;  
• Identify emerging priorities and possible next steps to implement ACP in 

participant’s organizations and areas. 

 
AGENDA 

Greetings from the Ministry of Health 
“Advance Care Planning in BC: Making it happen” 

Katie Hill and 
Heather Davidson, ADM 

Plenary #1 New provincial ACP resources Pauline James 

Panel #1- Let’s talk about our successes and ideas to engage 
and educate the public, providers, and legal professionals 

Fiona Gow, Pat Porterfield 
Margreth Tolson 

Dr. Douglas Mcgregor 
Break-out #1: What are emerging priorities to engage and 

educate public, providers and the legal professions about ACP? Three facilitated groups 

Report-out #1 Group reporters 

Plenary #2: If Advance Care Planning is the Answer, what is 
the Question? Reflections on ACP from B.C.’s Answer Lady 

Marg Meikle and her husband 
Noel MacDonald 

Panel #2- Let’s talk about implementing ACP system-wide and 
what success should look like 

Paul Leslie, Judy Nicol 
Dr. Doris Barwich 
Dr. Kim McGrail 

Break-out #2: What are the emerging priorities to ensure 
patient-centred ACP system-wide & how should success be 

defined and measured? 
Three facilitated groups 

Report-out #2 Group reporters 

Closing Plenary- Summary of the day Katie Hill 

Forum closing, feedback forms Pauline James 
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MAJOR THEMES OF THE DAY 
Several overarching themes emerged, as follows: 
 
Normalization 
Participants stressed that the normalization of ACP within society and communities is 
necessary and that this process may take years to accomplish.  
 
Self-care and shared responsibility  
Participants highlighted that ACP is a part of self-care and self-management. They noted 
there is a shared responsibility for ACP between the public, health care providers, 
organizations, and communities. Participants noted that promotion of ACP is not only the 
responsibility of health care providers, organizations and government; however, the 
continued actions of these partners will help foster and promote the desired societal 
change. They also identified that peers, community and other groups can help increase 
the awareness of ACP.   
 
Clear, consistent, accessible information 
Participants determined that ACP education, messages and resources should be clear, 
consistent, in plain language, and accessible. Participants highlighted three streams of 
education targeted for different learners, based on their educational needs; separate 
learning streams were suggested for patients, physicians, and other health care providers. 
They noted that public materials should be patient-centred. They also discussed the 
importance and usefulness of resources for specific populations (younger well 
population, population in mid-life, those with chronic disease, and those with life-limiting 
illness). The importance of translating the new resources was also raised as a potential 
priority to consider.  
 
Evaluation of success 
Participants offered suggestions for evaluating and monitoring success. They noted the 
importance of conducting on-going evaluation, setting outcome measures, identifying 
quality indicators, and promoting the uptake of province-wide standards. They also 
suggested that a common language about ACP implementation be promoted to get the 
ACP community on the same page so ACP implementation can be evaluated with a 
consistent approach and narrative. The ACCEPT study was highlighted, as BC is 
participating through Fraser Health. Some suggested outcome measures were the number 
of ACP records created, and patient and family satisfaction outcomes.  
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REPORT-OUT #1  
In the break-out discussion session #1, participants were requested to discuss and report 
back on the following question: 

“What are the emerging priorities to engage and educate the public, providers 
and the legal professions about ACP?” 

 
KEY THEMES 
Detailed responses by colour of table are noted in Appendix A. 

• Normalizing ACP is key 
• ACP is part of wider personal planning – retirement, wills, insurance, high school 
• ACP is for all age groups 
• Patient-centred information for patients 
• Different groups need different education: provider, patient/public, physician 
• Need to engage wider community and different groups; peers can spread 

messages; public forums and campaigns to increase awareness 
• ACP is a shared responsibility with public, community – it’s not only the 

responsibility of physicians, hospitals, health care providers 
• HCP and organizations need clear expectations and roles. 
• HCP need to be informed and knowledgeable 
• Need for quality, consistent messages and information in plain language and for 

special populations and different cultures  
 

REPORT-OUT #2  
In the second break-out session, participants were requested to discuss and report back on 
the question: 

“What are the emerging priorities to ensure patient-centred ACP system-wide, & 
how should success be defined and measured?” 

 
KEY THEMES  
Detailed responses by colour of table are noted in Appendix B.  

• Engaging public, community 
• Embedding ACP into practice and normalizing ACP 
• Good information, clear messaging, appropriate, useful language and information 
• 3 streams of education: patient, physician, provider  
• Accessibility to information and records; system alerts 
• Measure # of ACP (patient records) 
• Measure patient/family satisfaction – were wishes followed? 
• Province wide uptake; provincial standards; on-going evaluation 
• Patient-centred approach; patient-self management and healthcare ownership 
• Determine what success means and determine what the goal is – then can evaluate 
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FEEDBACK FORMS – KEY THEMES 
 
Feedback forms were provided to all participants in their forum materials. Participants 
were requested to reflect on the day and provide feedback to the organizers. Common 
themes are as follows: 
 
QUESTION 1. Did you hear something today about advance care planning that 
inspired you? Tell us what, and how it inspired you.  
o Personal stories from Marg and Noel and others  
o Courage and its root meaning “from the heart”; ACP is a gift 
o Multi-organizational approach to ACP implementation and variety of projects in BC  
o Expertise, dedication and enthusiasm of participants  
o Shared responsibility, ACP as self-management 
o Culture change will take a decade and normalizing ACP is important 
o Effect of ACP on reducing health care costs 
 
QUESTION 2. What are your top three priorities to move advance care planning 
forward with your colleagues or clients/patients or your organization in the next 
year? 
o Conversations and documentation; collaborating and engaging others  
o Consistent and accessible information and resources  
o Public education and discussions (ex. patient family education centre) 
o Focus on healthy seniors – in context of broader planning; include financial planning 
o Front-line provider education on consent and acp  
o Physician education (ex. PSP training; CME opportunity; rounds; one pager for GPs) 
o Define or clarify roles and responsibilities 
o More evaluation; set outcome measures; create quality indicators 
o Culturally relevant material for specific populations 
 
QUESTION 3. If one thing could have been changed at today’s forum, it would have 
been to: 
o Summary by each HA on plans to disseminate My Voice or what they know.  
o Multiple forums across the province with public, providers, and stakeholders 
o Logistics - three separate break out rooms or smaller groups; longer forum; food 
o More personal stories and more front-line staff participation 
o Identify actions to achieve; commitment to meet in one year 
o Multicultural resources  
 
QUESTION 4. Do you have any other comments about today’s event? 
o Materials: Plain language; handouts should stress differences in ACP, RA etc. 
o Questions: Is there a plan to engage volunteers/advocates to help with seniors? Will 

anything province-wide result from the day?  
o Great panels, speakers, discussions/dialogue; needed more physician perspectives  
o Lots of considerations before evaluation component is mobilized 
o Consistent, province wide initiative - same PPT and consistent messages 
o We are all coming from a place of ethical integrity in our ACP work 
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APPENDIX A   DETAILED NOTES OF BREAK OUT #1  
Participants were assigned to red, green, and blue tables and participated in break-out 
sessions corresponding with their table colour. This was to ensure each break-out session 
had a mixture of organizations, patients, physicians, and different professionals in each. 
This appendix details the flipchart notes made by each break-out group in answer to the 
question: 

“What are the emerging priorities to engage and educate the public, providers 
and the legal professions about advance care planning?” 
 

GREEN TABLES 
• Clarity re: definitions and documents 
• Need for a kit for the public and in residential care 
• Look for opportunities to connect with public in our work 
• The education needs for patients, public, legal community are different – different 

tools? 
• Education for the public – how to express wishes 
• How can NIDUS be support and resource 
• Important to engage educational faculties and colleges and embed ACP in education 
• Interagency collaboration 
• Consumer participation 
• Faith based role in education 
• Support for mental health, addictions, and other populations 
• Build simple systems 
• How fits with adult guardianship 
• Ensuring patients understand ownership of ACP and AD 
• Clarification re: responsibilities  
• Normalize and culture shift 
• Clarity re: choices, specifics, and HCP roles within system 
• Capacity determination 
• What about people with no GP? How to build capacity in communities 
• Get message out to professional groups before public 
• Cultural awareness and connection with communities – First Nations, Asian 
• Tie to other conversations – birth, will, organ donor, driver licence 

BLUE TABLES 
• Content knowledge 
• Articulation of roles and expectations of HC providers, physicians – how to use the 

new tool and what is expected of docs (eg. 1 pager) 
• Direct the focus as “about the pt” – help the HCP see from that perspective 
• Priority of timing – PSP is rolling out and need bridging tool 
• Importance of shared understanding of terminology 
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• Clarify priority of the HCP – needs to be informed whereas MV tool is about 
information the public. MV is not adequate for providers and docs 

• Multiple priorities – so importance of all moving together 
• Ensure key stakeholders are engaged 
• Importance of cultural representation – perspectives 
• As a member of public, I need front line to know about this- if not frustration, 

disempowerment 
• Adequate information to move this into practice 
• Ensuring documents provide information about usage and rights 
• Combined responsibilities 
• Need to educate informed responders 
• Education to hc providers – to ask key questions related to ACP 
• Shifting the dialogue – both public and providers 
• Raise the AC discussion 
• Public education forum at rec centre with informed facilitators 
• For public – one page hand-out eg. used by VCH  
• Selecting target groups – healthy seniors, retirement planning, new parents, aboriginal 

population, South Asian population 

RED TABLES 
• Dr – difficult if add on to visit – need allied HP support/community to have willing pt 
• Complex info and need network of advocates 
• Seniors organizations are advocates eg cosco 
• Social issue 

o Need to engage on level of values 
o Start at community, faith, hospice 
o Central contact forum 

• Early engagement holistic retirement planning to normalize acp 
• All age groups 
• “Ask” routinely as Dr recommendations from population health  -Canadian health 

task force on periodic health exam 
• High school exposure 
• Public forum opportunities 
• Funeral homes – proactive planning 
• Insurance agents – for public exposure 
• Group medical visits with 8-10 patients a good option with little specific time for 

each individual. Fee schedule?? Integrated primary health centres?? 
• Urgency but also need to do it right 
• Minority groups –need culturally based programs  
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• Normalize language – ex. PSA “art history” 
• Documents look legal and hard to normalize 
• Challenge – these are legal forms. Engage legal community, good education 
• Number of great resources already. Eg Nidus. Challenge knowing where they are, and 

$ for community groups to do work 
• Start with conversation and then work with legal issues 
• Health care system is complicated – move from acute to community 
• Front line staff have minimal knowledge of process and consent etc. Gap between 

triage/care providers and those planning ACP. 
• Pt Voices Network different approaches – webinar, newsletters etc. 
• Need to really understand the legal tools to assist can be complex. ? overload 

expectations ? legal rep on committees to get word out consistently. Potential for 
unintended consequences 

• High school curriculum – wills and acp 
• Smart care card 
• Everyone’s responsibility – but who makes sure it happens? 
• Public campaign – raise awareness 
• Summary: normalize, engage community, quality of messaging – legal and medical, 

plain language 
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APPENDIX B   DETAILED NOTES OF BREAK-OUT #2 
Participants were assigned to red, green, and blue tables and participated in break-out 
sessions corresponding with their table colour. This was to ensure each break-out session 
had a mixture of organizations, patients, physicians, and different professionals in each 
group. This appendix details the flipchart notes made by each break-out group in answer 
to the question: 

“What are the emerging priorities to ensure patient-centred advance care 
planning system-wide, and how should success be defined and measured?” 
 

GREEN TABLES 
• Are wishes being respected? 
• Patient centred – does it include MHSU issues? 
• Continuous conversation – the right info at the right time? Family satisfaction 
• Do we really understand their wishes  - to be pc we must test their 

comprehension/review it with them 
• What does a clearly expressed AD look like? 
• System alerts that ACP exists 
• If a pt with AD is seen – we must measure if instructions were followed 
• How well are SDM prepared for their role? How to measure?? 
• Success: first measure by the # of people with ACPs 
• What about the comfort level of the HCP who followed an AD and the family 

satisfaction? 
• Need to be unified in evaluation and embed ACP into practice 
• Population/province wide uptake 
• Engage public to begin acp and then involve the GP/HCP 
• How do we focus on the cost savings to system? 
• Need for standard procedures 
• Focus on middle aged – start here, spread from there 
• Provincial hot line for acp info  

BLUE TABLES 
• Good information for public for decision-making 
• Public presentations available that can be customized 
• 3 streams perhaps? – other HC providers, public, physicians 
• Have some key messages  
• Identified public stream family caregivers and networks 
• How do we normalize the conversations? Ideas:  

o developing series of questions that elicit this thinking 
o developing network of informed peers and presenters – broader than health 

authorities 
• Develop measures at a provincial level for evaluation of service 
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• Build provincial standard re: ACP – based on existing data 
• Succinct summation of key ACP information for providers 
• What about paediatric population – documents that apply to them? Provincial 

approach to this  
• Get ACP and HCC in orientation process 
• Online registry of personal planning tools that links to HCP and relevant persons 
• Entries in EHR 
• Short term strategies and measures – ex. use of documents? 
• Long term strategies and measures – ex. What was impact? Did it affect outcome? 

RED TABLES 
• Documentation will be essential 
• Polling/surveying on ongoing basis 
• HCP could model behaviour and complete ACP 
• What is the goal? Could be Ulysses tool? Is it the $ expenditure? The role of MOH – 

does it lead to mistrust of motive? 
• Continuation of good patient self management and personal choice; clear dialogue 

with prognosis and diagnosis in context of life 
• Patient centred tool with satisfaction of pt – evaluate tool as part of the document  
• Ownership of health. If you own it then more likely to engage and involve 
• Process to listen and acknowledge within HCS 
• Paradigm shift  
• Different times need different info – ie. ER want code status. Hospice need to know 

other preferences etc. Need way to get what you need 
• Truthful and words that make sense so that prognosis is understood 
• Highly diverse cultural world in BC so challenge with culturally appropriate care 
• Power of differential between HCP and patient. How would pts know what they are 

evaluating 
• My Voice to grade 4 level 
• Challenges mental capacity to make decision 
• Balance needed so those with special considerations are achieved 
• Various demands – can there be one approach? 
• Model of a centre so refer to experts to help 
• PATH Halifax decision making 
• What is success “process” and therefore # ACP completed or # time plans followed 
• Centralized model vs decentralized 
• Trust – confidence in process and in system 
• Evaluate family experience – satisfaction 
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• Summary: what is the goal? Continuum of patient self management – healthcare 
ownership, paradigm shift, reservations if < 90% understand prognosis  

HTH-2014-00296 
Page 178



APPENDIX C   FULL LIST OF PARTICIPANTS  
 

Alzheimer Society of BC 
Barbara Lindsay Senior Manager of Advocacy & Public Policy 

BC Academic Health Council 
BJ Gdanski  

BC Care Providers Association 
Ed Helfrich Executive Director 

BC College of Family Physicians  
Dr. Christie Newton Board of Directors and Education Committee; Director, Continuing Professional 

Development & Community Partnerships; UBC Department of Family Practice 
Director, Interprofessional Professional Development, UBC College of Health 
Disciplines Co-Chair 

BC College of Social Workers  
Sheila Begg Director, Registration 

BC Hospice Palliative Care Association 
Wendy Wainwright Interim President, Board of Directors 

BC Medical Association 
Liza Kallstrom  Lead, Change Management & Practice Support 
Dianne Warnick GPSC Communications Lead 

Canadian Association for Spiritual Care (BC Region) 
Phillip Crowell Co-Chair, CASC; Director, Department of Spiritual Care, Children's and 

Women's Health Centre of BC; Adjunct Professor, UBC School of Nursing 
Doug Longstaffe Profession Leader, Spiritual Care and Multifaith Services, Vancouver Coastal 

Health 

College of Registered Nurses of BC 
Spencer Wade Nursing Practice Consultant 
Ardelle Komaryk Nurse Practitioner Practice Consultant 

Denominational Health Association of BC 
Susan House Executive Director 

Emergency and Health Services Commission 
Paul Leslie Director, Professional Practice and Patient Care 

Family Caregivers Network Society 
Cindy Bouvet North Shore Community Resources 

Fraser Health 
Carolyn Tayler  Director End of Life Care 
Cari Hoffmann Project Implementation Coordinator, Advance Care Planning 
Dr. Doris Barwich Medical Director, FH HP/EOL Care, Clinical Assistant. Professor, UBC 

Division of Palliative Care; Palliative Medicine Consultant, BC Cancer Agency 
Cherry Harriman  
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Practice Support Program 
Denys Smith NHA PSP Coordinator 
Jean McKinnon  VIHA Region PSP Coordinator 
Joan Rabillard FHA PSP Coordinator 
Shannon Statham IHA PSP Coordinator 

HealthLink BC 
Alyse Capron Executive Director, Clinical Practice and Integrated Knowledge Management 
Brande Strachan Manager, Navigation Services 

iCon 
Barbara Ho Health Director, iCON Chinese Division 
Sophia Kahn Project Manager 

Interior Health 
Sharon Whitby  Community Practice Lead, Community Integration 
Judy Nicol Leader, Advance Care Planning Initiative (CIHS) Professional Practice Office 
Kathy Chouinor Program Director, Community Care, Community Integrated Health Services 
Sherry Uribe Acting Acute Health Services Director 
Mona Hazel Manager, Clinical Support, Residential Initiatives 
Linda Myers Clinical Specialist, Vulnerable or Incapable Adults Professional Practice Office 

Nidus Personal Planning Resource Centre & Registry 
Joanne Taylor  Executive Director 

Northern Health 
Jonathan Cooper Health Services Administrator, Kitimat 
Jillian Fraser Community Geriatric Clinician 
Shell Lau ACP/D Project Coordinator 
Dr. Dick Raymond Physician 
Mary Henderson-
Betkus 

Lead, Clinical Program Standards, Home and Community Care 

Patient Voices Network 
Bill Conolly Patient Partner 
Gail Starr Patient Partner 
Bev Bakka Community Outreach Coordinator   

Providence Health Care 
Diane Milne General Nurse Educator 
Wallace Robinson Project Leader for Advance Care Planning & Renal End-of-Life Initiative 

Provincial Health Services Agency 
Sherry Hamilton CNO and Ministry Liaison 
Fiona Walks VP Safety, Quality & Supportive Care 
Megan Stowe Provincial Director, Clinical Operations, Pain & Symptom 

Management/Palliative Care, BC Cancer Agency 
Donna Murphy-Burke Lead - External Renal Networks, BC Provincial Renal Agency 
Dr. Alain Gagnon Clinical Professor, Maternal-Fetal Medicine Senior Medical Director, 

Ambulatory Services, BC Women's Hospital 
Dr. Holly Stamm Family Practitioner, Forensics Mental Health, BC Mental Health and Addiction 

Services 

Public Guardian and Trustee of British Columbia  
Kimberly Azyan  Director, Services to Adults 
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Ministry of Attorney General 
Fiona Gow Barrister and Solicitor, Legal Services Branch 
Andrea Buzbuzian Senior Policy & Legislation Analyst 

Ministry of Health 
Heather Davidson Assistant Deputy Minister, Health Authorities Division 
Katie Hill Director, Service Redesign & HCC, Home, Community & Integrated Care 

(HCIC) 
Pauline James Manager, Priority Populations and Service Redesign, HCIC 
Anna Gardner Policy Analyst, Priority Populations and Service Redesign, HCIC 
Michael Egilson  A/ Team Lead, ED Decongestion, Hospital and Provincial Services 
Rebecca Philips Research/Policy Analyst, Mental Health & Substance Use 
Doni Eve Manager, Active Aging, Seniors' Healthy Living Secretariat 
Sherry Bar Research Officer, Primary Health Care and Specialist Services  
Nadeen Johansen Senior Policy Analyst, Primary Health Care and Specialist Services  
Danielle Prpich Director, Patient and Client Relations 

Society of Notaries Public of BC 
Ron Usher General Counsel 
Laurie Salvador Notary Public 

Vancouver Coastal Health 
Carole Gillam Executive Director, Primary Care 
Pat Porterfield Regional Palliative Care Coordinator 
Mae Quon-Forsythe VC Manager Residential Care 
Dr. Douglas McGregor Regional Medical Leader, VCH Regional Palliative Strategy & Physician, 

Vancouver Community Home Hospice Team 
Lynda Lougheed Vancouver Acute Social Work Practice Leader 
Margreth Tolson Leader, Community Engagement 
Louise Donald Community Engagement Advisory Network (CEAN) Volunteer 
De Whalen Community Engagement Advisory Network (CEAN) Volunteer 
Sheila Pither Community Engagement Advisory Network (CEAN) Volunteer 

UBC Centre for Health Services and Policy Research 
Kimberlyn McGrail Associate Director & Assistant Professor 

Vancouver Island Health Authority 
Lois Cosgrave Director, Home & Community Care & End of Life 
Deanna Hutchings Clinical Nurse Specialist, End of Life Care 
Arthur Menu Advanced Practice Leader, Spiritual Health 
Lorna Ross Advance Care Planning Nurse and Clinical Leader, Seniors at Risk Integrated 

Network  
Dr. Thomas Bailey Medical Director, Residential Services 
Heather Fudge  

Additional participants 
Sue Grant Consultant 
Lillian Bayne Facilitator, President at Lillian Bayne and Associates 
Gery Lemon Advance Care Planning Project Consultant, Gery Lemon and Company 
Noel MacDonald Special Guest 
Marg Meikle Special Guest 
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Seniors’ Healthy Living Secretariat 

Information and Outreach Focus Groups - 2011 

What we heard... 
 
Where do you go to look for information you need?  
What’s the best way to reach you and other seniors?  
What types of planning for healthy aging do you consider most important?  
What are you currently doing to plan?   
How could government support this? 
 
These were among the questions participants were asked to discuss at a series of Information and 
Outreach focus groups held around the province by the Seniors’ Healthy Living Secretariat. The 
Secretariat was seeking information on how best to support seniors with information and resources. 
About 90 seniors and other stakeholders took part in focus groups in seven BC locations—Victoria, 
Parksville, Vancouver, Prince George, Cranbrook, Vernon and Kelowna. 

Information collected during these sessions provides great insight into the information priorities and 
needs of seniors across the province.  The Secretariat will be evaluating these findings and incorporating 
them into existing and new communications initiatives in the coming months. 

Thank you to all that participated.  Below, you will find an overview of what we heard in each of the 
sessions. 

James Bay Community Centre, Victoria - April 27, 2011 

 Number of attendees: 11 
 M/F breakdown: 2 men, 9 women 

Information and Outreach 

Where do you go to look for information you need?  What’s the best way to reach you and 
other seniors? 

• Many of participants were not aware of resources such BC Seniors’ Guide; Healthy Eating 
for Seniors guide, audio book and DVD; Move for Life DVD. (Comment:  Members of the 
public or seniors who are involved in church or other organizations might know about these 
resources, otherwise many do not know.) 

• Some information resources participants use include:  Health and Seniors’ Information Line, 
the “Blue Book” (a local senior services directory).  

• Five of the 11 participants reported that they use the Internet to find information 
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• Comments:  
o You can’t assume everyone has a computer.  Many seniors have limited incomes and a 

computer would be first thing cut out if prices rise, in person service appreciated. 
o A disabled senior with walking problems would find it hard to go and buy a computer, 

but they are important and helpful. People feel shut out by the constant pressure to go 
online. 

o Retired people find it expensive have a computer and keep it maintained.  
o Online information is not necessarily accurate. 
o Two friends 72 and 82, recently went online. Some seniors have conquered the fear of 

computers; we need to embrace them or sink, that’s the way it is. 

On Seniors BC.ca: 

o  I circulated the url for the website to 5 friends over 65 who use the web for 
information.  To varying degrees, we found that the website was a challenge to 
navigate.  One suggestion we had was to make more use of bullets rather than longer 
descriptions of services and features.  Many found the main page had too much on it - a 
main page with bullets leading to various areas would have been easier to work with.  
For example, simple categories: health, transportation, food, housing etc.  ...Overall, the 
consensus seems to be that the website has loads of information but it misses the mark 
on being "user friendly".  They felt that the wordiness discouraged them from "wading 
through" the website so they simply gave up looking for information.” 

 

• Participants suggested the following ways to get information out to seniors: 
o People still prefer face-to-face, community centers, computer programs with trained 

volunteers to assist seniors in finding information, people need human beings to teach 
seniors, advocate for them and help them learn to find information. 

o  Libraries are a great resource. 
o A lot of seniors listen to local radio. 
o Most of us get our information at the coffee shop or in the newspaper – informal 

networks. 
o I take interesting information from the James Bay Community Project home to my 

building common area. 
o Many seniors don’t want to talk on the phone. Many will not call because of previous 

phone experiences with phone trees and long waits.  Occasionally you can find the 
information online faster. 

• We as human beings have to take some responsibility ourselves. The government can only 
do so much, then it’s up to the individual. 
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Planning for Healthy Aging 

What types of planning do you consider most important? What are you currently doing to 
plan?  How could government support this? 

• Comments: 
o  Seniors need to have a frank discussion with their family about their needs and care. 

(e.g. their ability to manage stairs, whether they will live with their family, what house 
modifications may be necessary.) 

o More healthcare costs are coming.  We need more education for pre-senior people 
about healthcare. 

• Some other issues raised: 
o People on the low end of retirement income can’t afford assisted living. 
o It puts a lot of pressure on doctors to have to say ‘you must not drive anymore’, 

consequently many people are driving too long. 
o Pets are important and comforting, but some seniors in apartments are not allowed 

pets. 

 

SOS (Society of Organized Services) Seniors, Parksville - May 5, 2011 

 Number of attendees: 12 
 M/F breakdown: 2 men, 10 women 

Information and Outreach 

Where do you go to look for information you need?  What’s the best way to reach you and 
other seniors? 

• Four participants had heard of SeniorsBC.ca and three had used it.  No participants were 
familiar with the e-Newsletter. 

• Other information resources that participants use include: 
o the BC Seniors’ Guide 
o the Move for Life DVD the Healthy Eating for Seniors handbook 
o  the Health and Seniors’ Information Line 
o libraries. 

• Comments: 
o The Internet is new for me, but sometimes I get confused. 
o Print resources are best since people sometimes don’t remember what they heard on 

the phone. 
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o All participants agreed that newspapers have value but some commented that there is 
too much information in local papers and too much advertising so information can get 
lost. 

o Some participants mentioned doctors’ offices as a source of information and 
commented that finding an information resource in a doctor’s office gives credibility to 
the resource. 

Planning for Healthy Aging 

What types of planning do you consider most important? What are you currently doing to 
plan?  How could government support this? 

• Comments: 
o Aging sneaks up on you. 
o I thought I’d work forever. 
o I did not plan at all.  I would have planned for proper downsizing of my home if I did it 

differently. 
o The hardest thing is not being able to drive. 
o I don’t call it planning; I think about what I’d do if a situation were to occur. 
o Women often don’t have any idea about their finances. 
o One participant commented that he’d made an inventory of his own capabilities listing 

everything he is capable of doing on one side of the sheet, and everything he is capable 
of doing but may need help with on the other. 

o Caretakers want to help, but seniors want independence. 

• Some other issues raised: 
o Transportation is the number one issue for seniors in the Parksville area  

 Bus is expensive, routes are limited, service is infrequent 
 Help getting to doctors’ appointments is required.  
 A small shuttle bus would be helpful 

 

Prince George Native Friendship Centre, Prince George - May 9, 2011 

 Number of attendees: 6 
 M/F breakdown: 6 women 
 Service Canada representative attended 

Information and Outreach 

Where do you go to look for information you need? What’s the best way to reach you and 
other seniors? 

• Most participants said they were familiar with the BC Seniors’ Guide. 
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• Other information resources that participants use include: 
o local MLA,  
o friends, 
o personal research through reading, 
o newspaper ads, 
o booklets 

• Comments: 
o Books are great but coming up and having face to face conversations is more effective 
o When you phone you just get passed on from one person to the next 
o The Friendship Centre is a safe place for different groups to come together and do 

projects. 

• Participants suggested the following ways to get information out to seniors: send 
information to seniors groups and Native Friendship Centres. Putting information in 
doctors’ offices would reach isolated seniors who aren’t connected to centres or community 
groups. 

• Participants wanted more access to the following types of information: 
o Recipes – especially ones appropriate for seniors’ nutrition and appetites. 
o Local emergency contacts (suggestion: develop an emergency contact sheet with 

information about after hours contact, fire/hospitals/emergency services) 
o BC Nurse Line (811) magnets 

Planning for Healthy Aging 

What types of planning do you consider most important? What are you currently doing to 
plan?  How could government support this? 

Comments: 

o I don’t plan; I do the best day by day. 
o Volunteering and other ongoing activities that keep you connected are important. 
o I left everything up to my husband, but I should have paid more attention to finances.  
o Exercise is important. Having a partner to keep fit with helps to keep you going.  
o I wish I started many things at a younger age. I didn’t understand the pension and how I 

should have worked to raise it. 
o Social connection helps you get away from your troubles. 
o I want to be independent until I die; I don’t want to go to a nursing home. To do this, it’s 

important to know what services are available in the community. 
o A one-story instead of a two-story house would have made dealing with mobility issues 

much easier. 
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o A lot of elders have arthritis or minor ailments, start the process of looking for help but 
can’t find any.  They give up really quickly.   

• Some other issues raised: 
o Seniors’ housing units are usually a small bachelor suites. Seniors don’t have enough 

space to host visitors which is important for maintaining social connections. 
o The HandiDart service is very limiting.  Arriving an hour early to an appointment and 

getting picked up an hour after the appointment is exhausting. Taxi discounts are a 
better system. 

o Even though services are advertised, when you call for help the information is out of 
date. Services are always changing, which makes it difficult to access them when 
needed. 

• Participants mentioned the need for a number of other services including a residence for 
Aboriginal elders and seniors that would act as a cultural hub for the community, more 
services for young people, a local call-in centre for each community, a service referral and 
navigation system. 

 

Prince George Council of Seniors (PGCOS), Prince George - May 10, 2011 

 Number of attendees: 6 
 M/F breakdown: 6 women 

 Information and Outreach 

Where do you go to look for information you need?  What’s the best way to reach you and 
other seniors? 

• All participants reported that they are active online  

• Comments: 
o When I have a question I Google for answers. 
o This group is web savvy—other seniors aren’t. 

• Participants suggested the following ways to get information out to seniors: 
o The Seniors’ Guide and Healthy Eating for Seniors Guide are valuable resources. We 

can’t keep them in stock. 
o For Prince George, people could be directed to the PGCOS information line.  PGCOS has 

had 1200 walk-ins and phone calls in two months. 
o A printed directory of services is good because you can see more than just the 

immediate page of information and make notes. 
o A lot of people go first to the seniors’ centre in their community or neighbourhood. 

(There are 5 seniors’ centres in Prince George—all have representatives on PGCOS). 
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o I like to speak to a person - no phone trees! 
o It would be helpful if SeniorsBC.ca had community-specific information. 

• Participants wanted more access to the following types of information: 
o Information on low-cost housing for senior women. 
o Where to go to get help/find an advocate (Comment: Many people don’t seek help 

because they don’t know where to go.) 

Planning for Healthy Aging 

What types of planning do you consider most important? What are you currently doing to 
plan?  How could government support this? 

• Comments: 
o I’m depending on my children to help. 
o I have already selected my plans. 
o I’m making changes to my house to let me can stay in it longer. 
o You should start the conversation early with young people. (e.g., need to emphasize the 

importance of senior-friendly homes, such as one level instead of four). 
o Always talk openly with the family. 

o Participants suggested a number of resources that would be helpful for seniors planning for 
healthy aging: 
o A personal workbook for “my final wishes” to help seniors plan for the future and to act 

as a talking point for families.  The workbook could include spaces for seniors to fill in 
information on who should be in charge of finances, burial wishes, health care 
considerations, housing, etc.  

o Information on how to downsize and the benefits of doing so. (Comment: “Have you 
ever seen a hearse with a UHaul behind it?”) 

o  A booklet to help address taboo topics related to aging and encourage/assist people to 
talk about these issues. 

o An information resource for children of aging parents that outlines services, housing 
options and steps for planning (e.g., when should seniors downsize; how to assist 
seniors with their planning, how to make their homes suitable for aging in place.) 

o We need more public conversation about difficult topics such as end of life care to 
encourage people to have personal conversations on these topics. 

• Some other issues raised: 
o It’s hard to provide services for the community when services rely on volunteers and 

you don’t have funding. 
o Healthy living is for the wealthy.  We need to address the basic needs of lower income 

seniors first before we go forward on things like Seniors’ Parks. 
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o Funding does not reflect the change in demographics (i.e., paediatric funding has 
increased despite the decrease in this segment of the population.) 

o The PGCOS has a van to help people and there are other transportation services 
available, but transportation for people with disabilities isn’t easy.  HandiDart can’t keep 
up with the demand. 

o Access to physiotherapy is challenging.  The cost is prohibitive to lower income clients 
and there is a shortage of services. 

o A lot of services are being provided by volunteers but there needs to be a paid 
coordinator. (e.g. Prince George has their own local non-medical home support pilot 
program, but it is run by volunteers so it is hard to manage the ups and downs of 
staffing) 

o Prince George has a Seniors’ Park—but outside parks are not very user-friendly for this 
community when the park can only be used four month of the year. Mandated 
programs end up costing the community more because they have to supply the land and 
do maintenance 

o It’s important to address the issue of care for the caregiver who may be providing care 
24 hours a day and often don’t have enough support such as respite care.  The 
caregiving burden can be particularly high for families when seniors are making the 
transition from hospital to home.  A care home with three to four “transition” beds was 
suggested. 

o Government needs to have more seniors at the table to make decisions. 

 

S.U.C.C.E.S.S., Vancouver - May 11, 2011 

 Number of attendees: 11 
 M/F breakdown: 3 men; 8 women 
 Two interpreters 

Information and Outreach 

Where do you go to look for information you need?  What’s the best way to reach you and 
other seniors? 

• Four participants reported that they have used one or more of the following resources, in 
some cases translated versions: the Healthy Eating for Seniors handbook, the BC Seniors’ 
Guide and the Health and Seniors’ Information Line. (SUCCESS supplies copies of the 
Seniors’ Guide) 

o One participant said he had used the BC Seniors’ Guide to access the Nurse Line 
number when he wasn’t feeling well. 

• 8-1-1 is popular among all participants and they felt it is a valuable service. 
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• Other information resources participants use include: 
o SUCCESS 
o Health Workshops 
o Newspapers and Magazines 
o TV – News (in Chinese) 
o Information on community events on TV after Chinese news 
o Flyers from community  
o Information from religious institutions 
o Community centres 

• All agreed that they most preferred to get information in printed form.  Workshops were 
also mentioned as a preferred way to get information. 

• Participants reported that a major challenge is the fact information available in their own 
languages is limited. 

• Participants wanted more access to the following types of information: 
o Translated information such as brochures on how the medical system/hospital systems 

work and the procedures for accessing these services.  
o Workshops given to new immigrants by government staff on government services. 

Planning for Healthy Aging 

What types of planning do you consider most important? What are you currently doing to 
plan?  How could government support this? 

Comments: 

o Several participants said they plan to shift into more relaxing and less strenuous physical 
activities as they get older. 

o Several participants said their children financially support them. 
o Some said they invest the little money they have so that they still have some funds 

coming in. 
o Several said they wanted to continue to learn English to fit into Canadian culture and 

access services that are available in English. 
o An important part of planning for healthy aging is considering how your lifestyle will 

change with age. 
o I’m already planning to live in a senior’s home when I can’t live with my daughter any 

longer. It’s important for me not to burden my daughter. My children have their own 
lives and I don’t want to take away from that. 
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o Participants suggested a number of resources that would be helpful for seniors planning for 
healthy aging: 
o More information on fall prevention (e.g., what is the best way to board a bus without 

falling?) 
o More information on physical activities for seniors 
o Resources to help seniors plan 
o Information on where to go for counselling and advocacy 
o Information on financial abuse (including financial abuse from one’s own children) 
o More workshops to enable seniors to meet other seniors 
o More information on mental health 
o Resources about parks, recreation centres and attractions in a community to help 

seniors stay active and involved 

o Some other issues raised: 
o Dentist services are hard to pay for. Seniors’ income is low income or even zero so it is a 

big burden. I would like to see dental services be part of MSP.  
o Doctors and dentists should have a translator available at all times. 
o Physical activity programs are often expensive and too short. (e.g. Tai Chi/Lion dancing). 

Some funding support through SUCCESS or a community centre to hire teachers to 
provide lessons daily or three times a week would help. 

o Instead of taking seniors to shopping districts, why don’t seniors’ excursions take people 
to attractions that provide an opportunity for outdoor exercise (e.g., Butchart Gardens) 

 

South Granville Seniors Centre, Vancouver - May 11, 2011 

 Number of attendees: 13 
 M/F breakdown:  all women 
 3 seniors’ advocates (non-seniors) 

Information and Outreach 

Where do you go to look for information you need?  What’s the best way to reach you and 
other seniors? 

• All the participants reported that they use the Internet and are familiar with the BC Seniors’ 
Guide and the Healthy Eating for Seniors handbook.  (Comment: SeniorsBC.ca is great.) 

• Participants suggested the following ways to get information out to seniors: 
o Send a flier to seniors only (this could be based on lists of British Columbians who 

receive government pensions.  However, it was noted that some immigrant seniors 
don’t receive a government pension so would have to reached through another 
channel). 
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o Posters at shopping centres 
o A billboard advertising the Health and Seniors’ Information Line number 
o An app for an iPhone 
o Radio advertising since radio is popular with many seniors 
o Information channel on Shaw 
o 2-1-1 
o Banks 
o Seniors centres and community groups  

• Seniors are looking for information on the following: 
o Housing 
o Legal services 
o Physical activity 
o Help with home repairs 

• Comments: 
o Active seniors know most things.  You’ve got to get to people who aren’t active.  There 

are lots of isolated seniors out there that are not connected with organizations like 
South Granville Seniors Centre. 

o There are a lot of overlapping resources. 
o People need to know what to do in a crisis. 
o Seniors need a well-advertised, one-stop phone number they can call for advice on 

issues. 
o As laws change, seniors are educating seniors through workshops. It’s important to 

make sure that the information is legally sound. 

Planning for Healthy Aging 

What types of planning do you consider most important? What are you currently doing to 
plan?  How could government support this? 

Comments: 

• People deny getting old and therefore don’t plan. 

• Seniors need to be prepared to help themselves - they can’t wait for the panic. 

• In our society we have an idea that someone else should help us instead of helping 
ourselves. 

• A lot of seniors don’t look after themselves. The younger seniors are getting better 
though. 

• I’m concerned about planning for aging because I don’t have a lot of extra money.  I 
don’t want to be forgotten in a care facility. 
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• Participants suggested the following as resources for seniors looking for information on 
planning for healthy aging: 

• Aging fairs 

• CARP 

• Newspapers 

• 411 Seniors’ Centre Society planning booklet 

• Some issues raised: 
o More intense help is needed for seniors who aren’t active in the community. 
o More day programs for seniors are needed. 
o The health care system doesn’t support the reality of life for seniors. 
o Non-medical home supports are very important. 
o More doctors need to be gerontology-focused (e.g., often when a daughter 

accompanies her mother to a doctor’s appointment, the doctor only speaks to the 
daughter.) 

 

Cranbrook Leisure Services, Cranbrook (Session 1) - May 13, 2011 

 Number of attendees: 3 
 M/F breakdown:  1 man, 2 women 

Information and Outreach 

Where do you go to look for information you need?  What’s the best way to reach you and 
other seniors? 

• All participants reported that they are frequent internet users.  One participant just finished 
an introductory computer course of the local college. 

• Participants were familiar with the print resources presented but didn’t know about 
SeniorsBC.ca. 

• Participants reported that they get information primarily through word of mouth and the 
Internet. (Comment: People tend to call friends first for help and getting put in the right 
direction.) 

• Participants said they make equal use of the telephone, Internet and printed resources to 
access information. 

• The following information resources would be helpful for seniors: 
o A crisis line for seniors 
o A comprehensive local guide of services/key contact numbers 
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Planning for Healthy Aging 

What types of planning do you consider most important? What are you currently doing to 
plan?  How could government support this? 

Comments: 

o We tend to wait for something to be wrong. 
o Aging creeps up on you. 
o Planning only happens bit by bit. 
o Financial planning is likely the most important. 
o Socializing and being in groups is more important than doing word puzzles in order to 

prevent dementia. 
o My wife took a writing course because she wanted to start telling her memoirs so that 

our children and grandchildren knew her story and could pass it on. 
o I’m doing more physical activity now than I did when I was 35. 
o I don’t think about planning too much but I think that downsizing your goods should 

start now. 
o When things come up, you have to know who to contact. One contact where seniors’ 

can go to get information/help would be beneficial. 

 

Cranbrook Leisure Services, Cranbrook (Session 2) - May 13, 2011 

 Number of attendees: 12 
 M/F breakdown:  1 man, 11 women 

Information and Outreach 

Where do you go to look for information you need?  What’s the best way to reach you and 
other seniors? 

• The majority of participants reported that they use the Internet.  One participant has visited 
the SeniorsBC.ca site. 

• Participants felt the Healthy Eating for Seniors guide is useful, and called the BC Seniors’ 
Guide “very easy to follow”. 

• Participants also go for information to the following resources: 
o Health care professionals 
o Healthy Heart Program  
o HealthLink 
o 811 
o Pharmacies 
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• Participants suggested that seniors prefer to get information in the following ways: 

o Face-to-face 
o Telephone without a phone tree (can be a problem if the senior has a hearing 

impairment) 
o Large print publications 

• Comments: 
o Participants said they find it easy to get information, but isolated seniors have less 

access. 
o New members of the community don’t know where to go to get information.  They go 

to doctors who can’t handle all the issues.  A resource to assist new residents find the 
services they need would be helpful. 

o It’s important to have a community member assigned to keep in contact with isolated 
seniors.  

o Education is important because seniors often revert to what they know. 
o The key is to make sure people know about available resources (e.g., through 

advertising, a contact person). 
o There are a lot of services available for seniors in Cranbrook but it is tough to get the 

word out about services.  As a result, seniors don’t access the services they need and 
the services are underutilized. 

Planning for Healthy Aging 

What types of planning do you consider most important? What are you currently doing to 
plan?  How could government support this? 

• Comments: 
o One participant has chosen to live in a seniors’ complex that is near the mall, the doctor, 

a bus route and church. 
o It is difficult to plan for transportation when there aren’t many options. 
o It is too late to start planning your finances at 65 years old. 
o It’s difficult to plan for the unexpected and unknown. 
o Middle income earners that made an average wage and maybe had a hard break in life 

are stuck with few options. 
o A lot of people are shocked into planning by a crisis (e.g., illness or a broken leg). 
o Seniors need to know, where do you go when things break down?  What are the next 

steps? 
o There is no one way to plan or one route to take. 
o It helps if you have a good example to guide you such as your parents (i.e. to eat healthy 

and be physically active.) 
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• Some issues raised: 
o Veggies and fruits are so expensive that low income people revert to less healthy foods. 
o Seniors who return home after being in hospital or are homebound can get medical 

home support services but not non-medical home supports. A program like Community 
Action for Seniors’ Independence(CASI) is needed in Cranbrook. 

o Transportation is a huge hindrance for seniors. Taxi savers and HandiDart are useful.  In 
the winter the bus system isn’t very good—service is infrequent. Kelowna is where 
people have to go for cancer treatment but there are no direct flights to Kelowna and 
the bus takes 25 hours. 

 

Seniors’ Outreach Services Society, Kelowna - May 16, 2011 

 Number of attendees: 9 
 M/F breakdown:  all women 
 Only one senior; majority of other participants associated with service providing or seniors’ 

organizations 

Information and Outreach 

Where do you go to look for information you need?  What’s the best way to reach you and 
other seniors? 

• Five participants had heard of the BC Seniors’ Guide; one participant has used the Move for 
Life DVD (Comment: Personal security section in Seniors’ Guide is not clear.) 

• Participants go to the following resources for information: 
o Arthritis Society 
o Seniors’ Outreach Services Society (have created their own resource guide, in print and 

on-line) 
o Local seniors’ directory 
o Lake Country Health Planning 
o Westside Health Network 
o Seniors’ centres 

• Comments: 
o In the community there is some confusion about where to find information.  It can be a 

navigation nightmare. 
o Even physicians aren’t aware of all the services out there.   
o Computer literate seniors have less trouble accessing information than those who don’t 

use computers. 
o Federal government ads aimed at raising awareness about elder abuse really resonated 

with people. 
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o Some seniors are tired of the focus on physical activity and issues such as fall 
prevention. They would prefer to focus on other activities that keep them well including 
creative activities such as painting, acting, singing, and music. 

Planning for Healthy Aging 

What types of planning do you consider most important? What are you currently doing to 
plan?  How could government support this? 

• Comments 
o I’m thinking about where my next move will be. (Aware of the need for a spacious 

bathroom and other aspects of universal design.) 
o I live in a gated community that was built for those 55+. (The homes are all on one level, 

with room for wheelchairs, grab bars etc.) 
o Planning often follows a crisis. 
o The advanced care planning workbook is an important resource. 

• Participants suggested a number of ways to encourage seniors to plan for healthy aging, 
including the following: 
o Develop a broader planning workbook for seniors that includes more than just 

information about advanced directives. The areas where planning is requires are 
interconnected – a comprehensive workbook would be helpful. 

o A clinic with lawyers to help seniors with legal issue such as wills would be good. 
o Develop TV or radio commercials to get people to start thinking about planning. (Need 

to think about what the barriers are that keep people from planning (e.g., fear of death, 
busy making ends meet). 

 

Schubert Centre, Vernon - May 17, 2011 

 Number of attendees: 10 
 M/F breakdown: 1 man, 9 women 
 Majority of participants associated with service providing or seniors’ organizations; one 

participant from Interior Health Authority 

Information and Outreach 

Where do you go to look for information you need?  What’s the best way to reach you and 
other seniors? 

• Six participants said they use the Internet 

• All participants were aware of the BC Seniors’ Guide, and the Healthy Eating for Seniors 
handbook. 

 

HTH-2014-00296 
Page 198



• Comments: 
o Seniors love the Healthy Eating for Seniors handbook. 
o Many seniors do not use computers so printed materials are still important to produce. 
o There is a general lack of knowledge about who to call when people need help with an 

issue, especially advocacy. 
o There is a lot of information out there.  It’s best if people can go to one place to find 

what they need. 
o Attendance is often not great at seminars and events—some seniors can’t get out to the 

event and the ones that do are often already informed.  The challenge is always how to 
access the secluded seniors that really need the information. 

• Participants go to the following resources for information: 
o Brochures in seniors’ centres 
o On-line 
o Symposiums 
o Ask other people 
o Seniors Information Resource Bureau 
o Crisis Line 

• Participants suggested the following information resources/forums would be helpful for 
seniors: 
o Reprinting the Cooking for Two Cookbook (MoH produced this cookbook some years 

ago.) 
o A directory for advocacy so that people know where to go when an issue arises (e.g., 

poor practices in residential care) 
o A housing resource that includes criteria for how to assess housing options 
o Information on rental housing in Vernon that is wheelchair and scooter accessible 
o A series of seminars for young seniors before they retire about housing, elder abuse etc.  

Planning for Healthy Aging 

What types of planning do you consider most important? What are you currently doing to 
plan?  How could government support this? 

• Comments: 
o When we build our new Seniors’ Centre, we are planning to include an electronics room 

because we know the upcoming generation of seniors will want this. We trying to plan 
ahead the next group of seniors. 

o Advanced care planning workshops are going to be happening soon. 
o Encourage people to think about financial planning. Who would manage your finances if 

you were no longer able to do so?  Seniors need to plan and be prepared while you are 
still healthy. 
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o A lot of times people’s caregivers are their spouse and they are too old to be doing the 
caregiving.  We need to think about who should really be the caregiver, and how do we 
pay them. 

• Participants suggested a number of ways to encourage seniors to plan for healthy aging, 
including the following: 
o Develop a planning workbook (everyone agreed this would be a useful tool.) 
o Have a campaign about planning while you still healthy like the elder abuse ads on TV. 

Include personal stories. 
o Get information out via local newspapers and radio. 

• Some issues raised: 
o Concerned about the shortage of volunteers in next generation of seniors 
o There is a need for more advocacy with municipal governments to get them to realize 

they have some responsibility for the seniors in the community. 
o The bus system is not well-run. You have to ask drivers to lower the bus a lot of the 

time. It doesn’t run long enough or through the weekends. Taxi drivers don’t even get 
out to help you out of the car or carry your groceries. 

o There are volunteer drivers but there are not enough to meet the demand. We need 
advocates to motivate folks to volunteer. 

o Concerned that the word “seniors” is a negative term. 
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Seniors’ Healthy Living Secretariat 

Information and Outreach Focus Groups - 2011 

What we heard... 
 
Where do you go to look for information you need?  
What’s the best way to reach you and other seniors?  
What types of planning for healthy aging do you consider most important?  
What are you currently doing to plan?   
How could government support this? 
 
These were among the questions participants were asked to discuss at a series of Information and 
Outreach focus groups held around the province by the Seniors’ Healthy Living Secretariat. The 
Secretariat was seeking information on how best to support seniors with information and resources. 
About 90 seniors and other stakeholders took part in focus groups in seven BC locations—Victoria, 
Parksville, Vancouver, Prince George, Cranbrook, Vernon and Kelowna. 

Information collected during these sessions provides great insight into the information priorities and 
needs of seniors across the province.  The Secretariat will be evaluating these findings and incorporating 
them into existing and new communications initiatives in the coming months. 

Thank you to all that participated.  Below, you will find an overview of what we heard in each of the 
sessions. 

James Bay Community Centre, Victoria - April 27, 2011 

 Number of attendees: 11 
 M/F breakdown: 2 men, 9 women 

Information and Outreach 

Where do you go to look for information you need?  What’s the best way to reach you and 
other seniors? 

• Many of participants were not aware of resources such BC Seniors’ Guide; Healthy Eating 
for Seniors guide, audio book and DVD; Move for Life DVD. (Comment:  Members of the 
public or seniors who are involved in church or other organizations might know about these 
resources, otherwise many do not know.) 

• Some information resources participants use include:  Health and Seniors’ Information Line, 
the “Blue Book” (a local senior services directory).  

• Five of the 11 participants reported that they use the Internet to find information 
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• Comments:  
o You can’t assume everyone has a computer.  Many seniors have limited incomes and a 

computer would be first thing cut out if prices rise, in person service appreciated. 
o A disabled senior with walking problems would find it hard to go and buy a computer, 

but they are important and helpful. People feel shut out by the constant pressure to go 
online. 

o Retired people find it expensive have a computer and keep it maintained.  
o Online information is not necessarily accurate. 
o Two friends 72 and 82, recently went online. Some seniors have conquered the fear of 

computers; we need to embrace them or sink, that’s the way it is. 

On Seniors BC.ca: 

o  I circulated the url for the website to 5 friends over 65 who use the web for 
information.  To varying degrees, we found that the website was a challenge to 
navigate.  One suggestion we had was to make more use of bullets rather than longer 
descriptions of services and features.  Many found the main page had too much on it - a 
main page with bullets leading to various areas would have been easier to work with.  
For example, simple categories: health, transportation, food, housing etc.  ...Overall, the 
consensus seems to be that the website has loads of information but it misses the mark 
on being "user friendly".  They felt that the wordiness discouraged them from "wading 
through" the website so they simply gave up looking for information.” 

 

• Participants suggested the following ways to get information out to seniors: 
o People still prefer face-to-face, community centers, computer programs with trained 

volunteers to assist seniors in finding information, people need human beings to teach 
seniors, advocate for them and help them learn to find information. 

o  Libraries are a great resource. 
o A lot of seniors listen to local radio. 
o Most of us get our information at the coffee shop or in the newspaper – informal 

networks. 
o I take interesting information from the James Bay Community Project home to my 

building common area. 
o Many seniors don’t want to talk on the phone. Many will not call because of previous 

phone experiences with phone trees and long waits.  Occasionally you can find the 
information online faster. 

• We as human beings have to take some responsibility ourselves. The government can only 
do so much, then it’s up to the individual. 
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Planning for Healthy Aging 

What types of planning do you consider most important? What are you currently doing to 
plan?  How could government support this? 

• Comments: 
o  Seniors need to have a frank discussion with their family about their needs and care. 

(e.g. their ability to manage stairs, whether they will live with their family, what house 
modifications may be necessary.) 

o More healthcare costs are coming.  We need more education for pre-senior people 
about healthcare. 

• Some other issues raised: 
o People on the low end of retirement income can’t afford assisted living. 
o It puts a lot of pressure on doctors to have to say ‘you must not drive anymore’, 

consequently many people are driving too long. 
o Pets are important and comforting, but some seniors in apartments are not allowed 

pets. 

 

SOS (Society of Organized Services) Seniors, Parksville - May 5, 2011 

 Number of attendees: 12 
 M/F breakdown: 2 men, 10 women 

Information and Outreach 

Where do you go to look for information you need?  What’s the best way to reach you and 
other seniors? 

• Four participants had heard of SeniorsBC.ca and three had used it.  No participants were 
familiar with the e-Newsletter. 

• Other information resources that participants use include: 
o the BC Seniors’ Guide 
o the Move for Life DVD the Healthy Eating for Seniors handbook 
o  the Health and Seniors’ Information Line 
o libraries. 

• Comments: 
o The Internet is new for me, but sometimes I get confused. 
o Print resources are best since people sometimes don’t remember what they heard on 

the phone. 
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o All participants agreed that newspapers have value but some commented that there is 
too much information in local papers and too much advertising so information can get 
lost. 

o Some participants mentioned doctors’ offices as a source of information and 
commented that finding an information resource in a doctor’s office gives credibility to 
the resource. 

Planning for Healthy Aging 

What types of planning do you consider most important? What are you currently doing to 
plan?  How could government support this? 

• Comments: 
o Aging sneaks up on you. 
o I thought I’d work forever. 
o I did not plan at all.  I would have planned for proper downsizing of my home if I did it 

differently. 
o The hardest thing is not being able to drive. 
o I don’t call it planning; I think about what I’d do if a situation were to occur. 
o Women often don’t have any idea about their finances. 
o One participant commented that he’d made an inventory of his own capabilities listing 

everything he is capable of doing on one side of the sheet, and everything he is capable 
of doing but may need help with on the other. 

o Caretakers want to help, but seniors want independence. 

• Some other issues raised: 
o Transportation is the number one issue for seniors in the Parksville area  

 Bus is expensive, routes are limited, service is infrequent 
 Help getting to doctors’ appointments is required.  
 A small shuttle bus would be helpful 

 

Prince George Native Friendship Centre, Prince George - May 9, 2011 

 Number of attendees: 6 
 M/F breakdown: 6 women 
 Service Canada representative attended 

Information and Outreach 

Where do you go to look for information you need? What’s the best way to reach you and 
other seniors? 

• Most participants said they were familiar with the BC Seniors’ Guide. 
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• Other information resources that participants use include: 
o local MLA,  
o friends, 
o personal research through reading, 
o newspaper ads, 
o booklets 

• Comments: 
o Books are great but coming up and having face to face conversations is more effective 
o When you phone you just get passed on from one person to the next 
o The Friendship Centre is a safe place for different groups to come together and do 

projects. 

• Participants suggested the following ways to get information out to seniors: send 
information to seniors groups and Native Friendship Centres. Putting information in 
doctors’ offices would reach isolated seniors who aren’t connected to centres or community 
groups. 

• Participants wanted more access to the following types of information: 
o Recipes – especially ones appropriate for seniors’ nutrition and appetites. 
o Local emergency contacts (suggestion: develop an emergency contact sheet with 

information about after hours contact, fire/hospitals/emergency services) 
o BC Nurse Line (811) magnets 

Planning for Healthy Aging 

What types of planning do you consider most important? What are you currently doing to 
plan?  How could government support this? 

Comments: 

o I don’t plan; I do the best day by day. 
o Volunteering and other ongoing activities that keep you connected are important. 
o I left everything up to my husband, but I should have paid more attention to finances.  
o Exercise is important. Having a partner to keep fit with helps to keep you going.  
o I wish I started many things at a younger age. I didn’t understand the pension and how I 

should have worked to raise it. 
o Social connection helps you get away from your troubles. 
o I want to be independent until I die; I don’t want to go to a nursing home. To do this, it’s 

important to know what services are available in the community. 
o A one-story instead of a two-story house would have made dealing with mobility issues 

much easier. 
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o A lot of elders have arthritis or minor ailments, start the process of looking for help but 
can’t find any.  They give up really quickly.   

• Some other issues raised: 
o Seniors’ housing units are usually a small bachelor suites. Seniors don’t have enough 

space to host visitors which is important for maintaining social connections. 
o The HandiDart service is very limiting.  Arriving an hour early to an appointment and 

getting picked up an hour after the appointment is exhausting. Taxi discounts are a 
better system. 

o Even though services are advertised, when you call for help the information is out of 
date. Services are always changing, which makes it difficult to access them when 
needed. 

• Participants mentioned the need for a number of other services including a residence for 
Aboriginal elders and seniors that would act as a cultural hub for the community, more 
services for young people, a local call-in centre for each community, a service referral and 
navigation system. 

 

Prince George Council of Seniors (PGCOS), Prince George - May 10, 2011 

 Number of attendees: 6 
 M/F breakdown: 6 women 

 Information and Outreach 

Where do you go to look for information you need?  What’s the best way to reach you and 
other seniors? 

• All participants reported that they are active online  

• Comments: 
o When I have a question I Google for answers. 
o This group is web savvy—other seniors aren’t. 

• Participants suggested the following ways to get information out to seniors: 
o The Seniors’ Guide and Healthy Eating for Seniors Guide are valuable resources. We 

can’t keep them in stock. 
o For Prince George, people could be directed to the PGCOS information line.  PGCOS has 

had 1200 walk-ins and phone calls in two months. 
o A printed directory of services is good because you can see more than just the 

immediate page of information and make notes. 
o A lot of people go first to the seniors’ centre in their community or neighbourhood. 

(There are 5 seniors’ centres in Prince George—all have representatives on PGCOS). 
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o I like to speak to a person - no phone trees! 
o It would be helpful if SeniorsBC.ca had community-specific information. 

• Participants wanted more access to the following types of information: 
o Information on low-cost housing for senior women. 
o Where to go to get help/find an advocate (Comment: Many people don’t seek help 

because they don’t know where to go.) 

Planning for Healthy Aging 

What types of planning do you consider most important? What are you currently doing to 
plan?  How could government support this? 

• Comments: 
o I’m depending on my children to help. 
o I have already selected my plans. 
o I’m making changes to my house to let me can stay in it longer. 
o You should start the conversation early with young people. (e.g., need to emphasize the 

importance of senior-friendly homes, such as one level instead of four). 
o Always talk openly with the family. 

o Participants suggested a number of resources that would be helpful for seniors planning for 
healthy aging: 
o A personal workbook for “my final wishes” to help seniors plan for the future and to act 

as a talking point for families.  The workbook could include spaces for seniors to fill in 
information on who should be in charge of finances, burial wishes, health care 
considerations, housing, etc.  

o Information on how to downsize and the benefits of doing so. (Comment: “Have you 
ever seen a hearse with a UHaul behind it?”) 

o  A booklet to help address taboo topics related to aging and encourage/assist people to 
talk about these issues. 

o An information resource for children of aging parents that outlines services, housing 
options and steps for planning (e.g., when should seniors downsize; how to assist 
seniors with their planning, how to make their homes suitable for aging in place.) 

o We need more public conversation about difficult topics such as end of life care to 
encourage people to have personal conversations on these topics. 

• Some other issues raised: 
o It’s hard to provide services for the community when services rely on volunteers and 

you don’t have funding. 
o Healthy living is for the wealthy.  We need to address the basic needs of lower income 

seniors first before we go forward on things like Seniors’ Parks. 

HTH-2014-00296 
Page 208



o Funding does not reflect the change in demographics (i.e., paediatric funding has 
increased despite the decrease in this segment of the population.) 

o The PGCOS has a van to help people and there are other transportation services 
available, but transportation for people with disabilities isn’t easy.  HandiDart can’t keep 
up with the demand. 

o Access to physiotherapy is challenging.  The cost is prohibitive to lower income clients 
and there is a shortage of services. 

o A lot of services are being provided by volunteers but there needs to be a paid 
coordinator. (e.g. Prince George has their own local non-medical home support pilot 
program, but it is run by volunteers so it is hard to manage the ups and downs of 
staffing) 

o Prince George has a Seniors’ Park—but outside parks are not very user-friendly for this 
community when the park can only be used four month of the year. Mandated 
programs end up costing the community more because they have to supply the land and 
do maintenance 

o It’s important to address the issue of care for the caregiver who may be providing care 
24 hours a day and often don’t have enough support such as respite care.  The 
caregiving burden can be particularly high for families when seniors are making the 
transition from hospital to home.  A care home with three to four “transition” beds was 
suggested. 

o Government needs to have more seniors at the table to make decisions. 

 

S.U.C.C.E.S.S., Vancouver - May 11, 2011 

 Number of attendees: 11 
 M/F breakdown: 3 men; 8 women 
 Two interpreters 

Information and Outreach 

Where do you go to look for information you need?  What’s the best way to reach you and 
other seniors? 

• Four participants reported that they have used one or more of the following resources, in 
some cases translated versions: the Healthy Eating for Seniors handbook, the BC Seniors’ 
Guide and the Health and Seniors’ Information Line. (SUCCESS supplies copies of the 
Seniors’ Guide) 

o One participant said he had used the BC Seniors’ Guide to access the Nurse Line 
number when he wasn’t feeling well. 

• 8-1-1 is popular among all participants and they felt it is a valuable service. 
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• Other information resources participants use include: 
o SUCCESS 
o Health Workshops 
o Newspapers and Magazines 
o TV – News (in Chinese) 
o Information on community events on TV after Chinese news 
o Flyers from community  
o Information from religious institutions 
o Community centres 

• All agreed that they most preferred to get information in printed form.  Workshops were 
also mentioned as a preferred way to get information. 

• Participants reported that a major challenge is the fact information available in their own 
languages is limited. 

• Participants wanted more access to the following types of information: 
o Translated information such as brochures on how the medical system/hospital systems 

work and the procedures for accessing these services.  
o Workshops given to new immigrants by government staff on government services. 

Planning for Healthy Aging 

What types of planning do you consider most important? What are you currently doing to 
plan?  How could government support this? 

Comments: 

o Several participants said they plan to shift into more relaxing and less strenuous physical 
activities as they get older. 

o Several participants said their children financially support them. 
o Some said they invest the little money they have so that they still have some funds 

coming in. 
o Several said they wanted to continue to learn English to fit into Canadian culture and 

access services that are available in English. 
o An important part of planning for healthy aging is considering how your lifestyle will 

change with age. 
o I’m already planning to live in a senior’s home when I can’t live with my daughter any 

longer. It’s important for me not to burden my daughter. My children have their own 
lives and I don’t want to take away from that. 
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o Participants suggested a number of resources that would be helpful for seniors planning for 
healthy aging: 
o More information on fall prevention (e.g., what is the best way to board a bus without 

falling?) 
o More information on physical activities for seniors 
o Resources to help seniors plan 
o Information on where to go for counselling and advocacy 
o Information on financial abuse (including financial abuse from one’s own children) 
o More workshops to enable seniors to meet other seniors 
o More information on mental health 
o Resources about parks, recreation centres and attractions in a community to help 

seniors stay active and involved 

o Some other issues raised: 
o Dentist services are hard to pay for. Seniors’ income is low income or even zero so it is a 

big burden. I would like to see dental services be part of MSP.  
o Doctors and dentists should have a translator available at all times. 
o Physical activity programs are often expensive and too short. (e.g. Tai Chi/Lion dancing). 

Some funding support through SUCCESS or a community centre to hire teachers to 
provide lessons daily or three times a week would help. 

o Instead of taking seniors to shopping districts, why don’t seniors’ excursions take people 
to attractions that provide an opportunity for outdoor exercise (e.g., Butchart Gardens) 

 

South Granville Seniors Centre, Vancouver - May 11, 2011 

 Number of attendees: 13 
 M/F breakdown:  all women 
 3 seniors’ advocates (non-seniors) 

Information and Outreach 

Where do you go to look for information you need?  What’s the best way to reach you and 
other seniors? 

• All the participants reported that they use the Internet and are familiar with the BC Seniors’ 
Guide and the Healthy Eating for Seniors handbook.  (Comment: SeniorsBC.ca is great.) 

• Participants suggested the following ways to get information out to seniors: 
o Send a flier to seniors only (this could be based on lists of British Columbians who 

receive government pensions.  However, it was noted that some immigrant seniors 
don’t receive a government pension so would have to reached through another 
channel). 
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o Posters at shopping centres 
o A billboard advertising the Health and Seniors’ Information Line number 
o An app for an iPhone 
o Radio advertising since radio is popular with many seniors 
o Information channel on Shaw 
o 2-1-1 
o Banks 
o Seniors centres and community groups  

• Seniors are looking for information on the following: 
o Housing 
o Legal services 
o Physical activity 
o Help with home repairs 

• Comments: 
o Active seniors know most things.  You’ve got to get to people who aren’t active.  There 

are lots of isolated seniors out there that are not connected with organizations like 
South Granville Seniors Centre. 

o There are a lot of overlapping resources. 
o People need to know what to do in a crisis. 
o Seniors need a well-advertised, one-stop phone number they can call for advice on 

issues. 
o As laws change, seniors are educating seniors through workshops. It’s important to 

make sure that the information is legally sound. 

Planning for Healthy Aging 

What types of planning do you consider most important? What are you currently doing to 
plan?  How could government support this? 

Comments: 

• People deny getting old and therefore don’t plan. 

• Seniors need to be prepared to help themselves - they can’t wait for the panic. 

• In our society we have an idea that someone else should help us instead of helping 
ourselves. 

• A lot of seniors don’t look after themselves. The younger seniors are getting better 
though. 

• I’m concerned about planning for aging because I don’t have a lot of extra money.  I 
don’t want to be forgotten in a care facility. 
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• Participants suggested the following as resources for seniors looking for information on 
planning for healthy aging: 

• Aging fairs 

• CARP 

• Newspapers 

• 411 Seniors’ Centre Society planning booklet 

• Some issues raised: 
o More intense help is needed for seniors who aren’t active in the community. 
o More day programs for seniors are needed. 
o The health care system doesn’t support the reality of life for seniors. 
o Non-medical home supports are very important. 
o More doctors need to be gerontology-focused (e.g., often when a daughter 

accompanies her mother to a doctor’s appointment, the doctor only speaks to the 
daughter.) 

 

Cranbrook Leisure Services, Cranbrook (Session 1) - May 13, 2011 

 Number of attendees: 3 
 M/F breakdown:  1 man, 2 women 

Information and Outreach 

Where do you go to look for information you need?  What’s the best way to reach you and 
other seniors? 

• All participants reported that they are frequent internet users.  One participant just finished 
an introductory computer course of the local college. 

• Participants were familiar with the print resources presented but didn’t know about 
SeniorsBC.ca. 

• Participants reported that they get information primarily through word of mouth and the 
Internet. (Comment: People tend to call friends first for help and getting put in the right 
direction.) 

• Participants said they make equal use of the telephone, Internet and printed resources to 
access information. 

• The following information resources would be helpful for seniors: 
o A crisis line for seniors 
o A comprehensive local guide of services/key contact numbers 
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Planning for Healthy Aging 

What types of planning do you consider most important? What are you currently doing to 
plan?  How could government support this? 

Comments: 

o We tend to wait for something to be wrong. 
o Aging creeps up on you. 
o Planning only happens bit by bit. 
o Financial planning is likely the most important. 
o Socializing and being in groups is more important than doing word puzzles in order to 

prevent dementia. 
o My wife took a writing course because she wanted to start telling her memoirs so that 

our children and grandchildren knew her story and could pass it on. 
o I’m doing more physical activity now than I did when I was 35. 
o I don’t think about planning too much but I think that downsizing your goods should 

start now. 
o When things come up, you have to know who to contact. One contact where seniors’ 

can go to get information/help would be beneficial. 

 

Cranbrook Leisure Services, Cranbrook (Session 2) - May 13, 2011 

 Number of attendees: 12 
 M/F breakdown:  1 man, 11 women 

Information and Outreach 

Where do you go to look for information you need?  What’s the best way to reach you and 
other seniors? 

• The majority of participants reported that they use the Internet.  One participant has visited 
the SeniorsBC.ca site. 

• Participants felt the Healthy Eating for Seniors guide is useful, and called the BC Seniors’ 
Guide “very easy to follow”. 

• Participants also go for information to the following resources: 
o Health care professionals 
o Healthy Heart Program  
o HealthLink 
o 811 
o Pharmacies 
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• Participants suggested that seniors prefer to get information in the following ways: 

o Face-to-face 
o Telephone without a phone tree (can be a problem if the senior has a hearing 

impairment) 
o Large print publications 

• Comments: 
o Participants said they find it easy to get information, but isolated seniors have less 

access. 
o New members of the community don’t know where to go to get information.  They go 

to doctors who can’t handle all the issues.  A resource to assist new residents find the 
services they need would be helpful. 

o It’s important to have a community member assigned to keep in contact with isolated 
seniors.  

o Education is important because seniors often revert to what they know. 
o The key is to make sure people know about available resources (e.g., through 

advertising, a contact person). 
o There are a lot of services available for seniors in Cranbrook but it is tough to get the 

word out about services.  As a result, seniors don’t access the services they need and 
the services are underutilized. 

Planning for Healthy Aging 

What types of planning do you consider most important? What are you currently doing to 
plan?  How could government support this? 

• Comments: 
o One participant has chosen to live in a seniors’ complex that is near the mall, the doctor, 

a bus route and church. 
o It is difficult to plan for transportation when there aren’t many options. 
o It is too late to start planning your finances at 65 years old. 
o It’s difficult to plan for the unexpected and unknown. 
o Middle income earners that made an average wage and maybe had a hard break in life 

are stuck with few options. 
o A lot of people are shocked into planning by a crisis (e.g., illness or a broken leg). 
o Seniors need to know, where do you go when things break down?  What are the next 

steps? 
o There is no one way to plan or one route to take. 
o It helps if you have a good example to guide you such as your parents (i.e. to eat healthy 

and be physically active.) 
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• Some issues raised: 
o Veggies and fruits are so expensive that low income people revert to less healthy foods. 
o Seniors who return home after being in hospital or are homebound can get medical 

home support services but not non-medical home supports. A program like Community 
Action for Seniors’ Independence(CASI) is needed in Cranbrook. 

o Transportation is a huge hindrance for seniors. Taxi savers and HandiDart are useful.  In 
the winter the bus system isn’t very good—service is infrequent. Kelowna is where 
people have to go for cancer treatment but there are no direct flights to Kelowna and 
the bus takes 25 hours. 

 

Seniors’ Outreach Services Society, Kelowna - May 16, 2011 

 Number of attendees: 9 
 M/F breakdown:  all women 
 Only one senior; majority of other participants associated with service providing or seniors’ 

organizations 

Information and Outreach 

Where do you go to look for information you need?  What’s the best way to reach you and 
other seniors? 

• Five participants had heard of the BC Seniors’ Guide; one participant has used the Move for 
Life DVD (Comment: Personal security section in Seniors’ Guide is not clear.) 

• Participants go to the following resources for information: 
o Arthritis Society 
o Seniors’ Outreach Services Society (have created their own resource guide, in print and 

on-line) 
o Local seniors’ directory 
o Lake Country Health Planning 
o Westside Health Network 
o Seniors’ centres 

• Comments: 
o In the community there is some confusion about where to find information.  It can be a 

navigation nightmare. 
o Even physicians aren’t aware of all the services out there.   
o Computer literate seniors have less trouble accessing information than those who don’t 

use computers. 
o Federal government ads aimed at raising awareness about elder abuse really resonated 

with people. 
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o Some seniors are tired of the focus on physical activity and issues such as fall 
prevention. They would prefer to focus on other activities that keep them well including 
creative activities such as painting, acting, singing, and music. 

Planning for Healthy Aging 

What types of planning do you consider most important? What are you currently doing to 
plan?  How could government support this? 

• Comments 
o I’m thinking about where my next move will be. (Aware of the need for a spacious 

bathroom and other aspects of universal design.) 
o I live in a gated community that was built for those 55+. (The homes are all on one level, 

with room for wheelchairs, grab bars etc.) 
o Planning often follows a crisis. 
o The advanced care planning workbook is an important resource. 

• Participants suggested a number of ways to encourage seniors to plan for healthy aging, 
including the following: 
o Develop a broader planning workbook for seniors that includes more than just 

information about advanced directives. The areas where planning is requires are 
interconnected – a comprehensive workbook would be helpful. 

o A clinic with lawyers to help seniors with legal issue such as wills would be good. 
o Develop TV or radio commercials to get people to start thinking about planning. (Need 

to think about what the barriers are that keep people from planning (e.g., fear of death, 
busy making ends meet). 

 

Schubert Centre, Vernon - May 17, 2011 

 Number of attendees: 10 
 M/F breakdown: 1 man, 9 women 
 Majority of participants associated with service providing or seniors’ organizations; one 

participant from Interior Health Authority 

Information and Outreach 

Where do you go to look for information you need?  What’s the best way to reach you and 
other seniors? 

• Six participants said they use the Internet 

• All participants were aware of the BC Seniors’ Guide, and the Healthy Eating for Seniors 
handbook. 
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• Comments: 
o Seniors love the Healthy Eating for Seniors handbook. 
o Many seniors do not use computers so printed materials are still important to produce. 
o There is a general lack of knowledge about who to call when people need help with an 

issue, especially advocacy. 
o There is a lot of information out there.  It’s best if people can go to one place to find 

what they need. 
o Attendance is often not great at seminars and events—some seniors can’t get out to the 

event and the ones that do are often already informed.  The challenge is always how to 
access the secluded seniors that really need the information. 

• Participants go to the following resources for information: 
o Brochures in seniors’ centres 
o On-line 
o Symposiums 
o Ask other people 
o Seniors Information Resource Bureau 
o Crisis Line 

• Participants suggested the following information resources/forums would be helpful for 
seniors: 
o Reprinting the Cooking for Two Cookbook (MoH produced this cookbook some years 

ago.) 
o A directory for advocacy so that people know where to go when an issue arises (e.g., 

poor practices in residential care) 
o A housing resource that includes criteria for how to assess housing options 
o Information on rental housing in Vernon that is wheelchair and scooter accessible 
o A series of seminars for young seniors before they retire about housing, elder abuse etc.  

Planning for Healthy Aging 

What types of planning do you consider most important? What are you currently doing to 
plan?  How could government support this? 

• Comments: 
o When we build our new Seniors’ Centre, we are planning to include an electronics room 

because we know the upcoming generation of seniors will want this. We trying to plan 
ahead the next group of seniors. 

o Advanced care planning workshops are going to be happening soon. 
o Encourage people to think about financial planning. Who would manage your finances if 

you were no longer able to do so?  Seniors need to plan and be prepared while you are 
still healthy. 
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o A lot of times people’s caregivers are their spouse and they are too old to be doing the 
caregiving.  We need to think about who should really be the caregiver, and how do we 
pay them. 

• Participants suggested a number of ways to encourage seniors to plan for healthy aging, 
including the following: 
o Develop a planning workbook (everyone agreed this would be a useful tool.) 
o Have a campaign about planning while you still healthy like the elder abuse ads on TV. 

Include personal stories. 
o Get information out via local newspapers and radio. 

• Some issues raised: 
o Concerned about the shortage of volunteers in next generation of seniors 
o There is a need for more advocacy with municipal governments to get them to realize 

they have some responsibility for the seniors in the community. 
o The bus system is not well-run. You have to ask drivers to lower the bus a lot of the 

time. It doesn’t run long enough or through the weekends. Taxi drivers don’t even get 
out to help you out of the car or carry your groceries. 

o There are volunteer drivers but there are not enough to meet the demand. We need 
advocates to motivate folks to volunteer. 

o Concerned that the word “seniors” is a negative term. 
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