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INTRODUCTION
Douglas Communities
DOUGLAS FIRST NATION
The Douglas First Nation, aka the Douglas Indian Band or Xa’xtsa Nation, are a band government as
defined in the Indian Act, and a subgroup of the larger St'at'imc Tribe, also referred to as Lower Stl'atl'imx.
The Douglas, Skatin and Samahquam communities are related through familial ties as well as culturally
and linguistically.
Xa’xtsa is made up of two communities: Port Douglas, which is situated at the northern end of Little
Harrison

Lake,

and

Tipella

which

is

on

the

west

side

of

the

Lillooet

River.

The name 'Port Douglas' originates from the colonial period, when the town, one of the earliest to be
established in mainland British Columbia, was erected adjacent to the present Xa’xtsa community in 1858.

It was the starting point on the Harrison-Lillooet wagon road, also known in historic times as the Douglas
Portage. It was named after James Douglas, the first Governor for the Province of British Columbia, who
spearheaded the effort to construct the road. Thousands of miners from all over the world stopped in Port
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Douglas before undertaking on this less than comfortable trail, which led to the Fraser River and on to the
Cariboo gold fields. The town reached its economic peak between 1859 and 1860, but after the completion
of the Cariboo wagon road through the Fraser River Canyon, traffic through Port Douglas was re-routed,
and the town was virtually abandoned by 1865. The reserve beside Port Douglas was originally allotted in
1859 by the magistrate of the town, but the current reserve allotments were first surveyed in 1884 by the
Reserve Commission of the Department of Indian Affairs.

The lot on which the town of Port Douglas stood eventually became a logging camp for a number of
different logging companies. The community of Douglas reached its economic peak in the 1950's when
residents from the communities up the Lillooet River stayed at Douglas during the summer months, working
in the logging industry. Also, in the early 1950’s B.C. Electric began construction of a power transmission
line through the Lillooet River Valley, and many Lower Stl’atl’imx were employed to clear the right of way.
Port Douglas was also used as a launch point for travel down Harrison Lake to New Westminster. Many
members of the communities of Douglas, Skatin (Skookumchuck), and Samahquam traveled to the Lower
Fraser Valley and Northern Washington State to pick hops and berries. Although they began hop-picking in
the early 1900's, this activity did not reach its peak until the 1940's and 1950's. They would also travel to
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New Westminster and Steveston, where they were employed to fish for, and work in the canneries; and to
Vancouver, where they sold their furs to the Hudson's Bay Company.
The forest companies have since moved out of the area. A mining prospecting company now inhabits the
logging camp at Port Douglas, and the Spring Creek logging camp near Tipella is now abandoned. There
are no traces left of the historic town of Port Douglas, save for an historic cairn erected in 1958, which
marks its location. Only a few families have permanent residences in Douglas and Tipella, but Xa’xtsa is
working with Cloudworks Energy on independent power projects to feed hydro electric power into the larger
power grid. An agreement has also been reached in 2010 with BC Hydro to build a substation to electrify
the community. The Cloudworks agreement will enhance Xa’xtsa’s ability to create economic opportunities
and to rebuild a healthy and strong community.

Demographics
The number of registered band members according to INAC statistics as of September 2011 was 242. Of
these 48 people were living on reserves (30 males and 18 females). The majority of Xa’xtsa members are
living in the Fraser Valley area. See below:
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Residency

# of People

Registered Males On Own Reserve

30

Registered Females On Own Reserve

18

Registered Males On Other Reserves

25

Registered Females On Other Reserves

15

Registered Males On Own Crown Land

0

Registered Females On Own Crown Land

0

Registered Males On No Band Crown Land

0

Registered Females On No Band Crown Land

0

Registered Males Off Reserve

65

Registered Females Off Reserve

89

Total Registered Population

242

Vision:

To be a community that our members call home.
We will create and maintain a healthy life style through self-sufficiency,
promotion of Ucwalmicwts + our culture, infrastructure and recreation
opportunities + services.
We will be a self-governing, self-supporting, equal and united community.
We will be the eyes, ears and voice for the present and future, protect our
children, and create a secure p ath for all other future generations.

Guiding Principles:

We have been given stewardship of our land. We have always used the land to sustain our
people and our traditions. All our decisions are made for the good of the people. The Douglas
First Nation government is guided by these principles:
·
·
·
·
·
·
·

Consider everything (all relevant information) before making decisions
Consider how the decision will benefit the people
Always attempt to achieve consensus
Be open to change
Be respectful to different points of view
Be transparent and accountable to our members
Be guided by wisdom and experience of our elders and use traditional knowledge and
approaches.
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HEALTH MANAGEMENT STRUC TURE
How we are organized
The Xa’xtsa Nation is organized according to several guiding documents including:
·
·
·
·
·
·
·

Xa’xtsa Constitution
Governance Manual
Strategic Plan
Financial Management Policy
Personnel Manual
Organization Chart
Custom Election Code (4 year terms)

Chief and Council: Douglas First Nation
Title

Surname

Given Name

Appointment Date

Expiry Date

Chief

HARRIS

DONALD

02/29/2008

February 2012

Councillor

GABRIEL

ARLENE

02/29/2008

February 2012

Councillor

RYAN

MARILYN

2010-2012

February 2012

Councillor

SAM

JANE

02/29/2008

February 2012

Our Council oversees Administration Policy which is administered by the Band Manager who oversees our Health
& Wellness Worker (CHR) who conducts services and programs according to community priorities. Below is a
picture of our Band offices.
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Douglas Band Council Contact:
P O Box 606
Mount Currie, BC
V0N-2K0
ph. (604) 894-0020
Website: www.xaxtsa.ca
Description of health management structure:

Douglas First
Nation
Chief and Council

Community Health and
Wellness Worker

Provide
some
services

Program and Service
delivery for

Appoint Board members

DOUGLAS
COMMUNITY
MEMBERS

Provide flow through funds
& Reporting

Provide
programs
& activities

Appoint Board members

Provide flow through funds

3 other Stl’atl’imx
communities
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Linkage with Southern Stl’atl’imx Health Society
The Douglas Chief and Council appoint 2 members to the Board of SSHS who, along with 2 members from each
of the other Stl’atl’imx communities, form the Board of governance. SSHS employs a Health Director and a
number of other staff who provide services for Douglas members. These include:
·

Nursing (when required for special treatment)

·

Home and Community Care (1 Day per week)

·

Wellness (NADAP) Counsellor (1 Day per week)

·

Community Wellness Worker (1 Day per week)

·

Reporting to FNIH for funding

·

Coordination of services from other service providers where required

·

Providing information (e.g. from FNIH) and health promotion resources

·

Clinical supervision and case management reviews

SSHS coordinates and provides these services as they hold the ‘Health Transfer Agreement” with Health Canada
(First Nations Inuit Health) and are responsible for reporting to FNIH and meeting the Agreement requirements.
SSHS is also required to provide a Health Plan to FNIH for renewal of these funding agreements each 5 years.
Douglas is unable to receive the full Health Transfer funding from FNIH as a ‘Health Transfer” contribution
agreement because the community population is considered too small to warrant such an agreement – this is why
SSHS holds the agreement and provides per capita flow through funds to Douglas. In fact all four of the SSHS
communities were considered too small to hold a Health Transfer Agreement however FNIH made an exception
and encouraged all of the communities to come together under the banner of SSHS to hold a Flexible Health
Transfer agreement on behalf of the 4 communities.

Linkages with First Nations Health Council
Community Engagement Hub
The four communities within SSHS along with Mt Currie First Nations health center are all members of a
Community Engagement Hub coordinated by the Lower Stl’atl’imx Tribal Council (LSTC) which is funded by the
First Nations Health Council (FNHC) for ‘coordination, communication and planning’. The FNHS aims to
encourage communities to work together to find solutions to common problems and to share those solutions.
Hubs are also a vehicle for sharing information and communications on health developments, particularly those
being led or undertaken by the FNHC. LSTC is required to share information with Hub members and to support
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coordination and planning, and holds the accountability for reporting to the FNHC for the funding they receive to
perform the hub role. LSTC is currently working with each of the 4 communities within the SSHS collective to help
identify health needs and aspirations to contribute to the health planning process.
Political Advocacy
The FNHC is a First Nations political advocacy body in health. Originally established with political appointees from
UBCIC, FN Summit and the BC AFN, the FNHC’s structure was amended in May 2010 at which time appointees
came from Regional Caucuses established in each of the 5 health authority regions. The Regional Caucuses are
made of First Nations political and technical leads from each of the communities within the region – therefore
Douglas and the other three communities have opportunity to have a voice at the Regional Caucus table within
the Vancouver Coastal region. At the Caucus (Chiefs) table, the First Nations leadership elect and appoint the 3
regional representatives to the FNHC. At the time of preparing this Health Plan, the 3 representatives for our
communities and our Caucus are:
·

Ernest Armann

·

Charles Nelson

·

Leah George-Wilson

The terms for the current appointees are due for renewal in May 2012.

Linkages with First Nations Health Directors Association
The Douglas Band Council does not have a ‘Health Director’ as this position sits with SSHS as the holder of the
Health Transfer agreement. The Health Director for SSHS is a registered member of the First Nations Health
Directors Association which was registered in April 2010. As a registered member it is intended that the Health
Director and staff of SSHS as well as the four communities will have access to professional development
opportunities offered by the FNHDA over time.
In addition the FNHDA is one pillar of the 4 pillars of First Nations Health Governance in BC – the other pillars
being the FNHC, emerging new First Nations Health Authority and the Tripartite Committee on First Nations
Health which includes FNHC, FNHDA, FNIH (soon to be the FNHA), CEOs of Health Authorities and the Deputy
Minister of Health for BC. Since the Douglas FN Chief has a seat at the Vancouver Coastal Regional Caucus
(and therefore influences the FNHC) and the SSHS Health Director has membership with the FNHDA – the
community of Douglas has advocacy voices at two of the four pillars of First Nations health governance.
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Changing Relationship with Health Canada – FNIH
By resolution of BC First Nations leadership at the Gathering Wisdom for a Shared Journey conference held in
Richmond in May 2011, it was agreed that the FNHC should sign a Framework Agreement with the Federal and
Provincial Governments for First Nations to assume control of the BC Regional FNIH office. While the FNHC
through its operational arm (the FN Health Society) will sign this Agreement, the FNHC will not be the entity that
assumes control of FNIH. The FNHC and Society will continue to work over the next 2 – 5 years to design and
build a new structure described as the First Nations Health Authority, and to oversee the successful transition of
all functions, programs, activities, assets and funding from the current FNIH operation to the new FNHA entity.
The new FNHA entity must be an independent corporate entity accountable to BC First Nations. The design of
this structure and accountability mechanisms have yet to be worked out at the time of preparing our health plan –
but what is known is that in time the Health Transfer Agreement held by SSHS on our behalf will transfer from
FNIH to the new FNHA. Douglas Nation’s best interest is to participate and expect to have a greater say in the
way that current federal programs and services are funded and designed for First Nations communities, in order
to improve these for our community.
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HEALTH NEEDS AND RESOURCES

Provincial Health Needs for Aborigin al / First Nations People
The Provincial Health Officer’s report on the status of Aboriginal Health in BC (2007) identified that while many
indicators of health have improved for Aboriginal people since 2001, some areas are worsening. Improvements
have generally been seen in the decline in overall mortality and increasing life expectancy due to a decline in
external causes of death such as motor vehicle accidents, accidental poisoning and drug-induced or alcoholrelated deaths. However the PHO noted that more effort is needed in these areas as the rates are still higher than
they are for other British Columbians.
Overall prevalence of chronic disease is increasing and remains higher for Status Indians compared to other
residents. Rates are worsening in all areas including:
-

Diabetes

-

Hypertension

-

Stroke

-

Ischaemic heart disease

-

Congestive heart failure

-

COPD

-

Circulatory system deaths

-

Dementia

-

osteoarthritis

There is a widening gap between Status Indians and other BC residents in HIV AIDs. The Status Indian
population is also twice as likely to be hospitalized for diseases of the digestive system and injuries and five times
more likely to be hospitalized for mental health and substance abuse or misuse related disorders.
Areas like low birth weights among babies are not improving although there has been a slight decline in teenage
pregnancies. Numbers of Aboriginal children in care are increasing – from 2,901 in 2001 to 4,647 in 2009, while
numbers of youth in justice institutions are improving (down from 22.8 per 10,000 to 17.7 per 10,000) in 2007.
The PHO recommends a number of solutions to these health status issues and notes that often the answers are
not in more funding or more hospitals. In fact, many Aboriginal groups and researchers “have argued that the key
to improving the health of Aboriginal people lies in programs that involve full participation of Aboriginal
communities in their design, delivery and evaluation”. Some of the other areas that will help address the health
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gaps are improved housing and standard of living; increased awareness of health issues and challenges to
encourage removal of systemic barriers, taking a more holistic approach to “non-medical, cultural and spiritual
determinants of health” and providing more autonomy for Aboriginal people to control their own services and
futures.

Regional Health Needs in the Vancouver Coastal Region
According to a Population Health Profile prepared by Vancouver Coastal Health in February 2008 there are
23,000 Aboriginal people resident within the region (Census 2006). Of this a total of 49% live in Vancouver, 4%
live in Richmond and 46% live in the Coastal health service delivery area. Vancouver has the largest urban off
reserve population in the province. There are numerous disparities in health and socio-economic status between
Aboriginal people and other British Columbians. According to VCH’s report, “efforts to close these gaps are
inextricably linked to recognizing the historical struggles faced by Aboriginal people”. These include the legacy of
colonialism and the loss of autonomy, marginalization and poverty and the on-going effect of residential schools.
Examples of the disparities include
-

poverty levels (the rate of off-reserve Aboriginal families living below the low-income cut off scale in VCH is
32.5% - almost twice as high as that for the non-Aboriginal population at 17.6%)

-

employment (Aboriginals in VCH have lower rates of participation in the labour force (69.8% compared to
82.5% for the rest of the population)

-

homelessness (Aboriginal and Firs Nations people comprise only 2% of the general population in Vancouver
but 30% of the homeless population)

Vancouver Coastal Health also reiterates the PHO’s findings and confirms higher rates of chronic disease among
Aboriginal peoples; mental health and substance misuse and higher hospitalization rates for many conditions.

Health Needs for Southern Stl’atl’imx People
A March 2010 workshop convened to contribute to the April 2010 5 year evaluation report highlighted overall
results of the community survey (see below) and reported a number of aspirations and goals that the community
wanted including:
-

improving communications to increase trust

-

respect and support for one another

-

creating a capacity for having “our own health data” and community wellness plans, and

-

addressing drinking water quality

13

-

developing language

-

mapping cultural assets

-

increasing the use of protocols and competencies by agencies

-

making the health stations more comfortable

-

increasing the number of community gatherings and

-

building mini cultural centers

The most common areas noted by all four communities include culture and traditions (including more drumming,
sweat lodge), parenting, Elders leadership and needs, youth recreation and fitness and learning, self-esteem and
healing. Community cleanliness both inside, outside and overall is a priority.
Key priorities identified in the 2010 evaluation for SSHS included:
GOALS

PRIORITY ACTIONS

Addressing

isolation

and

-

studying feasibility of a bus service for the 3 lake road communities

transportation needs in order

-

upgrading internet connection to facilitate e-health

community

-

Forming a committee to plan and carry out cultural activities

planning and implementation

-

Developing work plans, timelines

-

Strategy to increase participation in programs, services and community

to increase access
Increasing funding available to
meet community needs
Supporting
of health plans
Developing a Communications
Strategy
awareness

to

initiatives

increase
of

health

information
Promote Ucwalmicw culture

-

Making and reproducing cultural materials

-

Publishing pamphlets on funeral protocol

-

Learning use of traditional plants

-

Role modelling

-

Promoting use of sweat lodge

-

Using Ucwalmicw speakers routinely

-

Practicing protocols

-

Supporting gathering of traditional foods and medicines
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Douglas Health Needs and Aspirations
Health Survey
In 2009 / 2010 SSHS (through a consultant) conducted a survey of SSHS communities in order to inform and
complete the 5 year evaluation plan for the last health transfer agreement. In total 106 surveys were collected
altogether of which 15 surveys came from Douglas community members. Of the 15 surveys:
·

The majority of surveys came from people aged 55 - 64 years of age followed by 25-34 age groups.

·

Slightly more surveys were received from females

The full results of the survey for Douglas are attached in the appendix. The results from the survey of
Douglas members revealed the following key themes.
Key concerns of members in relation to their homes are mould in their homes followed by the threats from bats
and rodents.
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Community Health & Safety
 the majority of people feel safe in the community as they did 5 years ago, however there is a significant shift
in that a greater number of citizens do not feel as safe as they did 5 years ago. Interestingly a large number
of participants were elderly and the high rates of concern about feeling safe may be attributed to the overall
ages of the responses
 2/3rds of the community have a high degree of trust and respect among community members while the
balance believe this is untrue. 60% agreed this has improved over the last 5 years while the balance
disagreed
 The high portion (65%) of those surveyed feel connected with family and 86% agreed they feel more
connected than they were 5 years ago.
 Over half of the community either strongly agree or agree that the ‘strength of the community is in coming
together to support one another.
 Just under half of the community agreed that Chief and Council provide effective leadership while 53%
disagreed that they did provide effective leadership

Service Delivery by Southern Stl’atl’imx Health Society and Alignment with Stl’atl’imx Traditions
 Overall the participants strongly support the need for reflection of Stl’atl’imx values and traditions along with
language, in the delivery of services


The majority of community strongly agreed and agreed that SSHS has tried hard to integrate traditional
values to the way that they operate and deliver services –while the balance believe that SSHS is not doing
enough to advocate for Stl’atl’imx language within their service delivery

 Over 74% of the participants agreed or strongly agreed that SSHS encourages eating of traditional foods
during their service delivery, and the vast majority agree that SSHS aims to accommodate and support
traditional activities in the community

Health Facilities
 2/3rds of the participants found the health center to be more like a clinic than a ‘healing place’ and 3/4rds felt
relaxed and welcomed when they came to the clinic.

Community Influence in SSHS Program and Service Design and Delivery
 The majority of participants largely disagreed that they have a “voice” in what SSHS has done and how it
operates.
 These tables show participants largely agreed that the health center is operated by local people although a
vast majority agreed that health professionals should help set the direction for what services and programs
are offered.
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 All participants agreed that individuals and families need to take responsibility for “creating the community
they want” and that SSHS does a very good job of promoting responsibility for one’s own health. Furthermore
the majority of participants agreed that SSHS staff encourage and support the community taking into account
the traditional and seasonal effects, including encouraging members to speak out and get involved in
programs.

Satisfaction with Services
 These results revealed the vast majority agreed there are high levels of satisfaction with services offered for
families, satisfied with services for infants, children, and disabilities, but low levels of satisfaction regarding
services for teens (youth), men, and women. This is an area for improvement by SSHS.

Coordination of Services
Participants were asked whether they were satisfied with the linkages and networks that SSHS had made with a
number of other health service providers and departments, and whether these were well coordinated for citizens.
The results were as follows
 Most people agreed that there were positive links with hospitals service which was effective, linkages with
Child and Youth mental health services were positive and that SSHS had coordinated well with Pemberton
Doctors.
 the majority strongly agree that SSHS is too isolated from other departments in the community and needs to
improve its linkages with the Band office and other community services. This is an area for improvement by
SSHS.
 The participants were divided on whether SSHS had worked well with community members in planning and
delivering services. This is an area for improvement by SSHS.

Effectiveness of Services
Participants were asked about effectiveness of services and operations and the results are as follows:
 The overall results were mixed with most rating SSHS somewhat effective and effective in managing
programs, staff and finances. This reveals a high level of doubt and inability among the participants to give
SSHS a rating. One area where participants rated SSHS highly was in following up health concerns.

Alignment of Services to meet needs of the community
Participants were asked about whether SSHS aligns its services and operations to meet the needs of the
community. The results are as follows:
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These results show that overall the community believes that SSHS does aim to support people to maintain a
healthy lifestyle but does a less than satisfactory job of communicating with the communities and keeping people
informed of progress and health information, and aligning services to better needs of the community.

Health Status
Participants were asked about their personal health and the following summarizes the results:
 The vast majority believe their health to be good or very good, but less than half disagreed that their
health status had improved.
 Most participants felt that they exercise too little and ratings are slightly better than they were 5 years
ago.
 The majority felt they were overweight.
 Most people believe they eat healthy most of the time;
 The vast majority do not smoke as well as have smokefree homes
 A vast majority believe drug use in the community is still about the same as 5 years ago.
 Vast majority of participants are not concerned with prescription abuse or their use of alcohol, as the
majority said they did not drink.
 The majority of participants rated that avoiding unhealthy behaviours is the main thing that contributes to
their good health followed by feeling in control of your life
 Arthritis and Obesity was noted as the main chronic illnesses although the majority said they had no
chronic illnesses.
 Most participants see their Family Doctor if they have a health problem followed by the Nurse.
 As above, many find the CHR to be the easiest to access followed by the home remedies and dentist.
The most difficult service provider to access was the Family Doctor and drop in clinic.

Awareness and Satisfaction with Services and Programs
Participants were asked about their awareness of particular services and programs and if they had used any of
these, whether they were satisfied. The results showed that:
 The majority of participants knew of the communicable disease (immunization) service and of those who
know of the service were very satisfied or satisfied with the service.
 Most of the participants did not know of the new born and infants program (likely because the significant
over 64+ age group completing the survey were not parents of infants or new borns) and all of the
participants who are aware of the service were satisfied.
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 Slight majority of participants were aware of the School Health program and and the persons who used
the services all said they were satisfied with the service.
 Just over half of the participants knew of the Elders health program and all those aware of it were
satisfied


The majority of participants did not know of the Drop In Clinic and workshops. Those that did use the
service were very satisfied or satisfied.

 Over half of the participants were not aware of the Mental Health program. Just over 13% were
somewhat satisfied and almost 27% were satisfied but no-one who knew of the program expressed any
dissatisfaction
 The majority of particpants did not know of the child and youth mental health program – however those
that did know of it were satisfied
 A vast majority of people know of the Drug and Alcohol program and almost 1/3 (33%) were very satisfied
or satisfied with it. Over 13% were not satisfied.
 Over half of participants knew of the diabetes program. Almost 27% were very satisfied or satisfied with
the program.
 The vast majority of participants knew about the physician outreach program and satisfaction ratings
were high for this service (almost 60% rated the service very satisfactory or satisfactory).
 The vast majority of respondents were aware of the Home and Community Care program (this may be
because many of the respondents were elderly). There were positive levels of satisfaction with the
program although a small number were only “somewhat satisfied”.
 The vast majority of participants did not know about the Youth Worker program – ratings were therefore
minimal for the 5 people who did know of the program

 Most people did not know of the “Living Free” program however for the percentage that used the program
the satisfaction ratings were very positive.

The overall results from the survey provide some useful improvement areas for SSHS (such as improving
linkages with Band Offices and departments) and some areas that show either doubt or confusion among the
participants as many did not know of particular programs or could not rate them. SSHS was also encouraged to
operate more programs for teens, men and women.
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Health priorities
Health GOALS:
TO:
 Complete wellness plan for the whole community
 Increase knowledge of healthy families – life skills, parenting, child development
 Promote education and life-long learning
 Build solid support groups (elders youth men women parents)
 Rediscover language and traditions
Health Need Priorities:
1. Elders – active, less prescription medication use, more traditional medicine
2. Child and youth programs
3. Healthy community – fitness, nutrition, activity, traditional foods, preserving
4. Members with less addictions (A&D, smoking), depression
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5. Culture – traditional foods & medicines, language, traditions, drumming
6. Housing – clean homes, hygiene and clean community
Douglas First Nation Strategic Plan
In 2006/2007 we conducted a number of community consultations which resulted in a community strategic plan.
The excerpts of our plan below highlight key needs and goals that we set for ourselves as a community which
were incorporated into our plan. Although the plan is under review at present, these needs and goals are still
relevant today. These will impact on, and be part of, consideration for the Community Health and Wellness
Worker to incorporate into health and wellness activities in our community. In October 2011 Chief and Council
directed the Band Manager to begin the process in Spring 2012 to update the Xa’xtsa Strategic Plan 2007.
Culture and Language
Culture and language are frequently cited as a source of community pride. There is also concern that the
traditional language, Ucwalmicwts, and certain cultural activities are becoming lost, and there is a desire by all
members to renew these cultural practices to bring strength and pride back to the community- particularly the
Douglas youth.

Key issues:
·

Need to encourage our elders to speak to us in our language.

·

Ucwalmicwts language is taught in certain schools, but this needs to be increased.

·

Seek the advice from our traditional/spiritual leaders to teach us all ways of our culture since it is not just one
way that we are taught or practice.

·

We need to look to these members to help teach the young children before they start school.

·

Provide little workshops for all ages to attend.

·

Need to find resources.

Culture + Language Strategic Goals
Strategic Goals
Goal 1. Encourage our children (and their parents) to learn Ucwalmicwts in school

Urgent

High

Moderate

X

and out.
Subgoal 1A: Provide cds, books, videos or dvds to those who would like to learn

X

Goal 2. Improve visibility of Ucwalmicwts in the community.

X

Subgoal 2A: Place signs in Ucwalmicwts and English in the community

X

Subgoal 2B: Include Ucwalmicwts words and translations in newsletter

X

Goal 3. Continue to integrate cultural programming into all of our programs.
Goal 4. Share our culture and language with visitors and tourists to our

X
X

community.
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Strategic Goals

Urgent

High

Moderate

Subgoal 4A: Develop spa at Sloquet

X

Subgoal 4B: Provide workshops for all to attend

X

Goal 5. Encourage elders to speak to us in Ucwalmicwts.

X

Subgoal 5A: Record stories in our language

X

Subgoal 5B: Have elders tutor youth
Urgent = next 2 years

X

High = next 3 to 4 years Moderate = more than 4 years

Healthy Families
Participants in the workshops had a wish that Douglas members would live healthier lifestyles by exercising more,
eating more nutritious diets, and staying away from drugs and alcohol. Recreation opportunities were seen as a
component of this healthier lifestyle.

Key issues:
·

Quality health care isn’t available twenty four hours a day in Tipella and Port Douglas.

·

Emergency response needs to be strengthened, as the ambulance from Pemberton will not drive down the
In-shuck-ch Highway.

·

Incorporate traditional healing practices into health care provision in the community.

·

Stray and aggressive dogs pose a danger to small children and other animals.

Healthy Families Strategic Goals
STRATEGIC GOALS

Urgent

Goal 1. Quality health care will be available to all community members

High

Moderate
X

Subgoal 1A: Have on-site nurse and doctor (longer term goal)

X

Subgoal 1B: Drug and alcohol awareness and prevention (needs to be more

X

visible)
Subgoal 1C: Bring the health building up to standards (complete it)
Subgoal 1D: More health workshops and information

X
X

Goal 2. Develop a youth and Elders centre

X

Subgoal 2A: Trained respite worker for elders and youth
Goal 3. Establish an emergency response team

X
X

Subgoal 3A: Better emergency equipment

X

Subgoal 3B: Health department should have their own vehicle for emergencies
Subgoal 3C: Put definite plans in place for the emergency response team- should

X
X

be set up in Health Building
Goal 4. Continue to encourage healthier living

X

Subgoal 4A: Teach people how to eat better

X

Subgoal 4B: Teach people how to be more physically active

X
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STRATEGIC GOALS

Urgent

Subgoal 4C: Traditional cleansing, mind, body, soul

High

X

Subgoal 4D: Develop gym or fitness centre
Goal 5. Develop a method to control stray dogs (see Chilliwack’s Animal Control

Moderate
X

X

By-law in appendix as an example)
Goal 6. Support community volunteers to build a church
Urgent = next 2 years

X

High = next 3 to 4 years Moderate = more than 4 years

Communicating with the Community
·

Need to communicate and celebrate successes

·

Need to work on resolving conflicts within the community, including healing retreats

·

Need to improve confidentiality

·

Need to improve accountability

·

Continue to work on and improve reporting to and involving the community

·

Continue to hold community meetings

Moving this forward: How can we improve communication with the community? How can we improve
participation of members in our meetings, votes + decisions?
·

First understand why the members choose to ignore all other attempts. Then ask how/when is best to
provide information flow.

·

We need a ‘runner’ as it was in the past- In the past Elders were runners, and they would run from community
to community to share information.

·

We need a ‘paper boy’ to deliver each day who would grab notices and deliver them like a messenger.

·

Have quarterly community dinners/celebrations and while the members are there let them know about what is
happening.

·

Members need to see progress.

·

On reserves: door to door visits; games nights hand out information; send out memos and do reminders just
before the event.

·

Maybe phones in every house.

·

Offer door prizes, honorariums and provide transportation again.

·

Shorten the meeting timeframe, provide the info before the meeting starts to prepare members for voting and
other important decisions.

·

Send out memos, reminders and ask if they need a ride. Announcement on the radio might help.

·

As long as we keep passing on progress reports to members we will succeed smoothly.
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HEALTH SERVICE PLAN

Our Vision for Health and Wellness
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Our Service Model
Emotional Wellbeing

VCH: Hospital
services

Share info
with LS Tribal
Council,
communities

BC
Ambulance
BCAA

VCH: Specialist services
/ appointments

Maternal &
child screening
FNHC,
FNIH,
FNHDA

SSHS: Nursing services
for all communities
SSHS: Data
collection
& reporting

HEALTH AND WELL-BEING IN
EACH COMMUNITY
Wellness Workers (promoting
Stl’atl’imx Language) in each
community

SSHS: Emergency
coordination &
transport

SSHS:
Complex
needs / CDM

VCH: Chronic
disease specialists

Spiritual Wellbeing

Healthy pregnancy; babies, children,
youth, parents, women, men, elders
Traditions, Culture & language
activities
Nutrition, physical activity
Clean homes & community hygiene
First Responder & emergency
preparedness

SSHS Visiting physician
services coordination

SSHS:
Communications
Addiction
Treatment
SSHS: A&D clinical
support

BC Mental
Health &
Addiction
Services

SSHS: CHR
education
& support

PHSA / PHAC:
information &
resources

Local
physicians

Physical Wellbeing

Mental Wellbeing
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Our service model is an adaptation of the Medicine Wheel approach demonstrating the four elements of health and
wellness:
-

Physical Well-being

-

Mental Well-being

-

Spiritual Well-being

-

Emotional Well-being

This will be promoted with the Xa’xtsa Strategic Plan update – Community Engagement and Leadership Process 2012.

The Center of our Medicine Wheel
The dimensions within the wheel show that the community is at the center of the service model, with services and
programs that promote traditions, customs, wellness approaches, population group approaches (e.g. men, women,
elders, children, youth), first response needs, exercise, nutrition and physical wellness, health education and information –
being the focus of what is delivered BY the community FOR the community. These activities and focus would be available
for, and targeted for, everyone in the community.

Middle Circle: SSHS supporting the Community
The middle ring of our wheel refers to those supports and programs that SSHS provides to complement what is provided
by each community for itself. These services are mostly medical / clinical in their focus since this type of health
intervention is more intermittent since they support only the individuals or families that need help with clinical intervention
(e.g. people with chronic illness or acute mental illness; prescriptions etc). In addition each of the 4 communities
supported by SSHS are too small to employ and sustain full time nursing and medical capacity themselves – whereas
collectively through SSHS this type of service can be sustained. Nursing and medical services also carry with them an
element of risk and this risk is best managed at the centre by SSHS so that they are responsible for ensuring that nurses
maintain currency with relevant regulatory and clinical practices; practice registrations; scope of practice updates; new
formulary and other regulatory updates from Government; medical and clinical equipment updates etc. Finally SSHS
carries indemnity insurance to support nursing practice.
In addition SSHS provides other supports and services for each community, in conjunction with and working alongside
each of the Band Councils and health staff:
-

Reporting on funding and health information (to the Bands as well as funders)
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-

Communication and Information (e.g. to and from the First Nations Health Council or health information from
FNIH)

-

Facilitating bringing in other services such as Doctor appointments; educators and specialists from Vancouver
Coastal Health Authority & Pemberton Urgent Medical Centre

-

facilitating linkages with local hospitals

-

providing case management, training and information for CHR and other staff as needed

-

arranging specialist medical appointments and helping patients to access these services and undertaking posthospital follow up

-

maintaining health data

-

maintaining Health Canada (FNIH) requirements for mandatory programs such as communicable disease control,
pandemic management and environmental health.

The Outer Circle
The outer circle describes services provided by other service providers such as Vancouver Coastal Health Authority,
Pemberton and other Doctors, Public Health Agency of Canada and many other specialists. These interactions are
often even more intermittent and infrequent than SSHS services – but they are important for people to get to WHEN
they need them. SSHS plays a key role in coordinating these services for patients particularly those under nursing
care but also those referred through SSHS by CHRs and others. The ‘outer’ circle concept may also have reference
to that the fact that these services are not provided in the community itself or often not in the Pemberton area – and
patients have to travel to Squamish or North Vancouver or downtown Vancouver to receive some of the required
supports.

Flexible Services / Programs (delivered by Douglas Health & Wellness Worker)
Through the Contribution Agreement held by SSHS with Health Canada (and in time, with the new First Nations Health
Authority) flow-through funds which are designated as “flexible” will be provided each year to Douglas Band Council to
design manage and provide its own “wellness” focused services, programs and activities. The services, activities and
programs will be provided by the Douglas Band Council through its Community Health and Wellness Worker (CHR)
supported by a Receptionist at the Health Station. The Wellness Worker will be supported by the SSHS staff with training,
resources, referral support and educational advice.
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PROPOSED ACTIVITIES – SUBJECT TO FURTHER COMMUNITY ENGAGEMENT AND PARTICIPATION
MEDICINE WHEEL

Physical

Emotional

DIMENSIONS

Wellness
Physical health,
Managing Illness and
exercise, nutrition,
Chronic Conditions
weight
management

Traditional and Cultural
Activities and Healing
Practices

FOCUS AREAS

Promoting Activity and
Recreation

ACTIVITIES
THAT THE
COMMUNITY
HEALTH &
WELLNESS
WORKERS WILL
UNDERTAKE

Promoting & supporting
Chronic disease
management (supported
by Nurse from SSHS):

-

Biking trails

-

Hiking (flat
surface and
mountain)

-

Fishing (e.g.
fishing camps)

-

Canoeing &
camping,
kayaking, canoe
races,

-

-

boating
Swimming

-

Dancing

First Responder and
Emergency Response

-

-

Tai Chi for arthritis
Promoting events on
key days - World
Smokefree Day;
World AIDs Day;
National Addictions
Week
Cancer Day

Planning and
Preparedness (with
Fire Department and
others)

Linking Individuals &
Families with Support
Groups
AA
NA
Alanon

Wellness

Community Activity Sessions /
Evenings / Events
Drumming (drumming
group)
Singing
Pow Wows
Arts and crafts
Ceremonies
Sweats
Meditation
Tobacco and Food
offerings
Birth and death rituals
Collecting cedar root,
bark, pine needles for
basket making
Healing workshops
Rites of Passage for boys
and girls – Parent Group
education, elders
Community celebrations
– Aboriginal Day
Hunting, fishing
Gardening,
Preserving foods

Spiritual

Mental

Wellness
Traditional and
cultural
celebrations and
activities

Community Activity
Sessions / Evenings /
Events
Ceremonies
Gatherings
Sweats
Family gatherings
Celebrating
accomplishments
Role models
Pipe ceremonies
Sharing circles
Drumming and
singing
Naming
ceremonies
Rites of Passage
ceremonies
Smudges and
positive
affirmations
Potlatch
Sweat-lodge
Praying
Fastings

Wellness

Honoring and Caring
for the Land
Respecting and Being
on the Land
-

Trail building &
cabin(s)
Walking on the
land and learning
about sites

-

Teaching young
people how to
survive

-

Field trips

-

Gathering and
preparing fire wood

Stl’atl’imx and
Western approaches
Healing and Mental
Wellness Activities
Sweats
Healing workshops
Drumming & singing
Meditation
Self-awareness
workshops
Anger
management,
feelings, behaviors,
personal
growth
workshops
Healing
from
Residential school –
therapy
Positive affirmations
Reading / library
Counseling
and
therapy
Beading
and
sewing / hobbies
Career workshops
Hunting, fishing
Gardening,
Preserving foods

Accessing screening and
services through SSHS
-

Screening (dental,
eye sight and
hearing)

-

Dietician and
Nutritionist
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MEDICINE WHEEL

Physical

DIMENSIONS

Wellness
Physical health,
exercise, nutrition,
weight
management

FOCUS AREAS

Sports Related Activity
-

Fitness equipment
at health station
Sports equipment
hire

-

Sports events with
other
communities
(social)

-

-

-

Spiritual

Wellness
Traditional and Cultural
Activities and Healing
Practices
Traditional Remedies
Identifying herbs, plants
and medicinal teas
Promotion of, and
referral to, Traditional
healers

Promotions and
education are
provided which
promote injury
prevention in
sport, recreation
and activity
(including activity
around the
house)
Promote safe
storage of
poisonous
substances,
cleaners etc
Promote safe
housing and work
with Band
Council to
advocate for
improving
housing
conditions

Mental

Wellness
Traditional and
cultural
celebrations and
activities

Support Groups to
share information and
teachings
Womens Group
Mens Group
Elders group
Youth group

Wellness

Honoring and Caring
for the Land
Promoting Community
pride
Rubbish clearing
days

Stl’atl’imx and
Western approaches
Teen / youth mental
wellness
Education / workshops
on various topics:
-

Suicide & Violence,
verbal
abuse,
fighting
conflict
prevention
Building
confidence
and
commitment

-

Community lawn
and garden days or
competitions

-

Community
Gardens
(preschool, youth)

-

-

Beach Care
Setting rules (no
Alcohol & Drugs)

-

-

More picnic tables
& community BBQs

Building self-esteem
and
self-worth,
avoiding apathy

-

avoiding laziness

-

having
a
good
body image
healthy
sexuality
information
(including HIV and
STI education)

-

cultural ways

Soccer

Injury Prevention
-

Managing Illness and
Chronic Conditions

Emotional

-

Importance of
hygiene, infection
control (hand
washing) and
stopping the
spread of germs

Specific Skills for Youth
that build confidence
-

Driving Training

-

Self-defense
courses

-

Mentorships and
exchange
programs

-

Brainstorming
meetings
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MEDICINE WHEEL

Physical

Emotional

Spiritual

Mental

DIMENSIONS

Wellness

Wellness

Wellness

Wellness

Physical health,
exercise, nutrition,
weight
management

FOCUS AREAS

Managing Illness and
Chronic Conditions

Nutrition-Related
Activity & Food
Security
-

Berry picking

-

Cooking classes
to teach
traditional food
preparation

-

Teaching and
promotion
Preserving &
Canning

-

Education and
advice from
Dietician and
Nutritionist

-

Promoting
planting and
gardens

-

Promoting
breastfeeding
among Mums

-

Teeth-brushing
education and
referral for dental
checks occur

1.

GOALS FOR
EACH OF
THESE
ACTIVITIES

2.

IMPACT OF ALCOHOL AND DRUGS:
Reduce use of alcohol and drugs,
particularly in pregnant or women of child
bearing age to prevent FASD among our
children [linkage with SSHS Nursing team
for support and referral to midwives &
doctors for pre and ante natal care)
COMMUNITY NUTRITION: Promoting good
nutrition among our families (all ages) –
particularly among our women caring for
infants

Traditional and Cultural
Activities and Healing
Practices
Traditions and Language
Learning language and
family background /
history
Learn history of the
Nation
Story telling (elders) –Law
of the land and the way
it was
Community Garden –
preserving foods
Hunting and fishing
practices
Traditional herbs and
medicines

Traditional and
cultural
celebrations and
activities

Honoring and Caring
for the Land

Stl’atl’imx and
Western approaches

-

Maintaining Wellness by promoting the Preventive Factors that reduce risk factors
1. Numbers of Douglas people speaking the language increase, and use of our language is
more wide-spread and ‘normalized’ in our community
2. Frequent and varied community events are held – and community participation grows
consistently
3. Positive relationships are developed between new parents and within families and couples
4. People in our community know where to go for help in a crisis
5. People in our community respect the land and the local community area – and take pride in
these areas
6. Our community “looks and feels” safe, respected, clean and beautiful
7. People in our community know the sacred sites in our area and help to care for the land
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MEDICINE WHEEL

Physical

Emotional

Spiritual

Mental

DIMENSIONS

Wellness

Wellness

Wellness

Wellness

Physical health,
Managing Illness and
exercise, nutrition,
Chronic Conditions
weight
management
3. INFANT NUTRITION: New born infants are
breast-fed for as long as possible and
gain the benefits from breast milk
4. MATERNAL CARE: Pregnant and new
mothers receive all elements of care
before, during and after birth
5. ACTIVE LIFESTYLES: All members of our
community lead a healthy active lifestyle
that suits their age, mobility and personal
interests – and enjoy the choices we offer
for activities and recreation
6. REFERRAL FOR MEDICAL AND CLINICAL
HELP: People needing more intensive
assistance (e.g. Doctor, NNADAP) are
referred to SSHS and Doctors
7. PARENTING: Positive parenting is evident
in our community through healthy child
development
8. INJURY PREVENTION: Numbers of people
affected by injuries reduces
CHRONIC ILLNESS:
9. Reduce chronic illnesses in our community
10. People with chronic conditions (including
arthritis, diabetes, heart problems) are
managing these conditions themselves
successfully
11. No new cases of HIV AIDs are reported
from our community
DENTAL HEALTH
12. Incidences of cavities and poor oral
health among Douglas pre-schoolers and
children decline

Traditional and Cultural
Activities and Healing
Practices

FOCUS AREAS

8.
9.

Traditional and
Honoring and Caring
Stl’atl’imx and
cultural
for the Land
Western approaches
celebrations and
activities
Our community participates together in community celebrations, gatherings, protocols and
events which promote Stl’atl’imx and Douglas identity and uniqueness as a First Nation
Our youth are strong and confident and know their identity and history

Reducing and Stopping Negative Influences and Impacts on our Community
No violence in community – non-tolerance attitude
Alcohol and drug / solvent abuse and use is reduced in our community through improved
education and information
No suicides in our community
Crime reduces in our community
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MEDICINE WHEEL

Physical

Emotional

Spiritual

Mental

DIMENSIONS

Wellness

Wellness

Wellness

Wellness

FOCUS AREAS

DATA WE WILL
COLLECT TO
DEMONSTRATE
WHAT WE ARE
DOING AS A
HEALTH AND
WELLNESS TEAM

Physical health,
Managing Illness and
Traditional and Cultural
Traditional and
Honoring and Caring
Stl’atl’imx and
exercise, nutrition,
Chronic Conditions
Activities and Healing
cultural
for the Land
Western approaches
weight
Practices
celebrations and
management
activities
1. Activity Planning Sheets for all Activities planned
2. Attendance / Participant Sheets for all Group activities AND / OR Membership Lists for our regular groups (e.g. Elders Group
3. Evaluation forms from group activity participants
4. Referrals made to SSHS staff or Doctor or Hospital
5. Evidence of health promotions undertaken (e.g. Tobacco Free day)
6. Evidence of our Gatherings / Celebrations (e.g. photos, posters)
7. Contact List for all our partners (e.g. Fire Department, SSHS staff, Doctors etc) and record of meetings, MOUs or other evidence of our ongoing
contact or relationships
8. Education and Support Activity Sheets for any individual contacts or sessions (stored alphabetically for each individual)
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Mandatory and other Programs delivered by SSHS for Douglas Community
The following lists the programs which are mandatory requirements of Health Canada in the SSHS Health Transfer
agreement and for which SSHS shall ensure coverage for Douglas Nation.
Communicable Disease Control
The Communicable Disease Control program delivered by SSHS on our behalf includes a number of specific programs:
-

Air Borne Disease prevention (e.g. Tuberculosis or TB)

-

Blood Borne Disease prevention and treatment (e.g. HIV AIDs, sexually transmitted infections)

-

Vaccine-preventable disease prevention (i.e. immunization)

Air Borne Disease Prevention
The main purpose of this program is to reduce incidence of TB in First Nation communities. Elements are:
o

Collaboration – partnering with other federal and provincial partners

o

Community Education and Awareness – on impacts of over-crowding, nutrition

o

Building Capacity – to prevent TB spread through infection control

o

Designing, implementing, coordinating and evaluating TB program – including tracing contacts, vaccination,
data reporting

o

Enhanced TB surveillance and research

Sometimes this program involves qualified community medicine specialists, TB medical consultants and community
health and TB nurses (who are certified to administer vaccines such as BCG). The Nurses from SSHS will provide this
service for us as they are required to maintain Cold Chain protocols for the vaccines (i.e. keeping vaccines in refrigerated
conditions at certain temperatures’ monitoring “use by” dates etc), and they are required to be specifically trained to
deliver this program.

Blood Borne Disease Prevention
The main purpose of this program is to prevent blood borne diseases and in particular HIV AIDs and sexually transmitted
infections. Elements are:
o

Collaboration with federal and provincial partners

o

Knowledge development and dissemination – using best evidence available from health agencies to drive
programs

o

Program Design and Implementation – activities that facilitate operational policies regarding HIV AIDs and
promote program evaluation

o

Prevention Education – for communities / people vulnerable to and or living with AIDs

o

Capacity building – HIV awareness

SSHS is required to follow and align with the direction of the Canadian Strategy on HIV AIDs including maintaining
alignment with protocols and best practices shared by the Public Health Agency of Canada and Health Canada.
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Vaccine Preventable Disease Prevention
The program is targeted for children under age 6 years living on-reserve (where FNIH has responsibility for immunizing
children and not public health nurses employed by health authorities). Its purpose is to improve coverage rates towards
international level of 95%; implement new vaccines and improve data on immunization coverage. Elements are:
o

Collaboration and Capacity

o

Public Health Education

o

Improved surveillance, data collection and ongoing evaluation

This program must involve qualified Medical officers, Environmental Health Officers, Registered Nurses. CHRs also
deliver some services such as education and facilitation.
Environmental Health Services
For Environmental Health Services, SSHS must maintain the services of a Medical Health Officer or Environmental
Health Officer (EHO). Since the organization cannot afford to have one of these positions on staff, SSHS maintains
services of the FNIH MHO (Dr Marcus Lem) to cover this service. SSHS can also access the FNIH Environmental Health
Team on behalf of the communities. The Environmental health program includes monitoring of drinking water, air and
water quality, and reporting any risky circumstances to Health Canada. The purpose of the program is to monitor and
mitigate environmental health risks (water, food and vector borne illnesses) including health problems associated with
indoor air quality and mould in houses and improve environmental health risk awareness among First Nations people.
Elements are:
-

Drinking Water and Sewage – Monitoring of drinking water quality to reduce water-borne illnesses and monitor
community drinking water supplies (aligned to Guidelines for Canadian Drinking Water Quality)

-

Food Safety

-

Facilities Health Inspections

-

Housing (for instance First Nations communities must have occupancy policies and guidelines for all public housing
and keep records on maintenance)

EHOs review water, sanitation, defects, mould, overcrowding, occupant awareness of risks. Inspections are done at
request of Band Council. EHOs are also required to follow the Transportation of Dangerous Goods (TDG) Program rules
set by Transport Canada (i.e. involves the transport of bio-medical waste and ensuring no “spills” to impact environment).
All of the work of the Environmental Health Program must involve Environmental Health Officers (EHOs).
Home and Community Care (HCC) Nursing
This program is targeted for First Nations of any age with disabilities, chronic or acute illnesses and the elderly who have
undergone a formal assessment of continuing care service needs and assessed as requiring one or more essential
services AND who have access to services which can be provided to the client and caregiver within established
standards. The purpose of the HCC program is to assist First Nations living with chronic and acute illnesses in
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maintaining optimum health, wellbeing and independence within their homes; use home care resources; ensure
continuum of care within an agreed care plan. Providers are required to implement information systems for tracking
clients and outcomes. Elements are:
-

Structured client assessment – using FNIH HCC assessment tool (including re-assessment)

-

Managed Care – case management, referral and linkages

-

Home care nursing services – direct service delivery and care planning, supervision of personnel providing
personal care services

-

Home support personal care – bathing, grooming, dressing, transferring and turning – enhances but does not
duplicate INAC’s in-home adult care service

-

Provision of access to in-home respite care – provide family and informal caregivers with short term relief
from caring

-

Linkages with other services – health & social programs in the community, gerontology services and cancer
clinics

-

Access to medical equipment and supplies – including pharmaceuticals

-

Record keeping and data collection – client charts and data to capture and monitor clients

Since this program must be delivered by a HCC Nurse we will acquire this service from SSHS’s HCC nurse. Personal
care workers may also provide some personal care in the home.
Primary Care / Community Health Nursing
The community health nursing program is targeted for First Nations on reserve of any age (or non-First Nations clients
where services not available locally). It is specifically targeting rural and remote communities. The purpose is to provide
access to urgent and non-urgent health services for communities including those residing in remote and rural
communities where access is limited to provincial / RHA services. Elements are:
-

Emergency Care – immediate assessment of seriously injured or ill client, some treatment for stabilizing
and arranging immediate transport to tertiary care center in consultation with physician wherever possible
(in remote areas nurses liaise with physicians by phone)

-

Non-Urgent Care – assessment, identification and generation of a plan of management for non-lifethreatening specific health concerns

This is another program that must involve Registered ‘Community Health’ Nurses or Nurse Practitioners. The service may
involve CHRs, dental staff, mental health workers, home care workers and pharmacists who make referrals or help to
respond to urgent health need situations.
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Linkages with other Service Providers for our Community
DESCRIPTION OF CURRENT HEALTH RESOURCES (FACILITIES, NEAREST MEDICAL SERVICES, HEALTH
PROFESSIONALS)
Facilities at Pemberton

Urgent Care Centre operated by Vancouver Coastal Health
The Pemberton Health Centre provides outpatient services, including x-ray, laboratory, and emergency/urgent/ambulatory
care. It is also a community health centre. Services available from this site are:
CHILD HEALTH
-

Immunization Clinics

-

Vision and Hearing Screening

-

Best Beginnings

-

Child Health Clinic

-

Immunization Clinics

-

Influenza Vaccinations

-

Nutrition Services - Sea To Sky

-

Parent Infant Drop-In Program - Sea To Sky

-

Healthy Families Program

CHILDREN AND YOUTH
-

School Based Nursing Support Services

-

School Health Program - Sea to Sky

ACUTE SERVICES
-

Emergency Health Services - Sea to Sky

MENTAL HEALTH AND ADDICTIONS
-

Mental Health And Addiction Services - Pemberton

-

Addictions Harm Reduction Services - Sea to Sky

POPULATION / PUBLIC HEALTH
-

Communicable Disease Control - Sea to Sky

-

Public Health Dental Services - Sea to Sky

-

Public Health Nurse Telephone Resource

-

Vancouver Coastal Health Regional Laboratory Medicine

-

Vision and Hearing Screening

-

X-Ray/Radiology Department

Nearby Physicians
Pemberton Doctors
-

Dr Marisa Collins MD 14 Portage Rd 604-894-6454

-

Dr Anthony Ho Chen Inc 1353 Aster St 604-894-6365
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-

Pemberton Medical Clinic 1403 Portage Road (604)894-6454

WHISTLER& SQUAMISH
-

Dr A Bohn, MD Squamish 604-892-3544

-

Dr R D Burgess, Whistler (604)932-3977

-

Dr Janice Carr, Whistler (604)905-7089

-

Dr Judith Fothergill Squamish (604)892-5688

-

Dr Ernest LedgerwoodSquamish (604)892-9083

-

Dr Schellenber, Squamish (604)892-3535

-

Dr Katherine Paton Squamish (604)892-3007

Services specifically for Aboriginal / First Nations operated by Vancouver Coastal Health
Service
-

Aboriginal Health Initiative Program

Central Coast,North& West
-

Location

Vancouver,PowellRiver,Richmond,Sea to Sky,SunshineCoast,Vancouver

Aboriginal Patient Navigator Program

British Columbia,North & West Vancouver,PowellRiver,Richmond,Sea to Sky,SunshineCoast,Vancouver
-

Aboriginal Wellness Program (AWP)

Vancouver

-

Adult Day Programs (Bella Coola)

Central Coast

-

Child and Youth Aboriginal Mental Health Outreach

Vancouver

-

Community Bath Program

Central Coast

-

Diabetes and Foot Care Clinic

Central Coast

-

Long Term Care

Central Coast

-

Meals on Wheels - Central Coast

Central Coast

-

Residential Historical Abuse Program (RHAP)

Central Coast,North& West Vancouver,PowellRiver,Richmond,Sea to Sky,SunshineCoast,Vancouver
-

Wound Care Clinic

Central Coast

-

Youth Addiction Counsellors - Vancouver

Vancouver

Aboriginal Health Initiative Program (AHIP)
The Aboriginal Health Initiative Program (AHIP) was launched in 2002 as a regional community based funding program to
support and encourage Aboriginal communities to identify health promotion projects that are culturally meaningful to
them. Successful projects include mechanisms to gather community input and ways to measure project outcomes. AHIP
initiatives help achieve the goals outlined in the Aboriginal Health and Wellness Plan 2008-2011.Aboriginal organizations
and First Nations communities in the Vancouver Coastal Health region are invited to submit a letter of intent to AHIP
funding as the first step in exploring the development and funding of community-based health promotion projects.
Health Promotion Projects
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AHIP Supports Aboriginal communities to provide locally responsive health promotion projects in the following 5 broad
streams:
-

Mental Wellness and Self-Esteem: refers to a person’s level of physical, emotional, mental and spiritual balance,
feelings of well-being and ability to respond in positive ways when faced with life’s situations and challenges; ability to
have meaningful relationships with family and feel good about oneself in those relationships. Having good Mental
Wellness and Self-Esteem can help prevent addictions.

-

Chronic or Infectious Disease: are illnesses that last for a long time with symptoms that can change over time and
may have times of severe illness. Some examples are cancer, arthritis, diabetes, asthma, hypertension, lupus,
emphysema. Infectious diseases are caused by a germ (virus or bacteria) that can be passed from person to person
and makes people sick. Some Infectious Diseases are also chronic, such as AIDS/HIV and hepatitis.

-

Access to Health Care Services: work with VCH, your community and other agencies to develop innovative and
interactive ways to access health services.

-

Early Childhood: is a time of physical, emotional, intellectual and spiritual growth in Aboriginal children aged 0 to 6
years old. Some examples of health promotion in early childhood are supporting parenting programs, school
readiness programs, parent and tot programs or infant programs. Helping parents learn from elders about traditional
ways of parenting can help young children feel connected to their community.

-

Local Community Food Security: happens when Aboriginal community members have healthy, safe traditional foods
that are easily accessible and sustainable. The traditional diets of Aboriginal people has changed over the years, and
many do not have access to well balanced and healthy traditional foods. Finding ways to increase knowledge of our
cultural teachings of traditional food sources will help support Local Food Security in our society today.
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FINANCIAL PHYSICAL AND HUMAN RESOURCES
Financial Resources
TOTAL FUNDS PAID TO DOUGLAS
FROM SSHS FLOW THROUGH
All Health Canada funding projected only
– awaiting approval

2011-2012
ACTUAL

2012-2013
Projected

2012-2013
Projected

2012-2013
Projected

2012-2013
Projected

2012-2013
Projected

$4,841
$0
$0
$43,000
$3,500
51,341
$3,500

$4,841
$3,000
$6,000
$50,000
$4,029
67,870
$3,500

$4,841
$3,000
$6,000
$50,000
$4,029
67,870
$3,500

$4,841
$3,000
$6,000
$50,000
$4,029
67,870
$3,500

$4,841
$3,000
$6,000
$50,000
$4,029
67,870
$3,500

$4,841
$3,000
$6,000
$50,000
$4,029
67,870
$3,500

$0
$54,841

$30,000
$101,370

$30,000
$101,370

$30,000
$101,370

$30,000
$101,370

$30,000
$101,370

DOUGLAS
Administration Flow Thru
Drinking Water Safety
Traditional Health
Health Canada: Flow-thru
Operations and Mtce: Facility
SUBTOTAL – HEALTH CANADA FLOW-THRU
Health Board representation (pd by SSHS)
VCH/MCFD/RCMP Flow Thru (projected only
not confirmed)
PLANNED EXPENDITURES
Wages and benefits (CHR)
Band Administration costs
Programs / Activities
Contingency

Excluding VCH/MCFD component
35,000
15,000
15,000
2,870
67,870
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Physical Resources

Our health building in our community

Human Resources
Who and What they do
The services, activities and programs described in the last section will be provided by the SSHS through its Nurses and
NADAP worker, the Douglas Community Health Representative (Wellness Worker) and supported by a Receptionist at
the Band Office, guided by policy of the Douglas Personnel Manual 2011. Our CHR will work with the SSHS staff as a
team to identify who has the best skills, knowledge and background experience to assign to the different activities
described in the next section. It will be a TEAM EFFORT designed to promote our team’s overall skills and experience,
time availability and suitability for different activities, tasks and seasons.

41

Staff Training Needs
The Community Health Representative (CHR) will be supported with training by the SSHS employees and any other
opportunities that can be arranged. We aim for our worker to be supported with training in health planning and activity
planning, recording and evaluation, as well as sexual health, abuse prevention and healthy lifestyles education.

ACCOUNTABILITY, INFORMATION A ND REPORTING
Patient / Client / Community Data
Since Douglas Band Council will not be providing individual medical or clinical services itself, the majority of individual
patient records will be held by SSHS on our behalf through an electronic medical record. SSHS will be responsible for
storing information on individuals and their specific health conditions and personal data. However SSHS will provide at
year end, a report (summaries only with no names) on the overall health status / conditions of SSHS community members
(and use of SSHS services) to help the Band Council with planning of wellness events in the following year.

Financial Information
The funding from Health Canada under the Contribution Agreement is the sole responsibility of SSHS to manage as they
are the responsible party for the agreement. SSHS will maintain the services of an Accountant to help maintain this
information and ensure an annual audit is conducted. SSHS will provide a copy of its Annual Report and Audit at the AGM
for member Nations including Douglas Nation. SSHS also provides regular financial reports to its own Board of Directors
of whom two Council Members are from Douglas Nation. The Douglas Nation members on the SSHS Board are then able
to share information and report back to the Douglas Band Council.
At the Douglas Nation level, the flow-through funds paid from SSHS to Douglas Band Council and Administration will form
a separate reporting line within the Financial system of the Band Council. The Band Council’s financial staff and
Accountant will ensure Douglas’s own financial audit is conducted annually, and that funds received from SSHS for health
programs and activities are in fact used for the health-related purposes mentioned above. The Douglas Band Council will
continue to be fully accountable for all health funds received from SSHS and to report on these funds with our regular
service reports under the Flow-Through agreement.

Reporting Requirements to Funders
Douglas Band Council will report to SSHS as its’ funder – and SSHS is responsible for reporting to Health Canada / FNIH
under the Contribution Agreement using the approved Health Canada reporting form.
Any other funds that the Health Team acquires directly will be reported in our own financial report and Audit.

42

Reporting to Community
The Douglas Band Council Health and Wellness team will report to the community through a variety of mechanisms:
-

Community Meetings

-

One to one home visits with individuals and families

-

Committees and small groups (e.g. Health Planning Working Group)

-

Program activities (promotions, posters etc)

-

Advertising and media

-

Contests and competitions

-

Web page

-

Kitchen table discussions

-

Radio, posters, phone, newsletters

Evaluation and Improvement
Evaluation Plan over next 5 years
A 5 year evaluation will be due under the SSHS Health Transfer agreement at the end of 5 years (2016 / 2017). In order
to contribute to the 5 year evaluation that SSHS will organize, we intend to keep the records identified previously and all
evaluation forms.
We would also like to play a greater role in the design and review of the results of the SSHS 5 year evaluation. It will be
vitally important for us to ensure we can evaluate the specific services delivered by Douglas Band Council for the
community and to ensure that the community can evaluate the services provided by SSHS separately. We also expect to
receive information on health status from the electronic medical records maintained by SSHS that can share with us the
health status of our community members. This will help us to monitor trends and patterns – and then target our wellness
promotional activities accordingly.
For our own purposes Douglas will not just wait for the 5 year evaluation however. We will be constantly evaluating our
CHR’s group and individual activities all the time by using feedback forms and evaluations to make immediate
improvements wherever we can. Our role is to respond to community needs – and if the community wants us to do
something differently – we will.
We will also be evaluating the service delivery model between SSHS and Douglas First Nation on an annual basis to
ensure that service delivery is consistent with the community processes and needs. It is vital that SSHS delivers what we
need according to their agreement with Health Canada and obligations to our community – but also that we ensure that
SSHS works successfully with our Band Council, CHR and our community.
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The key indicators that we intend to evaluate at 5 years include the same measures that were used for April 2010
evaluation report (see appendix for results) however to make it clearer for the community – we need to separate out the
evaluation of services delivered by the Band from the services delivered by SSHS to our community. The measures
include:
·

Satisfaction with services and programs (Band Council + SSHS)

·

Effectiveness of services and programs (Band council + SSHS)

·

Improvements (have we improved since 2010?) in all programs

·

Accessibility to services (is it easier for people to reach services when they need them?)

·

Participation levels (are the numbers of people participating in our events increasing over time? What extent of
‘coverage’ of all families in our community are we achieving? Who is missing out or not participating and why?)

Quality Improvement Plan
Our quality improvement focus has two streams:
1. Making improvements to each activity, group or initiative as we go – based in feedback forms and evaluations
from individual participants; and
2. Participating in the SSHS Accreditation Canada program by supporting the quality improvement work being done
by SSHS and ensuring that Douglas Band Council aligns activities with the accreditation process so that our
community receives services of the highest possible quality.
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APPENDIX: DOUGLAS FIRST NATION (Results from surveys)
November 2009 published April 2010: 15 surveys completed by Douglas community representatives as part of 5 year Health
Evaluation 2010

SECTION 1: DEMOGRAPHICS OF RESPONDENTS
A. AGE PROFILE OF RESPONSES

This reveals that the majority of surveys were received from people aged 55 – 64 years of age followed by the 25 – 34
year old age group. Any survey in future should aim to assess the responses from young people and persons between
ages 35 – 55 years of age which were the lowest response groups.
B. GENDER PROFILE OF RESPONSES
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This reveals that slightly more surveys were received from females.
SECTION 2: COMMUNITY HEALTH AND SAFETY
A. HEALTH OF HOMES

This reveals that the key concerns of Douglas citizens in relation to their homes are mould in their homes followed by the
threats from bats and rodents.
B.FEELING SAFE IN THE COMMUNITY
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These tables show that the majority of citizens largely feel safe in the community as indicated over the 5 year period
however there is a significant shift in that a greater number of citizens do not feel as safe as they did 5 years ago.
Interestingly a large number of participants were elderly and the high rates of concern about feeling safe may be
attributed to the overall ages of the responses.
C. TRUST AND RESPECT AMONG COMMUNITY MEMBERS

This shows that over 2/3 of the community have a high degree of trust and respect among community members while
33% believe that this is untrue. As to whether the situation has improved over the last 5 years - 60% agree it has
improved while 40% disagree that it has improved.
D.CONNECTION TO FAMILY
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This shows that today around 65% of participants feel connected and supported by family, and many (86%) feel as
connected today as they were 5 years ago. A total of 14% stated that they disagreed there was a greater connection
today.

E.COMMUNITY SUPPORT FOR ONE ANOTHER

This shows that around half of the participants believe that the community volunteers time to help with events while
around 5 people disagreed. A total of 12 of the 15 participants either strongly agreed or agreed that the strength of a
community is its ability to come together to support.
F.COMMUNITY LEADERSHIP
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This shows that just under half of the
community believes that Chief and
Council provide effective leadership
while 53% disagree that this is the
case.
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SECTION 3.SOUTHERN STL’ATL’IMX HEALTH SOCIETY ALIGNMENT OF SERVICE DELIVERY WITH TRADITIONAL
VALUES

This above three tables demonstrate that the vast majority of the community strongly supports the need for reflection of
Stl’atl’imx values and traditions, along with language, in the delivery of services.
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This reveals that the 9 of the 15 respondents in the community either strongly agreed or agreed that SSHS has tried hard
to integrate traditional values to the way they operate and deliver services, while 6 did not agree.

This reveals that around 11 of the 15 respondents either strongly agreed or agreed that SSHS encourages eating of
traditional foods during their service delivery while 4 people did not.
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This reveals that 9 of the 15 respondents agreed that SSHS is advocating for the language in the community while 6
people did not. This is a relatively high proportion of the total number of respondents.

This reveals that around half of the community agrees that SSHS aims to accommodate and support traditional activities
in the community while the other half did not agree with this statement.
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H.HEALTH CLINIC FACILITIES (Douglas)

This reveals that 2/3 of the citizens find the health clinics to be more like a health clinic than a ‘healing place’ but almost
three quarters of the people who responded said the clinic is relaxing and welcoming.
I.COMMUNITY INFLUENCE IN SSHS PROGRAM AND SERVICE DESIGN AND DELIVERY

These tables reveal that the participants largely disagree that they and their family have a “voice” in what SSHS has done
and how it operates.
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These tables show that citizens largely agree in the way that the health center is operated by local people although a vast
majority (86%) also agree that health professionals should help set the direction for what services and programs are
offered.

This reveals that almost half of the citizens believe that SSHS has greater control over the community’s health services
than they did 5 years ago. It is unclear however whether citizens believe this is a good thing (i.e. greater power in
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community hands) or whether people believe they have too much control at the expense of citizen voice and influence as
this question was not asked.

This shows that while everyone agreed that individuals and families need to take responsibility for “creating the

community they want” – SSHS also does a very good job of promoting responsibility for one’s own health according to 9
of the 15 respondents.
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This reveals that 9 of the 15 respondents agree that SSHS staff encourage and support the community taking into
account the traditional and seasonal affects, including encouraging members to speak out and get involved in programs.

These tables reveal a high level of support (60%) for community to come together to problem-solve however 40% of the
participants disagreed that the community did problem-solve together. There was a high level of agreement (11 of 15
responses) that the community does come together for celebrations however.
SECTION 4.SATISFACTION WITH SERVICES
Participants were asked whether they were satisfied with the following services offered by SSHS and community health
center staff.

This shows a high level of satisfaction about SSHS’ services for families with only 7% disagreeing.
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These results reveal that there are high levels of satisfaction with services offered for infants and for some children,
however there were low levels of satisfaction regarding services for some children, teens (youth), women and men
specifically. People had mixed views on services for people with disabilities.
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SECTION 5. COORDINATION OF SERVICES
Participants were asked whether they were satisfied with the linkages and networks that SSHS had made with a number
of other health service providers and departments, and whether these were well coordinated for citizens. The results are
as follows:

Most people were supportive of SSHS’ linkages with hospitals and those that knew of them agreed this was generally
effective.

Many people agreed that SSHS has positive linkages with Child and Youth mental health services and overall a vast
majority agreed that SSHS had coordinated well with Pemberton Doctors.

58

These tables show that most strongly agree that SSHS is too isolated from other departments in the community and
needs to improve its linkages with the Band office and other community services. The participants were divided on
whether SSHS had worked well with community members in planning and delivering services.
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SECTION 6. EFFECTIVENESS OF SERVICES
Participants were asked about effectiveness of SSHS services and operations and the results are below:
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These results show that overall results were mixed with most rating SSHS “somewhat effective” rather than highly
effective or ineffective. This reveals a high level of doubt and inability among the participants to give SSHS a more certain
rating. One area where participants rated SSHS highly was in following up health concerns.

61

SECTION 7. SSHS ALIGNMENT OF SERVICES TO MEET NEEDS OF THE COMMUNITY
Participants were asked about whether SSHS aligns its services and operations to meet the needs of the community:
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These ratings reveal that SSHS does aim to
support people to maintain a healthy lifestyle but
does

a

less

communicating

than
with

satisfactory
the

job

communities

of
and

keeping people informed of progress and health
information, and aligning services to better
needs of the community.
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SECTION 8. HEALTH STATUS
Participants were asked about their personal health and the following summarizes their results:

This shows that the vast majority believe their health to be good or very good, but less than half disagreed that their
health status had improved.
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These ratings reveal that most participants feel
they exercise too little although ratings are
slighter better than they would have been 5
years ago. Additionally the responses show that
the majority of participants felt that they were
overweight.

The majority of people do not smoke and have smokefree homes and also agree they remain healthy most of the time.
Most feel that alcohol and drugs in the community is about the same as it was 5 years ago.
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This shows that most people declared that they do not have a problem with prescription drugs – only 1 person stated that
they did.

The vast majority of people felt they do not have a problem with use of alcohol , and the majority also said they did not
drink.
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This shows that the majority of citizens believe that avoiding unhealthy behaviors is the main thing that contributes to
their good health followed by ‘feeling in control of your life’.
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Arthritis and obesity were revealed as the main chronic illness affecting up to two participants although the majority of
people said they had none of the above conditions.

This shows that most participants see their Family Doctor if they have a health problem with many identifying the Nurse
as the next two main service providers that they see.
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This reveals that participants find the CHR the easiest to access followed by the home remedies and dentist. The
service most difficult to access is the Family Doctor and drop-in clinic.
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SECTION 9. AWARENESS AND SATISFACTION WITH SERVICES AND PROGRAMS
Participants were asked about their awareness of particularly services and programs, and if they had used any of these
services, whether they were satisfied:

The majority of participants knew of the communication disease (immunization) service. All of those who knew of the
service were very satisified or satisfied with the service.
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Most participants did not know of this program (likely because the significant over 64+ age group completing the survey
were not parents of infants or new borns) and all of the participants who are aware of the service were satisfied.

71

Only a slight majority of participants were aware of the School health program and the persons who used the services
all said they were satisfied with the service.

Just over half of the respondents knew of the Elderly program and all those aware of it were satisfied.
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The majority of participants did not know of the Drop In Clinic and workshops. Those that did use the service were very
satisfied or satisfied.

Over half of the participants were not aware of this program. Just over 13% were somewhat satisfied and almost 27%
were satisfied but no-one who knew of the program expressed any dissatisfaction.
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The majority of participants did not know of this program therefore satisfaction ratings were very minimal.

The majority of particpants did not know of this program however those that did know of it were satisfied.
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A vast majority of people know of the Drug and Alcohol program and almost 1/3 (33%) were very satisfied or satisfied
with it. Over 13% were not satisfied.
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Over half of participants knew of the diabetes program. Almost 27% were very satisfied or satisfied with the program.

The vast majority of participants knew about the physician outreach program and satisfaction ratings were high for this
service (almost 60% rated the service very satisfactory or satisfactory).
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The vast majority of respondents were aware of the Home and Community Care program (this may be because many of
the respondents were elderly). There were positive levels of satisfaction with the program although a small number were
only “somewhat satisfied”.

The vast majority of participants did not know about the Youth Worker program – ratings were therefore minimal for the
5 people who did know of the program.
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Most people did not know of the “Living Free” program however for the percentage that used the program the
satisfaction ratings were very positive.
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