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MESSAGE FROM THE BOARD CHAIR
Dear Minister Abbott,
On behalf of the Board of Directors and employees of Interior Health, I am pleased to
submit Interior Health’s Service Plan for fiscal years 2007/08 to 2009/10. The plan
was prepared under the Board’s direction, in accordance with the Health Authority Act
and BC Reporting Principles. We, the Board are accountable for the completeness and
accuracy of the information included in the plan, including the financial and performance based data. The plan is consistent with Government's strategic priorities and
overall Strategic Plan. All significant assumptions, policy decisions and identified risks,
as at January 2007 have been considered in preparing the plan. We are accountable
for ensuring IH achieves the specific objectives identified in this plan and for measuring and reporting actual performance.
Since 2001, the Interior Health Authority has provided excellence in health care to the residents of the southern
interior of British Columbia. We are proud of our integrated service delivery which enables patients to move
seamlessly between services, settings and providers in response to changing care needs. Not only have we implemented upstream efforts to improve the overall health of our population, yielding the best overall results
for our healthcare system, but we have also developed a coordinated network of hospitals to deliver immediate
acute and rehabilitative patient care.
Over the past year, IH has been hard at work. We have developed innovative approaches for staffing services to
help mitigate future challenges and gained national recognition for leveraging regionalization of the pharmacy
supply chain to improve efficiency, accuracy and security. We’ve expanded our Mental Health and Addictions
outreach programs and opened an Adult Psychiatric Centre in Kamloops. Interior Health’s Surgical Council
hosted a Surgical Access Management Conference in Kelowna to share ideas and experiences on how to better
manage waitlists and access to surgical services. Furthermore, we’ve begun to tackle emergency congestion
with access and flow projects in four of our major hospitals and are on track with redevelopment projects in
several of our facilities.
The 2007/08 – 2009/10 Service plan continues to stress access to care based on established benchmarks for
emergency services, seniors care and surgical services. Additionally, we have placed a greater emphasis on
community health, specifically Mental Health and Addictions programs and their related housing needs, as well
as strengthening our partnerships to address social determinants of health, particularly connecting with our
Aboriginal communities.
Of course, these objectives do not come without inherent challenges. Interior Health, like many organizations,
is experiencing considerable crossroads with respect to human resources, coupled with the difficulties of recruiting to rural communities. The age and demographics of our population means we must give increasing attention to health promotion and prevention of disease. Finally, increased fiscal pressures on public funds will
require more effective deployment of our financial resources.
Interior Health is prepared to embrace innovation, change the way we think about healthcare delivery and act
to help improve health outcomes for our residents.
Respectfully,
Alan Dolman
Chairman of the Board, Interior Health
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INTRODUCTION

T

he Interior Health (IH) 2007/08 – 2009/10 Service Plan presents an overview of the organizations
three-year plan to fulfill its responsibilities for providing health services to the residents of BC.

The Service Plan is designed to meet reporting and accountability obligations in a manner that clearly outlines to the public an understanding of the core business of Interior Health, the services we provide, the
actions planned for the future and the expected results. It is also the guiding document for our Health
Authority’s Board of Directors.
IH is accountable for ensuring that its planning, business operations and service delivery activities are
aligned with Government’s priorities for health and contribute to the successful achievement of the current Service Plan of the Ministry of Health to ensure public confidence in health system performance. As a
result, the IH Board and Management engage in a rigorous planning process that determines long-term vision and goals. Annually, these goals are translated into detailed objectives and strategies that govern the
operational and capital planning for the year ahead.
The Service Plan, to take effect April 01, 2007, articulates these goals, objectives, strategies, performance measures and targets which serve to support our commitment to excellence in the delivery of health
services. Its purpose is to provide a high-level view of our major goals. It is not a detailed description of
all activities underway across Interior Health.
In developing the Service Plan, IH has relied on guidance provided by:
• the Ministry of Health’s 2007/08 – 2009/10 Service
Plan Guidelines for Health Authorities (February 2007);
and
• the Government Letter of Expectations between Interior Health and Government (March 2007)
In June 2008, Interior Health will publish its 2007/08
Annual Report detailing the extent to which we have
achieved the goals set out in this Service Plan. The Annual Report and Service Plan are companion documents
and are central to the accountability framework for all
Health Authorities.
Interior Health continues to strive for integration of initiatives among health sectors and alignment to Government priorities through: the identification of health needs of our local populations, the planning and providing of necessary services to the public and offering innovative ideas for improved productivity and performance. Yet, IH also recognizes, to ensure sustainability, the combination of demographic growth and
increase in demand for timely care must be met with fiscal responsibility and sound investments across the
full continuum of care.
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OVERVIEW OF INTERIOR HEALTH
G ENERAL D ESCRIPTION

I

nterior Health is the health
provider to over 700,0001 people who call the B.C. Interior
their home. A dynamic, growing,
diverse and innovative organization, Interior Health is one of five
regional
health
authorities
formed in December 2001 by the
Government of British Columbia.
It is the administrative organization responsible for providing all
publicly funded health services to
the people of the Southern Interior of British Columbia.

Kootenay Lakes

The geographical area covered by Interior Health is without question some of the most spectacular to be
found anywhere . Covering over 216-thousand square kilometres, from Williams Lake to the US border,
and from Kleena Kleene in the Chilcotin the Alberta border, it includes wildly varied landscape—wide open
spaces surrounded by panoramic mountain ranges plunging into deep blue lakes. Whether you are living in
one of the urban centres or a rural community (see Appendix A for a map of our Population Density), you
will find well-developed infrastructure where people enjoy a more relaxed pace of life. The mild winters,
hot summers and many days of sunshine provide outdoor enthusiasts year round recreation and promote an
ideal lifestyle for retired citizens.
IH Quick Facts

Staff
Communities
Facilities
Health Care Beds
Our catchment population accounts for Population
(P.E.O.P.L.E. 31)
(Dec.’06)
approximately 17% of the total populaTotal: 732,958
Employees:
Municipalities: 54 15 Community Acute/Rehab:
tion of B.C2. Over the next 20 years we
17,300
Hospitals,
1,212
0-17
yrs
18.8%
Unincorporated:
95
Level
1
&
expect to experience a growth in popuActive Docs:
Level 2
Residential Care:
18-24 yrs 10.0%
Regional Hospital
4,303
lation of about 22%3—the second fastest 25-64 yrs 53.7% 1,110
Districts: 7
4 Service Area
65+ yrs 17.5%
growing population in the Province. A
Countless
Hospitals
Assisted Living:
Volunteers
808
significant factor for IH planning is that
2 Tertiary
the region has a smaller proportion of
Referral Hospitals
residents less than 20 years of age and
a greater proportion of residents 60+ years of age compared to the rest of B.C.; a trend which is expected
to continue. This is important because the population of older adults has a higher burden of illness and
tends to use more primary health care services than a younger population4.

Actual base funding from the Ministry of Health Services for 2006/07 was $1.055 billion. Total allocations
for 2007/08 are $1.119 billion. IH has total assets valuing approximately $765 million, and at year end
2006, with the help of its more than 17,000 employees and 1,110 physicians, it was able to staff a total of
1,212 acute/rehab beds, 4,303 residential care beds and 808 assisted living units in over 95 facilities 5.
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ORGANIZATIONAL STRUCTURE
ADMINISTRATIVE AND SERVICE DELIVERY
Administration and Service Delivery explains how Interior Health delivers quality, patient-centred care.

Administrative Structure
The corporate office for Interior Health is based in Kelowna with strategic and operational services lead by
a Chief Executive Officer and a team of fourteen Senior Executives (Appendix B), as appointed by the
Board of Directors. Corporate departments determine the broader system-wide strategies in the areas of:
Communication and Health Promotion; Human Resources; Financial and Strategic Information; Medical
Administration; Performance Management; and Professional Practice (including the position of Chief Nursing Officer). Within this overarching structure lies, for the purposes of administration and operational service delivery, four Health Service Areas (HSA)—East Kootenay, Kootenay Boundary, Okanagan and Thompson Cariboo Shuswap.
The facilities of each
HSA include hospitals,
health centres, longterm and extended
care and mental
health housing and
primary health clinics. Each HSA has a
Chief Operating Officer responsible for
carrying out core services located in their
respective region.
Note: Through what
is known as Leadership Council, IH’s
Interior Health Service Delivery Region
Board Chair and CEO
maintain a close
working relationship and a continuing dialogue with the Minister of Health, other Health Authorities and
members of the ministerial staff in order to ensure alignment to the larger mandate of government.

Service Delivery Model
Interior Health boasts a broad variety of programs, high-level expertise and advanced equipment and technology throughout the region. There are a wide range of specialized surgical services, trauma centres and
primary health care facilities. In order to provide seamless delivery, services must be coordinated and organized so that patients can move between services, settings and providers in response to changing demands for care. Consequently, using a population health, needs-based approach, Interior Health has
adopted the principle of an integrated service delivery model for the planning and delivery of services.
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ORGANIZATIONAL STRUCTURE
The facilities of each HSA supports a network of acute care to ensure effective, seamless care, based on
the model of “hospitals within a system of care”. The IH Hospital System is based on four levels of acute
care facilities:
• Community Health Centres and/or Primary Health Care Centres
• Community Hospitals: Level 1 and Level 2
• Service Area Hospitals
• Tertiary Referral Hospitals

IH Acute Care Facilities

The coordinated network of hospitals provides the foundation for achieving regional self–sufficiency and
excellence in the delivery of patient care across the continuum from tertiary to secondary and/or primary
services. Each level offers defined services (Appendix C) and, in addition to referrals between levels,
cases may be referred for treatment to quaternary or specialty facilities outside of Interior Health. These
cases are most commonly for specialty cardiac surgery, oncology, or organ transplant service.
Interior Health recognizes the complete continuum of care as including not only a well-functioning acute
care system to ensure effective care and to prevent prolonged hospital stays, but also: a robust public
health sector and quality primary care and chronic disease management to promote wellness and to prevent unnecessary visits to hospitals; strong community-based mental health programs; effective programs
that enable the residential care sector to provide better complex care for seniors; supportive housing and
assisted living; and evidence-based end-of-life care services in the hospital, community and at home. The
key to the integrated service model lays in the importance of establishing these formal and collaborative
relationships at both the regional and Health Authority level
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ACCOUNTABILITY FRAMEWORK
GOVERNANCE
The Governance section provides a description of Interior Health’s system of corporate governance and
mandate and direction from Government, as well as an explanation of methods used for performance
evaluation.

Corporate Governance
Interior Health is governed by a Board of Directors, appointed by, and responsible to, the Government.
Their primary responsibility is to foster the Health Authority’s short and long-term success consistent with
its responsibility to the Government and the stakeholders the Authority serves. It is comprised of a Chair
and eight Directors at large (Appendix B) and operates under the Organization and Procedure Bylaws approved by the Government and adopted by the Board in June 2002.
Roles and Responsibilities
Within the parameters set by the Government, the Board of Directors primarily plays the customary role of overseeing IH’s
business and supervising an Executive Team, led by the Chief
Executive Officer, who control day-to-day operations. The
Board’s responsibilities are many – managing Board affairs; understanding the Health Authority’s mandate; participating in
development of the strategic plan; appointing a candidate to
UBC Okanagan campus in north Kelowna
the position of CEO (including their selection, compensation, evaluation, and succession); reviewing financial, accounting and control systems; monitoring organizational performance; overseeing the organization’s communications policy; and setting the standards of conduct for
everyone involved in providing care services – to name a few. However, more precisely, it is the Board’s
job to set strategic direction and hold the IH management accountable for performance and the use of
public resources through periodic reports to government, stakeholders, public and others.
IH Board Committees
The Board is assisted in the discharge of its responsibilities by four standing Committees. All directors are
expected to serve on at least one Committee and efforts are made to match an individual’s committee assignment to their respective skills and experience.
•

Audit and Finance Committee—responsibility for the financial reporting, information systems, risk management and internal controls of IH are vested in Audit and
Finance committee. It is also responsible for the budgeting and accounting activity, including the preparation of all financial statements and reports for both internal and external use.

•

Governance Committee—provides a focus on governance that will enhance the
Authority’s performance. The Committee assesses and makes recommendations
regarding Board effectiveness, provides direction regarding ongoing director development, and leads the process for recommending director criteria to the Government for consideration when appointing directors.
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ACCOUNTABILITY FRAMEWORK
•

Quality Care Committee—develops through management, and presents to the
Board for approval, the key performance measures required to provide a competent, reliable assessment of the quality of service being provided in all service
sectors and at all locations within the scope of the Authority’s mandate and; ensures through regular monitoring that current priorities and programs are providing
consistent, quality service in all areas and that the specific performance obligations set out in the Agreement are being met.

•

Human Resources Committee—assists the Board in fulfilling its obligations relating to human resource and compensation matters and establishes a plan of continuity and development of senior management.
For further details with respect to current membership and each of the committees’ purpose and responsibilities, refer to Appendix D.
The IH Board has adopted the guiding principles set out in Governance and Disclosure Guidelines for Governing Boards in British Columbia Public Sector Organizations which articulates the roles and responsibilities of the various stakeholders in a public sector enterprise. The governance structure is compliant in all
respects with the Best Practice Guidelines (2005). A full disclosure of the governance program is available
on the IH web at http://www.interiorhealth.ca/Information/About+Interior+Health/Board+of+Directors/

Government Mandate and Legislated Priorities
In responding to the performance expectations and direction of Government, the responsibility of Interior
Health includes building a high-quality, patient-centred and sustainable health care system that is: 6
•
•
•
•

equitable, with access to a coordinated range of local, regional and provincial services for residents of the Southern Interior, regardless of where
they live;
effective and efficient, with services coordinated within health service areas large enough to recruit and retain health professionals and achieve
economies of scale;
governed by strong leaders, with board members chosen for their leadership skills, decision-making abilities and willingness to be accountable for
desired outcomes; and
accountable with clearly articulated and conscientiously monitored performance measures and targets.

The IH Service Plan, and resulting Annual Report, will provide greater detail on how the government's five
great goals and strategic direction are being implemented within IH. Through a Government Letter of Expectations (GLE), between the Government of B.C. and Interior Health, an understanding of accountabilities, roles and responsibilities of both the Ministry of Health and IH, as well as the high-level of performance expectations and strategic priorities have been established. The GLE is the basis for the development of quarterly reporting on the part of the Health Authority to the government and contains seven priority initiatives on which IH is required to give an account of progress.
Under the Health Authority Act, IH plans, delivers and manages health services and programs on behalf of
the Ministry of Health (MoH) and thereby is also instrumental in enabling them to achieve its purposes.
Therefore, all activities and initiatives must be linked explicitly with the MoH Service Plan (Appendix E).
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ACCOUNTABILITY FRAMEWORK
Government Letter of Expectations
5000 Beds

achieve the targets identified for each Health Authority as part of meeting the 5000
Bed Commitment

Mental Health and
Addictions

support Government’s goal of improved mental health and wellness among British Columbians, and ensure service planning and delivery activities contribute to substance
abuse reduction efforts through full participation in an integrated Provincial Strategy
which includes, Crystal Meth, Research and Innovation, Housing and PharmaCare.

Wait Times

achieve national wait time benchmarks established by the First Ministers for cardiac,
cataract, and joint replacement surgery. To this end, the Health Authority will participate in Government initiatives such as the Provincial Wait Times Strategy.

Aboriginal Health

support the Government goal of improving Aboriginal health and wellness by ensuring
Aboriginal people have meaningful input into the Health Authority Annual Aboriginal
Health Plan, and other service planning and delivery activities, and that these clearly
support the achievement of the measures, goals and objectives articulated in the
Transformative Change Accord, available at:
www.ubcic.bc.ca/issues/transformativechange.htm 7

Emergency Departments address emergency department congestion and improve the effectiveness and effi-

ciency of emergency departments through initiatives across the continuum of care,
and through participation in provincial initiatives such as: the Provincial Emergency
Services Project, Conversation on Health, and Health Human Resource Planning.

Conversation on Health

work collaboratively with the Ministry to support the engagement of British Columbians, health care professionals, health care leaders, academics and others in the Conversation on Health.

Health Human Resource
Planning

support provincial efforts to ensure robust and sustainable health sector workforce
through participation in the development and implementation of innovative strategies.

Financial and Performance Reporting
In addition, to the Service Plan, Interior Health must also develop and deliver to the Ministry of Health internal documents outlining how financial results are equivalent or better than the balanced results projected for the current fiscal year, as well as a plan for our capital assets including, facilities, equipment
and information management / information technology. A summary of Interior Health’s financial outlook
and planned capital projects is presented further on in this document.
Health sector priority initiatives are articulated and monitored through specific deliverables, measures,
targets and projects set out in a formal Health System Performance Framework (HSPF) agreed upon by the
Ministry of Health and IH. The HSPF will serve as the monitoring tool for the priorities of Government, as
set out in the Government Letter of Expectations and assist in the ongoing monitoring of other areas in the
health system where change is desired. The HSPF focuses on priorities for change in the health system and
is not intended to address all aspects of Health Authority performance.
Other areas of Health Authority performance are also monitored on an ongoing basis as part of supporting
continuous improvement and the maintenance of positive change. IH has a number of internal accountability tools and processes which seek to measure the cost, quality and volume of services delivered. One
example is the Financial Report, including both statistics on utilization and fiscal performance, delivered
at each financial period end.
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STRATEGIC CONTEXT
K EY S TRATEGIC I SSUES
Another component of the planning
process is the identification of important strategic and environmental factors likely to influence planning. The
table to the right presents some of
the trends and priorities expected to
impact health services over the next
three years.

P LANNING C ONTEXT
The planning context identifies the
significant internal and external risks,
opportunities and capacity issues that
could have a considerable impact on
planning or performance.

Key Opportunities
Expand the use of technology to
support sustainability of healthcare services
Enhance relationships with educational institutions who train
healthcare providers
Partner with B.C. Ambulance and
municipal governments for transportation needs and to provide
less intense clinical care in rural
areas
Explore innovative work practices
within improved labour relations
environments
Investigate different ways of delivering corporate services
Continue to plan for future development of interventional cardiac
services
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STRATEGIC CONTEXT
Key Risks & Capacity Issues
Sustainability of physicians, services and professional staff, particularly in rural communities
and core specialties in tertiary facilities
Anticipated turn-over in leadership due to retirements which may create future organizational instability
Imbalance in Population Needs Based Funding
(PNBF) model to create pressures on IH financial resources
Inequities created by topography and population density in some rural/remote areas
Considerably aged infrastructure – overall the
IH Facility Condition Index score is 0.18
Availability and cost of land for development in communities with significant population growth

Mitigation Strategies
Every effort is made to minimize the probability, magnitude and consequences of these risks on Interior
Health. The following is a summary of some of the proactive actions we are taking to mitigate the impact
of these risks:
• Enhance public health education and promotion activities, not only as important reminders for people
to stay healthy but also as a way to define IH in the public eye. (J)
•

Track operating budget variances on a period by period basis. (I)

•

Issue Expressions of Interest for capital projects to private sector in collaboration with other public
partners. (E)

•

Identify and engage data stewards to implement strategies to improve data quality. (A)

•

Develop a physician resource plan which offers a snapshot of current and expected future needs by
specialty and location. (G)

•

Market healthcare careers university and college students by attending job fairs and university events
in addition to regularly hiring students from cooperative education programs. (B)

•

Seek approval of construction budgets from the Board and various Regional Hospital Districts only once
a budget has been completed at the working drawing stage to protect against an order of magnitude
budget coming in well below actual costs and ease volatility of the construction market. (L)

•

Continuously upgrade our facilities in the following areas: Boilers, medical gas systems, security systems, emergency generators, building maintenance systems. (K)

•

Develop Individual Performance Plans to improve the performance of employees in their jobs, align
their contributions and results with the objectives of the organization and prepare individuals for possible future opportunities. (H)

•

Implement a “Room to Grow” strategy where talented people are provided with opportunities to gain
additional experience within IH. (H)
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CORPORATE STRATEGY
O UR V ISION
“To set new standards of excellence in the delivery of
health services in the Province of British Columbia”

O UR M ISSION
“Promote healthy lifestyles and provide needed health services in a timely, caring and efficient manner, to the highest
professional and quality standards”

G OALS , O BJECTIVES , S TRATEGIES AND P ERFORMANCE M EASURES
In keeping with the notion of alignment with Government plans, Interior Health has embraced the goals
and objectives articulated in the Ministry of Health Service Plan 2007/08 – 2009/10, with one addition.
Because IH is a direct service provider, human resources is of greater significance – therefore, we have included a goal to reflect this challenge. Strategies are likewise designed to correspond with the long-term
goals set out by the Ministry of Health, however have been refined to more accurately reflect IH’s objective of improving efficiency, utilization and quality. Performance measures include all related indicators
in the GLE, as well as any other measures appropriate to the strategies.

GOAL #1: PROMOTE HEALTH AND WELLNESS
Evidence increasingly shows us that informed, participative citizens are better able to manage their
health. Consequently, Interior Health is working towards a more patient-centred system that emphasizes
preventative and protection services. Whether investing in early childhood development, promoting
healthy, active lifestyles, addressing gaps in health status for Aboriginal communities, meeting core public health functions for food and water safety, or working with seniors to reduce the risk of falls, we believe health promotion, injury prevention and public health activities are an important part of our population’s well-being and safety. Furthermore, Interior Health is active in linking prevention activities and
management approaches in a range of ways to improve the health of our communities. We are committed
to addressing risk factors inherent with an aging population and strive to empower our residents to actively manage their care.

Boardwalk in Kelowna
Biking in Rossland
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CORPORATE STRATEGY
GOAL #1 PROMOTE HEALTH AND WELLNESS
Objective 1.1

Individuals are supported in their efforts to stay healthy and make healthy lifestyle
choices

Strategies:
(a)

Provide evidence based Public Health services as per the Core Public Health Programs
(to include Prevention Services, Population Health and, Mental Health/Substance
Abuse) and Accreditation standards .

(b)

Prevent disease, illness and injury through increased health screening and focus services to enable people to achieve healthy living and injury reduction targets.
Long-term
target

Tobacco use
rates ages 15 and
over
Explanation of
measure

Objective 1.2

14.4% provincial

Targets
07/08
IH – 17.2%

08/09

09/10

To be
determined

To be
determined

Tobacco-related illness is the leading cause of preventable death in BC 8.
Interior Health will place more emphasis on cessation and reduction programs with emphasis on two groups: youth who have just begun or are
thinking about smoking and adults who have been smoking for years.

Protection of the public from preventable disease, illness and injury

Strategies:
(a)

Provide evidence based Public Health services as per the Core Public Health Programs
and Accreditation standards (to include Health Assessment & Disease Surveillance,
Health Protection, and Health Emergency Management).

(b)

Build plans and capacity for effective emergency response to major Public Health risks
such as infectious disease and pandemic planning.

(c)

Improve communication and the sharing of health information via increased use of
health surveillance and further development of Public Health information systems.
Long-term
target

Immunization
rates for 2 yearolds
Explanation of
Measure

95% (national)

Targets
07/08
Increase by 5%
or maintain at or
above 90%

08/09

09/10

To be
determined

To be
determined

Immunization is critically important in the battle to control and eliminate
infectious diseases. Most childhood diseases are easily spread from person
to person and under-immunized children are at risk. The BC Centre for Disease Control has developed an Immunization Program which provides guidelines for the provision of immunization services. Health Authorities are required to attain and maintain the goals for routine immunization against
vaccine-preventable diseases of a serious health consequence to all children and adults.
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CORPORATE STRATEGY
GOAL #1 PROMOTE HEALTH AND WELLNESS
Objective 1.3

Close the gap in health status among the BC population, with a particular focus on improving health status for the Aboriginal population

Strategies:
(a)
(b)

(c)

Take an active role in monitoring First Nations health outcomes through participation
on the First Nations Health Advisory Committee.
Develop and coordinate programs to better deliver culturally sensitive health care services directed towards Aboriginal patients/clients, particularly those with co-occurring
diseases.
Work co-operatively with Aboriginal community to ensure a new health care facility
planned for Lytton meets present and future local health care needs.
Long-term
target

Targets
07/08

08/09

09/10

Gap in life expectancy between Status
Indians and
other British Columbians

Close the gap

Improvement
toward target

To be
determined

To be
determined

Gap in mortality
rate between
Status Indians
and other British
Columbians

Close the gap

Improvement
toward target

To be
determined

To be
determined

Gap in youth
suicide rate between First Nations and other
British Columbians

Close the gap

Improvement
toward target

To be
determined

To be
determined

Gap in infant
mortality between First Nations and British
Columbians

Close the gap

Improvement
toward target

To be
determined

To be
determined

Gap in the
prevalence of
diabetes between First Nations and British
Columbians

Close the gap

Improvement
toward target

To be
determined

To be
determined

Explanation of
Measure

In support of the Transformative Change Accord: First Nations Health Plan,
Interior Health is poised to take action to improve First Nations personal
and community health. IH is committed to putting in place appropriate
programs to assist First Nations to deal with the most pressing issues affecting their communities, so that the incidence of preventable disease and
injuries in this population becomes comparable to that of the rest of BC.
- Page 12 -

CORPORATE STRATEGY
GOAL #2: DELIVER QUALITY PATIENT CARE
The IH Quality and Patient Safety team identifies five dimensions of Quality. They are: Acceptability, Accessibility, Appropriateness, Effectiveness, Efficiency and Safety 9. This definition incorporates all that IH envisions for its services. Timely, equitable access, effective patient flow, and
quality care continue to be priorities for IH. Over the planning period, we will implement changes
to improve the flow and care of patients through the continuum of care, reduce wait times for
elective surgeries and identify options for clients to remain in their community. We are also committed to developing uniform standards to support reliable, safe patient practices.
Inside Hillside
Psychiatric Centre—new model
for Mental Health
whereby large
tertiary institutions are replaced
with smaller,
more home-like
facilities

Objective 2.1

Timely access to appropriate health services by the appropriate provider in the
appropriate setting

Strategies:
(a) Use Pre-surgical Patient Screening Program to minimize delays & cancellations.
(b) Participate in enhanced Provincial Surgical Patient Registry and linked databases to better model and manage wait lists.
(c) Increase the volume of joint replacement surgeries by 150 cases (including partial hips) in 2007/08, as per Interior Health Joint Strategy.
(d) Implement system-wide decongestion plans to support flow of patients through
Emergency.
(e) Reinforce training of emergency care providers through educational initiatives.
(f)

Standardize care guidelines in our emergency departments to ensure consistent,
accessible quality care.

(g) Identify opportunities for quality improvement from the results of the 2007 Provincial Emergency Department Patient Satisfaction Survey.
(h) Guarantee delivery of 814 new residential and assisted living beds by June 2008.
(Phase 2 of the 1153 total units for IH).
(i)

Conduct a review of Home & Community Care services to identify the most efficient ways to manage and deliver services to clients.

(j)

Increase service capacity for congregate care such as adult day programs, cluster care models and innovative housing for special populations
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CORPORATE STRATEGY
Long-term

Targets

target
% of hip replacements waiting no
longer than 26
weeks
% of hip fractures
fixations completed within 48
hours
% of knee replacements waiting no longer
than 26 weeks
% of cataract
surgeries waiting
no longer than 16
weeks
% of cardiac bypass surgeries
completed within
the established
time frame
Rate of women
aged 50-69 years
participating in
screening mammography every
two years
% of emergency
department patients reporting
satisfaction with
emergency department experience
% of patients admitted from
emergency department to inpatient bed
within 10 hours
of decision to
admit
# of net new
residential care
beds/assisted
living units by
June 2008

07/08

08/09

09/10

Not to exceed
10%

Improvement
toward target

To be
determined

To be
determined

100%

100%

100%

100%

Not to exceed
10%

Improvement
toward target

To be
determined

To be
determined

To be
determined
(Spring 2007)

To be
determined

To be
determined

To be
determined

To be
determined
(Spring 2007)

To be
determined

To be
determined

To be
determined

To be
determined
(Spring 2007)

To be
determined

To be
determined

To be
determined

90%

Establish
baseline

To be
determined

To be
determined

80% admitted
within 10 hours

To be
determined

To be
determined

To be
determined

BC total:
5000 beds

IH: 1153

Not applicable

Not applicable
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Explanation of
measures

Measurements reflect the desire to support accessibility and appropriateness of care in three key areas.
In Dec. 2005 the First Ministers announced national wait time benchmarks
for select surgical and diagnostic services 10. They were established based
on the amount of time clinical evidence shows is appropriate to wait for a
particular procedure. Subsequently, Health Authorities were given the
mandate to introduce strategies aimed at managing patients on wait list
and backlogs for surgery, allowing for meaningful appraisal of how well we
are improving access in certain areas.
Emergency departments have become key players in determining how patients move through the healthcare system. Over the next few years, IH will
focus its effort on reducing the length of time a patient spends waiting in
Emergency, thus allowing our hospitals to maintain functional emergency
care environments.
And, to help deliver the right care in the right setting for seniors and people with disabilities, we are committed to expanding the capacity of our
residential care and assisted living within IH.

GOAL #2: DELIVER QUALITY PATIENT CARE
Objective 2.2

Patient-centred care tailored to meet the specific health needs of patients and specific
patient groups

Strategies:
(a)

Support change within processes and clinical practice to enhance the quality of patient
care.

(b)

Link with the BC Primary Health Care Charter to provide improved community care for
specific patient groups and build capacity to meet increasing healthcare service demands
Long-term
target

Hospital utilization rate for
Explanation of
Measure

To be determined

Targets
07/08

08/09

09/10

Decrease over
previous year

Ambulatory Care Sensitive Conditions (ACSC) refers to those conditions
which may be managed using community resources rather than hospital
beds. Often acute episodes resulting from predetermined chronic conditions (asthma, diabetes, hypertension etc.) can be avoided with close supervision, proper medication and healthy lifestyle. Our goal is to provide
necessary services to our clients in the community and prevent need for
acute care.
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GOAL #2: DELIVER QUALITY PATIENT CARE
Objective 2.3

Improved integration of health service providers, processes and systems to allow patients to move seamlessly through the healthcare system

Strategies:
(a)

(c)

Through enhanced outreach services, provide standardized levels of care for youth experiencing addictions in urban, rural and remote areas.
Develop a regional housing strategy that will determine the appropriate mix and associated supports required to meet the needs of the population who are affected by mental
illness and addictions
Enhance the availability of crisis based psychiatric services.

(d)

Improve discharge of Mental Health and Addictions patients into safe, community care.

(e)

Create clinical pathway and care standards across the continuum of care to support improved care for clients with dementia.
Long-term
Targets
target
07/08
08/09
09/10

(b)

% of persons hospitalized for a
mental health
and/or substance use disorder who receive
community or
physician followup within 30
days of discharge
# of people with
a mental disorder receiving
housing with
supports
Explanation of
Measure:

Ages 15 – 64

80%

To be
determined

80%

To be
determined

Ages 65 and older
To be
determined

To be
determined

To be
determined

To be
determined

To be
determined

Establish
baseline

To be
determined

To be
determined

Integration targets reflect Interior Health’s pledge to offer practical support and guidance on a timely basis to our Mental Health and Addiction clients so that they may form the foundation necessary to transition into an
appropriate environment to maximize recovery and minimize relapses.

GOAL #3: ENSURE SUSTAINABLE, AFFORDABLE HEALTHCARE
The combination of increased demand, higher public expectations and new technological development, taken
together with constraints on the capacity of governments to fund higher levels of public expenditure, will impact how we spend our healthcare dollars. The result of which will be the need for Health Authorities to create
improved accountability mechanisms, not only to oversee and control expenses, but also to assist with decision
support and evaluation of programs / services. It will require active management through performance measurement, timely data, and quality information systems. Interior Health will strengthen our connection and
commitment to the organizations goals and ensure our people are applying their energy to the right tasks and
are moving forward through active assessment of priorities, realignment of resources and creative ways of
achieving the corporate vision.
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GOAL #3: ENSURE SUSTAINABLE, AFFORDABLE HEALTHCARE
Objective 3.1

Provide input into the development of the strategic direction of the health system

Strategies:
(a) Foster open communication and higher visibility and interaction of senior management.
Long-term
target
% of employees
receiving regular
information
about IH direction
Explanation of
measure

100%

Targets
07/08

Establish
baseline

08/09

09/10

To be
determined

To be
determined

Today’s supervisors have a wealth of communication channels available,
and ensuring that employees have appropriate information and opportunities for feedback without causing information overload is becoming increasingly difficult. IH Senior management must understand their role in
facilitating effective employee communication and support managers to
relay the organization’s objectives by offering ways in which they can communicate these objectives to their staff through their day-to-day activities. IH will continue to encourage our executives to share information
and keep staff and physicians informed through regular staff forums, meetings etc

IH Data Centre

Strategic investments in information management and
technology to improve patient care and system integration

Objective 3.2

Strategies:
(a) Evolve towards an integrated Electronic Health Record
(EHR) across the continuum of care.

(b) Design IH processes and systems to more effectively disseminate performance data
for use in providing clinical and business decision support.
Long-term
target
Physician uptake
eHealth technol
ogy
Explanation of
Measure

100%

07/08
Increase over
previous year

Targets
08/09
To be
determined

09/10
To be
determined

eHealth relates to the efficient delivery of health services through enhanced technology and timely information. The intent is to invest in
eHealth projects that enable health information to be accessible regardless
of geography. The first phase required to implement and realize B.C.’s
vision for eHealth is to provide clinicians with information at the point-ofcare and access to health information of patients and clients.
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GOAL #3: ENSURE SUSTAINABLE, AFFORDABLE HEALTHCARE
Objective 3.3

Sound business practices to manage within the available budget while meeting the priority needs of the population

Strategies:
(a)

Improve utilization rates in our acute care facilities.

(b)

Ensure there is constructive alignment of corporate strategies with operational capacity and fiscal realities of the organization.

(c)

Invest in infrastructure projects which improve capacity for patient care while minimizing impact of future growth.
Long-term
target

ALC days as a % of
total inpatient
days
Explanation of
Measure

8% (national)

Targets
07/08

08/09

09/10

Establish
baseline

Alternate Level of Care (or ALC) is an indicator of appropriateness; it measures patients using acute care level beds while waiting for less intensive
care. These patients are indicative of obstacles with access and flow and
represent inefficient use of the healthcare system as a whole.

GOAL #4: ENGAGE OUR STAFF, PHYSICIANS AND VOLUNTEERS
Given that the workforce is aging, expertise is departing, and qualified replacements are increasingly
difficult to recruit and retain, human resources is a strategic priority for IH. We are committed to
working with our staff and physicians to deliver quality health care. We know that healthy jobs and
healthy workplaces contribute to an individual’s physical, psychological and social well-being. These
benefits ripple across the entire organization in fundamental areas like job satisfaction and job performance, and decreased absenteeism and turnover rates. Secondary benefits are seen through lower
accident rates, a reduction in health benefit spending
and worker’s compensation costs. This is also critical
as we consider our ability to attract, fully engage and
retain staff. Therefore, the implementation of strategies for addressing the supply, distribution, education,
training, skills, patterns of practice and work environment will be paramount. The IH Healthy Workplace
Model is depicted to the right.

Our People
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GOAL #4: ENGAGE OUR STAFF, PHYSICIANS AND VOLUNTEERS
Objective 4.1

Position IH to attract, engage and retain a sizeable share of the talent available by
cultivating a Healthy Workplace

Strategies:
(a) Forecast human resource supply and demands, and implement strategies to ensure
there are enough and the right mix of health professionals.
(b) Partner with educational organizations to increase our available supply of health human resources.
(c) Promote occupational health and safety needs of our workforce and ensure we exceed
legislative requirements.
(d) Cultivate a climate that acknowledges the responsibility and importance of the indi(e) Emphasize organizational factors that deal with the interaction between employees,
their work and the organization.
Long-term
Sick leave as a %
of productive
hours

Targets

Target

07/08

08/09

09/10

10% reduction by
December 2008

Reduce by 5%

To be
determined

To be
determined

To be
determined

To be
determined

Nurses

Vacancy Rates
To be
determined

Establish
Baseline

Allied Health Professionals
To be
determined
Overtime as a %
of regular paid
dollars

Establish
Baseline

To be
determined

To be
determined

To be
determined

To be
determined

Nurses
To be
determined

Establish
Baseline

Allied Health Professionals
To be
determined
Explanation of
Measure

Establish
Baseline

To be
determined

To be
determined

The HR performance targets have been set to reflect Interior Health’s
commitment to the Healthy Workplace Model. Indicators such as sick
leave and overtime focus on measuring the physical and work environment
and thus retainment; whereas vacancy rates indicates a level of attraction
through one’s individual and physical environments.
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FINANCIAL RESOURCES
S UMMARY F INANCIAL O UTLOOK
This section includes high-level financial forecasts for Interior Health’s revenues and expenses, the key
assumptions and risks considered in setting these projections and the major capital expenditures that support the business.
Interior Health’s core operations and activities are funded largely by the Provincial Government through
the Ministry of Health. Other revenue sources include Medical Services Plan, Worker’s Compensation
Board, Department of Veteran Affairs, etc. plus user pay for client per diems.

Cost Drivers
Interior Health’s most significant costs for supplying healthcare services to the population we serve include the cost of wages and benefits for staff & physicians which amount to approximately 70% of our annual expenditures. The single largest cost is the cost of wages – to meet patient/resident/client demand.
Pressure on this cost driver comes from an aging population which is changing the dynamics for attracting
skilled people at the same time many employees are retiring or are eligible to retire. In Interior Health,
with one of the oldest workforces amongst British Columbia’s Health Authorities, an increasing number of
employees are becoming eligible for retirement. This looming shortage of experienced labour is an increasing reality and will have an impact on healthcare services.
Simplifying processes and systems, thereby gaining productivity in operations and effectively managing all
costs, continues to be a key focus for Interior Health. Maintaining or reducing administration and support
services costs from current levels is a key objective.

Financial Performance and Key Assumptions
Interior Health’s operations are subject to a number of risks and uncertainties that may cause actual financial results to differ materially from those contemplated in the Service Plan. These factors are largely
beyond Interior Health’s control.
Over the next several years, the most significant cost pressures are expected to come from the following
areas:
•

Population Growth
As discussed in the overview of Interior Health, the growth in population, particularly over the age of 75
may result in higher than expected demand growth. Our current projections for the number of anticipated
new acute care and residential care/assisted living beds to serve the aging population may not be sufficient nor do we have the resources to build and operate beds outside of the ones committed. The expectation is the province will do bed projections for both acute, residential care and assisted living, looking
out over the next 10 years.
• Quality and Safety
In 2006, a renewed focus was placed on the quality and safety structure within the health authority and
the resulting performance.
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•

Financial
Increased capital expenditures for reliability and growth purposes will be partially funded by a reduction
of investment income resulting in less annual interest income currently funding various health care expenditures.
Due to construction market pressures, Interior Health is already experiencing significant increases in labour and contractor rates and equipment costs. This is expected to continue in the medium term thereby
impacting Interior Health’s ability to manage capital costs and maintain the aging infrastructure.
• Labour Shortages
Sustainability of physicians and professional staff, particularly in rural communities and core specialties in
tertiary facilities may be a challenge. The anticipated turn-over in leadership due to retirements may create future organizational instability and result in increased costs relating to training and orientation.

With the recently negotiated labour and physician agreements, provincial commitments have been made to
establish committees supporting the British Columbia Nurses Union and the British Columbia Medical Association. Any recommendations or associated costs from these new committee’s is unknown at this time. .

Revenues and Expenses—Financial Projections
Interior Health’s financial projections for revenues and expenses through fiscal 2007/08 were calculated
based on information as
at February 2007.
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Key Assumptions
Forecast operating assumptions, based on Ministry of Health global grant funding announcements include
increases of 6.1% in the next year which include funding for negotiated collective agreement settlements
and other compensation cost pressures of 2.9% plus targeted or previously announced funding of 2.2% in
the next year to address the 5,000 bed commitment and Federal/Provincial waitlist targets. Once all of
these deductions are taken into account, Interior Health is left with less than 1% in discretionary funding
in the next year.
The following key assumptions were used in preparing Interior Health’s Financial Projections:
•
•
•
•
•

•
•
•
•

Revenue and expenditures are estimates based on a forecast of activity levels using the best available
information available to Interior Health;
Project expenditures (capital) will fluctuate from year to year based on project timing;
Interior Health does not forecast significant interest income and therefore the fluctuation of interest
rates is not expected to have a significant impact on revenues
Salaries and benefits are forecast to support a multi-year staffing strategy which addresses both succession needs and other risk areas to the organization
Employee benefit costs continue to rise with new health care technologies increasing drug costs, an
aging workforce and declining investment returns for public service pension plans. The costs were
projected using assumptions provided by the Ministry of Health.
New residential care beds will open as planned.
Financial outlook is based on generally accepted accounting principles
Interior Health has a March 31 fiscal year end
The outcome of the Conversation on Health is unknown, so not factored in.

Risks
1. Capacity
Using 2005/06 baseline data, Interior Health would require a minimum of an additional 350 acute care
beds by 2015/16 to continue current operations and account for population growth and aging. The forecast growth in our senior’s population (33% increase forecast for 65+ from 2006 to 2016) is expected to
have a significant impact on acute care bed requirements as well as other program areas. Through utilization management initiatives as well as availability of community and residential care programs, we are
trying to manage future acute care requirements but still expect to require an increase in acute care beds.
The current plan does not fully address these needs.
As of December, 2006, Interior Health has 88 residential care beds and assisted living units per 1,000
population over age 75. This is expected to increase to 92 beds and units per 1,000 population over age 75
by 2008, when all of the beds included in the 5,000 provincial bed target are completed. This will leave
Interior Health with one of the lowest residential care/assisted living rates.
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2. Current Program Overspending
This plan is based on the assumption that the estimated $25 million in current program overspending,
largely in acute care facilities and home support, can be eliminated by reducing to budgeted levels which
may involve both service & volume restrictions, reductions and reallocations and/or other measures. This
is a very aggressive assumption and it will be a challenge to have the reductions in effect by the beginning
of the 2007/08 fiscal year.
3. Access to services
In addition to managing the current program overspending, the plan also includes other strategies of $14.5
million to be achieved in 2007/08. The specifics of these strategies are currently being developed. These
restrictions, reductions and reallocations will be based on best practices and benchmarks where the appropriate data is available.
4. Benefits Assumptions
This plan is based on the assumptions for benefit increases provided by the Ministry of Health. Based on
previous experience, actual costs could differ from those assumptions. This plan does not address any potential additional cost increases beyond those assumptions.
The Health Benefits Trust actuarial statements indicate that costs will increase significantly as a result of
the labour contracts finalized last year and claims experience. Our forecast has not reflected this potential cost for 2006/07 or 2007/08 as this information was received after the forecasts were prepared. The
revised estimate may also have cost impacts for 2008/09 and subsequent years.
5. Hips & Knees Funding
Our budget is based on the 2006/07 baseline of cases. The Federal/Provincial Waitlist targeted funding
will be used to add volume based on this baseline. This will result in a significant increase in volume and
may be difficult to achieve in one fiscal year.
6. Patient Safety Standards and Accreditation
Interior Health has a significant list of investments that must be made in order to increase our compliance
with national standards and industry best practices. This plan does not fully fund this list of investments.
7. Capital Infrastructure
Interior Health has the highest number of buildings to support, service and maintain. The cost of this is
further compounded by the fact that our Facility Condition Index score of 0.18, a product of accumulated
years of under-funding capital, is the highest in the province (i.e. Interior Health’s are the least well
maintained) meaning that our capital infrastructure needs extensive investment.
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Based on the notional capital funding assumptions provided for the next three years, it will have a significant impact on the capital plans of Interior Health, specifically as follows:
a) Capital improvements recommended to reduce the Facility Condition Index will be delayed, resulting in further deterioration of our facilities.
b) The purchase of some medical equipment will be postponed.
c) New information technologies to provide clinical and business decision support, facilitate efficient and effective resource management, support knowledge and learning needs and securing a
dependable technical infrastructure will be limited beyond the provincial e-Health initiatives.
8. Long-term Investments for Sustainability
Investments in two promising solutions to improving the long term sustainability of health care are limited.
This plan has limited dollars attributed to the operating impact of proposed e-Health initiatives and does
not include any further investment in Primary Healthcare.
9. Regulatory and Policy Change
The current plan assumes no additional policy or regulatory changes, including the Community Care Licensing Act, etc, that may have negative financial implications.
10. Physician Compensation
In order to maintain access to specialty medical services, Interior Health will require access to the funding
for new Alternative Payment Program/Sessional contracts. Interior Health will no longer step in as interim
funding for physician compensation normally funded by the Ministry of Health.
11. Uncertainty of GLE targets
The specific targets for a number of Priority Initiatives in the Government Letter of Expectations have not
yet been determined. This plan has minimal funding allocated for these initiatives and it is expected that
some of the targets may not be met, depending on final targets chosen.
12. Health Human Resource Planning
The recruitment and retention of key health care professionals continues to be a priority, especially as an
increasing number of employees become eligible for retirement. This plan does not specifically address
this priority.
As noted by BC’s Auditor General in the 2004 report (In Sickness and in Health), creating and maintaining
healthy workplaces are a key component of an effective human resource strategy. Effective implementation of the various strategies recommended by the Auditor General will require designated funding above
current levels.
As well, the focus on the creation of healthy workplaces that foster retention and recruitment through
such initiatives as professional development funding and optimal workload and staffing models will be significantly disadvantaged.
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With the recently negotiated labour and physician agreements, provincial commitments have been made to
establish committees supporting the British Columbia Nurses Union and the British Columbia Medical Association. Any recommendations or associated costs from these new Committees is unknown at this time,
and therefore, no dollars have been included in the current plan.
13. Corporate Infrastructure
Corporate infrastructure will face significant additional pressures as this sector absorbs further cuts, in
addition to the very significant cuts it faced during Regionalization. This will potentially impair this sectors ability to support the organization through this significant organizational change.
14. Revenue Opportunities
There are considerable opportunities for government to create additional revenues for Health Authorities
that will require policy, legislative or regulatory changes. Some examples include; increasing residential
co-payments, implementing a room and board charge for acute care, increasing preferred accommodation
revenue in our multi-level facilities, etc. We believe that these revenues would reduce the reductions in
services included in this plan.
15. Other Unknowns
This plan does not include any impact of the potential devolvement of ambulance services to the Health
Authority. The financial impact of this transfer could be very significant.
The size, complexity and nature of Interior Health’s activities is such that there is litigation pending or in
progress at any time with respect to unsettled claims, management is of the opinion that Interior Health
has valid defenses and appropriate insurance coverage in place. In the event any claims are successful,
Interior Health believes that such claims will not have a material effect on the financial position.
Risk management and insurance services for all Health Authorities in British Columbia are provided by the
Health Care Protection Program in the Risk Management Branch of the Ministry of Health.
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S UMMARY C APITAL A SSET M ANAGEMENT
In keeping with the alignment to Government priorities, the capital plan ensures that facilities, equipment
and IM/IT resources are available to manage and provide health-care across the continuum of care. Our
top priorities include Government’s commitment to provide 5,000 new residential beds, enhancing existing
and future service needs and then maintaining existing facilities.
Capital expenditures are normally funded by grants
from the Ministry of Health, Regional Hospital Districts, local Foundations/Auxiliaries and Interior
Health cash. All funding excluding Interior Health
cash are deferred capital contributions and are amortized to income over the life of the related asset.
Expenditures include information systems, equipment, leasehold improvements, vehicles, land and
construction projects.
Interior Health is also financing projects such as the
residential care and assisted living beds through public/private partnerships.

Drivers of Planned Capital

Construction at East Kootenay Regional Hospital

In 2004 Interior Health, in partnership with the Ministry of Health, completed an assessment of all acute
and residential care facilities. The report identified considerable deficiencies with many of our buildings.
Based on this report, a list of facility renovations was planned. The number one factor driving the prioritization of these projects was safety.
However, Interior Health’s aging infrastructure is not the only aspect driving capital expenditures. Healthcare consumers are more knowledgeable with respect to health care and in order to satisfy patients, physicians and employees it is necessary to make strategic investments in modern buildings, equipment and
technology. Also, a growing population and changing demographics mean an increase in capacity is paramount to providing quality care. Today’s heated market conditions with respect to the construction industry, implies an increased risk to cost, and perhaps even to the ability to carry out the planned initiatives.
And finally, government expectations are such that Health Authorities will continuously improve to work
towards long-term sustainability. Operational savings gained from the replacement of inefficient buildings
and equipment are reinvested into patient-driven programs and services.

Investment Strategies
A number of strategies have been established to mitigate the impact of the above drivers.
• Three of our hospitals are involved in extensive planning to expand capacity in their ambulatory care
and emergency departments and reduce congestion.
• We continue to create residential care and assisted living units to provide appropriate care and reduce
the impact on hospitals
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•
•
•
•

•

An annual and cumulative inflation factor has been added to the bottom line of some facility projections.
Where possible, major facility projects are financed through public/private partnerships.
Equipment requirements are planned based within the currently available funding envelope versus
identified need.
Information Management / Information Technology projects are generally internally or MOH financed
and capped by available funding. Some projects have shared funding from third parties, such as Regional Hospital Districts and Canada Health Infoway .
Investing in information technology to bridge the geographic divide, improve safety and quality of care
and provide information for policy decision makers.

Key Projects and Estimated Costs
Interior Health has planned for the following top six priority projects:
1. Central Okanagan Redevelopment Phase 1, Kelowna, BC
A new stand alone Ambulatory Care building with a link to the existing facility (KGH) which will include
the following services: Outpatient Clinics, Express Testing (Neurodiagnostics, Satellite Lab, Cardiac Diagnostics, Respiratory Diagnostics), Renal Care Center, Interventional /Short Stay Area, Surgical Services,
and UBC Medical Program. A business case is currently being prepared for submission to the Ministry of
Health by March, 2007.
The Emergency renovation will commence when the Ambulatory Care Facility opens.
Scheduled substantial completion: Ambulatory Care Center – 2009/10 Emergency 2010/11
Total estimated cost: $122.8 million
2. Vernon Jubilee Hospital – Diagnostic & Treatment Tower, Vernon, BC
A new stand alone building with a link to the existing facility which will include the following services:
Ambulatory Care, Emergency, ICU/CCU, Central Sterilizing, Surgical Services (O.R./P.A.R.R.), Maternity/
Pediatrics. A business case is currently being prepared for submission to the Ministry of Health by March,
2007.
Scheduled substantial completion: 2010/11
Total estimated cost: $81.1 million
3. Shuswap Lake Hospital Redevelopment Phase 1, Salmon Arm, BC
Renovations and an addition to the existing facility will incorporate a new Emergency Department complete with an enclosed Ambulance Bay, Diagnostic Imaging, Laboratory and Pharmacy plus support spaces.
Phase 1 also includes major mechanical and electrical building infrastructure. The addition is designed for
future expansion of two additional floors.
Scheduled completion: November 2009
Total estimated cost: $20.0 million
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4. Lytton Health Centre, Lytton, BC
A new facility will be built to incorporate an Emergency Department complete with a Trauma/Procedure
Room and two treatment bays, Laboratory, Diagnostic Imaging, Physician’s clinic, Pharmacy (leased
space), staff sleeping quarters and a six bed Assisted Living component. The co-location of existing services such as Public Health, Mental Health and Home & Community Care programs is also included in the
new facility. The Centre will be designed for operational efficiencies, flexibility and an appreciation for
patient privacy and comfort. All costs related to the construction of the Assisted Living will be provided
by B.C. Housing.
Scheduled completion: August 2008
Total estimated cost: $8.1 million
5. Residential Care Beds
As part of the Government’s commitment to provide 5,000 new residential care beds by December 2008,
IH’s plan includes completion of 1,153 residential care beds and assisted living units. The “in-house” beds
are being constructed in the following communities:
100 Mile House; Armstrong; Cranbrook; Grand Forks; Keremeos; Lillooet; Nakusp; Revelstoke
Scheduled completion: December 2008
Total estimated cost: $47.3 million
In addition, 952 beds are being constructed through public/private partnerships at an estimated cost of
$190 million
6. e-Health
IH’s plan incorporates and supports British Columbia’s long-term vision for eHealth, with a strong focus on
tangible benefits and deliverables for the next three years. With its single regional electronic health record foundation in place, Interior Health is well positioned to partner with the Ministry and other health
authorities in the development of a provincial electronic health record for the citizens of BC. The following eHealth projects are planned:
eDrug Integration
Electronic Master Patient Index Health Authority Integration
Interoperable Electronic Health Record Implementation and Integration
First Nations Telehealth
Patient Safety Learning System Implementation
Physician Technology Office (EMR) Integration
Private Network Gateway
Provider Registry Health Authority Uptake (underway)
Public Health Information Project (planning only)
Residential Interai Implementation (underway)
Surgical Patient Registry (underway)
Scheduled Completion: March 2010
Total estimated cost: $30 million
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ALIGNMENT WITH GOVERNMENT
In addition to the Government Letter of Expectations, the Ministry of Health’s Service Plan 2007/08—
2008/09 outlines the strategic focus and direction for Health Authorities with respect to management of
health service delivery. In delivering our services, Interior Health, must ensure alignment with both the
Government’s and the Ministry’s priorities for the health system. As stated earlier, Interior Health has
adopted the goals and objectives of the Ministry to reinforce alignment. The following pages summarize
the strategies previously identified in this Plan, grouped according to the deliverables section in the
Health System Performance Framework, and links them to initiatives identified in the GLE and the Ministry
of Health’s Service Plan. Note: GLE items have been numbered according to their reference in the Letter
and do not reflect an order of priority.
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GLOSSARY OF TERMS
Alternative Level of Care (ALC): patient who has finished the acute care phase of their treatment but
remains in an acute bed awaiting placement in an alternate setting.
Ambulatory Care Sensitive Condition (ACSC): conditions where appropriate ambulatory care could prevent or reduce the need for admission to hospital.
Canadian Triage and Acuity Scale (CTAS): tool that enables Emergency Departments to prioritize patient
care requirements and examine patient care processes, workload, and resource requirements relative to
case mix and community needs.
Facility Condition Index (FCI): analytical assessments of current infrastructure calculated by dividing the
Current Replacement Value by the existing Cost of Deferred Maintenance for that same system.
First Minister’s Meeting (FMM): ongoing dialogue between governments ensuring that Canadians have access to the care they need, when they need it.
Government Letter of Expectations (GLE): agreement of the accountabilities, roles and responsibilities
of the Government of BC and the Interior Health Authority.
Health Authority (HA): structure by which BC health care services are managed and delivered.
Health Service Area (HSA): one of four operational regions within Interior Health .
Health System Performance Monitoring Instrument (PMI): outlines specific deliverables and performance
measure targets to be achieved by the Health Authority in 2007/08.
Integrated Care Pathways: multidisciplinary outline of anticipated care, placed in an appropriate timeframe, to help a patient with a specific condition or set of symptoms move progressively through a clinical
experience to positive outcomes.
Interior Health (IH): one of five health authorities that govern, plan and coordinate services regionally
within 16 health service delivery areas.
Population Needs Based Funding (PNBF): model used by the ministry to allocate available funds to the
health authorities, taking into consideration a number of factors such as population size, socio-economic
status, and inter-regional referral flow.
Ready to Learn: Ready to learn is measured by the Early Development Instrument (EDI). The EDI measures a child’s development in 5 key areas that contribute to being ready to learn upon school entry: physical health and well-being, social competence, emotional maturity, language and cognitive development,
and communication skills and general knowledge
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APPENDICES
A PPENDIX B—IH B OARD M EMBERSHIP AND S ENIOR E XECUTIVE T EAM
The Board has in place a phase renewal plan intended to maximize board performance and continuity
within the terms-limits established by government. The following lists the current members of the IH
Board of Directors and Senior Executive Team as of January 2007.
IH Board of Directors, Appointment Date and Terms
Director

Original Appointment

Position

Expiry of Term

Alan Dolman

2001/12/11

Chair

2007/12/09

Charles F. Armstrong

2002/03/21

Member

2007/03/21

Richard H. Jensen

2002/03/21

Member

2008/03/21

Lorraine McGrath

2006/03/21

Member

2009/03/21

Rosanna McGregor

2006/03/21

Member

2009/03/21

Michael F. Patterson

2002/03/21

Member

2007/03/21

Carol W. Seable

2002/03/21

Member

2007/03/21

Roger Charles Sharman

2002/03/21

Member

2008/03/21

Glenn Sutherland

2005/03/21

Member

2008/03/21

IH Senior Executive Team and Positions
Members

Position

Since

Murray Ramsden

Chief Executive Officer

December 2001

Dr. Paul Hasselback

Interim Chief Medical Health Officer

December 2006

Allan Sinclair

Acting COO, East Kootenay HSA

February 2007

Carol Markowsky

COO, Kootenay Boundary HSA

May 2004

Joanne Konnert

COO, Okanagan HSA

March 2006

Andrew Neuner

COO, Thompson Cariboo Shuswap HSA

June 2006

Dr. Rob Halpenny

Senior Medical Director

January 2007

Chris Mazurkewich

COO, Strategic & Corporate Services

December 2001

Pat Doyle

Chief Human Resource Officer

January 2002

Martin McMahon

Corporate Director, Performance Management

December 2001

Tom Fulton

Leader, Professional Practice & Chief Nursing Officer

January 2004

Alison Paine

Director, Communications & Health Promotion

December 2001

Diane Goossens

Board and Ministry Liaison Officer

October 2005

Dr. Stephanie Cameron

Health Authority Medical Advisory Committee Chair

July 2006
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APPENDICES
A PPENDIX C—IH A CUTE C ARE L EVELS
Community Health Centres & Primary Health Care Centres
Community health centres offer a variety of services in one location. These facilities do not have acute
care beds but may offer:
Basic laboratory and radiology (x-ray) services
Urgent care
Outpatient ambulatory care procedures such as day surgery
Community services such as public health or physiotherapy
Long term residential care services
On-site doctor’s offices
Level 1 Community Hospitals
Level 1 community hospitals may provide:
Laboratory and radiology (x-ray) services
Emergency services that may be available 24 hours per day, depending on the facility
Acute care beds for patient admissions for general medicine, observation, assessment, convalescence and palliative care
Low-risk obstetrical care in rural or remote areas
Outpatient ambulatory care procedures
Level 2 Community Hospitals
Level 2 community hospitals provide the same services as Level 1 community hospitals such as laboratory
and radiology (x-ray) services and acute care beds. They also offer:
24-hour emergency services with registered nurse (RN) triage
Obstetrical care
Some core physician specialties such as internal medicine and low complexity general surgery including ambulatory care day surgery
Service Area Hospitals
Service area hospitals are regional facilities located in Cranbrook , Trail, Vernon and Penticton. These
hospitals provide acute care beds, obstetrical care and all the other services of level 2 community hospitals. They also offer:
Laboratory (Lab Level 3) and radiology/diagnostic imaging services
24-hour emergency services, ideally with in-house physicians. Emergency services at a service area
hospital provide a higher level of trauma care than a community hospital.
Core physician specialties such as internal medicine, general surgery, orthopedics, anesthesia, obstetrics, gynecology, pediatrics, psychiatry, radiology, pathology and emergency medicine
Some sub-specialized, physician services for medical and surgical programs
Interior Health Tertiary Referral Hospitals
There are two tertiary referral hospitals operating in our region, Kelowna General Hospital and Royal
Inland Hospital . These high-level, regional facilities in Kelowna and Kamloops respectively, offer every
service provided by service area hospitals plus:
24-hour emergency services that may include trauma services
Advanced diagnostics such as magnetic resonance imaging (MRI), nuclear medicine and cardiac
catheterization
Higher levels/sub-specialties of almost all medical and surgical services
Tertiary services for patients with multi-system failure and those requiring vascular surgery, thoracic surgery or neurosurgery
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APPENDICES
A PPENDIX D—IH B OARD C OMMITTEE P URPOSE AND M EMBERSHIP
Audit and Finance Committee
Responsibility for the financial reporting, information systems, risk management and internal controls of
the IH is vested in management. Management is also responsible for the budgeting and accounting activity,
including the preparation of all financial statements and reports for both internal and use .
A. The Audit and Finance Committee (the “Committee”) assists the Board in fulfilling its oversight responsibilities by reviewing:
i./
the financial information that will be provided to the Government and other stakeholders
ii./ the systems of internal controls established by management and the Board including the risk
management program
iii./ the external and internal audit processes
B. The Committee assists the Board in understanding the budget development process and in monitoring
financial performance and ensures that that the Board receives timely, meaningful reports that keep
it properly informed of the IHA’s financial situation and provide the information needed for decisionmaking.
C. The Committee assists the Board in ensuring the reliability and security of existing information systems and in ensuring that new systems developments effectively support the strategic planning process including both current operational management and the longer-term service plans for component
sectors.
D. The Committee oversees the management of any investment activity in which the Authority may become involved.
E. The Committee also reviews:
i./ insurance coverage of significant risks and uncertainties;
ii./ material litigation and its impact on financial reporting
The expectations of the Committee in respect to its oversight of the audit processes require that all members be financially literate. The current membership of the Audit and Finance Committee is:
Chair:
Glenn Sutherland
Members:
Charles Armstrong
Lorraine McGrath
Carol Seable
The Director Internal Audit attends all meetings of the Committee as a non-voting member
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APPENDICES
A PPENDIX D CONT .—IH B OARD C OMMITTEE P URPOSE AND M EMBERSHIP
Governance Committee
The purpose of the Governance Committee (“the Committee”) is to provide a focus on governance that
will enhance the Authority’s performance. The Committee assesses and makes recommendations regarding
Board effectiveness, provides direction regarding ongoing director development, and leads the process for
recommending director criteria to the Government for consideration when appointing directors. The Committee assists the Board by assuming the following responsibilities:
A. Maintain a Manual outlining the policies and procedures by which the Board will operate together with
the terms of reference for the Board, the Board Chair (“the Chair”), the Chief Executive Officer (the
“CEO”), the directors and the standing Board Committee.
B. Recommend to the Board, and annually implement, an appropriate evaluation process for the Board,
Committees and Chair, and from time to time, organize an evaluation of individual director performance.
C. Develop a Board profile defining the essential and desired experience and skills for potential directors, taking into consideration the Board’s short-term needs and long-term succession plans
D. In consultation with the Chair, plan an orderly Board re-newal and work with the Board Resourcing
and Development Office in the identification of potential replacement candidates for consideration by
the Minister.
E. Develop and oversee the implementation a comprehensive Orientation program for all new Board candidates and, in conjunction with the Chair, guide and monitor an on-going Director development plan
appropriate to the needs of individual Directors and the Board as a whole.
F. Ensure there is in place a system that enables a committee or director to engage separate independent
counsel in appropriate circumstances, at the Authority’s expense, and be responsible for the ongoing
administration of such a system.
G. Annually review the budget allowance for Governance activities incorporated in the operating budget
presented to the Board for approval and periodically monitor actual expenses including, on a program
basis, expense claims submitted by the Chair and Directors.
H. At the request of the Chair or the Board, undertake such other corporate governance initiatives as may
be necessary or desirable to contribute to the success of the Authority.
The current membership of the Committee is:
Chair:
Charles Armstrong
Members:
Lorraine McGrath
Carol Seable
Mike Patterson
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APPENDICES
A PPENDIX D CONT .—IH B OARD C OMMITTEE P URPOSE AND M EMBERSHIP
Quality Care Committee
The Performance Agreement signed between the IHA and the Ministry of Health (the “Agreement”) records
the commitment of the Government to the “…providing of high-quality patient-centred care, improved
health and wellness for British Columbians....". The Agreement sets-out as well specific performance targets which are subject to change and refinement on an on-going basis. The role of the Quality Care Committee (the Committee”) is to:
•
Develop through management, and present to the Board for approval, the key
performance measures required to provide a competent, reliable assessment of
the quality of service being provided in all service sectors and at all locations
within the scope of the Authority’s mandate, and;
• Ensure through regular monitoring that current priorities and programs
are providing consistent, quality service in all areas and that the specific performance obligations set out in the Agreement are being met.
The Committee assists the Board by assuming the following responsibilities:
A. Review with management the key markers and indicators currently available to measure the quality of
patient service being provided by the Authority in the principal service sectors including:
Acute Care Services
Residential Care Services
Home and Community Care Services
Mental Health Services
Public/Population Health Services
B. Recommend these criteria to the Board for approval.
C. Regularly review summary relevant management reports to monitor the quality of care being provided; to observe trends; and to identify problem issues or areas where further investigation may be
warranted.
D. Periodically review management summary reports in respect to evaluations, unusual occurrences,
complaints, analytical analyses, and levels of satisfaction.
E. Arrange, with the assistance of management, regular written or oral consultations with Health Service
Area Patient Advocates, using these exchanges to verify the patient quality care assessments and to
bring into focus any major issues or priority needs that have not otherwise been identified
F. Evaluate major standing and new programs in each sector and review management initiatives and proposed changes in resource allocation to address problem areas
G. Monitor accreditation activities including readiness for accreditation surveys and compliance with all
applicable standards
H. Ensure clinical reporting obligations under the Performance Agreement are being met
The current membership of the Committee is:
Chair:
Mike Patterson
Members:
Richard Jensen
Rosanna McGregor
Roger Sharman
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APPENDICES
A PPENDIX D CONT .—IH B OARD C OMMITTEE P URPOSE AND M EMBERSHIP
Human Resources Committee
The role of the Human Resources Committee (the “Committee”) is to assist the Board in fulfilling its obligations relating to human resource and compensation matters and to establish a plan of continuity and development of senior management.
The Board has approved the HEABC Compensation Plan (“the Plan) as the basis of compensation for its Executive and Excluded/Non contract personnel. Within this framework, the Committee assumes the following responsibilities:
A. Review and recommend the CEO’s compensation.
B. Review with the CEO the compensation plans for senior officers reporting directly to the CEO.
C. Approve the Terms and Conditions of Employment for Executive staff and related employment contracts, maintaining the overall alignment with the HEABC Plan and documents prepared by HEABC
Counsel.
D. Review with management and recommend for Board approval certain matters relating to Excluded/
Non Contract employees including:
i./ the annual compensation policy
ii./ new benefit programs or material changes to existing programs
iii./ the terms and conditions of employment
E. Recommend a performance evaluation process for the CEO and when approved, lead the implementation of the evaluation process. This evaluation will be used as a background for the recommendation
on the CEO’s compensation.
F. Review with the CEO existing management resources and plans, including recruitment and training
programs, to ensure that qualified personnel will be available for succession to executive positions at
the Authority and key officer positions in its reporting organizations, and report on this matter to the
Board at least once each year.
G. Review and endorse major changes in the organizational structure of management as proposed by the
CEO.
H. Review the Authority’s human resource policies from time to time.
I. Review with the CEO any significant outside personal commitments being considered prior to a decision being made. This includes commitments to act as a director or trustee of for-profit and not-forprofit organizations.
J. Make recommendations to the Board regarding the mandate to be provided to HEABC for Provincial
collective bargaining for each of the collective agreements.
K. Review tentative collective agreement settlements as proposed by the Board of HEABC with a view of
providing a recommendation to the Board of Interior Health on ratification or rejection.
The current membership of the Committee is:
Chair:
Roger Sharman (also serves as the Board’s representative on the HEABC)
Members:
Richard Jensen
Glen Sutherland
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APPENDICES
A PPENDIX F—S PECIFIC S ERVICE V OLUME T ARGETS
Number of elective hip and knee joint replacement surgery cases:
Elective Hip
Elective Knee
Revised
Fracture (incl. partials)
Total

07/08
795
1190
322
348
2658

08/09
816
1264
352
373
2805

09/10
836
1338
383
398
2955

Number of cataract surgery cases: TBD
Number of coronary artery bypass graft surgery cases: N/A
Volume of acute care services (e.g., number of inpatient cases, number of day surgery cases)
IH assumes a zero growth rate from 06/07 to 07/08. Projected volume to be determined upon receipt of 06/07
actual volumes.
Number of perinatal Level 2 and 3 beds:
Neonatal Intensive Care Beds - Designated and Non-designated as at 07/08
L2 NonL2 Designated
L3
Designated
Interior
401
Royal Inland
7
—
—
302
Kelowna
6
—
—

Note: At this time, no further
service expansion
is planned past 07/08

Volume of Mental Health and Addictions services:
To date no provincial, national or internationally accepted standards exist for the determination of service demand in Mental Health and Addictions Services. MoH funding has supported the engagement of the six HA with
the Centre for Applied Research in Mental Health and Addictions at Simon Fraser University in the development
of a demand estimation process within mental health and addictions. This multi-year project will initially target the schizophrenic, bipolar, Neuropsychiatric and tertiary populations and determine service levels based
upon epidemiological evidence and a review of care pathways. Upon conclusion of this work, IH will provide
services consistent with the intent of meeting or exceeding provincially held benchmarks. It is anticipated the
first phase of the above project will conclude in the spring of 2007.
Number of residential care and assisted living beds/units:
(final at June 2008)

Residential Care Beds

4,938

Assisted Living Units

925

Volume of home-based community services, including home support, community rehabilitation, adult day
services and home nursing: (fiscal 2006/07 projected from period 11, Jan. 25, 2007, data source: MIS G/L))
The expectation is that community service volumes will increase by 10% in 07/08.
Home Support

Community Rehab

Adult Day Services

Home Nursing

1,374,372 hours

TBD

68,619 visits

TBD

Number of palliative care clients: 520 palliative care clients in IH hospitals in 2005/06. At this time, 2007/08
projections are not available.
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