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EXECUTIVE SUMMARY 

A. Importance of Services for Elders 
Services for Elders should include good quality, culturally safe care that is both acceptable to and accessible by 
the community. Services need to ensure that the individual’s interests, customs, beliefs and aspirations are 
valued and nurtured, and that they are supported to stay connected with their family and community. Elders 
should be able to remain in their communities – whether they are at home or in a residential facility of some 
sort. The delivery of culturally safe Elder care is dependent on a variety of elements such as:  

• having appropriate buildings to allow for cultural activities, family visits, ceremonies and taking into 
account Aboriginal customs;  

• ensuring comfortable environment and surroundings (e.g. access to the natural environment or 
outdoor access and bushland gardens, Aboriginal artefacts);  

• employment or engagement of Aboriginal people;  
• participation by the local community in planning and providing Elder care;  
• encouraging and assisting community members to remain engaged with their community (e.g. by 

participating in traditional events);  
• respecting cultural traditions; and  
• providing the services in a culturally safe way.  

According to Indian and Northern Affairs Canada or INAC (now replaced by Indigenous Services Canada) there 
are approximately 748,3711 First Nations people in Canada. Statistics Canada projections show that the First 
Nations population age 55- 64 will increase by 236% and the 65+ group by 229% over the next several decades. 
Life expectancy is also anticipated to improve. As a result, there will be 57,000 more First Nations members 
aged 65 and older in 20212. As well as population growth and people living longer, people moving back to their 
home communities it is anticipated that this will cause the population living in First Nations communities to 
increase by 34%. Projections based on current population data predict that the longevity of First Nations people 
in Canada will increase in future, and parallel to this, there will be an increase in the prevalence of chronic 
health conditions and in the demand for the full range of services in First Nations communities.  

Currently in B.C., there are approximately 27,760 subsidized residential care beds in 335 regulated facilities. 
The facilities are owned and operated either by health authorities, not-for profit organizations, or for-profit 
companies. There are minimal facilities governed by Aboriginal people which focus on providing a culturally 
safe service for Aboriginal people, despite the growing number of Aboriginal people aging in communities. 
Many have had to leave their home community for assisted living or long-term care due to the lack of options 
within or near their own communities. This has been traumatic both for families and First Nations communities 
(losing their Elders because they have to move away for care) and for the Elders themselves. Many have spent 
their entire life in their home community and having to move at such a late time in their life when they can no 
longer live at home, has caused much distress to many Elders and families. The isolation from their home 
community, coupled with living often with other non-Indigenous residents in mainstream care facilities, often 
disconnects them from their culture, language, ceremonies and celebrations.  

B. Feasibility for an Elders Facility in Lillooet 
This needs assessment and feasibility study for an Elders Facility responds to the local demand and gap for 
Elder’s residential care in the Lillooet region based on similar trends as are being experienced nationally. 

                                                 
1 Indian and Northern Affairs Canada (INAC), 2005, “Historical Trends: Registered Indian Population Canada 1982 – 2005”. www.ainc-
inac.gc.ca/pr/sts/htrip/index_e.html 
2 Katenies Research & Management Services (2002). “A First Nations Continuing Care Policy Framework – an Intergenerational Perspective”. 
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The purpose of this study was to undertake a needs assessment and feasibility study for an Elders Assisted 
Living complex and Independent living housing facility in the northern St’at’imc region which involves six 
St’at’imc communities based around the village of Lillooet in central / interior BC. The six communities are as 
follows and all are members of the St’at’imc Nation: 

 Xaxli’p (Fountain) 
 Sekw’el’was (Cayoose Creek) 
 T’it’qet (formerly Lillooet) 
 Tsalalh (Seton Lake) 
 Xwisten (Bridge River) 
 Ts’kw’ayla (Pavilion) 

The dual focus on Assisted Living Units as well as Independent Living Units is vital in that there are a group of 
Elders who need (or will soon need) support with living (Assisted Living) as well as a group of Elders who need 
(or will soon need)  to move to independent units as their existing homes are old, too big for them or may want 
to move closer to hospital and doctors office closer to town. The need for these types of housing is essential 
for communities who have further to travel to get to hospital, shop, doctor’s appointments etc. It is also 
essential that Elders in both Assisted Living and Independent Living Units are able to socialize with other elders 
as part of maintaining their wellness and connection to family, extended family and community members.  

Lillooet is based approximately 170km east of Kamloops (approx. 2 hour’s drive). The six St’at’imc communities 
are located in and around the village of Lillooet. Each is located in the health geographic region of the Interior 
Health Authority (IHA). These six communities are members of the Lillooet Tribal Council and are St’at’imc 
peoples who include other communities (sometimes known as southern St’át’imc’) who are located in the 
Vancouver Coastal Health (VCH) region.  

B1. Health Status and Health Needs of St’at’imc Elders 

 St’at’imc adults and elders in this health area have higher rates of chronic illnesses such as diabetes, 
cardiovascular disease, arthritis and functional / activity limitations as indicated by home and community 
care data, as well as Interior Health Authority community profile data; 

 Access to Medical Supplies and Equipment (MS&E) benefits managed by the First Nations Health Authority 
(FNHA) has been increasing and is an indicator of the higher rates of chronic illness and functional / activity 
limitations. While there is no specific MS&E data for this specific area, in BC volumes and costs continue 
to rise in the areas of bandages, dressings, ostomy supplies, incontinence supplies, bathing and toileting 
aides. Over 8,900 clients in BC accessed support from the MS&E benefit in 2015-2016 costing over 
$7million. Hearing aids/audiology continues to be a high cost item3; 

 Health status and longevity of First Nations is affected by poverty, housing (lack of or state of or state of 
overcrowding), loneliness, neglect, physical/financial/emotional abuse, isolation, family/caregiver burnout 
and chronic illness. Much of this state of being can be attributed to the high proportion of Elders who are 
Indian Residential School survivors; 

 Data from T’it’qet Home and Community Care services for the past 6 fiscal years4 identifies total numbers 
of clients and visits, along with major health needs. Diabetes, musculoskeletal conditions, diabetes and 
‘frail elderly’ rank as the top reasons that older people need home care – followed by cardiovascular 
disease, cancer and respiratory conditions. 

B2. Scan of current services for Elders: many services but insufficient capacity to meet demand 

 According to the Assembly of First Nations (2006), there is ‘a severe lack of long / term and continuing care 
services and supportive housing facilities for First Nations across Canada – less than 1% of First Nations on-

                                                 
3 2015-2016 Annual Report for Health Benefits, First Nations Health Authority 
4 Analysis of e-SDRT data provided by T’it’qet 
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reserve have any long-term care facilities.’ This has created a severe inequity gap. There is one bed per 99 
First Nations individuals compared to one bed for every 22 individuals in the general population.  

 In Lillooet there are NO Assisted Living Units for the population in any of the 6 communities - nor are there 
in the catchment area of 4,200 people within the wider District of Lillooet5.  

 There are a wide range of provincially supported (funded and/or provided) services for seniors overseen 
by the BC Ministry of Health and provincial health authorities as well as BC housing including community-
based services (while seniors still live in their homes) such as Adult Day Programs; community 
rehabilitation; home support and community nursing. There are also services for those no longer able to 
live independently in their homes (subject to income assessment and eligibility requirements) such as 
Assisted Living, group homes, short term and long-term residential care, along with palliative / end-of-life 
/ hospice care. In northern St’at’imc, there is limited home care nursing support provided by the St’at’imc 
Nation and IHA to meet the demand.  

 Federal services for First Nations in BC include access to First Nations Health Benefits (through FNHA) for 
travel, medical supplies and equipment, vision and dental care; assisted living such as in-home care 
(through Department of Indigenous Services Canada) and the First Nations Home and Community Care 
program (funded by FNHA and delivered by some of the First Nations).  

 The communities Home and Community Programs are extremely limited including only 2 Home Care 
Nurses and a handful of Home Support Workers. Data just from T’it’qet Home and Community Care 
services for the past 6 fiscal years identifies total numbers of clients and visits. Around 50 – 60 clients each 
year are monitored and supported by the HC Nurse – a total of over 266 in the past 6 years alone and this 
excludes those supported in the other five communities; 

 Access to primary for Elders is through the Lillooet Hospital and Health Center, and operated by IHA – 
however no data is available on how many First Nations people utilize their services and the conditions / 
diagnoses that they present with; 

 There is no local Adult Day Program for the St’at’imc Elders; 
 The 6 communities provide a range of other programs which are also accessed by Elders including mental 

health and addictions counselling; community health and wellness programs and Health Benefits – some 
of which is supported by Community Health Workers and Navigators including the Outreach service. 

B3. Demographic and Health Profile  

 The total number of registered members for the six northern St’at’imc communities (according to AANDC 
data) is 3,464 as at February 2019. Of this number, 34% (1,195) live on-reserve; 12% live on other reserves 
and 54% live off reserve [see full population table Page 43 of this report]; 

 Population profiles6 suggest that the Aboriginal population is close to 40% of the total population in the 
Lillooet Local Health Area (LHA)7 [See Page 44 for more detail of the LHA Population Profile]. The data 
shows that for the entire population (Aboriginal and non-Aboriginal) of 4,223 approximately: 
 33% (1,389) are aged between 40 and 59 
 31% (1,318) are aged over 60 years 
This reveals that over 2,700 people (64%) are aged over 40 years and a significant proportion of this age 
group will be needing residential care such as Assisted Living in the next 20 – 30 years.  Although the AANDC 
population statistics for the St’at’imc Nations communities indicate that some 1,195 people live on-reserve 
(equating to 28% of 4,223), the Census stats indicate that close to 40% (around 1,690) of Aboriginal people 
live in this LHA area. This would tend to indicate that around 500 First Nations live off-reserve in this LHA 
area;  

 The split of the Lillooet LHA population of 4,223 (Census 2016) of which 1,690 identified as Aboriginal, was: 

                                                 
5 District of Lillooet: Seniors Housing and Community Actions Plan (May 2018) 
6 BC Stats 2017 
7 Local Health Areas (LHAs) are administrative boundaries for health care determined by the Ministry of Health BC and BC Stats. In the Interior Health Authority 
region there are 31 LHAs of which Lillooet LHA is one (map is contained in this report) 
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o For the municipality of Lillooet, total population of 2,245 and of this 585 (26%) were identified as 
Aboriginal; 

o Outside of the municipality, there were 1,978 total population and 1,105 (56%) identified as 
Aboriginal 

 Elders population numbers are increasing. Based on data in other communities in BC the general trend is 
that around 23% – 25% of the population living on-reserve are generally aged over 55 years. This would 
equate to almost 300 people in northern St’at’imc – and this number is predicted to grow. Additionally, as 
the national research indicates, that there is a growing number of First Nations returning to home 
communities where housing availability improves;  

 According to the District of Lillooet Seniors Housing and Community Action Plan study (May 2018), 
population projections for the Lillooet LHA show that the percentage of the population over the age of 65 
is increasing in the Lillooet area. From 2006 to 2016, the population over the age of 65 has grown from 
13% to 21% of the Local Health Area population. In 2026, it is expected to be at about 30% and in 2036, at 
about 34%. Historically, the combined population of the District of Lillooet, Area B and the six Northern 
St’át’imc has made up approximately 79% to 85% of the Lillooet Local Health Area’s population over the 
age of 65. Using these percentages and the populations projections provided by BC Stats, the Lillooet area’s 
population over the age of 65 is anticipated to range from about 970 to 1040 seniors in five years, in 2023, 
1070 to 1150 seniors in ten years, in 2028, and 1145 to 1230 seniors in 15 years, in 2033. 

B4. Community and Elder Engagement 

 The Elder engagement held March 2019 demonstrated strong support for an Elders facility which would 
include some additional independent living units as well as Assisted Living Units. They also advocated for 
an additional one respite unit and one palliative care unit as well as a family unit for overnight stays of 
family; 

 Elders provided many ideas for the building design including the possibility of 3 inter-connected circular 
units – each with common spaces, kitchens, activity spaces. Elders were very conscious of the facility being 
energy efficient, warm in winter (insulation / solar powered heating) and cool in summer (AC); 

 Elders provided many ideas for the design of each unit and the design and contents of each that they would 
like to see. There appeared to be agreement for the facility to be located in T’it’qet community however 
this should be affirmed once governance of the facility is decided and ‘landlord’ status is confirmed; 

 Some St’at’imc Elders were also consulted and involved in a recent study conducted by the District of 
Lillooet on Senior Housingi. The report reveals that the St’át’imc Outreach Health Services and T’ít’q’et 
community was represented on the Advisory Group for this study. Results of the engagement and the 
Community Action Plan revealed strong advocacy for senior housing options for the entire Lillooet Seniors 
community (further information is included in this report). 

B5. Learnings from other Models: First Nations residential care models can be very successful! 

 Several models were reviewed that provide Assisted Living and residences for Elders in BC and in other 
parts of Canada. All models highlighted the need for collaboration between the Nation(s), the provincial 
health authority (in this area the Interior Health Authority) who fund seniors care and the federal 
government who fund in-home adult care. In BC the addition of the First Nations Health Authority who 
support communities are also a key partner; 

 Models include a variety of size facilities (from 15 bed to 31, 50 and 63 bed facilities). Each facility has a 
mix of single units and couples’ units. Some have a respite room and hospice room and family rooms; 

 All facilities are open to non-indigenous clients if there are available units not being used or needed by 
indigenous clients. This helps meet provincial requirements to provide care for anyone who needs it or is 
eligible (and where there are no other spare beds) and ensures the facility remains viable by having all 
units occupied; 

 For the building itself, staffing is needed to manage the facility, provide security, landscape management, 
repairs and maintenance. 
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C. Recommendations 
Several recommendations have been provided to the six communities of the St’at’imc Nation. In summary 
these recommend a 30-unit facility which includes: 
 10 independent living units where tenants pay full rent. Some may be entitled to subsidies due to 

disabilities or low income through BC Housing where tenants pay up to 50% of their income; 
 18 Assisted Living units (note these would need to be open to status and non-status St’at’imc elders as 

priority group and non-St’at’imc elderly where units available / unoccupied to ensure sustainability). These 
would be subsidized by BC Housing and tenants pay up to 70% of their income; 

 2 units reserved for respite care (paid by client) or hospice / palliative care (funded by IHA). 
 
The proposed operating budget includes a projected revenue requirement of $1,489,500 per annum (plus a 
one-time start up budget of $158,500) coming from a number of sources (resident share of rent as well as 
funder contributions) to cover the costs of building management and maintenance and staffing for health care. 
Note this budget EXCLUDES any capital costs to construct the building(s).  
 
Funds are included in the budget for bringing in specialists, as well as kitchen operation and food. Design of 
the building should include all of the features desired by Elders as identified during the March 2019 
engagement process outlined in this report.  
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METHODOLOGY 

Scope 

The purpose of this study was to undertake a needs assessment and feasibility study for an Elders Assisted 
Living and independent housing facility in the northern St’at’imc region which involves six communities based 
around the village of Lillooet in central / interior BC. The six communities are as follows: 

 Xaxli’p (Fountain) 
 Sekw’el’was (Cayoose Creek) 
 T’it’qet (formerly known as Lillooet Band) 
 Tsalalh (Seton Lake) 
 Xwisten (Bridge River) 
 Ts’kw’ayla (Pavilion) 

 
The intent is that if the study recommends that an Elders facility is feasible, then Elders from all six communities 
would be eligible for accessing units in the facility.  

Methods 
Due to the short timeframe afforded to complete the study (start February and complete draft by March 31) 
there was insufficient time to complete in-depth on-site key informant interviews with community health staff 
in each community. However, a local employee was identified from the project funding to act as liaison to 
gather information for the project. Further engagement with all the health staff should be done later by the 
St’at’imc Nation leadership once preliminary approvals are given to the venture by funders, to help further 
inform more detailed design specifications of the facility, and delivery of care services.  Information was 
provided in paper form and through desk-based website and document reviews. One Elder community 
engagement meeting was held in mid-March 2019 to discuss design ideas, housing and social support needs.  

Analysis of quantitative data on current service capacity; population projections; service utilization of Interior 
Health Authority (IHA) services and community programs and services related to the older population was 
expected. Unfortunately, information was not available for much of this in the time permitted, so most 
information was sourced from e-SDRT reports provided by T’it’qet First Nation; from the IHA website and the 
Local Health Area (LHA) Community Health Profile. Additionally, while some data was gathered in the District 
of Lillooet study on seniors housing, there was no specific analysis just for the Aboriginal population or 
respondents to their survey (due to numbers being so small) nor was there specified reporting on health service 
utilization by seniors in the District.  

A review and write-up of other indigenous residential care / assisted living models highlighting areas such as 
staffing models; budgets / costs; operating models; successes / challenges were conducted as well as a review 
of BC Residential Care licensing requirements and Seniors Care service frameworks (provincial and federal). 

The above resulted in a draft report with recommendations dated March 31, 2019. Following feedback, edits 
were made to the draft and a second draft produced on April 9, 2019; a third draft after feedback on May 
15,2019 and a fourth draft after feedback on May 20, 2019. The 4th draft was approved by Chief and Council 
and the final report was produced on June 17, 2019. 

Limitations 
Since the Aboriginal identifier is not routinely collected by Interior Health Authority for hospital admissions / 
discharges and primary care use, data on northern St’at’imc elder hospitalizations and health conditions and 
primary care clinic utilization is not easily accessible. Data available is from the IHA Community Health Profile 
for Local Health Area (LHA) 29 which covers the Lillooet area.  
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CONTEXT: CARE FOR FIRST NATIONS SENIORS IS A MAJOR NATIONAL ISSUE 

In a national report to the Special Senate Committee on Aging (November 2006), the Assembly of First Nations 
(AFN) presented a First Nations lens to the unique circumstances surrounding First Nations healthy aging. These 
are important factors when considering support for Elders living in any First Nations / indigenous communities 
across Canada, and the points made by the AFN at that time are still relevant today. 

According to the AFN’s submission, ‘First Nations Elders are those people, usually older, who are recognized by the 
community as possessing great wisdom and who are called upon as an authority to give advice or act on important 
family and community matters’. The term “Elder” in some cultures, refers to older persons and indicates respect, 
honor, and special status as aging in many cultures is associated with experience, wisdom, the transmission of 
cultural heritage and language, leadership roles in the community, and in some cases, spiritual knowledge8. The 
term Elder rather than senior celebrates the vitality, knowledge, experience and positive contribution of our 
Nations’ Elders to our common future.  A community-based, holistic approach to First Nations senior’s health and 
social programming, involving the meaningful engagement of First Nations governments in related federal, 
provincial and territorial initiatives, is essential. The severe lack of long term/continuing care services and 
supportive housing facilities currently available to First Nations must be addressed to close the gaps in services 
provided to First Nations and those accessible and available to the general Canadian population. This will serve to 
ensure that First Nations seniors will remain healthy and can live in dignity as active members of their community. 

Demographics 
According to the AFN (2006) submission, there are approximately 748,3719 First Nations people in Canada. First 
Nations population growth will be significant over the next several decades. Statistics Canada projections show 
that the general population over the age of 65 will grow by 11.3% between 2006-2036, from 13.2% in 2006 to 
24.5% in the year 203610. The First Nations population age 55- 64 will increase by 236% and the 65+ group by 
229% over the next several decades.  

Life expectancy is also anticipated to improve. By 2010, First Nations males’ life expectancy will increase from 
59.2 to about 72 years and from 65.9 to 79 years for First Nations females. As a result, there will be 57,000 more 
First Nations members aged 65 and older in 202111. These projections are further supported by the recent report 
by Statistic Canada which indicates that the “North American Indian senior population is projected to grow from 
28,200 in 2001 to 59,500 in 201712. At the other end of the scale, approximately 50% of the First Nations 
population is under the age of 25, compared to Canada’s median age of 37.5. This dominant young population 
cohort will have a major impact in the next 30 years as it moves into the 55th year. 

As well, migration back to First Nation communities will cause the population living in First Nations communities 
to increase by 34%: “The total Registered Indian population could increase by 34%, from approximately 703,800 
in 2001 to slightly less than 940,000 in 2021. Over the same period, the on-reserve population could grow quite 
substantially if the migration assumption (net inflow to reserves) proves correct over time. The proportion of 
Registered Indians living on reserve could increase from an estimated 60% in 2001 to 75% in 2021. Conversely, 
the off-reserve proportion and corresponding five-year annual growth rates could decline during the period.”13 

Contrary to what is commonly assumed regarding the outflow of First Nations residents from First Nations 
communities into the urban areas, there is also a significant influx in urban-to-reserve/community migration 

                                                 
8 NIICHRO, referencing AFN (1993), “Wisdom and Vision” The Teaching of Our Elders. Report of the National First Nations Elders Gathering, Manitoulin Island, June 21-
25; and Alberta Multicultural Commission (1986),  Understanding Seniors and Culture. Multicultural Activities Guide 3, Culture and Multiculturalism. 
9 Indian and Northern Affairs Canada (INAC), 2005, “Historical Trends: Registered Indian Population Canada 1982 – 2005”. www.ainc-
inac.gc.ca/pr/sts/htrip/index_e.html 
10 Statistics Canada, 2006, “A Portrait of Seniors in Canada”, Chapter 1, Demographic Trends and the Geography of Aging. www.statcan.ca/english/freepub/89-519-
XIE/2006001/demographic.htm 
11 Katenies Research & Management Services (2002). “A First Nations Continuing Care Policy Framework – an Intergenerational Perspective”. 
12 Statistics Canada, 2006 “ A Portrait of Seniors” op.cit : Chapter 6 p.224 
13 INAC. “2004 Basic Departmental Data”. First Nations and Northern Statistical Section, Corporate Information Management Directorate, Information Management 
Branch, DIAND, December 2005. 
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producing a consistent net inflow or gain of migrants to reserves and communities14. It was estimated that in 2001 
most of the First Nations population lived in their communities (48%) and in large cities (41%). These estimates 
are expected to remain consistent with a projected increase of 57% among those living on reserve by 2017, mostly 
at the expense of rural areas. With this movement, it is expected that more demand will be placed on vital 
resources within these communities, including the demand for continuing care services. 

Projections based on current population data predict that the longevity of First Nations people in Canada will 
increase in future, and parallel to this, there will be an increase in the prevalence of chronic health conditions 
and in the demand for the full range of services in First Nations communities. A recently completed Continuing 
Care Synthesis Report states that: “Overall, between 1996 and 2001, the First Nations population grew by 15.2% 
. . . (Statistics Canada, 2004a) . . . the largest increase has been in the 65 and older age group. Between 1996 and 
2001, the number of First Nations 65 years of age and older living on reserves grew by 34% (Statistics Canada, 
2003). If this trend continues, the implications for housing, social services and health care will be substantial 
(Statistics Canada, 2003). It is also noted that, currently, there is a “youth bulge” that may have an impact on the 
need for continuing care services in the future due to potential increases in morbidity rates for accidents, diabetes, 
etc. Hull (2006) noted that 54.0% of First Nations living on reserve were between 0 and 24 years of age, 14.3% 
were between 25 and 34 years of age and 4.7% were 65 years of age or older. . . Thus, 68.3% of First Nations... 
are under the age of 35.”15 

Aging in a First Nations Context: The Big Picture 
There are many definitions of aging. From a biological perspective: “Aging is a complex biological process in which 
changes at molecular, cellular and organ levels result in a progressive, inevitable, and inescapable decrease in the 
body’s ability to respond appropriately to internal and/or external stressors.”16 

From a cultural perspective, aging is part of the cycle of life, a natural process that culminates in old age and finally 
passing to the spirit world. With aging comes wisdom and understanding; elders are respected for their knowledge 
and the guidance they can offer. There are some real opportunities to improve the aging of First Nations people 
in the future by addressing those health conditions now emerging in the First Nations cohort age 30 to 55 years. 

First Nations Perspectives on Aging 

The Senate Committee on Aging (November 2006) heard evidence that suggests utilizing age 55 as being 
equivalent to 65 when referring to First Nations seniors. The AFN concurs with this recommendation, which 
coincides with recent studies by First Nations health organizations. In its June 2006 report on First Nations seniors’ 
health, the First Nations Regional Longitudinal Health Survey (RHS)17 used a cut-off of age 55 to identify seniors, 
citing lower life expectancy and earlier onset of chronic conditions experienced by First Nations living in their 
communities. While the population is beginning to show signs of living longer as life expectancy slowly improves, 
the earlier onset on chronic conditions still presents risks for the Elder population and the need for more 
supported living options. 

Another report entitled, “Our Nations’ Elders Speak – Ageing and Cultural Diversity: A Cross-Cultural Approach”18 
also refers to First Nations and Inuit seniors as any person 55 years of age and older, noting that First Nations and 
Inuit have the lowest life expectancy of all groups in Canada. This report defines old age as “whenever health and 
functioning deteriorate to a level that results, as we age, in decreasing independence and mobility.”19  The report 

                                                 
14 Ibid. 
15 Miller, Jo Ann and Hollander, Marcus. Hollander Analytical Services Ltd. (October 2006). “Synthesis Report - An Assessment of Continuing Care Requirements in First 
Nations and Inuit Communities” : 25 
16 Chodzko-Zajko and Ringel, 1987 in “Biological Theories of Aging, Psychology of Aging” (October 20, 2005). Lakehead University. 
www.flash.lakeheadu.ca/~mstones/Biologicaltheoriesofaging.pdf 
17 First Nations Information Governance Committee (2006). First Nations Regional Longitudinal Health Survey (RHS) 2002-03: Report on First Nations Seniors’ Health and 
Well-being. First Nations Information Governance Committee, Assembly of First Nations, First Nations Centre at the National Aboriginal Health Organization. 
18 Ship, Susan Judith and Tarbell, Reaghan, c. NIICHRO 1997. This project, a joint initiative of NIICHRO (National Indian and Inuit Community Health Representatives 
Organization) and the Canadian Ethnocultural Council addressed unwanted isolation among elders in First Nations, Inuit and Ethnocultural Minorities. 
19 Ibid, referencing Armstrong-Esther, C. (1994). “Health and Social Needs of Native Seniors.” Aboriginal Seniors’ Issue: Writings in Gerontology, Ottawa, National 
Advisory Council on Ageing: 43. 
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also connects aging with elders’ ability to access services and resources, which can be impacted by social and 
political status, poverty, cultural disruption and racism. First Nations elders are more likely to suffer degenerative 
diseases associated with old age and to experience the social and psychological consequences of old age such as 
loss of friends, spouse or relatives earlier in their lives20. Many First Nations elders have experienced a loss of self-
esteem and independence as a result of the negative impacts of residential schooling and the loss of traditional 
ways of life. The RHS found that 47% of First Nations seniors aged 50-59 years and 43.3% percent of First Nation 
seniors aged 60+ had attended residential school and had frequently experienced negative impacts such as 
isolation from family and community, verbal or emotional abuse and loss of cultural identity. 

It is important to recognize that many indigenous people in Canada often ‘age earlier’ and therefore take on the 
burdens of age-related illness and disease much earlier. Often health systems provide eligibility for elder services 
such as Assisted Living and residential care only once people turn 60 or 65 years of age (i.e. retirement age). By 
recognizing that indigenous people often age earlier and bear the burden of illness and disease earlier, 
governments can review eligibility criteria (and funding) to allow for younger indigenous seniors to be eligible for 
seniors’ care. 

Cultural Perspectives on Health 

From an indigenous cultural perspective, aging well also has to do with the teachings of the inherent value of 
growing old and the wisdom of our elders who have earned the respect of their communities and Nations by 
virtue of their advanced years. Many communities turn to their Elders – both informally and formally through 
Elders Councils and Committees, to seek their guidance and direction from their vast knowledge and historical 
experience. This denotes a strong, vital role for the elders and the recognition of their intrinsic value and 
contribution to the well-being of their communities.  

A holistic approach takes into account and integrates all aspects of health – physical, mental, emotional-social and 
spiritual. This approach views the individual in relation to the family, the family in relation to the community, and 
the community in relation to the larger society. In contrast, the bio-medical model assumes that one can take a 
piece of a person and mend it, without reference to the whole person or the social environment. 

One key way of recognizing the cultural and historical value to the Nation of the Elders is to ensure appropriate 
housing and care is available for them in their home communities or as to close to home as possible to keep the 
family connections. 

Health Status  

The health status of First Nations people in Canada today is far below the national average and decreases with 
age usually beginning with those aged 30 and older. Life expectancy is shorter although improving progressively. 
As noted in the Interim Report, Health Canada data for 2001 showed the male life expectancy for registered 
Indians at 70 years compared with 77 for Canadian males, and the rate for female registered Indians was 76 
compared with 81 for Canadian females21. 

Chronic Conditions 

In comparison with Canadian health data, indigenous people have higher rates of chronic illnesses such as 
diabetes, cardiovascular disease, arthritis and functional/activity limitations. These conditions place indigenous 
populations at increased risk of requiring on-going medical and personal care throughout their lifetime. Almost 
half (47%) of First Nations seniors are in need of one or more homecare services according to the RHS, however, 
only one third (34%) of those in need received the care22.  

                                                 
20 Special Senate Committee on Aging, First Interim Report: Embracing the Challenge of Aging (March 2007): 33. Presentation: Carole Lafontaine, National Aboriginal 
Health Organization, November 27, 2006. 
21 Interim Report, op. cit.: 32. Source: Health Canada, First Nations and Inuit Health Branch Fact Sheet, November 16, 2006. 
22 First Nations Information Governance Committee (2006). First Nations Regional Longitudinal Health Survey (RHS) 2002-03: Report on First Nations’ Homecare. First 
Nations Information Governance Committee, Assembly of First Nations, First Nations Centre at the National Aboriginal Health Organization:  
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These higher rates of chronic illness and the complications that occur later in life from these conditions, signals a 
need for ongoing medical and personal care as people grow older. Supportive housing options like Assisted Living 
become a necessity with the higher levels of chronic conditions and disability experienced by Elders. As shown 
below conditions such as diabetes, heart disease and arthritis all lead to disability and additional need for support 
to help manage and prevent further deterioration of health status among Elders (see also local community health 
needs identified from Lillooet LHA Community Profile later in this report). 

Determinants of Aging and Health 

A paper produced by Social Development Canada provides a comprehensive list of issues related to longevity 
including low income; poor housing; inadequate health care and supports for independent living; and economic 
well-being pre- and postretirement. Psychological and social factors are also known to be important determinants 
of human longevity23.   In a survey completed by over 50 First Nations elders in 2002, 40 identified numerous issues 
that affect elders’ health: diabetes, heart disease and arthritis being primary, as well as cancer, poverty/money 
issues, alcohol and drug abuse, housing, and loneliness, neglect and physical abuse. To address health issues and 
problems the elders identified a number of strategies such as: 

• Establishing legal rights and supports to prevent and address elder abuse; 
• Addressing housing problems and providing better housing for elders; 
• Providing more information on health issues; Addressing health funding cutbacks; 
• Increasing community knowledge of, and involvement in, elder issues; 
• Increasing family involvement and support; 
• More training of First Nations in the health professions; 
• More programs, activities and centres for elders; 
• Increased access to home care for elders; 
• More funding for transportation; and, 
• Teaching First Nations youth the traditional ways including respect for elders. 

Housing 

Numerous studies have catalogued the serious problems associated with housing and infrastructure for First 
Nations families across Canada. These broader national issues are often a reflection of the local circumstance in 
communities such as those in the Lillooet District.  

The 2005 First Nations Housing Action Plan prepared by the Assembly of First Nations details problems such as 
shortages leading to severe overcrowding; lack of plumbing and electricity; poor insulation; toxic mold; 
substandard construction and major repair. Overcrowding is a recurring problem; 19% of dwellings on reserve 
have more than one person per room in comparison to 2% in the general Canadian population24. This last statistic 
shows a rate of overcrowding close to 10 times greater among First Nations than Canadians. Over a third of First 
Nation adults live in homes requiring major repairs, which includes defective electrical wiring, plumbing, and need 
of structural repairs to walls, etc. Eighteen percent of First Nation homes do not have a telephone with service, 
and almost 4% do not have hot running water25.  

Supportive housing or assisted living units would provide a viable option for some indigenous elders however 
there is limited capacity at the community level to provide this type of facility. In many cases, communities cannot 
access provincial funding for operating seniors housing facilities because some provincial governments take the 
position that First Nations are a federal responsibility or funding is limited and local municipalities and urban 
centres are given priority.  

The availability of supportive housing / assisted living facilities, with some on-site services for the elderly (such as 
home care, personal care and day activities), would ensure that appropriate care is available to individuals based 

                                                 
23 Lakehead University, op. cit. 
24 Health Canada’s First Nations and Inuit Health Branch (April 2003). A Statistical Profile on the Health of First Nations in Canada. Ottawa: p.65. 
25 First Nations Information Governance Committee (2005). RHS 2002/03: Results for adults, youth and children living in First Nations communities (op cit.): 48-57. 
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on assessed need and would help to alleviate problems associated with family/informal caregiver burnout, and 
preventing complications for individuals with chronic conditions. The correlation between the lack of supported 
housing and chronic health conditions also remains significant and requires a system where proper care can be 
delivered by trained health professionals in the most appropriate setting. Assisted living care provides the option 
for a blend of independent living while receiving daily hours of supportive care to monitor and care for the health 
and wellbeing of Elders. For those who do not need those hours of supportive care, the option for fully 
independent living must be available for reasons outlined previously.  

Other Issues and Gaps in Programs and Services 

The input received by AFN from First Nations regional organizations and communities also identified the following 
senior’s related requirements26: 

• Assistance with filling out pension forms and advocacy; 
• Resources to identify First Nations senior’s issues, such as research and ongoing data gathering; 
• Assistance with various home maintenance activities such as snow removal, lawn care, spring cleaning, wood 

splitting & carrying into house; 
• Friendly visits and social contact; 
• Transportation and assistance with groceries, shopping, bill payments; 
• Affordable respite care; 
• Emergency response for Elders; 
• Remuneration for family caregiving – Elders in need of support at various times, would feel more comfortable 

if a paid family member was the caregiver instead of a stranger; 
• Financial assistance for medication and high cost of living; and  
• Improved supports for Elders/seniors living outside their communities – who often do not qualify for the same 

benefits and programs that Elders living in their communities receive. 

Recommendations from the AFN Submission on First Nations Aging 

It is critical to close the gap between existing continuing care services provided to First Nations and those 
accessible and available to the general Canadian population. In doing so, aid in maintaining the continuity and 
vitality of cultural and linguistic traditions within communities is also required.  

The Continuing Care Research report from October 2006 contains fifty recommendations covering various issues 
such as access to needed services, funding shortfalls, recruitment, retention and training, importance of cultural 
context in program design and operation, needs of family caregivers and accountability and standards. This report 
concludes that future continuing care services need to be designed to meet higher care needs and has identified 
a number of gaps in service and key areas of needed improvements which are summarized as follows: 

• Physiotherapy, social and recreational activities, and specialized education services for children and youth 
with special needs; 

• Mental health services, palliative care services, resources for family caregivers and services for people 
with disabilities; 

• Long term facility care, short term facility care, and supportive housing units. 
• Increase in the services and hours of availability into the evening and weekends to meet the critical need 

for care and to provide respite care to clients and caregivers; 
• Various housing options should be considered including assisted living settings, Elders’ lodges, homes for 

the physically challenged and homes for the mentally challenged; 

                                                 
26 AFN Documentation on First Nations Seniors Issues (November 2005) in reference to the National Action Plan for Senior’s prepared by Social Development Canada. 
Unpublished 
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• Adequate resources to ensure that culturally appropriate services are provided that maintain and 
reinforce First Nations and Inuit cultural traditions including the ability to provide interpreters where 
necessary; 

• Palliative care and end of life care should be supported and recognized as an essential in continuing care; 
• Funding formulas should not be based on per capita or per diem funding. Funding allocations and existing 

funding formulas need to be reviewed to ensure that they are based on fairness and need, address the 
specific concerns of small/ remote & northern communities take into account case mix, community size 
and location and are based on up to date population figures; 

• Support and needed services for families, family caregivers and communities caring for individuals with 
continuing care needs 

Seniors Health Care Federal or Provincial Jurisdictional Issues27 

The First Nations, Inuit and Metis senior populations in Canada face a complexity of issues that affect their health 
every day and like non-Aboriginal populations, their numbers are growing. In 2015, there were 40,000 Canadian 
Indigenous peoples 65 years or older and the number is expected to rise. By 2026, the percentage of Aboriginal 
seniors will have tripled. The government’s historical involvement with the Indigenous population has had a major 
impact on the health and wellness of seniors today and extends all the way back to the first contact and the 
negotiation of treaties and creation of reservations.  

The biggest impact comes from the residential school system, started in 1876 and continued until the late 20th 
century. Children were forcibly removed from their families and prohibited from speaking their own language or 
practicing their own faith. There was also rampant physical and sexual abuse. The result of all of this is an historic 
trauma, similar to psychological baggage that is passed on from generation to generation. Significant mental and 
emotional health concerns stem from the traumatic legacy of residential schools. Colonization and residential 
school experiences have created a mistrust of mainstream institutions.  

Aboriginal peoples’ healthcare utilization differs considerably from the rest of the Canadian population. There are 
often many examples of a lack of collaborative problem-solving between government departments and agencies 
and Aboriginal seniors pay for it. Seniors find themselves wading through a sea of bureaucracy. Criticisms of poor 
communication and co-ordination apply at every level including provincial ministries, the federal government and 
Aboriginal communities. Even hospitals have sent frail patients’ home to their communities without checking if 
there are appropriate support services since historically Aboriginal peoples are viewed as ‘federal territory.’  
Some, particularly older women, have never engaged in the workforce and therefore cannot draw upon basic CPP 
coverage. All seniors are eligible for Old Age Security pensions however many Aboriginal seniors have not applied 
because they lack the personal documents needed to complete the paperwork. Language and literacy are also 
identified as a barrier (to completing forms and accessing services equitably) in the 2015 Patten report.  

There are also several programs available at the federal level for Aboriginal people. The Non-Insured Health 
Benefits (NIHB)28 program provides coverage for some drugs, dental care, vision, medical supplies, mental health 
counselling and medical transportation. This program is underfunded and comes with excessive rules and 
restrictions that are hard to understand.  

The federal government also has the First Nations and Inuit Home and Community Care program (FNIHCC) which 
works with communities to develop home and community care programs. However, it is difficult to retain qualified 
nursing staff and access to programs on evenings and weekends is either limited or not available at all. Additionally 
funding often only covers part-time staff where it is based on population numbers – and again the part-time 
nature of these positions adds to the challenges with recruitment and retention (especially for nurses). 

                                                 
27 Patten, L (2015) Aboriginal Seniors Health Care Federal or Provincial Jurisdictions 
28 NIHB is known as “First Nations Health Benefits or FNHB” program in BC due to name change by the First Nations Health 
Authority in BC who manage the former NIHB program independently of the national NIHB program  
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Depending on the province or regional health authority, some on-reserve communities can access provincial 
services such as home and respite care. Many however, cannot. Some provinces offer First Nations seniors the 
same access to home care as everyone else. Some provide access only for services through FNIHCC. However, 
others don’t provide any home care services at all because they maintain that on-reserve care is a federal 
government responsibility.  

A major issue among Aboriginal seniors is that of health and wellness. First Nations, Inuit and Metis seniors have 
poorer health then non-Aboriginal seniors, with higher rates of chronic diseases and other conditions. In 2001, 
seven out of ten Aboriginal seniors reported having disabilities. Chronic diseases tend to develop at an earlier age 
and as a result, life expectancy drops. Although they have a lower median age, it’s important to note that 
Indigenous seniors are younger on average and much more likely to be aged 65-74 than 75 plus. Aboriginal women 
face a lower than average life expectancy: 76.6 years compared with 81 years for non-Aboriginal women. In fact, 
many Aboriginal people do not live long enough to qualify for senior services. Some of the chronic conditions that 
are more prevalent include obesity, diabetes and heart disease. This is coupled with lingering mental health issues 
caused by rampant societal racism, residential schooling, along with abuse and neglect has greatly impacted 
Aboriginal health outcomes. Families are also less able to care for seniors because they have their own challenges 
to face such as addictions, violence, poverty, and mental health issues. Some even find themselves caring for a 
senior who has a chronic illness while suffering from the same condition.  

There is also a severe shortage of housing, particularly for those living in remote or northern locations. 
Overcrowded conditions can cause stress for all family members. Aboriginal seniors are also more likely to live in 
a home that needs significant repairs. Poor housing can impact one’s health in many ways. Remoteness, and its 
associated expenses, also affects many First Nations and Inuit communities’ access to medical care. Seniors 
generally need to travel to urban areas for anything beyond basic care at great cost to the government and 
themselves.  

The long-term care system is also fraught with difficulties. Lack of staff is a primary concern, specifically a lack of 
access to primary physicians and specialists. A high turnover rate for nurses and low staff levels contributes to 
higher rates of burnout which then in turn adds to the nursing shortage problem.  

Along with staffing, lack of beds is a major concern. There are very few Aboriginal senior care nursing homes; in 
fact less than 1% of First Nations on reserve communities have long-term care facilities and the federal 
government has restrictions on the approval of any new facilities on reserve. This means that seniors have to be 
transferred out of their communities to provincial and territorial facilities to receive care. Of the long-term care 
facilities that are available, there is one bed for every 99 individuals as compared to one for every 22 individuals 
in the general population. There is not enough space for Indigenous seniors and so they must look elsewhere for 
care.  

First Nations people who move off reserve for palliative or respite care can face a residency requirement of six 
months to a year before they are eligible for these services. Being pulled away from the home community can be 
extremely isolating. Quotes from one Community Support Worker who works in First Nations communities that 
reflect the challenges are: 

“Elders really want to stay in their communities to the point where they are afraid of seeking 
medical attention for fear of leaving and being unable to return” 

“Being away from your community and in a long-term care facility which changes lifestyle, 
food and more can have a spiritual and emotional as well as a physical loss.” 
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PROVINCIAL SERVICES AVAILABLE FOR SENIORS 
Services for Elders (referred to as seniors by the provincial system) are generally supported by the Ministry of 
Health through provincial Health Authorities, and BC Housing. For First Nations, there is additional support 
through the Department of Indigenous Services Canada (formerly known as Indian and Northern Affairs Canada) 
and in BC, the First Nations Health Authority. 

Low Income Seniors' Supportive Housing: BC Housing 
The BC Seniors Supportive Housing Program provides housing and support services to older adults, seniors and 
people with disabilities. The Program assists low-income British Columbians who are 55 years of age or older, and 
people of any age who have a disability or diminished ability. The Program’s modified apartment units are 
designed for people who can live independently with some assistance, but who are not eligible for assisted living 
or a greater level of care.  

Non-profit partners operate the subsidized housing buildings. In general, they are multi-unit apartment buildings 
with private units. In each building, the operator has adapted some suites and common areas to include accessible 
features like handrails, grab bars and lever door handles. The buildings also have services that include hot meals, 
housekeeping, laundry, social activities and emergency response systems. Each building varies in style, size and 
amenities. BC Housing and our partners subsidize the cost of housing and services, but the tenant pays a portion 
of the monthly rent from savings, a disability pension, old age security pension or a form of social assistance. 

In order to be eligible the person must be experiencing less independence in their current living situation; have 
the ability to regain independence if they were living in a modified home with services; can respond appropriately 
in an emergency, including following instructions (and getting themselves out); and still manage their own 
personal care, including eating, grooming and bathing. If the person qualifies, they could live in a private, modified 
suite in a building with support services.  

In general, Seniors Supportive Housing tenants pay 50 per cent of their gross income as rent. Their contribution 
towards rent includes housing and hospitality services. If they receive income assistance, have a very low income 
or have another agreement with your housing provider, they may be asked to pay a fixed amount instead. 

Seniors’ Care: Ministry of Health 
The BC Continuing Care Act and the Home and Community Care Policy Manual set out what services must be 
provided by health authorities and contracted service providers, and how fees will be charged. Residential care 
clients pay a monthly client rate of up to 80% of their after-tax income towards their housing and hospitality 
services while BC Housing subsidises the balance. Health authorities cover the costs of care (e.g., nursing/care 
aides) in all publicly subsidized residential care facilities and residents receive coverage for most of their 
prescription medication, routine medical supplies and equipment, and some over the counter drugs. The First 
Nations Health Authority funds programs on-reserve delivered by First Nations Band Councils or mandated health 
organizations, and also manage the First Nations Health Benefits program which provides reimbursement for 
various health benefits (travel, dental, vision, medical supplies and equipment and mental health counselling). 

Quality of care and safety of residents living in residential care facilities are absolute priorities for the Government. 
The Ministry of Health needs to ensure that services delivered by the health authorities in owned-and-operated 
facilities, as well as by contracted service providers, meet patients’ needs, are aligned with its focus on patient-
centred care in the community, and are sustainable.  

The Ministry of Health BC Elder Care service and policy framework for supports for seniors includes the following29 
however people must meet eligibility and access criteria for services: 
 

                                                 
29 From BC Ministry of Health Seniors Care policy (website) and FNHA Home and Community Care program (website) 
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In B.C., care and support are available from both publicly subsidized and private pay providers for people 
having difficulty coping with activities of daily living because of health-related problems or a life-threatening 
illness.  

*Note that for First Nations on-reserve, support is also provided through Federally-funded programs. In BC these 
are funded by the First Nations Health Authority (FNHA) and delivered by First Nations mandated health 
organizations and departments (of Chiefs and Council). First Nations can access services such as Home and 
Community Care nursing on-reserve; adult day programs and home support. Sometimes First Nations 
organizations may contract for some community rehabilitation if they have sufficient funding. For services not 
available on-reserve, community members are entitled to access provincial services. 

Support while still living at home 

Adult Day Services 

Under the provincial health system, adult day services assist seniors and adults with disabilities to continue to live 
in their own homes by providing supportive group programs and activities in the community. Clients receiving 
adult day services travel to a location in their community usually 1-2 days per week where they may receive a 
variety of services, including: 

 personal assistance; 

 health care services including nursing and/or rehabilitation services; 

 an organized program of therapeutic social and recreational activities in a protective group setting; 

 health education and promotion, nutrition and bathing programs, blood pressure and podiatry clinics, 
telephone checking, and counselling; and 

Still living at home  

- but need some 
extra support

•Adult Day Program (ADP) services*
•Family caregiver (caregiver respite / relief)
•Community Rehabilitation
•Home Support*
•Community Nursing*
•Choices in Supports for Independent Living (CSIL)
•May include End-of-Life / Palliative Care

No longer living at 
home - only need 
limited support

•Assisted Living Facility
•Group Homes
•Family Care Homes
•Short Term Residential Care
•May still receive some of the above services that the person received while still living at home

Living in 
residential care: 
needs 24 hour 

support

•Long Term Care 
•End-of-Life Care (Palliative) - residential hospice care
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 Caregiver support, including respite, activities such as caregiver support groups, information and 
education programs. 

In some cases transportation is provided, in others clients are responsible. Many adult day service programs are 
connected with residential care facilities, while others operate independently. Adult day services are suitable if 
someone has been assessed as requiring supports and health care services, and/or respite for a caregiver, through 
a clinical assessment conducted by a health care professional from the local health authority. Some programs also 
accept private pay clients. To be eligible for provincial adult day services a person must be unable to function 
independently because of chronic, health-related problems; have been assessed as requiring adult day services 
as part of their care plan; and have agreed to pay the daily rate. The number of days that a person can attend this 
program is based upon personal needs and services availability.  

For First Nations, some communities have their own Adult Day Programs (ADPs) which are usually funded from 
their Home and Community Care programs – usually if they have an Elders Lodge / Centre on-reserve. Any HCC 
clients can access these services for free. Not all First Nations communities are able to provide ADP or have Elders 
centers as these are funding-dependent. 

Costs for provincial adult day services 

Health authorities may charge a nominal daily rate to clients to assist with the cost of craft supplies, transportation 
(if provided) and meals. The rate charged for supplies, transportation and meals cannot exceed $10.00 per day 
but may be waived if serious financial hardship would mean that a person is not able to access the services.  

Community Nursing 

Community nursing services are provided by a licensed nursing professional to clients in the community who 
require acute, chronic, palliative or rehabilitative support. Services include assessment; nursing interventions such 
as education, wound care, medication management, chronic disease management, care management, post-
surgical care and palliative care.  

Generally, community nursing services will be provided on a short-term basis and the community nurses will assist 
a person and their family to be confident in taking over care at home. Community nursing services may be 
provided in a variety of settings such as clinics, the client’s home, assisted living residences, family care homes, 
group homes, or other community settings. Services are available on a non-emergency basis for individuals in the 
following circumstances: 

 following discharge from an acute care hospital;  

 at home or in a clinic setting to prevent or reduce the need for hospital or emergency department services 
or admission to a residential care facility;  

 because of a life-limiting illness; or 

 to meet time-limited acute nursing needs. 

A person is eligible for community nursing services if they meet the general eligibility criteria for home and 
community care services; the assessment for home and community care services determines that the person 
would benefit from the service, and the person meets all of the following criteria: 

 Care can be provided with reasonable safety, within established standards, policies, and guidelines for 
nursing practice; 

 Staff are adequately prepared to manage any of the specialized nursing functions and/or technological 
needs; 

 The client’s behavior and/or home environment does not jeopardize the safety of the community nursing 
staff. Potential risks have been assessed and any necessary risk mitigation strategies can be successfully 
implemented; 
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 The person / family agree to participate in self-care activities as appropriate, considering such factors as 
current health and functional status of both the person and their caregiver; interest and ability to manage 
the condition; willingness to participate in activities identified in the care plan; participation in planning 
for discharge from the services; mobility; specialized technology needs; and the person / family have 
agreed to provide or arrange for ongoing care and support between visits of the nursing staff. 

For First Nations, most nursing care in home on-reserve is provided by the Nation’s Home and Community Care 
program through registered Home Care Nurses and home support workers (or personal care workers). This is a 
funded program so services are free to eligible clients who are assessed as needing nursing care. Any services not 
able to be provided by the Nation are provided by the provincial system. 

For First Nations who need medical supplies and equipment (MS&E) those who are eligible may be able to acquire 
MS&E through the FNHA’s First Nations Health Benefits program which provides reimbursement or cover for 
various medical supplies (e.g. ostomy, incontinence, wound care) and equipment (e.g. wheelchairs). First Nations 
staff and Pharmacists can support community members to make claims for MS&E coverage once the items are 
prescribed by a medical practitioner. 

Costs for community nursing services 

There is no cost for Provincially funded community nursing services provided by Health Authorities - but there 
may be a cost for items such as equipment except for the first two weeks of time-limited acute services and/or 
during the time a client is receiving end-of-life care. 

There is cost to the client for FNHA-funded home care (HC) nurses on reserve (however note that not all 
communities have access to HC nursing if they have not been funded to provide it; and many smaller communities 
also do not have full-time HC nursing services). Where communities do not have full access to FNHA-funded home 
care nursing, they are required to access the provincially-funded community nurses (where available and 
accessible). 

Community Rehabilitation 

Community rehabilitation services are provided by a licensed physical therapist or occupational therapist to clients 
who require acute, chronic, palliative or rehabilitative support. The main goals of rehabilitation therapy are to 
help improve or maintain physical and functional abilities and to provide assessment and treatment to ensure a 
client’s home is suitably arranged for their needs and safety. Generally, community rehabilitation services will be 
provided on a short term basis and community rehabilitation therapists assist clients and their families to be 
confident in taking over care at home. Community rehabilitation services may be provided in a variety of settings 
such as clinics, the client’s home, assisted living residences, family care homes, group homes, or other community 
settings. 

Services are available on a non-emergency basis for individuals in the following circumstances: 

 following discharge from an acute care hospital; 

 at home or in a clinic setting to prevent or reduce the need for hospital or emergency department services or 
admission to a residential care facility; 

 because of a life-limiting illness; or 

 to meet time-limited acute rehabilitation needs. 

A person is eligible for community rehabilitation services if they meet the general eligibility criteria for home and 
community care services; their assessment for home and community care services determines that they would 
benefit from the service, and they meet all of the following criteria: 

 Care can be provided with reasonable safety, within established standards, policies, and guidelines for 
rehabilitative practice; 
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 Staff are adequately prepared to manage any of the specialized nursing functions and/or technological 
needs; 

 The client’s behavior and/or home environment does not jeopardize the safety of the community 
rehabilitation staff. Potential risks have been assessed and any necessary risk mitigation strategies can be 
successfully implemented; 

 The person / family agree to participate in self-care activities as appropriate, considering such factors as: 

 current health and functional status of both the person and their caregiver; 

 interest and ability to manage the condition; 

 willingness to participate in activities identified in the care plan; 

 participation in planning for discharge from the services; 

 mobility; 

 specialized technology needs; and 

 the person / family have agreed to provide or arrange for ongoing care and support between visits 
of the rehabilitation staff. 

For First Nations, the availability of on-reserve community rehabilitation is often limited as most First Nations 
health organizations are not funded for the different therapists that a community may need such as OT, PT, SLT 
and Recreation therapists. Those that do are either able to manage this within their Home and Community Care 
budget through effective financial management – and contracting specialized rehabilitation aides. Other access 
provincial services and try to negotiate for them to see community members who live on-reserve. Some have 
been able to expand rehabilitation services through Joint Project Board and other additional funding made 
available by the FNHA. 

Cost for community rehabilitation services 

There is no cost for community rehabilitation services – whether they are provided by the First Nation or by the 
provincial health system. 

Home Support 

Home support services are designed to help clients remain independent and in their own home as long as possible. 
Home support services are provided by community health workers (CHWs) to clients who require personal 
assistance with activities of daily living, such as mobilization, nutrition, lifts and transfers, bathing, cueing, 
grooming and toileting, and may include safety maintenance activities as a supplement to personal assistance 
when appropriate, as well as specific nursing and rehabilitation tasks delegated by health-care professionals. 

Home support services help a person to remain independent and to live in their own home as long as possible. 
Home support services may also include safety maintenance activities as a supplement to personal assistance 
when appropriate. These activities may include clean-up, laundry of soiled bedding or clothing, and meal 
preparation. In addition, community health workers may perform some specific nursing and rehabilitation tasks 
that have been delegated by health care professionals especially if the CHWs are trained LPNs. Home support 
services can be considered respite care, to provide caregivers with temporary relief from the demands of providing 
care. Home support services are usually provided over a longer period of time, such as several months or years, 
but can also be provided on a short-term basis after a discharge from hospital or as part of end-of-life care. Home 
support services are suitable if a person has been assessed as requiring personal assistance and/or respite for a 
caregiver through a clinical assessment conducted by a health care professional from the regional health 
authority. 
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In addition to meeting the general eligibility criteria for home and community care services, to be eligible for home 
support services a person must have been assessed as requiring personal assistance and/or respite for the 
caregiver through a clinical assessment by a health authority health care professional; and have agreed to pay the 
assessed client rate.  A person’s need and allocation for home support services will be assessed on the following 
criteria: 

 health and functional status; 

 person’s and caregiver’s ability to manage care needs with available community supports; 

 established health care goals; and 

 The assessed risk to staff. 

For First Nations, many communities provide home care through Personal Care Workers, Personal Care Aides or 
Home Support Workers who usually provide home help but may provide limited personal care depending on their 
qualifications and skills.  The number of workers / hours available often depends on the funding available to the 
community to employ the workers. Most are employed on a casual basis but in some cases there is sufficient need 
for health organizations to have permanently employed PCWs / PCAs / HSWs.  

Cost for home support services 

If a person receives publicly subsidized home support services, they will pay a daily rate based on their income 
(and the income of any spouse, if applicable). The daily rate is calculated by multiplying a person’s “remaining 
annual income” (as defined in the Continuing Care Fees Regulation) by 0.00138889.  

Caregiver Respite/Relief 

Many people receiving home and community care services are assisted by informal caregivers, often a friend or 
family member. Respite care can give the caregiver temporary relief from the emotional and physical demands of 
caring for a friend or family member. Respite may take the form of a service that is provided in an individual’s 
home or a residential care facility, hospice or other community care setting such as an adult day centre.  

Respite services are suitable if your family member or friend caring for you could benefit from a break from their 
caregiving responsibilities.  A person must meet the general eligibility criteria for home and community care 
services and their needs are such that the person or family/friend caregiver could benefit from respite services. 
For First Nations no respite services are funded federally, so all support of this kind must be accessed through the 
provincial system. 

Cost for respite services 

Client rates depend on the type of respite services required (such as home support or residential care services). 

Support when no longer able to live at home 

Assisted Living 

Assisted living services provide housing, hospitality services and personal care services for adults who can live 
independently and make decisions on their own behalf but require a supportive environment due to physical 
and functional health challenges. Assisted living residences can range from a unit in a high rise apartment 
complex to a private home. Assisted living services may be suitable if a person requires personal care and 
hospitality services but are still able to make decisions on their own. Units can vary from one room to private, self-
contained apartments. Assisted living services include: 
 a private housing unit with a lockable door; 
 personal care services (may include assistance with tasks like bathing, grooming, dressing and mobility or 

tasks delegated by a health care professional); 
 two nutritious meals per day, one of which is the main meal; 



 

23 
 

 access to basic activity programming such as games, music and crafts; 
 weekly housekeeping; 
 laundering of towels and linen; 
 access to laundry equipment for personal laundry; 
 heating or cooling as necessary to maintain the safety and basic comfort level of the residence; and 
 a 24-hour emergency response system. 

In addition to the general eligibility criteria for home and community care services, to be eligible for assisted living 
services, a person must:  
(1) require both hospitality services and personal care services; 
(2) be able to make decisions on their own behalf that will allow the person to function safely in an assisted living 

residence, or have a spouse who is going to live with the person and is willing and able to make decisions on 
their behalf; 

(3) be at significant risk in remaining in their current living environment; and 
(4) have agreed to pay the assessed client rate and any additional optional charges for services, programs or 

supplies that are not included as a benefit but are offered by the service provider. 

Access to assisted living services is on a priority basis once eligibility has been determined, taking into account 
client needs, existing supports and urgency of the response required. Those with the greatest need and urgency 
receive access to services first. Client preference, special amenities and availability of subsidized units in a 
particular community affects the length of time a person will wait. Clients continue to receive supports in the 
community while waiting for assisted living services.  Clients usually consider the following factors when looking 
at A/L facilities: 

 their current geographic location;  
 personal needs; 
 Language spoken at the residence; and 
 What activities the assisted living residence can provide. 

A brochure and service agreement from the facility will clarify what services are provided, what services are not 
available and any extra charges that may apply. Many assisted living residences also have their own websites. 

For First Nations, there are some First Nations communities who have been funded to build and operate assisted 
living facilities. Some examples are included in this report. The operation of these assisted living facilities occurs 
often through a provincial / federal (FNHA) partnership along with BC Housing and INAC/AANDC. 

Registration with the Assisted Living Registrar 

 Under the Community Care and Assisted Living Act, all publicly subsidized and private pay assisted living operators 
in British Columbia must register their residences with the Assisted Living Registrar. The Assisted Living Registrar 
maintains a register of publicly subsidized and private pay residences. The Assisted Living Registrar posts 
substantiated complaint information reports, following an investigation, which provide a high-level summary of 
information on assisted living residences and may result in loss of registration if not remedied. These reports 
include the type of concern or complaint reported to the registry and are presented in a way that does not 
compromise the personal privacy of residents. 

Costs for assisted living services 

If a person receives publicly subsidized assisted living services, they will pay a monthly rate based on their income 
(and the income of a spouse, if applicable), subject to a minimum and maximum monthly rate. The monthly rate 
is calculated by multiplying a person’s “after tax income” (as defined in the Continuing Care Fees Regulation) by 
70 per cent. For 2018, the minimum monthly rate for a single client receiving assisted living services is $1000.80 
per month. 
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If a person and their spouse are living together in an assisted living unit, their monthly client rate will be calculated 
based on the income of both persons subject to a minimum and maximum monthly rate. The monthly rate will be 
recalculated if the living situation changes for any reason and the person is no longer living with a spouse. For 
2018, the minimum monthly rate for a couple living together in an assisted living unit is $1,524.40 per month per 
couple. 

The maximum monthly rate for publicly subsidized assisted living services is based on the market rent for housing 
and hospitality services for the geographic area where the person lives, as well as the actual cost of personal care 
services that a person receives. If a person receives the support and shelter allowance under the Employment and 
Assistance Act or the Employment and Assistance for Persons with Disabilities Act, they will pay a fixed monthly 
rate for assisted living services. If payment of the assessed monthly rate would cause a person serious financial 
hardship, they may apply to the health authority for a temporary reduction of the monthly rate.  Serious financial 
hardship means that payment of the assessed monthly rate would result in you (or your spouse, if applicable) 
being unable to pay for adequate food; monthly mortgage/rent; sufficient home heat; prescribed medication; or 
other required prescribed health care services.  

Assisted living service providers may charge a person an additional amount for hydro/heat services (up to a 
maximum of $18 per month per assisted living unit). Tenants may also be charged a one-time fee for a refundable 
damage deposit, based on half of the monthly rent for the assisted living unit. Health authorities must ensure that 
the damage deposit is refunded at the end of the tenancy, unless there is damage which is determined to be more 
than expected wear and tear.  

Assisted living service providers may also offer optional services. If a person chooses to receive any of these 
optional services, they may be required to pay an additional fee over and above the monthly rate. These optional 
services may include: 
 cable connection and monthly fee; 
 personal telephone connection and basic services; 
 meals and suite rental for guests; 
 outings or special events; 
 hair styling, foot care or other personal grooming services; 
 housekeeping beyond weekly service; 
 personal laundry services; 
 parking and deposit on garage door opener; 
 fee for pet damage and cleaning; 
 transportation; 
 equipment rental, at or below market rates; and 
 an administration or handling fee to perform a task or service that would normally be the person’s 

responsibility. 

Group Homes 

Group Home services are provided in a non-licensed congregate housing arrangement where clients with 
disabilities or other unique conditions share personal care resources. These services are designed to maximize 
independence and to support responsibility in areas such as household management, vocational pursuits, and 
social relationships. Many communities have group homes, which are generally operated by non-profit societies. 
Homes range from single-family dwellings to apartment complexes and usually accommodate four to six residents.  

If an adult living with a disability could benefit from a group living setting to help support their independence in 
the community, then group home services may be appropriate. In addition to the general eligibility criteria for 
home and community care, to be eligible for group home services a person needs to be assessed as requiring 
group home services; appropriately matched with the residence; compatible with existing clients; and able to 
make independent decisions, either individually or in cooperation with other clients.  
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Costs for group home services 

If a person is receiving group home services, they are not required to pay a client rate but are responsible for all 
living costs such as rent, food and utilities.  

Family Care Homes 

Family Care Home services are provided in a single-family residence that accommodates clients with specialized 
care needs that cannot be optimally met in a residential care facility. Family care homes provide a home-like 
atmosphere, nutritious meals, laundry and housekeeping services and supervision, along with any required 
assistance with daily living activities, such as bathing, grooming and dressing. Family care homes are unlicensed 
and can house no more than two clients. Family care home services may be suitable if a person has an immediate 
need for residential care services and are unable to find other suitable alternatives; or would benefit from a more 
home-like environment.  

In addition to the general eligibility criteria for home and community care services, to be eligible for family care 
home services a person needs to be assessed as requiring family care home services; be appropriately matched 
with the residence; be compatible with existing clients; and have agreed to pay the assessed residential services 
client rate. 

Cost for family care home services 

If a person receives publicly subsidized family care home services, they will pay a monthly rate of up to 80 per 
cent of their income towards the cost of housing and hospitality services, subject to a minimum and maximum 
monthly rate. The monthly rate is calculated based on the “after tax income” (as defined in the Continuing Care 
Fees Regulation) in one of two ways: 

If the after-tax income is less than $19,500 per year, the monthly rate is calculated as the after-tax income 
less $3,900 and divided by 12 (Formula A) 

If the after-tax income is equal to or greater than $19,500 per year, the monthly rate is calculated as the 
after-tax income multiplied by 80 per cent and divided by 12 (Formula B). 

The minimum monthly rate is adjusted each year based on changes to the Old Age Security/Guaranteed Income 
Supplement rate as of July 1 of the previous year. For 2018, the minimum monthly rate for a client receiving family 
care home services is $1,130.60 per month. The maximum client rate is adjusted each year based on changes to 
the Consumer Price Index over the previous year. For 2018, the maximum monthly rate for a client receiving family 
care home services is $3,278.80 per month. 

If a person is receiving family care home services and payment of the assessed monthly rate would cause them 
serious financial hardship, they may be eligible for a reduced rate. Serious financial hardship means that payment 
of the assessed monthly rate would result in the person being unable to pay for adequate food; monthly 
mortgage/rent; sufficient home heat; prescribed medication; or other required prescribed health care services. 

Short-Term Residential Care 

Short-term residential care services are provided, usually for less than three months, for people who require 
care as follows:  

 Respite care provides a client’s main caregiver a period of relief, or to provide a client with a period of 
supported care to increase their independence. 

 Convalescent care is provided to clients with defined and stable care needs who require a supervised 
environment for reactivation or recuperation, usually prior to discharge home, and most commonly 
following an acute episode of care. 
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 Residential hospice care is provided to clients who require support with comfort, dignity and quality of 
life in the final days or weeks of their lives. 

In addition to the general eligibility criteria for home and community care services, to be eligible for publicly 
subsidized residential care a person must have been assessed as requiring short-term residential care services; 
have agreed to pay the applicable daily rate; and have agreed to vacate the residential care facility at the end of 
the agreed upon period of short-term residential care. If the person is a veteran and is eligible for home and 
community care services, the health authority is required to contact Veterans Affairs Canada for an assessment 
of eligibility for federal benefits and arrange placement on their veterans’ priority access bed waitlist in those 
facilities with veterans’ priority access beds. 

Cost for short-term residential care services 

If a person receives publicly subsidized short-term residential care services, they will pay a fixed daily rate of 
$37.10 per day. The daily rate for short-term residential care services is adjusted each year. It is calculated by 
multiplying the minimum monthly rate for long-term residential care services by 12 months and dividing by 365 
days. For 2018, the daily rate is calculated as [($1,130.60 multiplied by 12) divided by 365 = $37.10].  

If a person is receiving short-term residential care services and payment of the fixed daily rate would cause them 
serious financial hardship or mean that they would be unable to maintain the family home or unit, they may be 
eligible for a reduced rate. Serious financial hardship means that payment of the daily rate would result in the 
person being unable to pay for adequate food; monthly mortgage/rent; sufficient home heat; prescribed 
medication; or other required prescribed health care services. 

Permanently in residential facility and needing full-time support 

End-of-Life Care (Palliative) 

End-of-life care is supportive and compassionate care that improves the quality of life for people and their families 
who are facing the end stages of a terminal or chronic illness, or preparing for death. End-of-life care addresses 
physical, psychological, and spiritual concerns and focuses on comfort, respect for decisions, and support for the 
family. It is provided wherever the client is living, whether in their home, in hospice, an assisted living residence 
or a residential care facility. Palliative care is specialized medical care for people with serious illness – whatever 
the diagnosis. Care can be provided wherever the client is living, whether at home, in hospice, an assisted living 
residence or a residential care facility. 

End-of-life and palliative care services aim to preserve an individual’s comfort, dignity and quality of life as their 
needs change, and to offer on-going support for family and friends. These services include the following:  
 care co-ordination and consultation 
 pain and symptom management 
 community nursing services 
 community rehabilitation services 
 home support 
 respite for the caregiver and 
 Residential hospice care. 

Cost for end-of-life care and palliative care services 

There may be a cost for end-of-life care or palliative care services, depending on the type of services a person 
requires. There is no cost for community nursing services or community rehabilitation services if the person is 
receiving care at home. Some medications and palliative supplies and equipment are available free of charge for 
eligible patients through the B.C. Palliative Care Benefits Program (or through the First Nations Health Benefits 
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program for First Nations). In addition, there is no cost for home support services if the person is enrolled with 
the B.C. Palliative Care Benefits Program.  

If a person requires publicly subsidized residential hospice palliative care, they will pay a fixed daily rate of 
$32.50 per day.  

End-of-Life Care and Palliative Services in Long-Term Residential Care 

Supportive and compassionate care can be provided to people who are nearing the end of their lives who are 
receiving long-term residential care services. When first admitted to a residential care facility, a person’s 
immediate needs are assessed, and a transitional care plan is made. Usually within six weeks of admission, the 
care is reviewed with the person’s family as the person settles in the new environment. End-of-life and palliative 
care services available to clients receiving long-term residential care services include: 

 Pain and symptom assessment and management 
 Psychological care 
 Loss and grief support for family caregivers 
 Access to specialized prescription medication, supplies and equipment. 

These services are also available to clients receiving short-term residential care services. 

Long-Term Residential Care 

Long-term residential care services provide 24-hour professional supervision and care in a protective, supportive 
environment for people who have complex care needs and can no longer be cared for in their own homes or in 
an assisted living residence. Long-term residential care services include: 

 standard accommodation; 
 development and maintenance of a care plan; 
 clinical support services (e.g., rehabilitation and social work services) as identified in the care plan; 
 ongoing, planned physical, social and recreational activities (e.g., exercise, music programs, crafts, 

games); 
 meals, including therapeutic diets prescribed by a physician, and tube feeding; 
 meal replacements and nutrition supplements as specified in the care plan or by a physician; 
 routine laundry service for bed linens, towels, washcloths and all articles of clothing that can be washed 

without special attention to the laundering process; 
 general hygiene supplies, including but not limited to soap, shampoo, toilet tissue, and special products 

required for use with facility bathing equipment; 
 routine medical supplies; 
 incontinence management; 
 basic wheelchairs for personal exclusive use; 
 basic cleaning and basic maintenance of wheelchairs; and 
 any other specialized service (e.g., specialized dementia or palliative care) as needed by the client that 

the service provider has been contracted to provide. 

If a person requires long-term residential care services, supportive and compassionate care is provided in 
residential care facilities with the goal of preserving an individual’s comfort, dignity and quality of life as their 
needs change, and to offer ongoing support for family and friends.  

Long-term residential care services are for people who can no longer be cared for in their own homes or in an 
assisted living residence and have severe behavioral problems on a continuous basis; are cognitively impaired, 
ranging from moderate to severe; are physically dependent, with medical needs that require professional nursing 
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care, and a planned program to retain or improve functional ability; or are clinically complex, with multiple 
disabilities and/or complex medical conditions that require professional nursing care, monitoring and/or 
specialized skilled care. In addition to the general eligibility criteria for home and community care services, to be 
eligible for residential care services a person must: 

 have been assessed as having 24-hour professional nursing supervision and care needs that cannot be 
adequately met in your home or by housing and health services; 

 be at significant risk by remaining in your current living environment, and the degree of risk is not 
manageable using available community resources and services; 

 have an urgent need for residential care services; 
 have been investigated and treated for medical causes of disability and dependency that may have been 

remedial; 
 have a caregiver living with unacceptable risk to their well-being, have a caregiver who is no longer able 

to provide care and support, or do not have a caregiver available; 
 accept the first appropriate bed where your preferred facility or location could not be accommodated on 

admission; 
 have consented to admission to the facility, and agreed to occupy the bed within 48 hours of notification 

of the availability of the bed, unless alternative arrangements have been made in advance with your 
health authority; and 

 have agreed to pay your assessed rate and any additional optional charges for services, programs or 
supplies that are not included as a benefit but are offered by the service provider. 

Access to LTC Beds 

If a person and the health authority professionals working with the person determine that they qualify for publicly 
subsidized residential care services, then they will be offered a bed based on the urgency of their care needs and 
other factors including: 

 the person’s facility preferences; 
 Availability of caregivers and community supports; 
 clinical care needs; 
 Appropriateness of the facility; and 
 Potential risk from abuse, neglect or self-neglect in present living situation arising from ability of the client 

and/or their caregiver to manage their health and daily living needs. 

Priority access to a residential care bed means that a person will be expected to accept the first appropriate bed 
that becomes available and is offered. Once the person is informed that a bed is available, they are expected to 
move into the facility within 48 hours. Publicly subsidized beds are in high demand, so it’s important that they are 
used by those who need them. 

Health authorities try to accommodate individual needs and move clients into a facility that is their first choice. 
However, as the goal is to find a residential care facility that meets the care needs for people at risk as quickly as 
possible, sometimes individuals are not placed in the facility that is their first choice. In these situations, transfer 
to the preferred facility will be managed in an equitable manner.  If the person / family believes that there may 
be difficulties being able to move in within the 48 hour time period, alternative arrangements can be made with 
the health authority.  

Couples in Residential Care 

When both people are eligible for residential care, the health authority makes every effort to place couples in a 
facility together. When only one member of a couple is eligible, and the couple wishes to stay together, the health 
authority will explore, with the couple, those options that may help to maintain their relationship. Health 
authorities will work with spouses to identify reasonable arrangements that would enable them to maintain and 
support their relationship. 
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Costs of Residential Care 

If a person is paying privately for residential care while waiting for access to publicly subsidized care, they cannot 
be guaranteed a subsidized bed will be in the same facility. If the facility that a person is living in has subsidized 
beds, the person can identify that facility as their preferred choice for placement. All individuals applying for 
residential care services must accept the first appropriate bed offered. Choosing to pay privately for residential 
care should not impact the length of time that a person waits for initial placement in a subsidized residential care 
facility.  

Family and Resident Councils 

A family and/or resident council is a group of persons who either live in a residential care facility or are the contact 
person, representative or relatives of care facility residents, and who meet regularly for a common purpose 
related to the care facility. A resident/family council is self-led, self-determining and democratic. Councils exist to 
engage the resident community in collaborative activities which will advance the quality of life for residents. 

If a person receives publicly subsidized long-term residential care services, they will pay a monthly rate of up to 
80 per cent of their after tax income towards the cost of housing and hospitality services, subject to a minimum 
and maximum monthly rate. The monthly rate is calculated based on their “after tax income” (as defined in the 
Continuing Care Fees Regulation) in one of two ways: 

If the after-tax income is less than $19,500 per year, the monthly rate is calculated as the after-tax income 
less $3,900 and divided by 12 (Formula A). Note: The $3,900 deduction ($325 per month X 12 months) is 
set to ensure that most clients have at least $325 of income remaining per month after paying 
their monthly rate. 

If the after-tax income is equal to or greater than $19,500 per year, the monthly rate is calculated as the 
after-tax income multiplied by 80 per cent and divided by 12 (Formula B). 

If the assessed daily rate is higher than the actual cost of the service to the health authority, the health authority 
will charge the person no more than the actual cost of the service. If payment of the assessed daily rate would 
cause the person serious financial hardship, they may apply to the health authority for a temporary reduction of 
the daily rate.  

If the person and spouse are sharing a room in a residential care facility and are both in receipt of the Guaranteed 
Income Supplement (GIS) benefit at the married rate, their monthly rate will be calculated based on their after 
tax income, subject to a minimum and maximum monthly rate. For 2018, the minimum monthly rate for a couple 
sharing a room and both in receipt of the GIS benefit at the married rate is $783.50 per month per person. The 
maximum client rate is adjusted each year based on changes to the Consumer Price Index over the previous year. 
For 2018, the maximum monthly rate for a client receiving long-term residential care services is $3,278.80 per 
month. 

Optional Services 

Residential care service providers may also offer optional equipment, products, and services in addition to those 
that are included as part of residential care services. If a person chooses to receive any of these optional services, 
they may be required to pay an additional fee over and above their monthly rate. These optional services may 
include: 

 personal cable connection and monthly fee; 
 personal telephone connection and basic services; 
 nutrition supplements, where the client requests a specific commercial brand rather than the brand 

provided by the service provider; 
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 personal newspaper, magazines and periodicals; 
 hearing aids and batteries, including replacement batteries; 
 personal transportation; 
 extra or optional craft supplies, entertainment and recreational activities that are additional to activities 

and supplies provided as benefits above, and are chosen by the client; 
 an administration or handling fee associated with the service, where reasonable, to perform a task or 

service that would normally be the client’s responsibility; 
 purchase or rental of equipment that is for the exclusive use of the client (e.g., walker, crutches, canes or 

other devices, and maintenance as required); 
 modifications to basic wheelchairs/ modified wheelchairs, specialized wheelchairs; 
 therapist fees for assessment and determination of modified wheelchair and specialized wheelchairs; 
 miscellaneous charges associated with wheelchair cleaning and maintenance such as non-basic 

maintenance services, emergency cleaning, and damage; 
 companion services; 
 personal dry cleaning or laundry services for items requiring special attention; and 

 personal hygiene and grooming supplies that the client chooses in preference to general supplies provided 
by the service provider including facial tissue; hand lotion; denture cleaner; brush and comb; toothpaste ; 
hair shampoo and conditioner; talcum powder; shaving cream; special soap and preferred incontinence 
supplies. 

Wheelchairs 

Effective January 1, 2016, long-term residential care residents who reside in publicly-subsidized residential care 
facilities will now have access to a free basic wheelchair for personal exclusive use, if required. Basic maintenance 
and basic cleaning of the basic wheelchairs will also be provided as a free benefit. 

A basic wheelchair is a manual, self-propelled, safe and durable wheelchair that enhances personal mobility; has 
a basic contoured seat cushion; and which is reasonable to obtain and maintain. A basic wheelchair is a wheelchair 
without modification, upgrade, customization or specialization. A custom-made wheelchair is not a basic 
wheelchair. Bariatric wheelchairs and wheelchairs with super-low seating are not basic wheelchairs. For additional 
information, please speak with your service provider. 

Legal Requirements and Licensing of Facilities 
Health authorities post summary inspection reports on their websites for routine and follow-up inspections of 
facilities licensed under the Community Care and Assisted Living Act or licensed or designated under the Hospital 
Act. The reports include information relating to substantiated complaints and inspections. 

Legal Requirements 

Legal requirements for facilities are contained in: 

 BC Building Code Regulation: sets the minimum standards for health, safety, accessibility, fire and structural 
protections of buildings and protection of the building from water and sewer damage) 

 BC Fire Code Regulation: sets minimum standards for health, safety and fire protection of buildings and 
facilities, including assisted living residences. 

 Community Care and Assisted Living Act: sets the mandatory registration requirement for all assisted living 
residences and provides for an Assisted Living Registrar to administer the part of the Act that relates to 
assisted living residences. It also requires community care facilities, which house a more vulnerable and 
dependent population, to be licensed under the Act. 

 Community Care and Assisted Living Regulation: defines the prescribed services. An assisted living operator 
may not offer more than two prescribed services to residents.  
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 Assisted Living Regulation: specifies the length of a registration, application and registration fees, and health 
and safety standards for medications. 

 Drinking Water Protection Act and Regulations sets out certain requirements for drinking water operators to 
ensure the provision of safe drinking water to their customers. 

 Food Premises Regulation: Part of the Public Health Act and sets out public health requirements for businesses 
that supply and serve food to the public. Operators of assisted living residences who house seven or more 
residents must have a food premises permit. Public Health Inspectors (Environmental Health Officers) in the 
health authorities are responsible for inspecting food premises, issuing permits and investigating complaints. 

 Health Act and its regulations: deal with a range of public health matters relevant to assisted living residence 
operators, such as food safety, drinking water safety, personal services establishments, communicable 
disease management, sewerage systems, and pools and spas. 

 Health Act Communicable Disease Regulation: sets out what a reportable communicable disease is, and 
appropriate control measures. 

 Personal Services Establishment Regulation: specifies that operators of personal services establishments must 
maintain and operate their establishments, and equipment and instruments used for the service, in a way 
that prevents health hazards from occurring.  

 Sewerage System Regulation to the Public Health Act: applies to private sewerage systems; holding tanks and 
domestic sewage; waterborne waste from the preparation and consumption of food and drink, dishwashing, 
bathing, showering; and general household cleaning and laundry. 

 Pool Regulation to the Public Health Act: applies to all pools in B.C., except private residential pools, and to 
all auxiliary structures and equipment required for the use or operation of pools. 

Standards for Residential Care to meet Licensing Requirements 

The standards and regulations provide for a range of requirements for operators of residential care facilities: 
 Care and/or supervision: Licensees are required to ensure adequate care and/or supervision of residents. 

Licensees must maintain and follow individual plans of care for every resident that may include oral care, 
therapeutic instructions, medication administration and activity planning. Licensing officers audit care plans 
to ensure they adequately guide employees in their duties to ensure residents are safe and their care needs 
are met 

 Hygiene and communicable disease control: Licensees are required to ensure facilities maintain acceptable 
levels of hygiene. Licensing officers inspect for appropriate communicable disease control practices and other 
practices that would compromise the health and safety of residents 

 Licensing: Licensees have a continuing duty to inform the Medical Health Officer of any significant changes to 
the operation of the community care facility. This category contains a number of administrative requirements 
that Licensing officers assess for compliance 

 Medication: Licensees are required to store, administer and record the medications of residents according to 
requirements in the regulations and established by the medication safety and advisory committee. Licensing 
officers examine medication administration records, policies and storage practices to ensure legislated 
requirements are met 

 Nutrition and Food Services: Licensees are required to store, prepare and deliver foods and fluids safely. 
Licensees must ensure appropriate nutritional content of meals, assistance with eating and texture 
modifications are made as necessary. Licensing officers inspect nutrition and food services 

 Physical facility, equipment and furnishings: Licensees are required to maintain the facility, all equipment and 
furnishings in a sanitary and working condition. Licensing officers will inspect to ensure the facility and 
equipment is safe, free from hazards, in good repair and is appropriate for the needs of the residents 

 Policies and Procedures: Licensees are required to have written policies and procedures to guide staff in all 
matters regarding the care and/or supervision of residents. Licensing officers inspect to ensure that the facility 
has policies in place to meet the needs of the residents and that they are adequately communicated and 
implemented by staff 
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 Program: Licensees must ensure residents are provided with indoor and outdoor recreation areas that are 
easily accessible and safe. Residents must be offered, without charge, an ongoing program of physical, social 
and recreational activities. Licensing officers look for a planned program that is designed to meet the needs 
of residents 

 Records and Reporting: Licensees are required to keep records on facility matters and matters that guide staff 
in ensuring the health and safety of residents. Licensing officers inspect record keeping and reporting 
practices to ensure they are compliant with regulations 

 Staffing: Licensees are required to ensure a facility has enough staff, who possess adequate training and 
experience, to meet the care, supervision and activity needs of the residents. Licensing officers inspect to 
ensure licensees maintain enough staff to meet the needs of residents, and that all employees meet basic 
health and competency standards and are able to carry out their duties effectively. 

Ministry of Health policies applicable to operating Assisted Living Residencies 

In BC, the goal of Assisted Living is to provide individuals with housing, appropriate support and personal 
assistance services that enable them to maintain an optimal level of independence. The principles of assisted 
living — choice, privacy, independence, individuality, dignity and respect — come from the recognition that 
adults, although they may need support and assistance in daily life, maintain the right to manage their own 
lives. Operators of assisted living residences play an important role in supporting and promoting the goal and 
principles of assisted living. 

Obligations of Operators 

To become registered in BC and to maintain registration, operators must operate assisted living residences in a 
way that does not jeopardize the health or safety of residents, which includes: 

 Meeting the legal and regulatory requirements listed above 
o Not accepting or continuing to provide housing and services to people who are unable to make 

decisions on their own behalf unless the resident lives with a spouse who is able to make 
decisions on behalf of the resident; or the resident has been sent to the residence on leave from 
a designated facility, such as a provincial mental health facility, psychiatric unit or observation 
unit (as an involuntary patient on leave under section 37 of the Mental Health Act). 

 Ensuring that owners, site managers, employees, volunteers and contractors where appropriate have a 
current criminal record review (within 5 years) as required under the Criminal Records Review Act. 

 Maintaining a watchful eye over residents’ health and safety. 
 Providing professional oversight of non-professional staff, as required. 
 Informing residents, staff and visitors about how to make a complaint, including: how to make an internal 

complaint at the residence; how to make a complaint to the assisted living registrar; how to make a 
complaint to the health authority patient care quality office (for residents living in publicly subsidized 
units); and, ensuring the complaint process and contact information for the assisted living registrar and 
the health authority patient care quality office is readily accessible. 

 Not preventing or intimidate anyone from reporting their concerns to the assisted living registrar and/or 
the health authority patient care quality office. 

 Renewing registration annually. 
 Advising the registrar in a timely manner of any changes to registration information. 

 
An operator is required to register the residence with the Assisted Living registrar, whether publicly subsidized or 
private-pay. Before approving an application for registration, the assisted living registrar must be satisfied that 
housing, hospitality services and personal assistance services will be provided to residents in a way that does not 
jeopardize their health or safety. 
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FEDERAL SERVICES AVAILABLE FOR FIRST NATIONS SENIORS 
 

Assisted Living Program 
This program was previously managed by Indigenous and Northern Affairs Canada (INAC) and is now managed by 
the Department of Indigenous Services Canada (DISC). This program provides funding for non-medical, social 
support services to seniors, adults with chronic illness, and children and adults with disabilities (mental and 
physical) on reserve to help them maintain their independence. There are three major components: 

• in-home care 
• adult foster care 
• institutional care (for those needing personal non-medical 24-hour care) 

 
First Nations receive funding on an annual basis as part of agreements negotiated between the federal and 
provincial governments. First Nations then provide assisted living services to eligible recipients. Any individual 
residing on-reserve, or ordinarily resident on-reserve, who has been formally assessed by a health care provider 
as requiring social support services. Individuals must not have the means to obtain such services themselves, or 
access to other sources of support from the federal or provincial governments. Ordinarily resident on-reserve 
means that individuals live on-reserve and do not maintain a primary residence off-reserve. Individuals who are 
off-reserve to obtain care not available on-reserve are considered ordinarily resident on-reserve, and eligible for 
funding through the Assisted Living Program, if all eligibility criteria are met. 
 
Program Guidelines 2018-2019  
These guidelines set out the delivery requirements and standards for the Assisted Living Program for funding 
recipients that have entered into a funding agreement with DISC. Where the Department of Indigenous Services 
Canada has entered into agreements with the provinces, the obligations set out in the agreements are to be read 
first and take precedence over the delivery requirements and standards of the Assisted Living Program.  
 
The Assisted Living program is a component of Canada's social safety net meant to align with similar provincial 
programs. The objective of the Assisted Living Program is that in-home, group-home and institutional care 
supports are accessible to eligible low-income individuals to help maintain their independence for as long as 
possible in their home communities. This residency-based program provides funding to First Nations on an annual 
basis through negotiated funding agreements for non-medical social supports, as well as training and support for 
service delivery so that seniors and persons with disabilities can maintain functional independence within their 
home communities. The ultimate outcome for the Assisted Living Program is that eligible individuals have the 
ability to maintain functional independence within their home communities. In order to achieve this, the Assisted 
Living program also supports the development of capacity of First Nations communities to deliver Assisted Living 
social support services, to address and overcome barriers to the delivery of these services, and to provide the 
social support component of in-home care, adult foster care, and institutional care. 

In-Home Care 

The in-home care component provides funding support for non-medical support services. These services include: 
• meal programs, meal planning and preparation; 
• day programs; 
• attendant services (this could include services such as accompanying a client to an appointment or while 

shopping, but does not include care of the client directly, e.g. bathing, dressing); 
• short-term respite care as defined by the reference province or territory; 
• group care; 
• laundry; 
• ironing; 
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• mending; 
• carrying water; 
• chopping and/or carrying wood; 
• home management which may include making beds, dusting, washing dishes, sweeping, wiping counter 

tops, vacuuming, taking out the garbage, scrubbing a bathroom or floor, washing walls or shampooing 
carpets; 

• minor home maintenance (for example, fixing a door knob or attaching a railing along stairs); and 
• Non-medical transportation. 

 
To deliver the In-Home Care component, funding recipients such as First Nations Band Councils - must have 
operational processes and procedures for the delivery of services that are consistent with the national program 
guidelines and with programs, standards and guidelines of the province; established management and 
accountability processes and procedures for program funding; and documentation to confirm that in-home care 
services, provided to a client, are a part of the client's care plan based on assessed needs. 

Adult Foster Care and Institutional Care 

The adult foster care component provides funding support for supervision and care to individuals unable to live 
on their own due to physical, cognitive or psychological limitations, who do not need continuous medical 
attention. The institutional care component of the program provides funding support for individuals requiring 
Types I and II care in institutions operating according to provincial laws and standards both on and off reserve. 
Provinces are responsible for providing funding for higher levels (i.e. Types III, IV and V) of institutional care on 
and off reserve. 
For Adult Foster Care and Institutional Care components, funding recipients must operate according to the 
licensing and accreditation guidelines applicable to the facility type of the reference province; maintain up-to-
date documentation confirming that adult foster care or institutional care services, provided to a client, is a part 
of a client's care plan based on assessed needs; and ensure that the care services for which the care facility is 
invoicing do not exceed Types I and II care as defined in Health Canada's (1973) Federal Classification System for 
Institutional Care or equivalent. Eligible institutional care expenditures: 

• standard accommodation in accordance with the reference province's definition of institutional care; 
• meals, including therapeutic diets; 
• food; 
• laundry; 
• necessary emergency and routine treatment supplies; 
• professional social services, as needed, in accordance with assessed client needs; 
• programs for social and recreational activities; 
• clothing; 
• special diets; 
• age allowance; 
• personal living allowance; and 
• guide dogs. 

Note: Specialized medical and capital items are not eligible expenditures. 

Assessing Client Eligibility and Needs 

A client is the ultimate beneficiary of Assisted Living services. Once an individual has been found eligible or 
approved for service, they become a client.  For In-home care, adult foster care and institutional components, 
clients must be: ordinarily resident on reserve; formally assessed by a designated social service or health 
professional using the care assessment criteria recognized by the Department of Indigenous Services Canada as 
requiring one or more eligible supports; and unable to obtain such services themselves, or access other federal or 
provincial sources of support, as confirmed by an assessment covering employability, family composition and age, 
and financial resources available to the household. 
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A clear demonstration of financial need, taking into consideration all financial resources available to the individual 
and household, must be obtained from the individual prior to issuing benefits to the individual. This means that 
prior to issuing benefits the Administrator must verify the individual's financial need by: 
 completing and documenting an assessment of all financial resources, including income, assets, savings, and 

investments, available to the individual and household; and 
 verifying official documentation to fully support the assessment of financial need. 
 
The formal assessment for non-medical services must be retained and must be completed by a health or social 
professional and may be done by non-medical social support services (e.g. a physician, nurse practitioner, 
registered nurse, licensed practical nurse, registered social worker). It must identify the period of time that the 
individual is eligible for non-medical social support services (e.g. start and finish date covering the period that 
individual social support services are eligible); and the type(s) and amount of non-medical individual social support 
services required.  

Licensing and accreditation guidelines 

For adult foster care and institutional care, documentation confirming that the care home or facility operates 
according to the licensing, recognition, or accreditation guidelines of the relevant province is required.  

Eligible service delivery expenses 

Eligible expenditures to support the administration of the Assisted Living Program are:  
 salaries, wages and benefits;  
 travel;   
 transportation; 
 training for professional or paraprofessional Administrators and case workers;  
 related office costs;  
 activities related to collecting and managing data required for program management; monitoring, 

planning, reporting and evaluation;  
 maintaining and upgrading program management systems;  
 Developing operational policy and related documents, and delivery options to encourage local 

integration, where possible, of education, health and social services needed to effectively deliver and 
administer the Assisted Living Program; and developing and implementing case management protocols, 
including structured client assessments; referrals; re-assessment and counselling; training; and 
professional support for Administrators and case managers. 

Funding 

The maximum amount of funding to be provided to a funding recipient in a fiscal year is set out in the funding 
agreement signed by the funding recipient. The maximum funding that will be provided to a funding recipient by 
the Department of Indigenous Services Canada are 100 percent of the eligible costs associated with a particular 
program (activity, initiative or project) to be funded. A Funding Recipient is required to declare any and all sources 
of funding for the program that are expected to be received or that are received, including all funding from the 
Government of Canada and from provincial, governments.  

Levels of Care 

To help determine reasonable comparability among similar services and programs the following definitions of 
levels of care are provided: 
When it is not clear which Type of Care a patient falls into, the patient should be treated as the higher, more 
specialized Type of Care, e.g., if it cannot be determined whether a patient is Type II or Type III, the patient should 
be treated as Type III. 
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 Type I care is required by a person who is ambulant and/or independently mobile, who has decreased 
physical and/or mental faculties, and who primarily requires supervision and or assistance with activities 
of daily living and provision for meeting psycho-social needs through social and recreational services. The 
period of time during which care is required is indeterminate and related to individual condition. 
Operationally, Type I care is residential care for persons requiring primarily supervision and assistance 
with daily living activities and social and recreational services – ½ to 1 ½ hours therapeutic and personal 
care or supervision daily. 

 Type II care is required by a person with a relatively stabilized physical or mental chronic disease or 
functional disability who having reached the apparent limit of his recovery, is not likely to change in, near 
future, who has relatively little need for the diagnostic and therapeutic services of a hospital but who 
requires the availability of personal care on a continuing 24-hour basis, with medical and professional 
nursing supervision and provision for meeting psychosocial needs. The period of time during which care 
is required is unpredictable but usually consists of a matter of months or years. Type II care is extended 
care for persons requiring availability of personal care on a 24-hour basis, under medical and nursing 
supervision – 1 ½ to 2 ½ hours care or supervision. 

 
Provinces are responsible solely for: 

 Type III care (a person who is chronically ill and/or has a functional disability (physical or mental), whose 
acute phase of illness is over, whose vital processes may or may not be stable, whose potential for 
rehabilitation may be limited, and who requires a range of therapeutic services, medical management 
and skilled nursing care plus provision for meeting psycho-social needs) 

 Type IV care (a person with relatively stable disability such as congenital defect, post-traumatic deficits 
or the disabling sequelae of disease, which is unlikely to be resolved through convalescence or the normal 
healing process, who requires a specialized rehabilitative program to restore or improve functional ability. 
Type IV is rehabilitative care to restore or improve functional ability – may require psychiatric treatment 
along with physical restoration.  

• Type V is required by a person who presents a need for investigation, diagnosis or for definition of 
treatment requirements for a known, an unknown or potentially serious condition; and/or is critically, 
acutely or seriously ill (regardless of diagnosis) and whose vital processes may be in a precarious or 
unstable state; and/or is in the immediate recovery phase or who is convalescing following an accident, 
illness or injury and who requires a planned and controlled therapeutic and educational program of 
comparatively short duration. Type V is acute care for persons who present a need for investigation, 
diagnosis or treatment and who are critically, acutely or seriously ill or convalescing – rehabilitative 
centers and acute care hospitals. 

First Nations Health Benefits30 
The First Nations Health Benefits program includes: 

 Short-Term Crisis Intervention Mental Health Counselling (STCIMHC)  
 Pharmacy benefit; 
 Vision benefit 
 Medical Supplies & Equipment (MS&E) benefit; 
 Dental benefit; and 
 Medical Transportation benefit (also known as patient travel) 

All eligible First Nations clients whether living at home or in residential facilities on-reserve may meet eligibility 
requirements for these benefits. Health Canada funds the Non-Insured Health Benefits Program (NIHB) for First 
Nations status members. The NIHB Program provides a limited range of medically necessary, health-related goods 

                                                 
30 Known as Non-Insured Health Benefits (NIHB) and managed by the First Nations Health Authority in BC from 
Federal funding 
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and services which are not provided through other private or provincial/territorial health insurance plans. NIHB 
are complementary to provincial and territorial insured programs and community-based health programs and 
services funded by Health Canada.  

Input received by the AFN from First Nations regional organizations and communities in 2004-05 in relation to a 
national action plan for seniors also identified the following health related issues that need to be addressed31: 

• Access to psychosocial and mental health (psychologist, social workers, addiction workers, etc.); 
• Para transit and medical transportation; 
• Family support and respite services; 
• In home foot care; 
• Palliative care programs distinct from home care programs; 
• Adapted equipment; 
• Prescription medication and alcohol addiction specialists; 
• Adequate training for workers; 
• Traditional nutrition programs; 
• Assistance/ prevention of over-prescription and/or misuse – improved management of prescriptions and 
• pharmaceuticals and the potential complications arising from use of traditional medicine; 
• Training for physicians/pharmacists/community health workers; 
• Lack of home support provision in rural small northern communities. 

First Nations Home and Community Care (HCC) Program 
First Nations communities offer fewer health services to seniors than other communities in Canada. Significant 
gaps and barriers exist which make it more difficult for First Nations seniors to access proper medical care, 
increasing the likelihood that they will experience poorer and more acute health conditions. 

The First Nations and Inuit Home and Community Care program (FNIHCC) was subsequently implemented by 
Health Canada in 1999. FNIHCC is intended to complement and not duplicate existing services such as those 
provided by INAC’s Assisted Living program. The FNIHCC provides funding for basic home and community care 
services, including case management, nursing care, in-home respite care and personal care. At the present time, 
92% of eligible communities have implemented FNIHCC, representing about 95% of the total First Nations and 
Inuit populations. However, some First Nations communities do not have any Home and Community Care services 
and, in some communities, FNIHCC is not fully implemented or effectively providing the needed services. 

Within the general Canadian population, continuing care services offered in the provincial and territorial health 
systems are accessed primarily by individuals over 65 years of age. However, conditions within First Nations 
communities demonstrate a different portrait of First Nations continuing care service users: children and youth 
with assessed needs; adults with chronic diseases and conditions; adults with mental illnesses; and the elderly (55 
years and older), noting again the earlier onset of many age-related illnesses within the aging First Nations 
population. In fact, 50% of clients accessing Health Canada’s FNIHCC are under age 65 years32. FNIHCC has 
responded reasonably well to the identified home care needs of First Nations. The Assisted Living Program 
provides social support services that meet some of the needs of ill and disabled First Nations clients. However, 
the number of personal care homes currently operating in First Nations communities is severely limited. As a 
result, there remains a dire need for expanded services in the whole area of continuing care/long term care for 
First Nations.  

There are 633 First Nations communities across Canada, but only 30 have a personal care home that provide 
facility-based care with funding received from INAC. This represents less than a total of 900 beds for First Nations 

                                                 
31 AFN Documentation on First Nations Seniors Issues (November 2005) in reference to the National Action Plan for 
Seniors prepared by Social Development Canada. Unpublished. 
32 Interim Report of the Special Senate Committee on Aging, op. cit.: 79.  
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living in their communities. There is, therefore, a ratio of 1 bed per 99 individuals aged 55 and over for First Nations 
living in their communities compared to 1 bed per 22 individuals aged 65 and over in the general Canadian 
population33. 

In the current situation, many First Nations residents are forced to leave their homes and family to be placed in a 
provincial facility located outside their community. The low income of most First Nations seniors limits their ability 
to access “private pay” facilities out-of-community or to pay the resident co-payment required in publicly-funded 
facilities. In the case of northern and remote communities, this essentially means that the person must move to 
a facility that is located hundreds of miles from their home, often in an urban setting. First Nations feel isolated 
in provincial facilities and are often situated long distances from their families. This has a detrimental effect on 
their health and quality of life. In a study carried out in 1999, 85% of respondents indicated that some community 
members were residing in out-of-community, extended care facilities and that there were major drawbacks to 
these arrangements including: isolation from family and friends, loss of opportunity to participate and contribute 
to the cultural life of their community and loss of their role as an Elder34.  Thus, emotional stresses on the individual 
and their family, as well as a negative impact on their health, are often the products of such displacement: 

“Terminally-ill Aboriginal people or elders, uprooted from their communities in a traumatic medevac flight to 
a city hospital all alone died sooner than those who went home to die, an Alaskan palliative care expert is 

telling Thunder Bay medical professionals”35.52 

First Nations living in remote and isolated areas experience many impediments to accessing services such as the 
lack of roads and efficient transportation, high cost of transportation for medical supplies, inability to access 
rehabilitative services, adequate palliative or respite care and the lack of available health professionals 
necessitating frequent travel to urban centers, the incurrence of greater financial expenses, and lengthy wait 
times. With the significant cutbacks in hospital and in-patient services, shorter hospital stays and the general 
deinstitutionalization of both acute and long term care clients, First Nations individuals are being discharged from 
hospital earlier and return to their communities, where care and services are limited and sometimes altogether 
absent. 

Health Canada and INAC recently funded a major research project to gain a better understanding of the continuing 
care services currently provided and identify new services needed by First Nations and Inuit. The research 
conducted jointly with First Nations and Inuit organizations and completed in October, 200636 provides evidence 
that supports the need for increased funding and significant improvements in the continuing care services 
currently available in First Nations communities. One of the key findings was that over 95% of clients interviewed 
would prefer to receive continuing care in their own community; however current services are not sufficient to 
meet existing and projected need as the population ages. Most clients currently access lower levels of care but 
since most have some form of chronic illness, the need for higher levels of care will rise37. 

                                                 
33 The bed estimates were derived from data obtained from Statistics Canada and INAC. It is important to remember that First Nations aged 55+ 
are equivalent to those aged 65+ in the general Canadian population. 
34 Gibbons, Adrian (September 1999). First Nations Institutional Care – A Review of Critical Issues and Trends. Ottawa. 
35 Thunder Bay Chronicle – Journal, Article, There’s No Place Like Home, April 18, 2007 
36 Miller and Hollander, op. cit. 
37 Ibid. 
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DEMOGRAPHIC AND HEALTH PROFILE  
History of the St’at’imc 

 

The St’át’imc are the original inhabitants of the territory which extends north to Churn Creek 
and to South French Bar; northwest to the headwaters of Bridge River; north and east toward 

Hat Creek Valley; east to the Big Slide; south to the island on Harrison Lake and west of the 
Fraser River to the headwaters of Lillooet River, Ryan River and Black Tusk. 

 

The St’át’imc way of life is inseparably connected to the land. Our people use different locations 
throughout our territory of rivers, mountains and lakes, planning our trips with the best times to 

hunt and fish, harvest food and gather medicines. The lessons of living on the land are a large 
part of the inheritance passed on from St’át’imc elders to our children. 

 

As holders of one of the richest fisheries along the Fraser River, the St’át’imc defend and control 
a rich resource that feeds our people throughout the winter and serves as a valued staple for 
trade with our neighbouring nations. The St’át’imc can think of no other better place to live. 

 

The St’át’imc hold Title, rights and ownership to our territorial lands and resources. We are 
ucwalmicw (the people of the land). We are a nation, not an interest group. As proclaimed by 
our ancestors in the Declaration of the Lillooet Tribe, May 10, 1911: We claim that we are the 

rightful owners of our tribal territory and everything pertaining thereto. We have always lived in 
our country; at no time have we ever deserted it or left it to others. The source of these rights is 

St’át’imc law38. 

                                                 
38 http://statimc.ca/about-us/history/  
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Location 

 
 
Lillooet is based approximately 170km east of Kamloops (approx. 2 hours drive). The six First Nations 
communities are located in and around the village of Lillooet. Each is located in the health geographic region 
of the Interior Health Authority. 
 
These six Nations are members of the St’at’imc Chiefs Council39 and are St’at’imc peoples who include other 
communities (sometimes known as southern St’át’imc’) who are located in the Vancouver Coastal Health 
region. See map opposite for location of the northern St’at’imc communities (identified in the circle) in relation 
to the southern St’át’imc communities. The health programs for the southern St’át’imc communities are 
coordinated through the Southern St’at’imc Health Society (SSHS) located at Mt Currie near Pemberton.   

                                                 
39 It has been advised that T’it’qet will no longer be a member of the LTC in a year’s time from the date of this report (Personal Communication: 
M. MacKenzie, T’it’qet,  May 2018) 
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The St’at’imc communities and members of the St'at'imc Chiefs Council currently are: 

 Xaxli’p (Fountain) 
 Sekw’el’was (Cayoose Creek) 
 T’it’qet 
 Tsalalh (Seton Lake) 
 Xwisten (Bridge River) 
 Ts’kw’ayla (Pavilion) 

 
Locations are shown below using Google Maps which does not indicate the proper St’at’imc names but does 
demonstrate distances between communities and the terrain of the area: 
 

 
 
T'it'q'et is a St’at’imc community located in Lillooet which is approximately 2 hours west of Kamloops along a 
mountainous windy road. Also located in and immediately around the town of Lillooet are the Sekw’el’was 
(Cayoose Creek) and the Xwisten (Bridge River) communities. Nearby are the Xaxli’p (Fountain) community 10 
miles up the Fraser River, and the Tsalalh (Seton Lake) communities, whose nearest reserve is only 15 miles 
away along Seton Lake, but is accessible to and from town only by lake, rail or a tortuous mountain and canyon 
road via the Bridge River. The ranching community of Ts’kw’ayla (Pavilion) is 20 miles up the Fraser from 
Lillooet. 
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Community Populations 
The registered populations of the six St’at’imc communities who will be part of this initiative (as of February 
2019) are shown in the table below40. In total there are 1,195 people living in the 6 communities and another 
2,269 living on other reserves or living off-reserve. Based on data in other Aboriginal communities in BC the 
general trend is that around 23% – 25% of the population living on-reserve are generally aged over 55 years. 
This would equate to almost 300 people. This number is predicted to grow.  
 

Residency # of People 
Communities Xwisten: 

Bridge 
River 

Ts’kw’ayla
xw: 

Pavilion 

Sekw’el’w
as: 

Cayoose 
Creek 

Tsalalh: 
Seton 
Lake 

T’i’t’qet Xaxli’p: 
Fountain 

TOTALS % of total 

Registered Males On 
Own Reserve 

97 103 37 133 94 134 598 17% 

Registered Females On 
Own Reserve 

105 92 34 140 97 129 597 17% 

Registered Males On 
Other Reserves 

16 48 8 61 11 77 221 6% 

Registered Females On 
Other Reserves 

25 32 10 46 10 68 191 6% 

Registered Males On 
Own Crown Land 

0 0 0 2 0 0 2 0% 

Registered Females On 
Own Crown Land 

0 0 0 0 0 0 0 0% 

Registered Males On 
Other Band Crown 
Land 

0 0 0 0 0 0 0 0% 

Registered Females On 
Other Band Crown 
Land 

0 0 0 0 0 0 0 0% 

Registered Males On 
No Band Crown Land 

0 0 0 0 0 0 0 0% 

Registered Females On 
No Band Crown Land 

0 0 0 0 0 0 0 0% 

Registered Males Off 
Reserve 

117 142 54 176 116 314 919 27% 

Registered Females Off 
Reserve 

106 164 57 162 112 334 935 27% 

Total Registered 
Population 

466 581 200 720 440 1057 3464 100% 

% of total population 13% 17% 6% 21% 13% 31% 100% 
 

                                                 
40 AANDC First Nations Profiles Feb 2019 (accessed 30 March 2019) 
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Lillooet Community Health Profile (LHA29) 
In 2017, the Interior Health Authority produced a Community Health Profile providing evidence of health and 
social indicators. The Local Health Area (LHA) area is an administrative health services boundary defined by 
Census and BC Stats and informed by the Ministry of Health. The six St’at’imc communities in this report sit 
within the Lillooet LHA area within the Interior Health Authority boundaries - the LHA is # 29 (also known as 
Community Health Service Area (CHSA) 1470) .  

 
 

Population profiles (BC Stats 2017) suggest that the Aboriginal population is close to 40% of the total 
population in this LHA. The data shows that for the entire Aboriginal and non-Aboriginal population of 4,223 
approximately: 

 18% (768) are aged under 20 years 
 18% (748) are aged between 21 and 39 
 33% (1,389) are aged between 40 and 59 
 31% (1,318) are aged over 60 years 
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This reveals that over 2,700 people (64%) are aged over 40 years and a significant proportion of this age group 
will be needing housing and residential care in the next 20 – 30 years.  

Although the AANDC population statistics for First Nations communities indicate that some 1,195 people live 
on-reserve (equating to 28% of 4,223), the Census stats indicate that close to 40% (around 1,690) of Aboriginal 
people live in this LHA area. This would tend to indicate that around 500 First Nations live off-reserve in this 
LHA area. 

 

 
 

Key parts of the Lillooet Health Profile produced by Interior Health have been inserted below. Much of this 
information reflects on the state of health for the First Nations population residing in this area and have 
revealed that: 

 There is an aging population with a longer life expectancy: 
 Ages 65+ are expected to increase by 23% 
 Ages 75+ are expected to increase by 23% 
 Ages 85+ are expected to increase by 15% 
  

 Emergency Department visits are increasing (from 814 in 2014/2015 to 893 in 2015/2016 to 1,046 in 
2016/2017 

 As the IH population ages, the prevalence of these diseases is expected to grow. The 2010 WHO Global 
status report on noncommunicable diseases identifies primary risk factors including: tobacco use, 
harmful use of alcohol, raised blood pressure, physical inactivity, raised cholesterol, obesity, unhealthy 
diet and raised blood glucose level 

LILLOOET POPULATION (LHA29) 2017
Age Bands Total # Subtotals % of total Subtotal %
Age 0 - 4 35 1%
Age 1-5 134 3%
Age 5 - 9 175 4%
Age 10-14 193 5%
Age 15-19 231 768 5% 18%
Age 20-24 172 4%
Ag 25-29 182 4%
Age 30 - 34 209 5%
Age 35-39 185 748 4% 18%
Age 40 - 44 279 7%
Age 45-49 312 7%
Age 50 - 54 383 9%
Age 55- 59 415 1389 10% 33%
Age 60 - 64 447 11%
Age 65 - 69 320 8%
Age 70 - 74 239 6%
Age 75-79 137 3%
Age 80 - 84 87 2%
Age 85-89 51 1%
Age 90+ 37 1318 1% 31%

TOTAL 4223 4223 100% 100%
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SCAN OF CURRENT HEALTH SERVICES FOR ELDERS 
First Nations Health Services41 
Health services for residents in the six communities are provided by each St’at’imc community – who have a mix 
of services / programs (primarily funded by the First Nations Health Authority with some being resourced by 
Interior Health Authority either through funding or assigning health care employees) including: 

(1) Community Health & Wellness and Youth Programs, Includes health promotion and education; support for 
healthy youth development; 

(2) Communicable Disease Control: Community Health Nurse provides nursing support for Sexually Transmitted 
Infections (STIs), HIV42, Tuberculosis (TB), Flu shots, immunizations and other communicable disease control; 

(3) Child and Family including Maternal Child Health (MCH): MCH team supports pregnant and new mothers and 
their babies, and focuses on healthy child development and parenting; 

(4) Mental health and addictions (including suicide prevention): The mental health team supports clients with 
mental health and addictions needs and includes complementary alternative medicine and cultural supports. 
Suicide prevention is also a focus; 

(5) Diabetes Care (Aboriginal Diabetes Initiative): The Community Health Nurse works to support community 
members to manage their diabetes effectively; 

(6) Home and Community Care (HCC): Home Care Nurses and Personal Care / Home Care Aides work to support 
clients with disabilities and those assessed with home support needs; foot care and medication management; 

(7) Health Benefits: Patient Travel: Organizes travel for community members to local and away specialist 
appointments. 

There is no Adult Day Program and limited Meals on Wheels available for Elders in T’it’qet only.  

St’át’imc Outreach Health Services (SOHS) 

The St’át’imc Outreach Health Services (SOHS), established in September 2015, is based upon the work of the 
Northern St’át’imc Health Leadership which consists of the Health Directors/Leads and Chiefs of the 6 
communities. The decision to activate the SOHS was to administer Joint Project Board43 primary health care 
services; shared outreach professional health services that align with the priorities of the 2015-2017 interim 
Northern St’át’imc Health Plan: Creating Health System Reform in the Northern St’át’imc Territory.  The work of 
the SOHS is supported by their partners from the First Nations Health Authority and Interior Health Authority. 

St’at’imc Outreach Health Services (SOHS) delivers culturally safe primary health care services to Aboriginal 
peoples living on and off reserve in the Northern St’at’imc Territory. They also provide health support services by 
distance to St’at’imc living away from home. Services include: 

 Mental Health: child, youth and adult counselling for Addictions, Depression/Anxiety, Trauma, Mood 
disorders, Psychosis, Personality disorders using a variety of therapies including Cognitive Behaviour 
Therapy, EMDR44, Narrative Therapy and Motivational Interviewing. Workshops provided include Suicide 
Prevention, Grief and loss, Parenting, Depression/ anxiety, Addictions, Trauma, and Mental Health 
Wellness; 

 Cultural Liaison: The Cultural Liaison’s primary role will be to create linkages between St’át’imc traditional 
helpers and western health service providers. This position works with a team of St’át’imc service 

                                                 
41 All information in this section sourced from websites for each community and additional verbal information provided through Ucwalmicw Society (March / April 
2019) 
42 HIV = Human Immunodeficiency Virus 
43 The Joint Project Board or JPB is a funding and strategy collaboration between the First Nations Health Authority and the Ministry of Health. The JPB has approved 
funding for a number of health care initiatives across BC 
44 Eye Movement Desensitization and Reprocessing (EMDR) is a psychotherapy treatment that was originally designed to alleviate the distress associated with traumatic 
memories 
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providers. Two major areas of focus are to move forward the work of the Northern St’át’imc Traditional 
Wellness Framework as per the 2015-2017 interim Northern St’át’imc Health Plan, and to help facilitate 
traditional wellness supports within client/family clinical circles-of-care if requested; 

 Mental Wellness Navigator: The Mental Wellness Navigator covers four main areas: Conduct an 
environmental scan of mental wellness services in the St’at’imc Territory; support the St’at’imc Outreach 
Health Services interdisciplinary team (especially the Clinicians as they carry out their work with 
Aboriginal clients), support local health and social service providers especially mental wellness front line 
workers as they support Aboriginal clients and assist Aboriginal clients in navigating the health care 
system to better access mental wellness health and social services.  

 Associate Clinician: The Associate Clinician’s role is to enhance mental health and addictions services for 
Indigenous clients, families and communities in Northern St’át’imc Territory (NST). The Associate Clinician 
provides clinical consultation for Masters levels clinicians within St’át’imc Outreach Health Services 
(SOHS)  

 Traditional Medicines and Practices: Traditional health services should be accessible to clients who wish 
to use them.  St’át’imc Elders and the Northern St’át’imc communities have indicated that the language, 
traditional medicines and teachings, medicine people and natural helpers, and protection of the 
environment are important for health. 

Specific programs provided by each community (according to their websites and community health plans) are: 

Xwisten (Bridge River) Programs 

The Xwísten community has offices located on BC Highway 40 in the lower Bridge River valley on the northern end 
of the town of Lillooet. Its residential areas are scattered through its reserve, with a newer residential subdivision 
adjacent to Highway 40 near the band offices, about 15 kilometres from Lillooet. Xwisten Health Department 
includes: 

 Health Manager 
 Community Health Representative 
 Recreation Coordinator 
 Home and Community Care Nurse 
 Community Wellness Counsellor 

Currently, the Health Department offers members the following programs and services to make sure that people 
have the support they need to be active, eat healthy, tackle drug and alcohol problems, and deal with other 
general health concerns: 

 Medical transportation – and includes transport for physicians and dental where authorized; 
 Ama Swa7 Home and Community care: the Ama Swa7 worker will provide service to any on-reserve 

member who has a physical, emotional, mental or social need for assistance, in order to continue living 
independently in their own community. admission to the program is based on assessment of needs, and 
referrals can be by anyone -family, physician, or social worker etc; 

 Drug and Alcohol programs: programs that focus on prevention, intervention and after care. services can 
include counselling and public awareness, recreation activities, cultural and spiritual events, support 
groups, referrals to treatment centres, detox programs, medical services and social services; 

 Mental health: referrals for counseling and assistance with other mental health related needs; 
 Youth programming: youth recreation programs; summer day camp, hunting camp and culture camp, 

Thursday youth nights and many more activities; 
 General recreation: the department administers the recreation and sports fund, creates and promotes 

programs on reserve and are always looking for new activities for members; 
 Gardening: help with gardening: providing garden vegetable seeds to community members to grow their 

own gardens to freeze, can, dry and trade. 
 Healthy eating: nutrition counselling, nutrition information sessions. 
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 Screening: screening for blood pressure, glucose, cholesterol and other important health criteria 
 Community Health Representative: the CHR/nurse provides pre and postnatal care, dental health, some 

home care services, and child health clinics. 
 Clinics and workshops: variety of clinics and workshops to keep Xwísten community members informed 

about health issues. 

Ts’kw’aylaxw (Pavilion) Programs 

Ts’kw’aylaxw community has approx. 581 registered members with 195 living on-reserve. This community has 
the following health staff: 

 Community Health Representative (CHR) – who helps coordinate Community Health activities as well as 
medical transportation; Canada Pre-Natal nutrition program 

 Home Care Nurse (who is shared with Sekw’el’was and Xwisten communities) 
 Trained home support workers 
 Alcohol and Drug worker (NNADAP) 

Sekw’el’was (Cayoose Creek) Programs 

Sekw’el’was has approx. 200 registered members of which around 70 live on-reserve. The community has a 
Health Coordinator who coordinates the Community Health Program which, in conjunction with the First 
Nations Health Authority, provides assistance to the community members for the following: 

 Travel for out of town referral appointments 
 Aboriginal Diabetes Initiative 
 Brighter Futures 
 Mental Health Crisis Management 
 Solvent Abuse Program 
 Pre-Natal Nutrition Program 
 Drinking Water Safety Program 
 HIV/AIDS Awareness Program 

The community also has a Home Care Aide who provides health care and support services to community elders 
through travel to appointment’s (local) and home visits. 

Tsalalh (Seton Lake) Programs 

The Tsalalh (Seton Lake) community offices are located at Shalalth, British Columbia, where a School District #74 
public school is in operation, teaching St'at'imcets language and St'at'imc culture in addition to regular 
curriculum. Tsalalh is about 64 km from Lillooet and has close to 700 registered members of which 350+ live on-
reserve. Tsalalh has completed a 10-year Community Health Plan. The health programs include: 

 A Health Building named after a Tsalalhmec member retired nurse "Rose Casper Healing Centre" 
 Medical Transportation (First Nations Health Benefits) with a Medical Van and Driver to transport 

clients to appointments; 
 Alcohol and drug counselling through SOHS; 
 Mental Wellness: through St’at’imc Outreach Health Service (SOHS – see Page 51); 
 Tradition and Culture also through SOHS; 
 NNADAP physical and recreation programs and assistance to counselling; 
 Brighter Futures Initiative (BFI) programs- providing Youth programs; 
 Community Health Representative – chronic disease prevention, Diabetes, Pre & Post-natal education; 
 Monthly community and elders’ luncheons; 
 Aboriginal Head Start;  
 Nurse Practitioner (from Interior Health) who visits once a month (3rd Monday each month); and 
 Environmental Health (safe drinking water). 
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Xaxli’p (Fountain) Programs 

Xaxli’p is located about 10 miles (15km) from the village of Lillooet, BC. Xaxli’p means ‘the brow of the hill’. Xaxli’p 
has several health programs and services: 

 Administration program 
 Pre and Post-natal 
 Mental Health 
 Addictions (partnered with mental health) 
 Youth Solvent Abuse 
 Diabetes program (partnered with SOHS) 
 Nutrition and physical activity 
 Nurse program 
 HIV Aids 
 Drinking Water safe program 
 Home and Community Care 
 Medical Travel (policy by FNHA) 
 Public Works (janitorial) 

 
The Health Team including the Health Director, Home Support Worker, CH Nurse, CH Worker, Mental Health and 
Addictions Counsellor, Head-start worker and Youth worker. Xaxli’p has recently completed their 2019-2029 
Community Health Plan after extensive engagement within the community. That process has highlighted several 
priorities for the Xaxli’p community including: 

 Strengthening inclusion of language and culture in health 
 Building capacity in food security and nutrition 
 Addressing mental and emotional health needs 
 Improving addictions services and treatment 
 Community and family connection, physical and recreation 
 Improving space and opportunities for alternative health programs and traditional medicines 
 Improving areas of health administration 

T’it’qet (Lillooet) Programs 

T’it’qet has 440 registered members of which 191 live on-reserve. T’it’qet health provides various health programs 
including: 

 Medical Transportation (First Nations Health Benefits); 
 Wellness and Addictions: NADAP Alcohol and Drug counselling; Building Healthy Communities (BHC) and 

Brighter Futures Initiative (BFI) programs; 
 Community Health Nurse – chronic disease prevention and education; 
 Monthly community luncheons and some meals on wheels for Elders unable to prepare meals for 

themselves; 
 Maternal Child Health including car seat loan scheme, Canada Prenatal Nutrition Program (CPNP) and 

Aboriginal Head Start; 
 Nurse Practitioner (from Interior Health) who visits once a month (3rd Monday each month); 
 T’ít’q’et contracts the nursing services of a registered IHA nurse in Home Care who works in the 

community twice a week to assist clients and Care Aides (the community has two care aides available to 
their clients Monday to Friday, during regular work hours); 

 Environmental Health (safe drinking water). 
 
Data from T’it’qet Home and Community Care services for the past 6 fiscal years is below and identifies total 
numbers of clients and visits, along with major health needs. Diabetes, musculoskeletal conditions, diabetes and 
‘frail elderly’ rank as the top reasons that older people need home care – followed by cardiovascular disease, 
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cancer and respiratory conditions are the main areas of need for the Home Care team. Around 50 – 60 clients 
each year are monitored and supported by the HC Nurse:  
 

 

First Nations Health Benefits: Medical Supplies and Equipment 

Access to medical supplies and equipment is an area which provides an indicator of frailty and health needs for 
the First Nations population. The objective of the Medical Supplies and Equipment (MS&E) benefit is to provide 
eligible clients with access to a limited range of medically necessary health-related MS&E goods and services.  The 
NIHB MS&E benefits are set out in the MS&E Benefit List and include specific eligible items generally within the 
following categories: 

 audiology equipment (e.g. hearing aids); 
 bathing and toileting aids; 
 catheter supplies and equipment; 
 incontinence supplies and equipment, such as diapers and catheters; 
 lifting and transfer aids;  
 medical equipment (e.g. wheelchairs and walkers);  
 medical supplies (e.g. bandage dressings);  
 orthotics and custom footwear;  
 ostomy supplies and devices; 
 oxygen and respiratory supplies and equipment;  
 pressure garments;  
 prosthetics; and 
 protectors 

MS&E benefits must be prescribed by an NIHB-recognized prescriber (physician: nurse practitioner) for certain 
medical supplies and equipment items, such as bandages, ostomy supplies, wheelchairs; or a health professional 
licensed to prescribe by a province or territory and recognized by the program. 

T'IT'Q'ET DATA:  Sourced from community eSDRT reports provided

HC NURSE DATA 2013-2019 TOTALS 2013-2014 2014-2015 2015-2016 2016-2017 2017-2018 2018-2019
REASON
Other (not coded to specific condition) 69 13 20 21 15 0
Musculoskeletal Condition 65 13 14 14 15 9
Diabetes 45 9 9 9 11 7
Frail Elderly 19 4 3 3 5 4
Cardiovascular Disease / Heart, Circulatory 17 4 3 3  5 2
Cancer 12 2 3 3 year 3 1
Respiratory Condition 9 2 2 2 2 1
Lack of Diagnostic Information 8 3 2 2 1 0
Central Nervous System Condition 7 1 1 1 2 2
Cerebrovascular Disease or CVA 4 1 1 1 1 0
Severe Deafness 4 1 1 1 1 0
Skin and Subcutaneous Condition 3 1 1 1 0 0
Developmental Delays 2 0 0 0 1 1
Acquired Brain Injury 1 0 0 0 1 0
Hepatic, Biliary, and Pancreatic 1 0 0 0 0 1
TOTAL: 266 54 60 61  63 28
CLIENT TYPE (NUMBER OF OCCURRENCES)
Acute 11 3 3 3 2 0
End of Life 0 0 0 0 0 0
Long-term Supportive 29 6 6 6 6 5
Maintenance 132 26 25 25 33 23
Other Reasons 93 19 26 27 21 0
Rehabilitation 1 0 0 0 1 0

266 54 60 61  63 28
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The vast majority of MS&E transactions are facilitated by First Nations Home and Community Nurses working with 
the elderly who help obtain prescriptions and acquire supplies and equipment for community members.  

While there is no data currently available for these 6 communities, there is data produced by the FNHA which 
shows overall trends for BC that would be indicative of the northern St’at’imc community access to MS&E. 
Furthermore, the HCC data provided for this report by the HCC team indicates the types of conditions that 
community members are being seen for, and where associated requests for MS&E would align. 

The 2015-2016 Annual Report for Health Benefits issued by the FNHA reported that a total of 8,927 clients across 
BC accessed MS&E benefits that year. This was 101 more clients than the previous year and they anticipate that 
the number is growing based on historical trends. The most used MS&E category was ‘general MS&E equipment’ 
which includes bandages and dressings, ostomy supplies, incontinence supplies and bathing and toileting aides. A 
total of 3,148 clients accessed this specific category. Audiology benefits were accessed by 2,883 clients across BC 
which represents an increase on the previous year. In total the FNHA spent $7million on MS&E which was 3.1% 
more than the previous year. 

Summary of the Care Pathway: How Elders access services 

The diagram below summarizes services available for Elders. There are some services and programs that 
community members can access directly themselves such as primary care at the hospital or local St’at’imc Nation 
programs. However, there are many services that require a formal assessment to be done to determine eligibility 
and health care needs. The assessor will then work with the client to formulate a care plan and refer the client to 
one or more services based on their needs. Assessments may be done for northern St’at’imc community members 
by a Home Care Nurse or by the IHA Home Health assessor. Once the assessment is done the client can become 
eligible to be referred to other services however many of these are not available locally and the Elder would need 
to relocate or travel to access them. Descriptions of this pathway is provided below: 
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Interior Health Authority (IHA) Services 

Primary Care 

A number of physicians work from the Lillooet Hospital and Health Centre who serve community members from 
the six First Nations. Unfortunately - no data is available on numbers of consultations that they perform with First 
Nations community members as the Aboriginal identifier is not yet routinely collected. 

Lillooet Hospital and Health Centre Services 

The Lillooet Hospital & Health Centre is a Level 1 Community Hospital, located in Lillooet in the Fraser Canyon, 
the hospital offers services including 24hour emergency, laboratory, x-ray. The Health Centre offers a variety of 
services in one location. The types of services delivered depend on patient needs and on whether comparable 
services are available nearby. Centres that offer one type of specialized outpatient care procedure (such as eye 
surgery) are classified based on that service. According to the IHA website, the following services are available 
from this location (detail available at Appendix Three): 

 Maternal Child Health 
 Home Health / Aged care / Home Support 
 Primary Care and Public Health 
 Mental Health and Addictions 
 Inpatient and Surgery 
 Palliative care / End of Life  

Nearest Residential Facilities 

There are some retirement homes (such as Red Rock Manor in Lillooet) that provide housing only (with some 
subsidized for low income) but no Assisted Living units. The following identify Assisted Living and Long-Term Care 
only. 

Assisted Living Facilities 

Assisted Living facilities are those which provide some hours of care each day for seniors, but mostly the residents 
live independently themselves. The nearest facilities for the six First Nations communities are in Lytton (63km 
away or 1 hour’s drive), Merritt (165km away or 2 hour’s drive) and Kamloops (180km away or 2 - 2.5 hour’s drive). 
There is no available data on how many Aboriginal residents reside in these facilities. There are no Assisted Living 
facilities in Lillooet as evidenced by the District of Lillooet Seniors Housing and Community Action Plan study of 
2018.  
 
The facilities which are further away are shown at Appendix One and reveal there are a total of only 105 Assisted 
Living Units/ bedrooms across four facilities in Merritt, Lytton and Kamloops and this is to cover the entire 
populations of those areas. 

Long Term Care Beds / Facilities 

Long Term Care beds in various facilities provide 24-hour professional care and supervision in a protective, 
supportive environment for people who have complex care needs and can no longer be cared for in their own 
homes. Assessments conducted by the physicians or a Home Care Nurse determine whether a client requires and 
is eligible to move to another residential care facility (out of the area) if the LTC beds in the local hospital are full.  
There is no available data on how many Aboriginal residents reside in these facilities. 

Mountain View Lodge, through its attachment to Lillooet Hospital, provides access to LTC beds with a total of 22 
beds (21 permanent and 1 respite/palliative). The Lodge provides care for individuals who require 24-hour nursing 
care. Owned and operated by Interior Health, the Lodge is designated through licensing as an LTC facility. The use 
of Mountain View Lodge is not limited to seniors.  
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Various options for housing were identified in the District of Lillooet Report (2018) on seniors housing. The 
District’s report stated that the Canadian Mortgage and Housing Corporation (CMHC) identifies a range of housing 
options that enable and support a vibrant elder community in municipalities of all sizes. These housing options 
include, but are not limited to:  

• Independent living in the community  
• Accessible or adaptable housing and home renovations  
• Alternative living arrangements (e.g., secondary suites, co-housing, shared housing)  
• Assisted living in the community  
• Long-term care  
 
As well as Mountain View Lodge, Lillooet has several options in terms of housing specifically for seniors, totalling 
units that range from independent living to long-term care (none of which include Assisted Living beds): 

• Sumac Suites: Located at 951 Murray Street, Sumac Suites offers six units of subsidized supportive senior 
housing to singles or couples. At one time, Sumac Suites provided assistance with meals and 
housekeeping. It now offers independent living for seniors.  

• Red Rock Manor: Red Rock Manor is a retirement home located at 1011 Murray Street. Red Rock Manor 
consists of 16 rental units for independent living and is managed by BC Housing.  

• McLean Manor: The McLean Manor seniors rental housing development, adjacent to Red Rock Manor, is 
managed by BC Housing. It offers 8 apartments for seniors and people with disabilities.  

 
The District produced the following table to summarize their findings: 

 
 
The District’s report also noted that currently, with about 535 seniors in the District of Lillooet in 2016, and about 
52 senior specific housing units available, roughly only about 10% of the senior population can access senior 
housing (including long-term/ complex care and respite). If it is assumed that seniors in the Northern St’át’imc 
communities as well as Electoral Area B are also accessing seniors housing in Lillooet, this number drops to about 
7%. 

In Merritt Gillis House is run by Interior Health and has 74 beds including 7 respite + 2 palliative care beds. The 
facility has 4-bed rooms, 2BR and single dwellings (with ceiling track lifts). Amenities include an outdoor patio and 
garden area, ceiling track lifts, tuck shop, two hair dressing areas, multiple quiet areas for families and residents. 
Each wing has lounge and dining space along with a kitchen serving area.  Common areas include a central bistro 
and gathering places.  Outdoor courtyards are also available for all wings. A bus provides resident recreational 
outings. The site offers entertainment during the day and evening.  Daily activities and special occasions and 
events provided by recreation staff and other volunteers including: 

 Birthday socials and special entertainers; 
 Family holiday events and celebrations; 
 Summer family barbeque or picnic; 
 In-house church services; 
 Celebrations of life; 
 Annual safety and evacuation events; and 
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 Volunteer appreciation tea 

Long Term care beds in Kamloops are shown at Appendix Two with details to highlight the range of services 
associated within each of the facilities. 

Other Models of Assisted Living and LTC Facilities operated by Aboriginal Organizations 
Several models were reviewed that provide Assisted Living and residences for Elders in BC and in other parts of 
Canada. All models highlighted the need for collaboration between the First Nation, the provincial authority for 
seniors’ care and the federal government. The models are all operated by Aboriginal organizations and highlight 
unique features that have been included in the design and delivery of Assisted Living and Long-Term Care facilities 
which St’at’imc may find useful as they implement their own model. Each is described in more detail at Appendix 
Four. Models include:  

o 50 bed A/L facility on Vancouver Island 
o 15 bed A/L facility in Chilliwack 
o 63 bed Complex Care and Intermediate Care Facility at Kelowna 
o 31 complex bed + 10 A/L bed facility: operates with local health authority accepting both indigenous 

and non-indigenous clients; 
o 40- bed unit Level 1-3 facility allied to a First Nations co-managed acute care facility. 

 
All facilities are open to non-indigenous clients if there are available units not being used or needed by indigenous 
clients. This helps meet provincial requirements and ensures the facility remains viable by having all units 
occupied. 
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PERSPECTIVES FROM COMMUNITY ENGAGEMENT 
Community support for an Elder Assisted Living Facility (2019) 
An Elders community meeting was held in March 2019 at the Ucwalmicw Centre to discuss their desires for a 
St’at’imc elders’ facility. The feedback is included below. There was unanimous support for an Elders complex / 
Assisted Living facility with most agreeing it should be at T’it’qet location. This facility would also need to serve 
neighboring communities since there are no facilities in the area for people to reside in.  
Elders from the northern St’at’imc communities spoke of several concerns related to wanting a facility on-reserve: 

 Members (currently living elsewhere) wanting to return home to retire but having nowhere to go 
 Members not wanting to be re-located off-reserve or the hospital for long term care, and losing the 

socialization and connection with their St’at’imc family, neighbors and community  
 Fear of people dying ‘alone’ and not in the care of others  
 Community members not wanting to leave the community where they have lived all of their lives – not 

wanting displacement and losing being part of the community  
 Elders feeling depressed and lonely 
 Long waiting lists (town facilities) – people are already being sent to other facilities which is not to optimal 

solution for St’at’imc elders and their families 
 Elders wanting culturally appropriate care – and often stressed through lack of consistent access to 

traditional foods 
 Families finding it more difficult to care for Elders – due to work and child-care commitments 
 Providing safety for Elders to live in the caring space (preventing elder financial abuse or caring for elders 

who live in unsafe conditions currently) 
 Concern that the hospital services are severely stretched and will not meet the needs of Elders (e.g. 2-

week wait to see a Doctor already) 
 Aging population – people are living longer and staying in the community longer 
 A facility that can provide jobs for youth (need to start training them) to care for Elders in a good way 
 Include 1 Palliative unit and 1 respite unit 

When asked what kinds of ideas would make such a facility attractive and accessible for Elders, the responses and 
ideas were as follows: 

Physical Space / Design for a residential facility 

Design, structure and materials Outdoor Spaces Indoor Spaces 

 
 Grab bars in the building 
 Energy efficient (use of solar 

power) and is efficient with 
water use 

 3 buildings - 3 round buildings 
interconnected with 
walkways? 

 Reusable and recyclable 
material 

 Placement where there are 
large windows and views 

 Not concrete 
 Oval rooms 
 Air conditioning throughout – 

adjustable in each unit 

 Smoking area (medical 
marijuana) 

 Courtyard with covered area 
 Gathering space / spiritual 

area 
 Traditional underground Pit 

house 
 Seated areas – able to have 

BBQ, picnic tables 
 Raised garden / flower beds 
 Walking paths 
 Trees – block wind 
 Native plants – not lawns 
 Water fountains 
 Good garbage disposal 

 Clinic (where Doctor / NP can 
operate from on a regular 
basis) 

 Ceremonial room 
 Common areas – big enough 

for visitors with own 
kitchenettes 

 Exercise room – equipment 
and a fitness program 
(someone to take it) 

 and good maintenance system 
 Salon for hair cuts 
 Hot tub – accessible 
 Laundry 
 Weaving, Hobby and Arts 

room 
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Design, structure and materials Outdoor Spaces Indoor Spaces 

 One level (no multi-level / 
stairs) but would accept 2-3 
levels if necessary (with 
internal accessible elevator) 

 Built to be earthquake proof 
 Cedar would be good – needs 

to combat wind and snow 
 Good heating for winter (lots 

of snow) – well insulated – 
including heated flooring 

 Wide halls for wheelchairs 
 Includes variety of St’at’imc 

artwork from all 6 
communities 

 Emergency generator in case 
of power outage 

 Scooter storage area 
(weather- proof) 

 Massage space 
 Commercial size kitchen to 

cook meals for residents and 
for delivery  
 

Individual Apartments / Units: Design and Content 

 Independent living such as triplex 
 Facilities for people with dementia 
 Have a mixture of types of units (single, double) 
 Spaces where family can stay overnight 
 Own parking 
 Own garden space 
 Balcony 
 Windows and views 
 Own washrooms and walk-in showers, raised toilets – accessible. Shelving instead of cupboards 
 TV, small fridge, desk 
 Own kitchen, microwave 
 Closet and drawers 
 Adjustable beds 
 Tables chairs and lounge for visitors 
 Raised laundry machine – accessible 
 Volume control for TV and radio 
 Assisted track support 
 Lifeline 

Other services / supports for residents 

 Food delivery (building design needs to make this practical) – healthy meals according to best standards of 
nutrition and includes traditional foods 

 Recycling – reusable and recyclable  
 Internet access 
 Grandchildren being able to visit 
 Pet friendly space 
 Security monitoring ensure people are secure 
 Bus / van for outings / trips 
 Dancers, drumming, music, singing and classes for Elders e.g. Language lessons, exercise  
 Bingo 
 Visiting hours specified 
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Design, structure and materials Outdoor Spaces Indoor Spaces 

 Housekeeping, laundry and food – access to meals 
 Make available for local people – whether status or non-status 

 
In addition to the elder’s feedback, Ucwalmicw staff noted that the facility would need space for: 
 Housekeeping service (cleaning supplies, linens, washer drier) 
 Security 
 Large Dining room, commercial kitchen 
 Lounge areas 
 Outdoor gardens 
 Smoking area (for those who use medicinal marijuana) 
 

Other Engagement: District of Lillooet (2018) 
In 2017-2018 the District of Lillooet received funding through the Union of BC Municipalities’ Age-friendly 
Community Grants Program in 2018 to conduct a study on senior’s needs with a specific focus on housing. The 
resulting reports were released in mid-2018. The District of Lillooet’s Senior Housing and Age-Friendly Community 
Action Plan outlines actions to guide the District of Lillooet as it strives to support its aging population. Specifically, 
the District of Lillooet identified concerns regarding a lack of appropriate, available, affordable and accessible 
housing that enables citizens of all ages to live comfortably and age in place.  
 
Advisory Committee  
Recognizing that the future of the Lillooet region requires collaboration and partnerships, and the importance of 
working collaboratively with Northern St’át’imc communities, other jurisdictions, organizations and provincial 
agencies, an Advisory Committee was formed to guide the planning process. The Advisory Committee consisted of 
representatives from the following organizations, groups or communities:  

 BC Housing  
 Interior Health Authority  
 Lillooet Off Road Cycling Association  
 Lillooet Seniors Group  

 School District 74  
 Squamish-Lillooet Electoral Area B  
 St’át’imc Outreach Health Services  
 T’ít’q’et  

The Advisory Committee met four times over the course of the planning process, in addition to providing feedback 
on plan and engagement materials through email and phone. As part of the project the District conducted a survey. 
The majority of survey respondents were over the age of 50 (about 71%) and live in the District of Lillooet (about 
50%) and a small percentage from each of the St’at’imc communities did respond to the survey as indicated below: 
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Priorities identified by the respondents about what was important to them profiled secure housing as the top 
priority. “Housing is affordable, appropriately located, well built, well designed and secure” was the top choice 
(27%), followed by “Public transportation is accessible and affordable” (23%) and “Community support and health 
services are tailored to older person's needs” (15%). See table below: 
 

 
This supports what arose from the St’at’imc community engagement meeting which indicated also that secure 
housing was a priority along with community support (e.g. assisted living) as well as social, cultural and leisure 
activities. 
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CONCLUSIONS AND RECOMMENDATIONS 

Conclusions 
Defining Elders: for First Nations age-related needs starts at 55 not 65! 

 According to the Assembly of First Nations research, seniors in the First Nations context, often start around 
age 55 years unlike the general population which usually identifies age 65 years as ‘seniors’ (hence the 
reason much of the analysis in this report focuses on age 55 and above). This earlier age definition is 
attributed to the lower life expectancy among many older First Nations; onset of chronic conditions which 
happens earlier; high levels of degenerative diseases in the First Nations adult population; impacts of social 
and political trauma from poverty, cultural disruption, colonization and racism (affecting social and 
psychosocial functioning; loss of self-esteem and loss of independence earlier); 

 Life expectancy (or living longer) is slowly increasing among First Nations but at a very slow pace nationally. 
According to Statistics Canada, in 2017 the life expectancy for the total Canadian population was projected 
to be 79 years for men and 83 years for women. The Métis and First Nations populations had lower life 
expectancies, at 73-74 years for men and 78-80 years for women. Life expectancy projections show an 
average increase of one to two years from the life expectancy that was recorded for the Aboriginal 
population in 2001.This gain of 1-2 years since 2001 is a positive sign – but it has taken almost 16 years to 
achieve this and begin closing the gap with the non-indigenous Canada population. On this basis it would 
take another 48 – 50 years before First Nations men would equal today’s life expectancy for non-
indigenous Canadians, and another 30+ years for First Nations women to ‘catch up’. For these reasons the 
need of First Nations elders will continue to be greater than those of the general population for at least 
the next 30 – 50 years. Note this does not take into account the fact that the general population’s life 
expectancy will continue to grow – making the equity gap between First Nations and non-First Nations life 
expectancy even wider; 

 Elders are recognized in community as possessing great wisdom and called upon to give advice: indicates 
respect, honor and special status often with leadership roles in the community. 

First Nations Elder population is increasing nationally: increasing at a much faster rate than others! 

 Stats Canada project show that the general Canadian population over 65 years will grow by 11% between 
2006-2036 whereas the First Nations population aged 55-64 will increase by 236% and the 65 years+ age 
group will increase by 229% over the next several decades. This is primarily because First Nations have a 
much larger number of younger population than the non-First Nations population, so more First Nations 
will fall into the ‘seniors’ category at the same time. Census 2016 identified that close to half (46%) of 
Aboriginal people in Canada were under the age of 25, compared with 30% of the non-Aboriginal 
population. Furthermore, the median age of First Nations people was 25.8 years while the median age of 
the non-Aboriginal population was 40.6 years; 

 Life expectancy for First Nations continues to improve – even if slowly. As a result, there is anticipated to 
be 57,000 more First Nations members aged 65 years and over in Canada in 2021; 

 Approximately 50% of the total First Nations population in Canada are under the age of 25 years (compared 
to the general population median age of 37.5). Additionally, a high number in the young adult population 
experience obesity, diabetes, and mental health and addictions issues. This cohort will have a major impact 
in the next 30 years as its moves into the 55 – 60-year age bracket (Stats Canada 2006) likely bringing with 
it high levels of chronic illness. 

Health Status of First Nations Elders: significantly worse than non-First Nations! 

 First Nations people have higher rates of chronic illnesses such as diabetes, cardiovascular disease, arthritis 
and functional / activity limitations; 
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 Access to Medical Supplies and Equipment benefits by First Nations has been increasing and is an indicator 
of the higher rates of chronic illness and functional / activity limitations. In BC volumes and costs continue 
to rise in the areas of bandages, dressings, ostomy supplies, incontinence supplies, bathing and toileting 
aides. Over 8,900 clients accessed support from the MS&E benefit in 2015-2016 costing over $7million. 
Hearing aids/audiology continues to be a high cost item; 

 Health status and longevity of First Nations is affected by poverty, housing (lack of or state of or state of 
overcrowding), loneliness, neglect, physical/financial/emotional abuse, isolation, family/caregiver burnout 
and chronic illness. Much of this state of being can be attributed to the high proportion of Elders who are 
Indian Residential School survivors; 

 Major health needs addressed by the T’it’qet Home and Community Care program are musculoskeletal 
condition, diabetes, cardiovascular disease, frail elderly needs and cancer care. Over the past 6 fiscal years, 
the team saw over 266 clients; 

Scan of current services for First Nations Elders: many services but insufficient capacity to meet demand 

 There is a severe lack of long / term and continuing care services and supportive housing facilities for First 
Nations across Canada – less than 1% of First Nations on-reserve have any long-term care facilities. This 
has created a severe inequity gap. There is one bed per 99 First Nations individuals compared to one bed 
for every 22 individuals in the general population; 

 In Lillooet there are NO Assisted Living Units for the population in the Lillooet District catchment area of 
4,200 people nor are there are any current A/L on-reserve units in any of the 6 communities; 

 There are a wide range of provincially supported (funded and/or provided) services for seniors overseen 
by the BC Ministry of Health and provincial health authorities as well as BC housing including community-
based services (while seniors still live in their homes) such as Adult Day Programs; community 
rehabilitation; home support and community nursing. In northern St’at’imc, there is limited home care 
nursing support provided by the Nations and IHA; 

 Federal services for First Nations include access to First Nations Health Benefits (through FNHA) for travel, 
medical supplies and equipment, vision and dental care; assisted living such as in-home care (through 
Department of Indigenous Services Canada) and the First Nations Home and Community Care program 
(funded by FNHA and delivered by some of the Nations). T’it’qet home support data identified the main 
diagnoses that clients are seen for as musculoskeletal conditions, diabetes-related conditions, frail elderly, 
respiratory and cancer. In the past 6 years alone over 266 people have been supported by the HC Nurse in 
T’it’qet so this excludes those being supported in the other 5 communities; 

 Access to primary care for Elders is through the Lillooet Hospital and Health Center (IHA), and a limited 
service is provided on reserve by a visiting IHA Nurse Practitioner – however no data is available on how 
many First Nations people utilize their services and the conditions / diagnoses that they present with; 

 There is no local First Nations Adult Day Program for the Elders nor are there A/L residential facilities. The 
nearest are in Kamloops, Merritt and Lytton; 

 The 6 communities provide a range of other programs which are also accessed by Elders including mental 
health and addictions counselling; community health and wellness programs and Health Benefits – some 
of which is supported by Community Health Workers and Navigators including the Outreach service. 

Demographic and Health Profile:  

 The total number of registered members for the six northern St’at’imc communities (according to AANDC 
data) is 3,464 as at February 2019. Of this number, 34% (1,195) live on-reserve; 12% live on other reserves 
and 54% live off reserve; 

 Population profiles45 show that the Lillooet Local Health Area has a total population of 4,223 and the data 
suggests that the Aboriginal population is close to 40% of this (1,690).  Of the 4,223 – the township of 

                                                 
45 BC Stats 2017 
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Lillooet has 2,245 people (585 or 26% Aboriginal) and out of town/rural population is 1,978 (1,105 or 56% 
Aboriginal); 

 Elders population numbers are increasing. Based on data in other First Nations communities in BC the 
general trend is that around 23% – 25% of the population living on-reserve are generally aged over 55 
years. This would equate to almost 300 people in northern St’at’imc – and this number is predicted to 
grow. Additionally, a growing number of community members are returning home where housing 
availability improves; 

 Population profiles (BC Stats 2017) suggest that the Aboriginal population is close to 40% of the total 
population in this LHA. The data shows that for the entire population of 4,223 approximately: 
 18% (768) are aged under 20 years 
 18% (748) are aged between 21 and 39 
 33% (1,389) are aged between 40 and 59 
 31% (1,318) are aged over 60 years 
This reveals that over 2,700 people (64%) are aged over 40 years and a significant proportion of this age 
group will be needing housing and residential care in the next 20 – 30 years.   

Community and Elder Engagement: 

 The Elder engagement held March 2019 demonstrated strong support for an Elders facility which would 
include some independent living units as well as Assisted Living Units. They also advocated for an additional 
1 respite unit and 1 palliative care unit as well as a family unit for overnight stays of family; 

 Elders provided many ideas for the building design including the possibility of 3 inter-connected circular 
units – each with common spaces, kitchens, activity spaces; 

 Elders were very conscious of the facility being energy efficient, warm in winter (insulation / solar powered 
heating) and cool in summer (AC). Also stressing recycling and sustainability; 

 Elders provided many ideas for the design of each unit and the design and contents of each that they would 
like to see; 

 There appeared to be agreement for the facility to be located in T’it’qet community however this should 
be affirmed once governance of the facility is decided and ‘landlord’ status is confirmed; 

 Engagement and survey conducted by the District of Lillooet in 2018 (and which included St’at’imc input) 
for their Seniors Housing and Community Action Plan also re-affirmed that safe secure housing was THE 
top priority for seniors, along with transport and community supports. 

Learnings from other Models: First Nations residential care models can be very successful! 

 Several models were reviewed that provide Assisted Living and residences for Elders in BC and in other 
parts of Canada. All models highlighted the need for collaboration between the First Nation, the provincial 
authority for seniors’ care and the federal government 

 Models include:  
o 50 bed A/L facility where the building and accommodations are managed by an independent 

Aboriginal housing entity (Makola Housing) who enter into residential occupancy agreements and 
collect rent, and maintain the building while the health care and support for the tenants is 
provided by the First Nation through the Health team; 

o 15 bed A/L facility where the Nation manages the building and the Health Department provides 
services through staff located at the site. Total costs to operate the facility and provide care is 
around $677,000 p.a. (or $44,000 approx. per unit)  

o 63 bed Complex Care and Intermediate Care Facility. They recommend a budget of $200 per day 
per bed as a starting point to operate a residential facility and not to under-estimate building and 
equipment maintenance costs; 

o 31 complex bed + 10 A/L bed facility: operates with local health authority accepting both 
indigenous and non-indigenous clients (budget unavailable); 

o 40 unit Level 1-3 facility allied to a First Nations co-managed acute care facility. 
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 Each facility has a mix of single units and couples’ units. Some have a respite room and hospice room 
 All facilities are open to non-indigenous clients if there are available units not being used or needed by 

indigenous clients. This helps meet provincial requirements and ensures the facility remains viable by 
having all units occupied 

 Operating models ensure 24/7 usually through 3 shifts: days, nights and weekends using rostered 
permanent and casual staff to meet minimum requirements 

 Staffing models are provided which enable some guidance on staffing configurations. 

Recommendations 
It is recommended that St’at’imc communities: 
 
(1) NOTE that there are NO Assisted Living beds/units in Lillooet – either for the general population OR the 

St’at’imc communities; 
 

(2) NOTE that a facility for the northern St’at’imc communities has been strongly supported through the 
community engagement processes that have occurred to date (and supplemented with the 2018 District 
of Lillooet study into Seniors Housing); 

 
(3) NOTE that while there has been a 1 to 2 year increase in life expectancy amongst First Nations people in 

the period 2001 – 2017, there is still a wide gap between life expectancy of the general population which 
will take upwards of 50 years to close at the current trend, and this supports the need for more services 
for the older Aboriginal population to help close this gap; 

 
(4) NOTE that due to the higher numbers of current younger population among Aboriginal peoples – the 

numbers who will become older adults in the future (and who will need health and living supports for some 
of this population) will be significantly higher than the trends have been for the non-Aboriginal population; 

 
(5) NOTE that St’at’imc Elders have higher levels of physical disability, chronic illness and functioning as 

evidenced by their current diagnoses with Home and Community Care services;  
 

(6) NOTE that many St’at’imc Elders are concerned about retaining access to Doctors, Hospital and other social 
supports and wanting to remain living in their communities (and not having to move to nearest facilities in 
Lytton or Kamloops); 

 
(7) NOTE that the increasing older population coupled with the health needs identified through patient-

related data from IHA and T’it’qet - reveal that there is a significant need for assisted living and residential 
housing for older community members from the communities;  
 

(8) On the basis that a 30-unit facility has been discussed as a preliminary facility size – CONSIDER allocating 
spaces (initially) as follows: 

a. 10 independent living units where tenants pay full rent. Some may be entitled to subsidies due to 
disabilities or low income through BC Housing where tenants pay up to 50% of their income; 

b. 18 Assisted Living units (note these would need to be open to status and non-status St’at’imc 
elders as a priority group and other residents where units available / unoccupied to ensure 
sustainability). These would be subsidized by BC Housing and tenants pay up to 70% of their 
income; 

c. 2 units reserved for respite care (paid by client) or hospice / palliative care (funded by IHA). 
 

(9) NOTE that the St’at’imc communities themselves will need to discuss internally who will govern the 
facilities if successful with resourcing negotiations; 
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(10) NOTE the draft budget (below) based on estimated costs from other existing facilities and SUBJECT TO 
validation and negotiation with partners / funders: 

a. Work with BC Housing of refining budget based on their experience with building facilities, 
navigating building requirements, budgets, scopes, land, operating costs, square footage details, 
design. Work with BC Housing to refine budget for housing subsidies [note rental rates are based 
on current rentals charged by the Band Council for apartments in the community] 

b. Work with DISC to refine budget for Assisted Living for in-home care for residents; 
c. Work with FNHA to support Elder care services related to cultural, social and emotional wellness; 
d. Work with IHA to support Assisted Living hospitality costs for St’at’imc and non-St’at’imc residents 

 
(11) If proceeding, IDENTIFY, RECRUIT AND TRAIN St’at’imc registered Health Care Assistants (at least 2-4 

candidates) into training now in readiness for working in the facility / complex, and continue a program of 
training Health Care Assistants to continue supporting the facility. Develop a strategy to grow health care 
resources from the local community that may include Nurse Practitioners, Licensed Practical Nurses, 
Recreation Therapists, Podiatrists, Physiotherapists and Home Care workers 
 

(12) ENSURE allied services coming in to the Elders complex include physiotherapy, podiatry and primary care 
(NP/Doctor) as well as hairdresser, pet care provider 

 
(13) ENSURE the building design, indoor and outdoor spaces reflect the perspectives put forward by Elders to 

reflect their aspirations for the facility 

Draft Operating Budget 

This budget excludes CAPITAL costs of construction of a building – it is for operating only (maintaining the 
building and providing health and hospitality services): 
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Based on 30 units (28 occupied / 1 hospice/respite / 1 family unit)

TOTALS
FACILITY/ACCOMMODATION INCOME (Landlord to be determined)
10 independent units - rental income (incl low income subsidies) $480pm 1BR / $520 2BR $59,520

4 Units @ 2 bedroom and 6 units @ 1 bedroom
$130,000

BC Housing subsidies for A/L units (estimated at $20K per Unit p.a) $400,000

$589,520

Revenue: DISC for Assisted Living in-home care @ $10,000 per unit p.a. $200,000

Revenue: Interior Health for Assisted Living @ approx $20K per Unit p.a. (for health care) $400,000

Revenue: FNHA: Elder Care (cultural / social well-being) $300,000

$900,000

$1,489,520

 

$220,000

Equipment and furniture replacement/repairs $30,000

$45,000

IT / Finance services (collect rent / pay bills) $25,000

Insurance $15,000

Building Manager (Landlord) $75,000

Licencing and Standards: compliance activity $4,500

Administration - rental agreements $50,000

Total Facility $464,500

Care and Hospitality Services (provided care to residents)

$110,000

$220,000

$175,000

Activity Coordinator / Recreation Therapist $75,000

Social Worker $90,000

Administration / Reception $45,000

Cook (meal service delivery) @ $4000 per unit p.a. + MOW $55,000

Visiting health care specialists (e.g. podiatry, PT, OT) $7,000

$15,000

$15,000

$9,500

Food costs (raw traditional foods and dry food supplies): incl. MoW $100,000

$25,000

 $15,000

$10,000

$15,000

$15,000

Replenish linen and other supplies annual cost $15,000

$8,000

Total Care & Hospitality $1,019,500

$1,484,000

$5,520

Total Expenses
 Variance / Contingency

REVENUES

CARE AND HOSPITALITY SERVICES (T'it'qet Health Department)

Office costs

Resources for Activities
Medical equipment maintenance
Travel, emergency response, monitoring, MoW
Governance & Management costs (finance, IT, etc)
Insurance (professional indemnity for staff)

LPNs (4)  - roster
Health Care Assistants @ $35K x 5 (housekeeping, laundry etc)

Training & ongoing recruitment costs
Operating
Phone and internet costs (for office not units)

20 Assisted Living Units (average $6500 per Unit tenant contribution p.a)

Total Rental Income

Total Care & Hospitality Funding to T'it'qet Health

TOTAL REVENUES

Stationery & supplies

Human Resources
Site Service Manager (RN)

Building and Facility Costs (maintain building and grounds)
Maintenance, cleaning, repairs, gardens, etc (Landlord employees)

Hydro, sanitation, security, fire maintenance, garbage removal etc

EXPENDITURES
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ONE TIME START UP BUDGET 
 

 
 

$25,000

EMR costs $18,000

$3,500

Computer equipment, printer, scanner, fax $35,000

Develop policies, proceudres and orientation packages $10,000

Uniforms and IDs $7,000

Start up linen supply $35,000

Medical equipment and lockable cabinets $10,000

Marketing and promotion (website, design) $6,000

Contingency $9,000

Total Facility $158,500

Desks and furniture for staff

Recruitment and advertising

ONE TIME COSTS (START UP)
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APPENDICES 
Appendix One: List of Residential and Assisted Living Units Nearest to Lillooet 
 

 MERRITT (165km) LYTTON (63km) KAMLOOPS (180km) 
Facility Name Nicola Meadows Spintlum Lodge Bedford Manor The Hamlets at 

Westsyde 
Operator Private Interior Health John Howard Society H&H Total Care & 

Osprey Care 
# 
Rooms/Units 

81 6 76 64 

# subsidized 
A/L rooms 
included 

13 6 76 10 (of the 1BR units) 

Type Studio, 1BR and 2BR 6 single units All x 1BR – accessible 
bathroom & full 

kitchens 

12 x 2BR 
46 x 1BR  

4 x studio 
2 x guest suites 

Amenities  Spa, hair salon, library, 
scooter room, personal 
gardening areas and 
flower boxes, on-site 
recreation, three 
meals p/day, resident-
use kitchen 

Attached to the building 
are Retail Pharmacy, 
Doctors Office, and ER 
(run by IHA) 

Large dining room, a 
fireside lounge, craft 
room, 
multipurpose/board 
room, free laundry on 
each floor, two spa 
rooms and two 
outdoor courtyards. 
Services offered at 
Bedford include two 
meals per day, weekly 
housekeeping (if 
required), weekly linen 
service, daily personal 
assistance (if required), 
medication monitoring 
(if required) and 
apartment 
maintenance and 
repairs 

Chapel, coffee/tea 
services, dining room, 
games room, guest 
suite, located near 
shopping centre, 
regular entertainment, 
storage lockers, 
theatre, wheelchair 
access, billiards table, 
craft room, fitness 
centre, nursery 
(greenhouse), garden, 
hair salon, library, near 
public transit, scooter 
parking, spa, tuck shop 

Recreation 
offered 

Gardening, community 
outings, shopping, 
entertainment 

Some social outings, 
group activities (games, 
puzzles and music) 

Bedford Manor has a 
full time recreation co-
ordinator that keeps 
the monthly activity 
calendar very full and 
active for those that 
choose to participate 

Church services, music 
therapy, pet therapy 
(provided by 
volunteers), fitness 
classes, craft classes, 
lunch outings, scenic 
trips, shopping trips, 
monthly bowling trips, 
weekly live 
entertainment with 
dancing, games, 
baking, matinees plus 
much more 
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Appendix Two: Long Term Care Units in Kamloops 
The following table describes the LTC facilities in Kamloops: 

 KAMLOOPS 
FACILITY 
NAME 

Brocklehurst 
Gemstone Care 

Centre 

Kamloops Seniors 
Village 

Overlander Pine Grove Care 
Centre 

Ponderosa Riverlodge The Hamlets at 
Westsyde 

Operator Trellis Senior 
Services Ltd 

Retirement 
Concepts Senior 

Services Ltd 

Interior Health Park Place Seniors 
Living  

Interior Health Baltic Properties 
Group 

H & H Total Care 

# 
Rooms/Units 

 130 214 183 75 136 129 112 

# subsidized 
A/L rooms 
included 

130 100 183 75 68 Pathway to 
Home beds + 68 
First Appropriate 

Beds 

129 single 
occupancy 

112 

Type Each wing houses 
up to 15 people. 
Single rooms & 

connecting rooms 
for couples or 

friends 

100 independent / 
assisted living 
suites and 100 
funded and 14 
private pay long-
term care rooms. 
Campus of care 
allows individuals 
to age in place and 
is also ideal for 
couples who will 
be able to stay 
together in the 
same building as 
their care needs 
change 

Single rooms, 
double rooms and 
4-bed rooms.  
Blueberry Lane: 
25-bed unit. 
Limited # single 
rooms. Rest are 
two and four-bed 
rooms. Has its own 
secured outdoor 
therapeutic garden 
and own dining 
area. 
Liberty: 9-bed unit 
for the very 
medically complex 
individuals who 
require specialized 
care. Large private 
rooms, own dining 

75 beds, of which 
30 are shared 

rooms and 15 are 
private rooms 

The beds at 
Ponderosa are 
“short term” only 
and consist of: 
 68 FAB (First 

Appropriate 
Bed) - these 
residents are 
waiting for a 
permanent 
bed in a long-
term 
care facility 

 68 PTH 
(Pathway to 
Home) – these 
include 
convalescent 
care beds as 
well as respite 
care.  

All rooms are 
single occupancy 

129 bed long-term 
care home, offering 
24-hour nursing 
care 

Complex care for 
seniors; 
dementia care for 
seniors; complex 
care for young 
adults; and 
respite care for 
all ages. 
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 KAMLOOPS 
FACILITY 
NAME 

Brocklehurst 
Gemstone Care 

Centre 

Kamloops Seniors 
Village 

Overlander Pine Grove Care 
Centre 

Ponderosa Riverlodge The Hamlets at 
Westsyde 

room, and outdoor 
access. 
Overlander has 
two private 
palliative care 
rooms. 

Amenities Beautifully 
appointed, 
furnished private 
rooms, each 
with ensuite; 
Dietician-planned 
meals (three meals 
daily plus snacks); 
Specialized bathing 
facilities in each 
mini community; 
Lounges and 
outdoor areas; 
In-community hair 
dresser. 

Auxiliary run 
general store, 
hairdressing, 
family quiet rooms, 
secure and 
accessible 
courtyard 
gardens, one-
level building 

1 x main dining 
room + smaller tea 
room/private 
dining room. 
Lounge area with 
fireplace. Country 
Store. Parlour / 
palliative care 
space, three spa 
rooms, two care 
centres (nursing 
stations), 
hairdressing 
/barber salon. 
Large flower 
garden, large 
grounds also 
include two fish 
ponds, resident 
accessible 
vegetable gardens 
(that also supply 
the kitchen with 
fresh vegetables). 
The kitchen and 
laundry are on-site 
and provide 
residents with fresh 
clothing daily and 
home-cooked 
meals three times a 
day every day, 
along with snacks 

 The 1st, 2nd, and 
3rd floors are 
home to residents 
on a short-term 
basis. 1st floor 
used primarily by 
Pathway to Home 
clients (receiving 
services to enable 
them to return 
home). Physio area 
and assessment 
kitchen is located 
on this floor. Own 
dining room and 
lounge areas. 
The 2nd floor has 
46 short-term 
residents (waiting 
for a permanent 
bed in a residential 
care facility).  
No permanent 
beds for residents; 
All rooms are 
private. Two dining 
rooms and several 
pod lounges. 
The 3rd floor has 
more Pathway to 
Home beds, 12 
private respite 
rooms and FAB 
residents.   

Furnished rooms, 
daily recreational 
programs, 
registered 
dietician, beauty 
salon, secured 
entrances, resident 
call system, 
lounges and 
outdoor area 

Chapel, 
coffee/tea 
services, dining 
room, games 
room, guest 
suite, located 
near shopping 
centre, regular 
entertainment, 
storage lockers, 
theatre, 
wheelchair 
access, billiards 
table, craft room, 
fitness centre, 
nursery 
(greenhouse), 
garden, hair 
salon, library, 
near public 
transit, scooter 
parking, spa, 
tuck shop 
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 KAMLOOPS 
FACILITY 
NAME 

Brocklehurst 
Gemstone Care 

Centre 

Kamloops Seniors 
Village 

Overlander Pine Grove Care 
Centre 

Ponderosa Riverlodge The Hamlets at 
Westsyde 

Updated spa 
rooms, upgraded 
HVAC system, 
adequate visitor 
parking, in-house 
personal laundry 
facilities, sun 
rooms on each 
floor, large fenced 
out door space 
(lawns and patios), 
new fire upgrade 
system, 
designated 
physio/rehab 
space and 
maintenance shop. 

Recreation 
offered 

Music and music 
therapy 
Games – bowling, 
bingo cards, board 
games, Wii 
Crafts 
Baking 
Exercise groups 
Walking groups 
Special occasion 
celebrations 
 

Recreation 
available 7 days a 
week and offer 
choices that 
include special 
events, cultural 
and religious 
holiday 
celebrations, 
hobbies, exercise 
programs, 
entertainment, 
leisure skill 
building and 
community 
outings. An active 
Resident & Family 
Council provides 
input into events 
and 
happenings. Small 
group and one to 
one Music Therapy 
is available.  
 

Organized events 
and activities 
include bingo, 
crafts, gardening, 
music therapy, a 
weekly happy 
hour, dancing, in-
house bowling, fun 
and fitness 
sessions, and a 
monthly birthday 
party. There are 
family-resident-
staff BBQs, special 
dinners, and 
holiday 
celebrations & 
events. Residents 
also enjoy 
presentations by a 
wide range of local 
performers and 
one-on-one time 
with staff and local 
volunteers. 

 Recreation 
programs include 
community 
outings, in-house 
programs, outside 
groups coming into 
the facility. Pet 
therapy program 

 Church services, 
music therapy, 
pet therapy 
(provided by 
volunteers), 
fitness classes, 
weekly concerts, 
craft classes, 
lunch outings, 
scenic trips, 
shopping trips, 
monthly bowling 
trips, weekly live 
entertainment 
with dancing, 
games, baking, 
matinees plus 
much more 
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 KAMLOOPS 
FACILITY 
NAME 

Brocklehurst 
Gemstone Care 

Centre 

Kamloops Seniors 
Village 

Overlander Pine Grove Care 
Centre 

Ponderosa Riverlodge The Hamlets at 
Westsyde 

Transportation is 
provided by our IH 
bus, handi-dart 
and city transit. 

Regular outings 
are scheduled for 
shopping and to 
attend local events 
& celebrations. 
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Appendix Three: Health Services Provided by IHA Lillooet Hospital and Health Centre 
MATERNAL CHILD HEALTH 

 Maternal Fetal Medicine 
 Maternity Services 
 Antepartum Care 
 BC Early Hearing Program 
 Child and Youth Immunization Program 
 Intrapartum Care 
 Physiotherapy Services 
 Healthy From The Start 
 Postpartum Care 
 Prenatal Services 
 Breastfeeding Clinic 

 
HOME HEALTH / AGED CARE 

 Caregiver Support 
 Case Management 
 Adult Day Services 

 Rehabilitation 
 Health Services for Community Living 
 End of Life / Palliative Care 
 Home Support 
 Hospice 
 Acquired Brain Injury Services 
 Choice in Support for Independent Living 

 
PRIMARY CARE AND PUBLIC HEALTH 

 Community Care Clinic 
 Community Nursing Services 
 Community Nutrition Services 
 Immunization Services 
 Dental Surgery 
 HIV Testing 
 Outpatient Nutrition Counselling 
 School Immunization 
 School Nursing Support Services 
 Non-publicly Funded Tuberculin Skin Testing (TST) 
 Nutrition / Dietitian Services 

 
MENTAL HEALTH AND ADDICTIONS 

 Patient/Family Counselling 
 Psychiatry 
 Social Work Services 
 Drug and Alcohol Resource Team 

 
INPATIENT BEDS & SURGERY 

 Acute HIV/AIDS Inpatient Services 
 General Surgery 
 Colonoscopy 
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 Electrocardiogram (ECG or EKG) 
 Emergency Health Services 
 Holter Monitor 
 Endoscopy 
 Flexible Sigmoidoscopy 
 Gastroscopy 
 General Medicine 
 Intravenous (IV) Therapy 
 Oncology 
 Publicly Funded Tuberculin Skin Testing (TST) 
 Radiology (X-ray) 
 Surgical Day care 
 Telehealth 
 Vasectomy 
 Wound Care 
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Appendix Four: Other Models of Elder Facilities operated by Indigenous Organizations 

Ts’i’ts’uwatul Lelum (50 Bed Assisted Living Facility), Cowichan Tribes, Duncan 

 
Ts’I’ts’uwatul Lelum is a Hul’qumi’num word meaning ‘Home for Helping Each Other’ and describes the purpose 
of this new 50-bed Assisted Living Facility located in Cowichan territories at 5755 Allenby Road, Duncan near 
the Cowichan Band offices. The facility has been designed to provide a safe facility for elders to age with grace 
and dignity, yet knowing they will have necessary supports for daily living when they need it on site. Aboriginal 
and non-Aboriginal staff members work in the facility to support elders in a culturally responsive way with 
personal care and health service support. The 50 self-contained apartments in this facility provide for 46 x 1-
bedroom and 4 x 2-bedroom layouts which allow elders to have family and friends as guests yet live 
independently with a level of privacy and independence. The units include showers, full kitchens, dining and 
living areas and are fully accessible (elevators exist for access to the upper 3 floors, and there are wide hallways 
and doors). 

Ts’I’ts’uwatul Lelum Assisted Living Facility incorporates a dining room, commercial kitchen, craft room, home 
theatre, lounge areas, heated patio, computer workstation area, outdoor gardens and hair dresser facility. 
There is a 24 x 7 emergency response capability on a year round basis provided not only by the facility operators 
but the health service as well in case of health emergencies.  

The facility itself is managed and maintained by M’akola ILBC Housing Society and residents enter into a 
tenancy arrangement with M’akola under the Community Care and Assisted Living Act. M’akola maintains the 
property (indoor and outdoor) and provides cleaning and housekeeping services, as well as security and 
emergency response.  

How Elders access the facility 

While Cowichan elders are given preference to residing in the facility, if there are insufficient numbers who 
meet the entry criteria then beds are available to non-Cowichan elders and persons with disabilities. The 
Vancouver Island Health Authority (VIHA) Case Management team determines eligibility based on level of 
need, current living conditions and their suitability for an assisted living environment. The prospective resident 
is assessed by VIHA who determines their needs for dressing, bathing, medication and recreation.  Once they 
are determined as eligible for assisted living, they are assigned to a Home and Community Care Nurse who 
meets with the elder and their family and discusses in more detail the elder’s needs.  The Elder then goes onto 
a waitlist until a Unit is available and if they like the facility – they arrange a move in date to start residing at 
the facility.   

The process is as follows: 
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Shared Care Model 

Cowichan Tribe’s Ts’ewulhtun Health Centre works in partnership with M’akola ILBC Housing Society to ensure 
a seamless and effective service is provided for elder residents at the Ts’I’ts’uwatul Lelum Assisted Living 
Facility.  The shared care model incorporates the following: 

FACILITY & ANCILLARY SERVICES FOR 
ELDERS PROVIDED BY M’AKOLA 

HEALTH AND CARE SERVICES FOR ELDERS PROVIDED BY 
TS’EWULHTUN HEALTH CENTRE 

Coordinates tours of facility, entry to 
facility and signing of tenancy; collects 
rent 

Service Manager: Registered Nurse (RN): Undertakes family 
meeting and coordinating ALL elder entry to  accessing health 
services and identifying what the elder and family would like to 
see in terms of elder health and well-being; specific health needs 
that need to be met and monitored. Completes consent form and 
client record information; health status indicators and reviews any 
medication use. Identifies physician assigned to elder (or support 
them to have physician coverage) 

Maintain security, fire systems. 
Emergency Response 

Assign worker: Licensed Practice Nurse (LPN) and Community 
Health Worker (CHW) to elders – to provide bathing, health care, 
health checks and monitoring, medication liaison and Physician 
liaison; physiotherapy and dental / optometry liaison. Links into 
existing Elder Program as desired by the elder. 

Cleaning (linens) and housekeeping; 
grounds and building maintenance 

CHW / Social Worker (SW): Liaises with family over health needs 
or concerns and reports to family on health status concerns and 
progress / achievements / improvements 

Elder and family 
determine elder needs 

support to maintain 
independence in daily 

living

Elder is referred to VIHA 
Case Manager to 

undertake initial needs 
assessment

If eligible, VIHA refers to 
HCC Nurse to undertake  

needs assessment process

Elder meets AL criteria 
and is placed on wait-list 
for Ts'i'ts'uwatul Lelum

Unit becomes available
Elder agrees on move in 

date - signs Tenancy with 
M'akola

Cowichan Tribes team 
provide health care

M'Akola provide house 
care, cleaning, security, 
meals and recreational 

activity

Elder lives independently 
receiving support when 

they need it - feeling safe, 
secure and supported
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FACILITY & ANCILLARY SERVICES FOR 
ELDERS PROVIDED BY M’AKOLA 

HEALTH AND CARE SERVICES FOR ELDERS PROVIDED BY 
TS’EWULHTUN HEALTH CENTRE 

Coordinates hairdressing, podiatry as 
needed (paid by Elder) 

Service Manager (RN) and LPNs: Supports emergency response 
with health care as needed (first response) 

Provide 2 meals per day, laundry 
services 

CHW: Liaises with dietician and dining area staff over nutrition 
concerns as needed 

Recreation and events, crafts and 
games 

RN / LPN only: Administers medications prescribed by assigned 
Family physician 

 

Personal Assistance Guidelines from the Ministry of Health services are used as the basis for designing the Job 
Descriptions, processes and policies for the service to ensure these meet required standards and that the 
Manager, LPNs and CHWs are all clear about role separation and their responsibilities. A Memorandum of 
Understanding is in place between Cowichan Tribes and Makola Housing which describes the shared care 
responsibilities and be clear each organization’s responsibilities in relation to shared clients so that they do not 
cause confusion for the elders, or unwittingly take on each other’s responsibilities.  

Cowichan staff provide the care assessed in the Care Plan as developed by VIHA and according to the hours 
assigned to the client. The CHWs are required to be supervised by an LPN for day to day practice and guidance, 
and the Service Manager supervises the overall team in order to ensure quality and safety as the utmost 
standard of care. The care standards that apply to personal health care are the same standard as existing Home 
and Community Care services and all staff are required to keep their competencies up to date along with 
Cowichan HCC staff who work with residents still living at home.  Mandatory training hours are required and 
recorded. Staff who do not meet safety and quality standards are trained and counselled, but persistent non-
compliance with those standards is not tolerated and exit provisions for staff will apply where elder safety has 
a risk of being compromised. 

Staffing 

Staffing is based on the model provided by VIHA for Assisted Living facilities and includes a presence on site for 
a 24 hour x 7 day a week basis. Cowichan’s Primary Care Team and other services support Elders for other 
health needs not able to be met by this team.  
 

STAFFING # OF POSITIONS HOURS PER DAY DAYS PER WEEK  
Assisted Living Service 
Manager (RN) 

1 8 5 

Licenced Practicing Nurses (LPNs) including 1 FTE assigned to supervise CHWs 

Days 1 7.5 each 7 

Evenings 1 7.5 7 

Nights 1 8 7 

TOTAL LPNs 3 7 days a week – 24 hours 

Social Workers 1 7.5 5 

Community Health Workers 

Days 4 7.5 each 7 (rostered) 

Evenings 2 7.5 7 
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STAFFING # OF POSITIONS HOURS PER DAY DAYS PER WEEK  
Nights 1 8 7 

TOTAL CHWs 7 7 days a week – 24 hours 

Operating Budget (for Health Care Delivery only) 

The initial operating budget for the Cowichan Health team to provide the care component of the services was 
as follows. Over time it has been amended slightly but the general components for budgeting purposes are as 
follows: 

REVENUES    TOTALS 
Funding from VIHA (Based on 1.1 hours x $31 per hour per day x 50 residents) $622,325 

     Total Revenues $622,325 

EXPENDITURES    

Capital costs Year One 
Year 
Two 

Desks and furniture for staff $15,000 0 

EMR costs  $18,000 $3,000 

Recruitment costs:  advertising $3,000 $3,000 

Computer equipment, printer, scanner, fax $31,000 0 

Develop policies, procedures & orientation package $4,000 0 

Uniforms and IDs  $3,000 0 

Medical equipment / lockable cabinet items $8,000 $3,000 

Human Resources   
1 Service Manager @ $80K $80,000 $80,000 

LPNs (3) (1 x CHW supervisor) – 2 in Yr 1 and 1 in Yr 2 $100,000 $150,000 

Social Worker x 1@ $60K $60,000 $60,000 

CHWs x 7 @ $32K $224,000 $224,000 

Training & ongoing recruitment costs $20,000 $20,000 

Operating   
Phone and internet costs $15,000 $15,000 

Office costs $5,000 $5,000 

Resources $8,000 $22,000 

Equipment maintenance $5,000 $5,000 

Travel $6,000 $10,000 

Governance & Management costs $8,000 $10,000 

Insurance $2,000 $2,000 

Stationery & supplies $5,000 $8,000 

Total Expenses $620,000 $620,000 
 Variance  $2,325 $2,325 

Facility Costs 

The original cost of the development was $15million for the 50 unit facility and associated common areas. This 
is a large facility covering a wide geographic area – a typical facility would be closer to 25 units. For the 
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residents, 70% of their monthly income (after tax) is paid for residential costs while the other 30% is subsidized 
by BC Housing (ALMA) – subject to the needs assessment conducted by VIHA. Makola enters into an occupancy 
agreement with each tenant outlining the tenant’s responsibilities and those of the ‘landlord’. BC Housing, 
VIHA and Cowichan Tribe are all partners in the development and they make up an Advisory committee that 
oversees and monitors the agreements in their MOU.  

Stó:lō Elders Lodge (15 bed Assisted Living Facility), Stó:lō Tribes, Chilliwack 

 
The Stó:lō Elders Lodge is an Assisted Living facility located in Chilliwack, BC. It is a ground / single level building 
with 15 Assisted Living suites for seniors and persons with disabilities. The Lodge adheres to the core principles 
of assisted living, such as choice, privacy, independence, individuality, dignity, and respect. The Lodge’s team 
of care professionals is dedicated to working with all clients. The Elders’ Lodge envisions a place for senior 
members of the Stó:lō communities they can call home and at the same time, receive the levels of care 
required. The lodge is entering its 5th year of operation of continuous care 24/7 assisted living. Each Unit has a 
large bedroom, large bathroom with walk-in shower, kitchen, living room and small dining area (each one has 
square footage of around 550 square feet per unit). 

Built under a partnership between the Fraser Health Authority and the Stó:lō Nation, the facility building cost 
$5.6 million funded with provincial funding ($5m) while the Nation provided $600,000 and the land. The lodge 
is accessible for persons with disabilities. The building showcases a traditional single slop longhouse concept. 

Funding is provided from Fraser Health for staffing with the agreement renewable every 10 years. BC Housing 
(AHMA) have committed to a 40 year contract. An operational review occurs every 2 years as part of this 
agreement. 

Tenant rent is calculated at 70% of their total yearly income (after tax) and BC Housing subsidize the remaining 
30% of tenancy costs. 

Services and amenities include: 

 Food service: Two home-cooked meals per day (lunch and dinner), as well as snacks and drinks. 

 Common areas: TV and large piano, seating areas by the fireplace, covered patios, multi-purpose room, 
and parking for tenants and visitors. The Elders’ Lodge is a smoke-free and pet-free environment. 

 Housekeeping and laundry: Regular cleaning and housekeeping of suites, weekly laundering of linens, bed 
sheets, and towels. 
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 Social and recreational opportunities: Varied and planned activities according to group needs, opportunity 
for interaction through the Tenants’ Council. 

 Emergency Response System: Tenants are provided with pendants for emergency situations, a 24/7 
emergency response system installed in each unit. 

 Neighbourhood amenities: Within walking distance to shopping malls, food and grocery stores, and 
recreation areas. 

Staffing 

Staffing for operation of the facility includes the following: 

STAFFING # OF POSITIONS HOURS PER DAY DAYS PER WEEK  
Assisted Living Service 
Manager 

1 8 5 

Supervisor: LPN 2 7am – 7pm (Day shift) 
7pm – 7am (Night shift) 

7 

Registered Care 
Assistants (RCAs) 

Roster of workers 7.5 each 7 

Activity Worker 1 Part-time 5 

Administration 1 7.5 7 

The Sto:lo Service Agency Primary Care center provides additional Registered Nurse services as needed. A 
Fraser Health Case Manager is also an RN who collaborates with staff to deliver the Care plan needs. A House 
Doctor for clients drops in weekly from the primary care center. All referrals are by way of the Physician or 
Case Manager for an Occupational and Physio available through Fraser Health. 

Operating Costs:  

While detailed figures were not provided by the Lodge, the following indicates the main components of their 
operating costs: 

 Operations and maintenance plans/budget: Cost to run facility is about $670,000 per year for both facility-
related and care-related services (15 bed facility is seen as the minimum for a viable revenue model) 

 Tenant Rentals are based on BC Housing policy (70% sliding scale, Hydro Subsidy, BC Housing Subsidy). For 
the rent the tenant is entitled to: 

o Private suite 
o 2 meals / day x 7 days /week 
o 24 hour access to trained medical staff 
o Spa bath weekly 
o Suite housekeeping, towels and linens (weekly refresh) 
o Free parking 
o Assistance with personal care and medication if required 
o Foot care 
o Emergency alert pendants 

The rent does not include $15 month for hydro, personal telephone, cable and internet access and personal 
laundry (clothes).  

 

 Expenditure Line Items include:   
o Advertising 
o Finance & Administration 
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o Information Technology 
o SEL Replacement 
o Building and Grounds Maintenance 
o Hydro 
o Capital Acquisitions 
o Materials & Supplies 
o Professional Development 
o Professional Services 
o Garbage Removal 
o Travel 
o Phone 
o Vehicle 
o Wages and Salaries (Leave, sick, annual and Stat holidays). 

Pine Acres Home (63 Licensed Complex Care Units – Intermediate Care) Westbank First Nation, 
Kelowna 

 
 

Established in 1983, Westbank First Nation opened an intermediate care facility that provided quality care for 
community elders (both native and non-native). While originally designed to provide residence to aging 
residents, they have since changed their operating model to provide services to residents requiring complex 
care, including dementia care. Pine Acres has received an Exemplary Standing for the last two rounds of 
accreditation. 

Pine Acres has grown since opening in 1983 with additions to the building and services provided occurring in 
1988 and 1994. Westbank works closely with theroiwa(IHA) and Indigenous Services Canada. Forty beds (4) are 
funded through IHA and 23 beds are funded privately or through the Department of Indigenous Affairs. Priority 
for placement is given to First Nations residents for twenty (20) of the beds. Of the 63 licensed complex care 
beds, 53 are private rooms and 5 are semi-private rooms all with their own bathrooms. There is 1 respite room. 

 

Staffing 
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The facility employs 24-hour professional nursing care consisting of: 

 Licensed Practical Nurses 
 Health Care Workers 
 Activity Department supported by volunteers 
 Registered Nurses provide clinical leadership and education 

Staffing models that are based on BC Assisted Living and Long Term Care Licensing requirements which require 
3.36 hours per day coverage per resident from direct care staff (registered health care workers, licensed 
practical nurses, registered nurses, occupational therapists, recreation therapists, rehab assistants, social 
workers, dietitians, etc.).  The Registered Nurse oversees the Licensed Practice Nurses. This total is distributed 
over 24 hours per day, 7 days per week.  Staffing is based on the number of residents in care.  

A Nurse Practitioner, Occupational Therapist and Physical Therapist are contracted through Interior Health as 
it is not usually economic for Westbank to hire staff independently to provide these services. All health 
practitioner staff need to be qualified and credentialed to maintain their certification.  

 An Administrator / Registered Nurse also acts as the Director of Care and back office staff include payroll, 
benefits and administration.  

Operating Costs 

Annual operating costs for this large facility are approximately $4.2million to cover facility maintenance and 
care provided for residents. Revenue from the tenant rentals is at the usual 70% sliding scale (BC Housing 
Policy). A significant cost is the maintenance plan. The facility has a large number of lifts used for residents and 
bathing tubs supplied by a specific company. To maintain these there is a maintenance contract to deal with 
repairs, testing, parts etc. Regular maintenance is seen as a necessity to avoid early replacement of equipment 
and the costs associated with that. Other facility maintenance includes fire safety, HVAC, and other equipment 
/ installations.   It was stated by Westbank that viable beds numbers operated by private operators are often 
110+ beds to achieve economies of scale.  The number of beds needs to be carefully considered. An estimate 
total cost per day is about $200/per day/per bed.  For a smaller operation, that could increase as the economies 
of scale and ability to spread costs is limited.  Expenditure Line Items include similar items to other facilities of 
which 85% or more of the annual operating costs are in staffing and benefits.  

Tsawaayuus / Rainbow Gardens (31 bed complex care & 10 Assisted Living Beds), Port Alberni, 
Vancouver Island 

            
 

Tsawaayuus is a one-story thirty-one (31) bed complex care facility subsidized by the provincial government 
under the Continuing Care Program and licensed under the Hospital Act. There are also ten (10) Assisted Living 
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Units with mix of publicly subsidized units and private-pay units .Tsawaayuus is a Multi-level Care Facility so 
can escalate care for complex needs. They advocate for priority placement of Aboriginal people in the facility 
but must accept non-Aboriginal residents if beds are available. 

How Elders access the facility 

The Ministry of Health Continuing Care Division must be contacted to obtain admission to Tsawaayuus. Families 
or individuals request an assessment through the Vancouver Island Health Authority Continuing Care Division 
by a nurse who works out of their local Health Unit. Qualified First Nations Community Health Nurses may 
assess individuals living on-reserve as well as VIHA staff. Once assessed, individuals are wait-listed until a bed 
becomes available. Access to subsidized Assisted Living Units is through a Home and Community Care 
assessment.  

Costs 

Residents pay 70% of their after-tax income which covers: 1) monthly rental accommodation; 2) hospitality 
services: two meals daily, weekly housekeeping, laundry, etc.; 3) personal care; and 4) on-site emergency 
response system. Residents on income assistance pay a flat rate.  

Items not included as a part of the monthly fee include: telephone, cable, hydro, personal laundry, household 
and toiletry supplies, medications, personal care products and insurance.  

All Nations Healing Hospital & Lakeview Lodge Personal Care Home (40 units), Standing Buffalo 
Dakota Nation, Saskatchewan 

 
All Nations’ Healing Hospital at Fort Qu’Appelle, Saskatchewan is owned and operated by the File Hills 
Qu’Appelle Tribal Council and Touchwood Agency Tribal Council and is funded through an operating agreement 
with the Regina Qu’Appelle Health Region. The File Hills Qu’Appelle Health Services has an interagency service 
relationship with File Hills Community Health Services, Lakeview Lodge and the community health services of 
local First Nations.  
 
File Hills Qu’Appelle Tribal Council Health Services provide services to 11 First Nation Communities around Fort 
Qu’Appelle. All full range of integrated services provided to Fort Qu’Appelle and surrounding communities 
include: 
 13 acute care beds and 1 palliative bed - CRI Clinics 
 24 hour diagnostic & emergency services - Staff fitness Centre 
 2 physician practices - Ultra Sound Services 
 Women’s Health Centre - Telehealth Services 
 Visiting specialist services 
 home care /nursing and support services 
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 diabetes education and dietitian/nutrition services 
 environmental health services 
 holistic healing 
 tobacco use / prevention 
 men’s health 
 cultural support 
 Indian residential school support  
 cross cultural education 
 physical therapy – podiatry  
 home care - dietitian services  
 

Lake View Lodge, Standing Buffalo Dakota Nation was the first on-reserve adult care / personal care home in 
Saskatchewan when it was built in 1998. The 40-unit Lakeview Lodge offers care services for Elders and adults 
with reduced mobility stemming from physical or other challenges including diabetes. The home consists of a 
variety of clients (Aboriginal and Non-Aboriginal) whose ages range from 33-93 years. Lakeview is a Level 1 to 
Level 3 facility that is licensed by personal care homes Saskatchewan. Individual rooms are provided along with 
adjoining rooms for couples. There are common living, dining and activity areas. Lakeview Lodge is connected 
to all health services at the All Nations Healing Hospital. Nurse Practitioners also visit once a week and do 
rounds with the Doctors. As soon as a resident is admitted they are assessed by the NP and referrals are made 
according to residents needs for physical, mental, spiritual, emotional well-being supports. 

Costs 

Standing Buffalo Nation determined health matters at the Lakeview Lodge were a priority and assigned funding 
from gaming profits of the First Nations Trust. They used this initially to get the project started. 

Client rent is on average $1,600.00 per month so total revenues are $1600.00 x 40 Residents =$ 640,000 per 
annum. From this they pay wages and utilities. The annual operating budget is approx. $300,000 per year 
excluding salaries. 

Staffing 

Lakeview Lodge has full time and casual staff of 26. The facility administrator is a Registered Nurse who is the 
full-time Director. There are two Care Aids on 12 hour shifts. Care Aids must have valid First Aid, Safe Food 
Handling, Criminal Record Check Abuse /Vulnerable and MEd Module (done on-line) so that Care Aids can 
safely administer residents’ medications. There is also 1 x Licensed Practical Nurse (LPN) who works 7.5 hrs a 
day Monday to Friday and who is on-call over weekends. 

Turtle Bay Elders Lodge (25 bed Elder Care), Kahnawake Shakotila ‘takehnhas, Kateri Memorial 
Hospital, Quebec 
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Turtle Bay Elders Lodge (TBEL) has 22 rooms with 25 beds. These include five (5) extended care rooms with 
eight (8) extended care beds for those who require additional care. Seventeen (17) rooms are equipped with a 
kitchenette, private bath and a door that opens to green space.  

TBEL works with Kahnawake Home and Community Care (HCC) to provide the ‘circle of care’ that includes 
family, clients and a wide range of professionals.  KHCC provides a range of services including:  

• Family Support & Resources  
• Life Skills Support  
• Clinical Services & Support  
• Adult & Elders’ Support Services & Programs  
• Home Care Services and Home Care Nursing  
• HCCS Activity Program (Respite & Social Programming)  
• Meals on Wheels  

Information is pending on staffing model and costs – however provincial subsidies for housing and care are in 
line with standard policies. 
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