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INTRODUCTION

The five Salt Spring Island residents who have contributed to this report have extensive
backgrounds in issues relevant to physical and mental health care delivery. They believe that it
is time that their Legislator and the Legislative Assembly of British Columbia know about the
sad state of health care delivery being experienced on Salt Spring Island.
Salt Spring Island is an unincorporated community of 10,500 sharing its home with the other
Southern Gulf Islands in the Salish Sea. The Salt Springers get their health care services in
three different locations;
1. Victoria, BC which is 35 minutes by BC Ferry and a 40 minute drive by car.
2. Duncan, BC which is 20 minutes by BC Ferry and a 20 minute drive by car.
(This does not include either the normal 30 minute ferry wait time or the time for residents to
get to the ferry dock.)
3. Salt Spring Island.
Salt Spring Island is roughly 27 km (17 miles) long and 14 km (9 miles) wide, which is 185
square km (74 square miles). It contains a small town, Ganges which is primarily commercial
with the vast majority of residents spread throughout the island in rural homes. The economy
is primarily agriculture, tourism and retirees. There is one school district for all Southern Gulf
Islands connected by daily school boats.
Each of the other large Gulf Islands has smaller populations and health care systems that are
independent of Salt Spring Island. As you will read, the three largest other Gulf Islands have
primary health care systems to serve all their residents while Salt Spring Island’s primary care
system fails to properly serve an estimated 20 to 35% of its residents.
The Salt Spring Island Residents’ Health Care Report has four chapters:
1. Senior Health Care and Residential Services authored by Barb Aust
2. Mental Health Services for the “homeless/hard to serve” population authored by Rob Grant
and David Norget
3. Outpatient Medical Services authored by Curt Firestone
4. Lady Minto Hospital authored by Curt Firestone
Each person indicated is responsible for their section. Gwen McDonald, while not writing any
specific section, has made valuable contributions.
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There are some common themes in each of the reports and these point to across the board
recognized problem areas and potential solutions.
1. A lack of health service providers in accord with the population configurations of Salt
Spring Island: primary health care providers, mental health service providers, gerontology
service providers. These providers are needed both in offices and in the field.
2. Residential services and specialized day care for both our ever growing senior population
and those suffering mental illness and substance addition.
3. Services are scattered throughout the community. The need for a health centre could not be
more apparent. The health centre must pattern the centres on other islands and in other isolated
communities: primary medical/nursing care; urgent care services; mental health services;
alternative health services, pharmacy consultation services and a social worker to assist in care
coordination and to assist patients in health system navigation.
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Seniors’ Report for Salt Spring Island as it Relates to the Two
Planning Documents that Exist for Seniors in the Salt Spring
Community
Written by Barb Aust

Salt Spring Island age demographics
(courtesy of the Salt Spring Island Community Services Better at Home Study)
“In general Salt Spring Island’s population is older and healthier than many other areas in BC.
According to the Statistics Canada Census data (2011), there are 2585 people aged 65 or older
living on Salt Spring Island. This makes up 25.3 % of the total population of 10,234.
Seniors represent the fastest growing age groups on Salt Spring Island. The population of
the Gulf Islands is expected to grow by 31.4% by 2030, while the population over the age of
75 is expected to grow 156% in that same period.
In the 2010 Salt Spring Island health review it was noted that the demographics of Salt Spring
Island are changing and are increasingly weighted towards a predominantly senior population.
Both the preference for aging in place and the ongoing in-migration of retirees in the 55- 64age cohort are the key drivers of this population shift.
Statistics Canada Census data (2011) reported the median age is 53.2 compared to a provincial
average of 41.9. Also the population has a high degree of good health, with 21% lower
mortality than VIHA overall.
There are two “official” Elder Plans that have been released by or for Government Agencies in
the last fifteen years. In 2002, VIHA and CRD contracted City Spaces to do an Elder Plan.
Action items from page 41 of their report state:
 Actions to streamline delivery of in home services
 Development of a transportation strategy – this will require one of the non-profit
agencies to take the iniative to bring together all the parties who currently provide
transportation on the island as well as the business community who likely have an
interest in having seniors more able to access their businesses;
 The Gukf Islands Intermediate and Personal Care Society should immediately begin
discussions with VIHA regarding use of land on the Lady Minto site for a 30-unit
assisted living project and apply for an allocation from BCHMC;
 Prepare a comprehensive development plan for the Lady Minto Hospital lands; and
 Further study should commence immediately to determine the most cost-effective and
practical way to proceed with providing new complex care beds.
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The second “official” plan for the Island Health region, not specific to Salt Spring, is that
produced by Island Health in November 2016.
Here I will take their key priority areas, show what IH sees is a sign of success, comment on
where Salt Spring is at and point out the needs as I see them.
Island Health’s Seniors Roadmap to 2020 (November 2016) and Where Salt Spring is at
in August 2017
The Roadmap addresses four key priority areas for Island Health:
1. Support Seniors with Frailty, Dementia or at End of Life;
2. Support Seniors in Community;
3. Support Seniors in Facilities, Emergency Departments and/or Hospitals; and
4. Support a Learning Organization for Seniors Health.
1. Support Seniors with Frailty, Dementia or at End of Life
Island Health’s Plan:
1.1 Implement standardized tools for assessment of clinical frailty to improve care planning
across Island Health.
1.2 Create a Dementia Action Plan, to include enhancements to dementia care in all settings,
and supports for caregivers.
1.3 Develop care plans that embed patient, client, resident and family goals, which may include
goals for end-of-life, in all care settings.
1.4 Fully implement Island Health’s commitment to double the number of hospice beds to 64
by 2020.
What will success look like to Island Health?
 Seniors at risk of frailty are identified earlier and are encouraged and supported to make
healthy lifestyle changes. Supports are provided to mitigate risk.


Seniors with dementia and their caregivers have greater access to available supports
that will help them maintain independence, wherever they live.



Seniors with life-limiting conditions and their families are engaged in conversations
throughout their illness to inform decisions about their health care.



Individuals are supported during their end of life whether at home, in hospice beds, or
in hospital. Access to palliative care is enhanced across the Island Health region.
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August 2017 on Salt Spring
Bullet 1: Community Health Nurses are identifying those in need that come to their attention.
Making healthy lifestyle changes can be more difficult due to the lack of “upstream” supports
that support healthy lifestyles for those at the stage where they come to the attention of the
Community Health nurses.
The Community has a great team of nurses; we now (since September 2016) have a once a
month visit from a geriatrician. The geriatrician, Dr. Marilyn Bater, declared after being here
a very short time, that when she went to refer patients to services or programs that could be
supportive, there was nowhere to send them. Dr. Bater said that she is used to working with a
team in Victoria and at Saanich Peninsula Hospital. On Salt Spring, there is no team.
Bullet 2: There has been an Alzheimer’s Caregiver Support Group on Salt Spring for 25 years.
Volunteer, Margaret Munro, heads this up. However, there is no support group for those who
have been diagnosed with dementia or early Alzheimer’s at this point in time.
Bullet 3: If a senior has a regular family doctor, this is available to them. However, many
seniors on Salt Spring do not and this a major issue for them and for their families.
Bullet 4: We have had a very active volunteer Hospice Program on Salt Spring since the mid
80’s.
This is the group that provides the training for Advanced Care Planning. They provide vigil
support in homes, at the hospital and in long term care facilities. They also provide an active
grief support program. All the volunteers are trained and meet monthly to debrief and receive
further education.
There is one palliative suite at Lady Minto Hospital but Salt Spring is in need of Island Health
designated palliative care beds.
1. More programs that support healthy independent living.
2. An integrated team to support visiting specialists.
3. Doctors or a seniors’ Nurse Practitioner who is willing to take on abandoned or
orphaned senior patients.
4. More designated palliative beds and the operating funds to ensure their continued use in
the community.
2. Support Seniors in Community
Island Health’s Plan
2.1 Continue implementation of community health services teams to support rapid response,
in-reach to hospital, and access to specialized care for the most complex seniors in the
community
2.2 Create formal linkages with primary care providers to support these providers within a
more integrated system and within a strengthened primary care model.
2.3 Provide education to support staff to develop and/or strengthen core competencies in
seniors’ mental health and substance use care, including support for caregivers, across the care
continuum.
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2.4 Implement and expand Telehealth (virtual care) to settings in community, residential care,
physician offices and client’s homes.


Seniors have access to the care and services they need in the community, and have
fewer unnecessary visits to the Emergency Department and fewer hospital admissions.



Seniors requiring enhanced supports are attached to community health services teams
and are fully supported by primary care and specialized services as needed.



Education and practice supports for community health services teams about highly
specialized mental health and substance use services for seniors are strengthened.



Seniors benefit from integration of technology into care delivery, to support improved
self-management of their health conditions, and reduce hospital admissions and length
of stay.



Telehealth services are available with expanded options that enable both seniors and
care teams to connect seamlessly from anywhere



Implement Medical Orders for Scope of Treatment (MOST) in all care settings across
Island Health.
August 2017 on Salt Spring

Bullet 1: Seniors have access IF they have a physician. We have many, many seniors who do
not. The unexpected, recent departure of two physicians who were here on an international
placement program has left many seniors abandoned.
Bullet 2: We do not have a Primary Care home as described by the Ministry of Health. These
wraparound services simply are not available and particularly if a senior has not primary
physician.
Bullet 3: There is a mental health services team. It is on the second floor of a building with no
way for seniors with mobility issues to access the spot. We do have a visiting geriatric
psychiatrist that physicians can access however, again, no doctor, and no access.
Bullet 4: There is minimal integration of technology into care delivery on Salt Spring.
Bullet 5: There are the very beginnings of Telehealth on Salt Spring but it is not fully utilized,
does not have an appropriate designated private space and is not easily accessed.
Bullet 6: Medical Orders for Scope of Treatment is in place with physicians who are meeting
for Care Conferences in residential settings.
Needs for Priority 2:
1. Ensure there is a physician or a Nurse Practitioner for all seniors.
2. Work toward creating a Primary Care Home that meets the Community’s needs. This
is beyond a multi-physician clinic – it includes other care providers, a place where
chronic illnesses can be monitored and a private spot for Telehealth.
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3. Co-locate the Mental Health services in a Primary Care Home where there is access
for ALL.
4. Provide financial support and technology to service Telehealth in a more expansive
way. Set up at a Primary Care Home as well as portable devices that Community Care
nurse can take into individual’s homes.
3. Support Seniors in Facilities, Emergency Departments and/or Hospitals
Island Health’s Plan
3.2 Implement P.I.E.C.E.S.™ (Physical, Intellectual, Emotional, Capabilities, Environment,
Social – in other words, the whole person) in selected acute care units, and continue to work
with partners on full implementation in affiliate residential sites.
3.3 Implement care or discharge planning changes as needed in hospital to support earlier
discharge.
3.4 Increase residential care capacity in the Comox Valley and the Cowichan Valley, and
redevelop existing facilities across the Island to meet the care needs of seniors who require
long term complex care.
3.5 Improve the use of functional assessment tools by clinicians and care staff, in order to
minimize dependence associated with hospitalization of seniors (including medication,
cognition, pain, mobility, bowel/bladder, nutrition, and social support), within 48 hours of
admission.
3.6 Improve the use of evidence informed clinical guidelines by clinician and care staff to
minimize the impact of delirium and confusion in acute care.
What will success look like?
 Island Health care teams are equipped to deal with the unique care requirements of
dementia, by completing P.I.E.C.E.S.™ training in all residential care and tertiary
mental health care facilities, and selected acute care units.


The end of life wishes of patients, residents and their families are clearly
documented by using Medical Orders for Scope of Treatment in the majority of
hospital and residential encounters, and patients’ and residents’ goals of care will be
acknowledged and respected.



Clinicians in inpatient settings are supported to assess six critical areas of function –
medication, cognition, pain, mobility, bowel/bladder and nutrition/hydration – and
address these within the care plan within 48 hours of admission.



Clinicians in inpatient settings are aware of the risk factors for the development of
delirium, and all adults with predisposing conditions, and seniors in particular,
should be assessed for risk of delirium when visiting the emergency department,
pre-surgical clinic and upon admission.

August 2017
Bullet 1: Some RNs on Salt Spring have been trained in P.I.E.C.E.S. and Island Health has an
education program rollout work plan in place through the Seniors’ Council of IH.
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Bullet 2: GPs are integrating this into their Care Conferences so that this is recorded. Not all
families have been involved at this point but it is underway.
Bullet 3: Can’t comment – this would need to come from Island Health.
Bullet 4: Can’t comment – this would need to come from Island Health.
Needs for Priority 3:
1. Opportunities and funding for RNs to receive P.I.E.C.E.S. training on the island.
2. Expansion of understanding of Advanced Care Planning (available locally through S.S.
Hospice), Medically Assistance in Dying., and physician (if the person has one)
knowing the person’s wishes.
4. Support a Learning Organization for Seniors Health.
Island Health’s Plan:
4.1 Create geographic organization of care teams to provide a local focus, to allow innovation,
to be more responsive, and to support integration of services – all with the goal to ultimately
support improved health of communities and improve patient care quality and safety.
4.2 Conduct the research project Research EPIC: Exploring the Implementation and Impact of
the EPIC Model for Older Adults with Complex Chronic Diseases and Frailty (Phase 1) within
Cowichan communities.
4.3 Use consultation and collaboration to reorganize services, including highly specialized
services provided to seniors to ensure that improvements are efficient and respond to patient
needs.
4.4 Build on the collaborative relationships with the University of Victoria and the Institute on
Aging and Lifelong Health and other universities to promote research on seniors’ issues.
What will success look like?
 Care services are driven by patients, clients and residents to better meet their needs
and improve their experiences.


Individuals are served closer to home and planning and decisions are made with the
needs of local populations in mind.



Quality improvement projects and quality initiatives become part of Island Health’s
every day work to ensure that we are providing the best possible care to our seniors.



Point of care and/or evidence-based research is integrated into practice settings and
there is increased uptake of regional evidence into practice and policy.

August 2017
Bullet 1: As long as doctor appointments remain at ten or fifteen minutes in duration, this will
be hard to do. There needs to be an examination of the way doctors are paid and this is
between the Province and the Doctors of BC. This impacts the use of Nurse Practitioners in
the community.
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Bullet 2: This is a lofty goal and one that most people support. The key issue is that there have
to be enough support workers available in the community to provide the support in the home
and community programs that keep people healthy. There are several barriers to this:
1. Affordable housing – Salt Spring does not have enough affordable housing to keep
younger people and service workers on the island. This is a critical problem and needs
to be solved before anything else is done.
2. Trained workers – Salt Spring needs lots of trained Home Care Aides in order to
provide appropriate and effective service to clients in their homes. This past year, the
school district and Camosun College ran on off-campus program for care aides,
boosting the number of trained people we have available in the community.
3. Upstream Programs - We currently have Community Bathing, Adult Day Program and
a Balance Program beginning in the fall. We need more of these programs such as
Chair Yoga, walking groups, programs that end social isolation, etc. to keep people
healthy for a longer time. Without these in place, people come into care earlier than
necessary, a less favorable option and a far more expensive one. The Better at Home
Program sponsored by SSICommunity Services has filled a large gap in providing
initial support to seniors who are just beginning to lose their independence. It is an
excellent agency for seniors.
Bullet 3: There are people speaking on behalf of Salt Spring Seniors at the Island Health
Seniors table. Dr. Marilyn Bater, geriatrician, has clearly stated that this will be a goal for
her.
Currently we do have committees that have Patient Voices on them but this does not serve the
needs of the individual client.
Bullet 4: This requires implementation funding from the Ministry of Health and Island Health
and must be made available to all groups and facilities that provide care. The time is short –
the gray tsunami is upon us.
Needs for Priority 4
1. The province to work with Doctors of BC to realign how they are paid.
2. Community to get behind getting the affordable housing projects completed and
pressure on agencies that are holding this up.
3. Find ways to provide more on-island training opportunities for Care Aides and
Practical Nurses.
4. Provide bursaries for people in rural areas to help with retraining to care for seniors.
Attached to this commentary on seniors on Salt Spring are two other documents that were done
through the Salt Spring Health Advancement Network. One is a grid of Gaps from
Independence to End of Life. The other is a brochure on being an Age Friendly Community.
Both show further items that would help the community serve its seniors more effectively.
Summary of Needs
Needs for Priority 1
1. More programs that support healthy independent living.
2. An integrated team to support visiting specialists.
3. Doctors or a Seniors’ Nurse Practitioner who is willing to take on abandoned or
orphaned senior patients.
4. More designated palliative beds and the operating funds to ensure their continued use
in the community.
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Needs for Priority 2
1. Ensure there is a physician or a Nurse Practitioner for all seniors.
2. Work toward creating a Primary Care Home that meets the Community’s needs. This
is beyond a multi-physician clinic – it includes other care providers, a place where
chronic illnesses can be monitored and there is a private spot for Telehealth.
3. Co-locate the Mental Health services in a Primary Care Home where there is access
for ALL.
4. Provide financial support and technology to service Telehealth in a more expansive
way.
5. Set up Telehealth at a Primary Care Home as well as having some portable devices
that Community Nurses can utilize in people’s homes.
Needs for Priority 3
1. Opportunities and funding for RNs to receive P.I.E.C.E.S. training on the island.
2. Expansion of understanding of Advanced Care Planning (available locally through S.S.
Hospice), M.A.I.D., and physician (if the person has one) knowing the person’s wishes.
Needs for Priority 4
1. The province to work with Doctors of BC to realign how they are paid.
2. Community to get behind getting the affordable housing projects completed and
pressure on agencies that are holding this up.
3. Find ways to provide more on-island training opportunities for Care Aides and
Practical Nurses.
4. Provide bursaries for people in rural areas to with retraining to care for seniors.
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Mental Health - Salt Spring Island
Written by Rob Grant and David Norget

We need a proper system of care for the homeless/at risk/hard to serve population*. This
system of care involves coordination and collaboration between primary health care, supported
housing, mental health and addictions, food security, and social services (including vocational
development, income security, etc.). The approach needs to have a strengths-based focus with a
social determinant lens. Services need to located on island to support this system of care.
We need basic healthcare services that meet the needs of the homeless/at risk/hard to serve
population which includes: mental health case management; substance abuse/addictions
services including outpatient counselling, recovery, detox and supportive recovery housing,
and outreach; recovery programs for mental health and addictions (peer support/clubhouse,
biopsychosocial rehab). Our community is seriously lacking these services. We have no
substance abuse services or supporting mental health housing. Our recovery programs and case
management services for hard to serve have been weakened. Other than for acute clients basic
adult mental health services wait times are longer than ever, current services struggle to
respond to the needs of the reluctant/resistant person - only tool is hospitalization. First
responders - police, fire, ambulance are often dealing with mental health issues** over their
heads and with little or no support. First responders need people or training support including
self-care, often being the first to encounter MH crises. PTSD and general debriefs within 24 hrs
of incidents and teaching self-care are essential.
The homeless/at risk/hard to serve need access to primary health care. GP system isn’t
working. Over 50% of this population do not have a GP. Despite the addition of a Nurse
Practitioner many are still not being reached. Their only access point is the emergency room,
which is not the appropriate place as their mental health issue are distinct from physical health
emergencies.
Service structures need to be in place in a style that matches the person requiring service. For
homeless/at risk/hard to serve this typically means outreach - ACT or ICM teams are in place
in virtually every other community, accessible clinic style healthcare where a person can
access a doctor, nurse, dentist, etc (integrated teams).
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Specific strategy requires for homeless/at risk/hard to serve youth (age 15-24) and youth in
general due to their specific developmental needs, and the transition time between systems that
can see them fall between the cracks (MCFD/School/Family to IH/Social Assistance/CLBC/
street). Catching psychosis in youth right away prevents a host of issues later on.
Sexual Assault is not being addressed by the legal system - police (police officers not being
properly trained in our community to care properly for survivors - trauma informed practice),
and the court system (1% of reported assaults leading to conviction) and therefore there are
many resulting mental health issues for the community that occur - survivor and family of the
survivor, offender,& community ISSUES; A legal system that imparts justice, legal and
policing personnel that are trauma informed (i.e. not adding to the trauma of the survivor), and
Mental Health resources for perpetrators are sorely needed.
*homeless/at risk/hard to serve population includes: Homeless, Addicts, Elderly 65-75,
LGBTQ+ (esp Trans population), Perpetrators of Violence, Youth 15-24
**Main Issues - Suicide; Addiction & Substance Use; Self-harm (amongst youth); Depression
& Anxiety; Poverty; Domestic Violence.
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Mental Health Chapter Appendix I
- RCMP - Cynthia Gillis Community Conversation (Mar 2016)
Cynthia Gillis (RCMP) was an officer who had been on Salt Spring Island for 3.5 years. She
was invited to share her perspective on the community and experience with her role with the
RCMP.
Cynthia’s Comments:
● Salt Spring has a big challenge with mental health. The police have to manage
symptoms/behaviours of mental illness. Most police contacts/interactions result from an
element of mental health.
● In 2015, there were over 3000 files; 10% of these were complete mental health issues threats to self and others, violence, dementia, public/domestic disturbances.
● There are many cases of elderly people experiencing dementia and living at home; gaps
for access for supports; not able to clean, eat or care for self.
● There is only 1 quiet room at the hospital; often there is more than 1 person who needs
this safe and private space. This results in impact to other hospital patients/staff.
● Major gap in long term care for mental health issues on island; most people who
brought to the hospital will get moved off island or let out;
● Some that get out commit suicide because there isn't enough support.
● People have to meet a certain threshold to apprehend; nobody likes this because it is
messy - to keep people safe including police officers. Often we can't justify
apprehending someone yet expect to come back the next day to pick up the body. There
isn't proper support.
● Many police officers don't have suicide prevention training.
● We are missing the mark in supporting outreach so people can access help once it's
identified that this is what they need.
● There is weekly dialogue with mental health nurse and police about current cases. This
is helpful.
● If there is one major issue, it's the follow-up to support for mental health and crisis.
Even in crisis there can be gaps in the night where access to victim services/mental
health is not available. No emergency mental health from midnight to 6 am.
● For unsupported dementia, the conditions can be very poor. Who can provide the
required biohazard cleaning and deal with the person who has dementia at the same
time?
● One active team that has been successful is addressing high risk domestic violence.
This includes IWAV, police, victim services, & health professionals.
● Information sharing between agencies is so key as it makes a big difference for
outcomes because professionals can be aware of the situation with individuals.
● Better coordination between agencies would make a big difference for tracking and
supporting people.
● Domestic violence is the 2nd major issue in our community (behind MH).
● Illicit drug use is not a major issue.
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● If I could make one change I would see more outreach and a strong coordinated referral
program from police to a funded and active mental health team comprised of
emergency mental health professionals, IH, Yellow Submarine, United Church, IWAV,
SSICS and other vested individuals.
● There are approximately 50 people in crisis in an average month.
● An active mental health team would deal with those at the highest risk (self/others) and
this would probably be 20-50 individuals each month.
● There are probably another 50 people who could be included at medium risk or needing
additional help.
● There are more transient people in the summer.
● In Vancouver there are full time mental health positions where multiple police interact
with the same person and coordinated efforts to report to a doctor.
● Another area of challenge is with sexual assaults of a child/youth. The IWAV crisis line
has limits to working with young people. There are no youth specific programs.
Other comments:
Individual dealing with homeless - In cities there are ACT (Assertive Community
Treatment) teams with mental health professionals that stay with individuals to ensure
supports. There are no ACT teams on Salt Spring. ICM (Intensive Case Management)
isn't there to cover all. There doesn't appear to be funds for follow-up and support staff.
A high percentage of mental illness is connected with addiction. People are suffering
and do what they can to temporarily reduce their suffering. We have to remember that
this goes together.
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Appendix II - Adult Mental Health Substance Use (AMHSU)
Team & Psych Nurse
Lady Minto Hospital - Interviews (Sept 2017)
A - As identified by the new Mental Health Nurse (Sage)
Suicide; Depression; Youth self harm, depression and anxiety; Programs for youth; Seniors esp
queer seniors; Isolation / poverty; Community conversations; Healing circles
B - AMHSU Team - Sept 15/17.
● What’s working?
○ Urgent/Crisis clients needs are being addressed fairly well
○ Good staff in place
○ Nurse Practitioner role is meeting many of the needs of those lacking a primary
care physician
○ Social Worker role is meeting support needs of GPs to a large extent
○ There is some coordination of efforts and information occurring
○ There is now a Minister dedicated to mental health and substance abuse issues
(Though as of yet there is no ‘Ministry’)
● Issues:
○ Most vulnerable are: Young Adults, Elderly (particularly 65-75), Homeless,
Substance Abuse, and LGBTQ+
○ There is a need for more staff to address MH needs. These include additional
counsellors, MH workers (outreach), an alcohol and drug counsellor, and case
manager.
○ There is a need for a walk in type clinic (is currently the ER at Lady Minto
Hospital) to address MH needs
○ Proper facilities for team are still lacking/in process
○ One of the psychiatrists is ceasing her contract. There is a need, ideally, for an
in-house psychiatrist.
○ Housing and supportive housing for the homeless, Individuals with Substance
Abuse issues, and Individuals with Mental Health issues sorely needed. There
are no supportive recovery beds on SSI.
○ Emergency response people for children outside of M-F 9-5 schedule
unavailable and AMHSU team is expected to pick this up despite already
stretched resources and it being outside of competency areas for staff in general
(eg. Min of Children and Families will not respond evenings and weekends). In
general there is limited effectiveness of off-island services to the island
○ There is no to very limited supportive recovery outreach with tracking for
individuals suffering from substance abuse
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○ There is limited need care and assessment, and no coordination of services for
elderly. Home and Community care often don’t want to go into the home.
SORT is geared to 75 years and older and relatively unresponsive to coming to
the islands.
○ Mental Health Services are primarily reactive. There is limited to no proactive
services for mental wellness/well-being
○ Current wait time for services range between 3 and 5 months with the Outer
Gulf Islands having even greater wait times.
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PRIMARY CARE HEALTH SERVICES
Written by Curt Firestone

As of October, 2017 the College of Physicians and Surgeons of British Columbia list 23
medical doctors offering family practice services on Salt Spring Island with a Salt Spring
address and in most cases phone number. I know that this is incorrect information and in some
cases, the community is not even aware of these doctors. This is the source to which British
Columbia Provincial Health Care system directs those residents looking for a family doctor.
All 23 doctors on this listing indicate that they are not accepting new patients.
The Salt Spring Island Chapter of the Rural and Remote Division of Family Practice publishes
“Fetch” which lists one internist and 12 family medical practitioners on Salt Spring Island. It
is known that one of the twelve is in the process of re-locating with 11 family doctors
remaining on Salt Spring. There is no information in Fetch on which, if any, of these family
doctors is accepting new patients.
Fetch did not have any information about the nurse practitioner who is a member of the Island
Health mental health team and does see patients and provides physical health services.
It is also commonly known that there is one medical doctor whose sole practice is in the
emergency room of Lady Minto Hospital.
For the purposes of this report, I am using 11 family practice medical doctors and one nurse
practitioner (specializing in services to those with mental health issues) as the basis of primary
care services availability. I also include in this report the emergency room as the site of urgent
care and for many residents their primary care services.
LEVEL OF SERVICE IF ALL MDs AND NURSE PRACTITIONERS WORKED FULL
TIME
Full time means a 40 hour work week. On Salt Spring most, if not all MDs, are required to
work one day a week in the Lady Minto Hospital Emergency Room. That would leave them
with 4 days (32 hours) each week for their outpatient panel.
In as much as every doctor in private general practice (GP) works differently than the next, I
have had to make some assumptions.
1. Each GP sees 4 patients per hour. Note that many GPs on Salt Spring Island have a sign
posted saying that all appointments are limited to ten minutes.
2. A GP actually sees patients for seven hours a day. This leaves some time for administration,
inpatients, more acute patients and/or meetings.
3. A GP works 48 weeks a year.
4. On an average, every resident sees their GP four times a year. This is more frequent for
some and less frequent for others.
This equates to each GP having a patient panel (caseload) of 1344 Salt Spring residents. This
is actually smaller than the Ministry of Health states in their 2015-16 resource report of
General Practice Physicians; 1560 is the average provincial patient panel size for GPs.
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All eleven family doctors working full time will serve a patient population of 14,784. This is
based on averaging each doctor’s patient panel at 1344. If you use the provincial average, than
all doctors working full time could serve a population of 17,160. Just a reminder here: Salt
Spring’s population is 10,500.
For simplicity sake, this does not include the caseload of the nurse practitioner in the mental
health unit who is also providing physical health services.
Yet, all Salt Spring Island knows that there is a GP shortage.
In 2015, The Family Practice Chapter said that there were 18-35% of all residents without a
general practice MD. A recent “private” report says the number is 3500 or 33% of the
residents without a GP.
These are the indicators of the shortage of GPs
1. Some patients are told to go to Cowichan Valley for family doctor visits. They are even
given free of charge BC Ferry transportation for that purpose.
2. Some patients are simply told to use the Emergency Room as a family doctor. Yet the
doctors there have no records upon which to provide a continuum of services. The real “catch
22” is that female patients can not get routine female preventative health services (such as a
mammogram) without a GP. What about routine physical examinations? How do you get
something as simple as prescription renewals?
3. Stories abound on Salt Spring of people living here for several years with no GP.
4. In 2013, two GPs departed and in 2016 and 2017 two more GPs terminated their Salt Spring
practices. In the same time period only two new GPs arrived for a net loss of two GPs.
Therefore, the percentage of orphan patients could be as high as 40% according to the
“private” report.
If there are eleven GPs who could serve 15,000 or more active patients, why with a
population of 10,500 is there a physician shortage?
The answer is simple; most of the GPs on Salt Spring Island only work part time. Instead of
11.0 full time equivalent (FTE) physicians, we have somewhere around 6.25 FTE. Let’s look
at some real numbers that gives us some basis in fact. Remember that with an average sized
caseload of 1344 patients, we need 7.8 FTE to serve 10,500. We also should factor in the
10,000 part time summer (July and August) residents and tourists who flood our community
each year. They need the urgent care provided by the Emergency Dept. at Lady Minto
Hospital.
The BC Provincial Medical Services Commission Financial Statement for FY ending 3/21/16
tells us the medical payment income of our Salt Spring physicians. I do not know if this
includes the bonus pay for working in a rural community or for working either on-call or onduty in the Emergency Room. The range of income is $181,110 to $428,167. From this
report, I can surmise that we have only one full time GP, three working ¾ time, 3 working ½
time, and three working ¼ time in the FY ending 3/21/16.
The actual number of hours being worked is only known to the individual GP and to the
Ministry of Health. Using this earnings chart as an indicator, our actual FTE for Salt Spring
GPs is 6.25 FTE. 6.25 FTE with patient panels averaging 1344 would serve a population of
8400. This places the number of residents without a GP at 2100.
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We can now surmise that the number of Salt Spring residents without a GP is between 2100
(20%) and 3500 (33%). Only the Ministry of Health has an accurate figure. We do know for a
fact that GPs are not taking any new patients and it appears that is even true when for any
reason a patient is no longer an island resident. So, just maybe, the patient panel size is
shrinking. I guess that somewhere between two and three full time physicians and/or nurse
practitioners would meet local needs.
In the summer, we may need 1-2 temporary GPs (locums) to serve our non-resident visitors.
Two tiered medical speciality services
All too frequently, the need for medical specialty services means a huge reduction in the
quality of life for the patient. Hurry up and see your family doctor, only to have to wait to see
the referred medical specialist. BC is robbing a person of time on the job, of valuable time
with family, of enjoyable retired years.
There is an answer if you have the funds, the time and access to medical care out of country.
While the USA is known for a dismal record of service delivery to low income, non-insured
residents, it has an open door to those with either insurance or funds to pay for services.
On Salt Spring, Ms. Name With-held holds dual citizenship, as she was born in the USA and
has chosen Canadian citizenship. On the advice of her BC doctor, she goes to the USA to get
specialized care. Recently, she was told to wait six months for an injection only provided by a
specialist. With just a couple of phone calls, she arranged to get examined and because the
USA doctor concurred with the Canadian doctor’s findings, an injection was provided in 14
days after the visit to the BC doctor. 14 days vs. six months. Five ½ months without pain and
suffering.
Is the simple answer, a shortage of specialists? Or is it compounded by a poorly organized
system of reporting, medical records, absence of office nurses, and bureaucracy. This calls for
a thorough review by the Ministry of Health with the assistance of highly qualified health care
delivery consultants.
What we do know is that if you have access to medical care in other countries with the fiscal
resources to pay for the services, then you receive prompt, quality attention.
The Salt Spring Island Chapter of the Rural and Remote Division of Family Practice
I just want to say a few words about this Chapter. To the best of my knowledge, the quality of
of medical services provided by members of the chapter meet and/or exceeds all accreditation
standards. No one has concerns about the quality of medical care. The chief concern lies with
the responsibility of the Ministry of Health to provide equal access to family doctors and nurse
practitioners for all British Columbia residents.
Two suggestions:
1. Currently each GP has her or his own patient waiting list. A single waiting list for all Salt
Spring residents would give equal opportunity to residents without a GP. As a person leaves
the island for any reason, then a GP automatically accepts the next person on the list.
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2. The Chapter should interact with the Salt Spring Health Advancement Network and any
other community health advocacy group to plan for improvements in the health delivery
system. I know that the doctors are busy with their primary clinical responsibility, yet they
have had time to work with the Lady Minto Foundation in planning hospital based services.
Planning for community based outpatient services is equally important.
The Chapter was approached to participate in this report, but in the end, they chose not to
accept the invitation.
A suggestion to the Ministry of Health.
When a physician decides to discontinue services to a patient (as is their right), leaving the
patient with the emergency room as their “GP” is not a healthy clinical practice. This is
especially true when the patient has life threatening, chronic medical conditions. A system
should be in place to ensure that all residents with a diagnosed chronic illness have priority to a
GP even in times of GP shortages.
The other Gulf Islands’ Primary Health Systems
The other Southern Gulf Islands have a population of 4950. North and South Pender, Mayne
and Galiano are served by 4 GPs (3.2 FTE) and 3 NPs (2.2 FTE). For each primary care
provider, there would be a case load of 916 on average. The four GPs also are on call as a
group for emergencies. Saturna has a once a week locum.
Pender Islands’ Health Centre
The Pender Islands (North and South) have a population of 2,250. They are served by two
family medical doctors each working four days each week and one nurse practitioner working
three days a week. Whereas the Salt Spring Island family doctors work on a fee for service
basis, the doctors on Pender Island work on a contract with Island Health Authority.
The Pender Islands’ GPs work includes being on call for the Emergency Room and not actually
on duty. The two GPs work six hours a day/five days a week which is equal to 1.5 FTE. The
NP works 3 days a week x 7 hours per day for a total 21 hours per week. There are no orphan
patients. This means that Pender Island has 2.0 primary care providers for 2250 residents;
1125 patients per practitioner.
The Pender Islands Health Centre is owned and operated by the Pender Islands Health Care
Society. The health centre was built as the result of donations and grants from government and
private sources. The CRD and Island Health were two of the largest contributors. The facility
includes medical services, dental services, mental health services and several allied health
services. The emergency room has two beds appropriately equipped.
Galiano Island Health Centre
Galiano Island has a population of 1250. It is served by one full time family medical doctor
and one full time nurse practitioner. Whereas the Salt Spring Island family doctors work on a
fee for service basis, the doctor on Galiano Island works on a contract with Island Health
Authority. The nurse practitioner is an Island Health employee. The health centre is also the
home for community nursing, dental services and lab services. It includes a one bed
emergency treatment room.
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This means that Galiano Island has 2.0 FTE primary care providers for 1250 residents or 625
person patient panels.
The current health centre was built 25 years ago when the population was 5-600. At that time,
a community driven society was created. The same society is still responsible for the delivery
of health services in conjunction with Island Health and the Ministry of Health. Funding
comes from a variety of resources.
1. A CRD approved referendum was placed on the ballot and received 90% approval. This
provides an on-going source of property tax revenue. (2017- $85,000)
2. Donations and bequests
3. Island Health contracts
4. Society membership fees
5. Annual Wine Festival
The total budget is $360-370,000.
Twenty five years ago when the building was designed, it was with an eye to expansion. The
property chosen has ample space for building growth. Its layout allows for wing extensions on
the single floor. Now with a doubled population and a community desire to increase the
service modalities to include alternative medicine, mental health practitioners and others, an
expansion fund raising project is underway.
Mayne Island Health Centre Association
Mayne Island has a population 1100. The Mayne Island Health Centre Association was
founded in 1975 as a non-profit society. The health centre opened in 1976. The Mayne Island
Association is associated with the Southern Gulf Islands Health Association. They also work
with the rural Island Health management team responsible for the Southern Gulf Islands.
The primary care staff includes a .6 FTE general practice MD and .6 FTE nurse practitioner.
This equals 1.2 FTE primary care practitioners for 1100 people or patient panels of 916. There
is administrative staff and a variety of health providers and services at the Health Centre.
Table #1
LOCATION
Pender
Galiano
Mayne
SSI
SSI
SSI

POPULATION
2,250
1,250
1,100
10,500
7700 (est. served)
2,800 (quesstimate
not served)

FTE
2.0
2.0
1.2
6.25
6.25
0

EST. PANEL SIZE
1125
625
916
N/A
1232
0

The above table reflects that the patient panel size for GPs practicing on Salt Spring Island is
estimated to be appropriate. What is missing are 2-3 FTE Primary Care Providers.
Is the problem administrative?
MDs commonly complain about the office administrative workload. They hire
receptionist/administrative assistants/book-keepers to facilitate keeping all the records needed
for a private practice. They themselves often find that they are buried in the administrative
work of a business operation.
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Is the administrative aspect of running a private practice keeping GPs from serving patients?
The other gulf island GPs under contract do not have the same business operations problem.
Is the fee for service private business model of medical service delivery on SSI a poor model?
How does the fee for service model of Salt Spring compare to the contractual model used on
the other gulf islands?
Is the problem that too many Salt Spring doctors choose to work part time?
It goes without saying that every person is free to work as much or as little as they desire. I
recognize that doctors with their extensive education and training command high incomes.
High incomes allow them to work part time and still maintain a comfortable life style. It also
requires that we have more physicians in order to have a medical workforce large enough to
care for all residents. Would nurse practitioners allow GPS to work part time while providing
the level of clinical services required on Salt Spring?
Is the problem that Salt Spring Island general practice doctors take time away from
outpatient family practices to work in the LMH Emergency Room?
If the emergency room (which has become primarily an urgent care center, due to the huge
numbers of residents without any other resource) were to be staffed by nurse practitioners with
medical doctors available on call 24/7, this could free up many doctors (including those who
choose to work part time) to dedicate themselves to their private practices.
If Island Health determines that a medical doctor needs to be on staff full time in the
emergency room, then Island Health should contract with doctors to staff the ER. This would
allow Island Health to hire doctors who have specialized in emergency services. Of course a
combination of medical doctors and nurse practitioners could be used. There are also
registered nurses who are emergency room specialists.
Please note in the Lady Minto Hospital section of this report that the Lady Minto Hospital
Foundation has just contracted with Island Health to determine the feasibility of making
improvements to the emergency room. This should be expanded to include a review of the
staffing pattern.
Should Salt Spring Island be treated the same as the other Gulf Islands?
Primary care on the other gulf islands is provided through a system of Island Health contracted
family doctors and Island Health employed nurse practitioners.
Primary care on Salt Spring Island is provided by fee for service family doctors in private
practice, each receiving a bonus for practicing medicine in a rural setting. One nurse
practitioner employed by Island Health works in the mental health unit.
Recommendations:
1. Create a multidisciplinary, broad based community health centre on Salt Spring Island that
builds upon the success experienced by community health centres on Pender, Mayne and
Galiano Islands. The community health centre should be built to house outpatient mental and
physical health services staffed by mental health professionals, family practice MDs, Nurse
Practitioners and a social worker. Space could also be made available to a pharmacist, dentists
and alternative medical professionals. In order to utilize current public transportation systems
and for ease of access by SSI’s marginalized population, it is highly recommended that the
health centre be located in central Ganges.
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2. The Community Health Centre should employ a nurse to assist the physicians and nurse
practitioner. The nurse would screen every patient so that the GP or NP would have medical
history, medications in use, and current symptoms identified prior to seeing the patient. Simple
things like weight and blood pressure would be completed. The nurse would handle routine
injections for flu prevention. Routine prescription renewals could also be fast tracked.
Explanation of lab results could take place.
3. Create a Salt Spring Island Health Centre Society. The society would replicate the
successful societies on the other Gulf Islands. It would relieve Island Health from the
administrative operation of the health centre. It would relieve the SS Chapter of Rural and
Remote Family Practice of recruitment and other external administrative functions that distract
from the practice of medicine. It would be in tune with expressions made on island by both the
pro and con sides of the recent incorporation debate.
4. Location possibilities: If services are going to be accessible to all residents, then central
Ganges is the obvious location for the new community health centre. Currently mental health
services are located in at least three locations and family doctors are in five locations; none of
which are located in central Ganges. One piece of property to explore is 108-118 Jackson
Street. 1.3 prime under-developed vacant acres in the heart of Ganges.
5. Convert the existing Family Practice physician fee for service model to a contractual model.
This should be done by retaining the existing Salt Spring physicians. New physicians would
be hired into the new community health centre on a contractual basis in the same manner as
used in other island communities. As existing physicians leave their Salt Spring practices, they
would be replaced by contractual physicians.
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LADY MINTO HOSPITAL
Written by Curt Firestone

The Lady Minto Hospital situated in Ganges is a vital and integral component of Salt Spring
Island’s health care delivery system. It was built in 1958 (60 years ago) and has had some
expansion and re-configuration during its lifetime.
Services include: 19 acute beds, 31 extended care beds, 1 palliative suite, emergency/urgent
care services, laboratory, medical imaging, treatment rooms, psychiatric observation and
administrative/mechanical/food preparation areas.
A 2012 feasibility study indicated five issue areas related to emergency, lab and medical
imaging:
“1. The laboratory is too small and has been operating with provisional status since 2000.
However, a new outpatient laboratory was recently completed in a new area leaving vacant
space in the laboratory.
2. The medical imaging space is too small and there is limited space for ultrasound.
3. The emergency department is too small for the volumes seen and there is no privacy for
patients including those with mental health issues, assault patients or for families.
4. There is no dedicated private interview room for psychiatry.
5. The psychiatric observation room for mental health patients needs to be upgraded.”
A surgical suite has been converted for endoscopies usage.
On 21 September 2017, the Lady Minto Hospital Foundation entered into a $40,000 maximum
contract with Island Health for:
“1. A summary review, from recent previous reports, of all necessary upgrades required in
order for Lady Minto Hospital to maintain national accreditation status.
2. A functional design program for urgent upgrades required at the Lady Minto Hospital
Emergency Department.”
Part of the task will be more than just figuring out how to find more space, but how all the
departments can be fit together to create the most functional workspace including admittance,
diagnostic testing and other stations. Island Health will contract the study with Resource
Planning Group.
Some critical questions that Island Health, Ministry of Health and the Salt Spring community
need to answer:
1. Lady Minto Hospital was built to provide services to all Gulf Islands. Over time, BC Ferries
has reduced ferry services between the islands. At the same time, Salt Spring’s population has
both grown and aged. Where does Lady Minto fit into health services delivery on the Gulf
Islands over the next 50 years?
2. The current structure is 60 years old. What is its lifespan? What attention does it require?
3. How does a small satellite hospital like Lady Minto fit into Island Health’s full range of
health service delivery responsibility along with the larger major hospitals; especially those in
Victoria and the larger satellite hospitals like those in Duncan and Saanichton?
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