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Background 
Rural healthcare delivery is complex. Each community, shaped by a unique history, 

geographic location and social context, has strengths and needs that collectively make up its 

capacity for care - capacities that shift in relation to population and resources. As healthcare 

needs change, communities reach transition points whereby they seek to enhance their 

capacity for care.  Such has been the case in the community of Ashcroft, British Columbia. As 

Interior Health and strategic partners seek to solve the complex healthcare issues, various 

groups have tried to better understand and support the necessary change. The Ashcroft 

Wellness and Health Action Coalition has been one such advocacy group. As part of the work of 

this Coalition, members sought to better understand the perceptions of the community 

regarding healthcare delivery. A community consultation was organized to solicit the 

perspectives and experiences of the citizens of Ashcroft and area.  

 

Ashcroft 

Ashcroft is a village with a population of 1,628 in the Interior of British Columbia. The 

village is located in the Thompson-Nicola Regional District. The median age is 55.2 (2011 

Canada Census). The community provides healthcare services to the neighbouring villages of 

Cache Creek (10 kilometers away – population 1,040), Clinton (50 km away – population 578), 

Spence’s Bridge (45 km away – population 170), and five First Nations communities: Ashcroft, 

Cook’s Ferry, Bonaparte, Whispering Pines and High Bar. With these surrounding communities 

the total population numbers 4,948.  

 

Ashcroft has a Level I community hospital with 4 emergency beds, 24 extended care 

beds and 1 respite bed. The hospital does not have acute care beds. The Emergency Room is 

presently open from 8am – 6pm Monday to Thursday, from 8 am to midnight Friday, and 24 

hours on Saturday and Sunday. Other available services at the hospital include basic laboratory 

and radiology, urgent care, outpatient ambulatory care, community services, long term 

residential care services, and onsite physicians’ offices. The closest Regional Hospital is located 

in the city of Kamloops (94 km).   

The community of Clinton has a Health and Wellness Centre with a Registered Nurse on 

staff who provides primary healthcare services and a physician who provides medical services 

one to two days per week. The Bonaparte and Ashcroft Indian Bands have a dedicated 

healthcare facility and manage a health program with a wide range of services, including home 

care services, NNADP (Alcohol & Drug Program), Headstart, community health programs, 

mental health, and Brighter Futures. The Cook’s Ferry Band has a healthcare coordinator. There 

are no dedicated healthcare facilities in Cache Creek or Spence’s Bridge. 
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Community Consultation Process 
On April 4, 2014, at the invitation of MLA Jackie Tegart, Ed Staples and Brad Hope from 

Princeton made a presentation on healthcare at a community meeting held at the Ashcroft 

Community Centre. They outlined the community consultation process that was held in 

Princeton that led to the formation of the Princeton Healthcare Steering Committee. In 

response to the presentation, a group of concerned community leaders formed the Ashcroft 

and District Healthcare Community Consultation Organizing Committee with representation 

from the Village of Ashcroft, TNRD Area I, Interior Health, UBC Okanagan and the Wellness & 

Health Action Coalition. The Support Our Health Care Society (SOHC) of Princeton was invited to 

participate. 

Planning for the community consultation occurred over a three month period between 

June and September 2014. The Ashcroft Organizing Committee consisted of Mayor Andy 

Anderson, Councillor Alice Durksen, TNRD Regional Director Steven Rice, and Shirley Dobson, 

Ron Hood and David Durksen (Ashcroft Wellness and Health Action Coalition). The Ashcroft 

Committee received organizational support from Ed Staples, Nienke Klaver, and Brad Hope 

from Princeton, Bernie Easson and Jennifer Thur from Interior Health, and Dr. Barbara Pesut, 

from the UBCO School of Nursing. 

During the planning process, it was determined that the area to be included in the 

community consultation would be defined by the population receiving their primary healthcare 

services in the community of Ashcroft. This area would include the residents of the Thompson 

River valley bounded by the community of Clinton in the north and Spence’s Bridge in the 

southwest and Thompson River Estates/Wahlchin in the east. From this area a list of attendees 

was identified. These invited attendees were asked to solicit the opinions of those they 

represented prior to the community consultation. To facilitate this process, three questions 

were provided: What is working well in our community in regards to healthcare? What is not 

working so well, and why? What innovations might make our healthcare better?   

The consultation was held on September 16, 2014 at the Ashcroft and District Seniors 

Centre.  Thirty-eight individuals attended the consultation (see Appendix 1).  The evening began 

with brief introductory comments and instructions for the evening. Participants were pre-

assigned to five focus groups based upon shared spheres of influence.  A facilitator and 

recorder were assigned to each group. At the beginning of the session, participants were 

provided with index cards and instructed to write down the single most important issue. These 

index cards were then collected, and the focus group discussion began. During the 90 minute 

discussion, participants were asked to respond to the three questions listed above. Participants 

were encouraged to tell stories of their experiences, both positive and negative, to gain a 
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deeper understanding of the influencing factors. Recorders summarized the major points on flip 

charts. Groups were audio recorded.  

At the conclusion of the focus groups, participants reconvened to hear a brief summary 

of the findings from each group. A priority-setting exercise was then conducted. Flip chart 

posters, representing the findings from each group, were placed around the room.  Participants 

were provided with five voting stickers and instructed to place the stickers on those issues they 

perceived to be most critical. Respondents had the option to allocate all five votes to a single 

issue or to distribute them across issues. This exercise concluded the evening. 

Data from the consultation was compiled by Barbara Pesut. Data consisted of audio-

tape recordings from the five focus groups, priorities identified from the index cards, notes 

compiled by three participants who conducted meetings prior to the consultation to solicit 

input from their constituency and 12 written responses provided by individuals who were 

unable to attend the consultation.   

Findings 
Findings revealed the complexity of the healthcare challenges facing the community of 

Ashcroft.  Under each theme participants articulated strengths to build on, challenges that 

needed to be addressed and recommendations for change. This report will follow that 

structure. 

Strengths  

Participants cited a number of health care service strengths in their community. The one 

cited most frequently was the expanded hours for the emergency department which now 

includes regular daytime hours Monday to Thursday and 24/7 coverage on weekends.  The 

presence of lab and diagnostic services and the co-location of physicians’ offices with these 

services were particularly important to their care. Other strengths included the following: 

hospice care and a palliative room at the hospital; access to emergency medi-vac; a health bus 

to transport persons for care to Kamloops; a hospital facility with potential for development; a 

community pharmacy that uses the community bus to deliver prescriptions to Clinton; various 

wellness programs for all life stages; and clinics to support chronic illness management.  

Although there were ongoing challenges with all of these services (e.g., suitable landing pads 

for the helicopter, palliative beds being used for other purposes, dispensing fees that were 

higher than urban areas), overall, participants suggested that these programs worked well 

together to support the health of their citizens.  
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Challenges 

The following themes, presented in order of how participants prioritized them, formed 

the main discussions of the evening: healthcare provider shortages, centralization of services in 

urban areas, elderly attrition and inhibitors to rural community capacity building.   

Shortage of Rural Healthcare Providers:  Inaccessible Care 

Ashcroft has a stable, albeit limited, base of healthcare providers. Participants cited two 

physicians who live locally, physician locums who provide weekend coverage for the emergency 

room, a core group of experienced nurses and many allied health services (e.g. dentist, 

chiropractor, EMS personnel, massage therapist, mental health etc.). Overall, participants 

expressed a deep gratitude and satisfaction for the healthcare personnel that served their 

community. However, participants also overwhelmingly spoke of the need for additional 

healthcare providers, and in particular, physicians.  

Stories were told of the challenges related to having too few physicians. For example, 

some participants did not have a family physician, and those that did, often had to wait long 

periods of time for an appointment (e.g., 2 weeks to a month).  This inaccessibility was 

exacerbated by the one visit/one problem rule. Participants described how they were only 

allowed to address one health challenge in a single visit. Many found this policy frustrating as 

they had difficulty resolving a complex problem in the time allotted.  

There were few options for those who could not get a physician appointment for their 

health needs. Some used the emergency department, but this led to the emergency 

department being used as a walk-in clinic – a less than optimal solution for many. Others used 

the walk-in clinic in Kamloops, but this clinic has long wait times. Participants told stories of the 

walk-in clinic appointment schedule being full by early afternoon. After a long commute they 

were unable to get the care they required. To avoid these challenges, others had chosen to see 

physicians practicing in Kamloops. But they acknowledged that many citizens of Kamloops had 

difficulty finding a physician as well and so they were taking vital resources from that 

community. Having a physician in Kamloops also provided continuity of care over time as the 

turnover of physicians in the Ashcroft community tends to be frequent. Although participants 

highly valued the foreign trained physicians that came to their community to work, they 

suggested that the majority chose to leave the community once they had fulfilled their 

contractual obligations.  

This inability to retain physicians was a prevalent theme across the focus groups. 

Participants discussed the challenges of being a physician in their community. They cited the 

potential for burnout under heavy workloads, the inability to develop and maintain a full range 
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of skills under limited healthcare services, and the challenges in maintaining professional 

boundaries when citizens sought medical advice in public places.  However, they were not 

entirely sure whether this was why physicians left their community. Participants wondered 

whether there was anything they could do to prevent physician attrition. 

Participants spoke of similar issues in relation to other healthcare providers, but with 

less emphasis as they did not feel the deficit as directly. For example, participants spoke of a 

diminishing nursing workforce that lived within the community and the reliance upon those 

who commuted from other communities to staff the hospital. Although emergency medical 

personnel were cited as a strength of the community, there was also a recognition that the 

community would benefit from emergency medical personnel trained to higher levels. This was 

particularly important in light of the increased burden of care they shouldered with the 

emergency room closures.  Other healthcare personnel who were needed for the community 

were an Aboriginal navigator, an optometrist and a physiotherapist. 

Centralization of Services in Urban Areas: Erosion of rural healthcare 

The second highest concern for participants in this consultation was the steady erosion 

of their health services as they were relocated to urban areas. Long-time residents spoke of the 

diminishing services provided through their hospital (e.g., maternity care, minor surgery, acute 

care beds).  This relocation of services to urban areas had profound impacts on the lives of 

these citizens, particularly those most vulnerable such as those living with chronic illness and 

the elderly.  Many issues of accessibility were described. Urban centres were described as over-

crowded which made for long wait times and unpredictability in accessing services.  Even 

something as simple as finding parking at the urban hospital turned into a complicated juggling 

act. With only short-stay acute care beds in the Ashcroft hospital, residents had to be 

transferred to urban hospitals if their problem could not be solved quickly. From these 

participants’ perspectives, this was more than simply an inconvenience. They described 

situations where pressures to discharge rapidly from acute care (either in Ashcroft or the urban 

centre) resulted in individuals being sent home before they had the necessary resources for a 

successful recovery. After substantial decline, these individuals had to be transferred back to 

the urban facility for management of subsequent complications.  Participants also expressed 

concern about the unpredictability of emergency room closures in Ashcroft. Although there are 

scheduled hours, participants suggested they could not rely upon these hours. This made it 

difficult for them to make a decision about where to go for emergency care, particularly those 

who were commuting from adjacent communities. 

This centralization of care in urban areas led to the next priority concern – that of 

transportation. For those who were generally well and required little care, commuting tended 

to be a disruption and costly, but it was manageable. However, for those who were frail and 
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elderly, transportation challenges were often insurmountable. Participants spoke of the high 

percentage of elderly in their community who no longer had family living with them and thus 

no means of transportation.  The stories shared were both heartwarming and heartbreaking. It 

is not uncommon for older adults to be taken to the urban centre by ambulance. Under the 

stress of the emergency, individuals often forget, or are unable, to pack essentials such as 

clothes, identification and money. Many do not know that the ambulance will not return them 

to their community. When they are discharged they find themselves without clothing or the 

means to get home. Heartwarming stories were told of the innovative ways in which these 

stranded rural individuals managed to make their way home and the generosity of neighbours 

and friends in the midst of their plight. 

A Health Connections bus runs regularly between these communities and Kamloops. 

This bus runs twice a week, picking individuals up in their home communities in the morning 

and returning them at the end of the day. To ensure that the bus remains profitable, this bus is 

also used for non-medically related transportation. A popular stop is the casino along the route. 

There is a reservation system for those who are travelling for medical reasons to ensure they 

get a seat.  Participants viewed the bus as a good option for those who were fairly well, but less 

useful for those who were sick or the elderly. Older adults find it challenging to get to their 

appointments if they are distant from where the bus stops. The long waits and travel time are 

prohibitive for those who are frail. For those who are experiencing intense treatment (e.g., 

minor surgery or chemotherapy) and do not feel well, travelling on a bus with those who are 

using it for recreational purposes is a challenge. In essence, the transportation designed to 

accommodate those who are ill becomes public transportation. Participants described an 

“underground” transportation system in the rural community whereby drivers would transport 

individuals to Kamloops for a cost of $100. So although the Health Connections bus is a valuable 

resource, it may not service those in the community who need it the most. 

Emergency medical services (EMS) has also been influenced by centralization. Although 

it was apparent in the consultation that there is confusion around the services provided by 

EMS, there was common agreement that the system experienced additional pressures related 

to emergency room closures and that these may not be adequately accounted for in service 

delivery. Prevalent concerns were delays in response time, poor compensation for on-call 

personnel and difficulty finding homes because dispatchers are now located in distant locations 

(e.g. Vancouver) and no longer familiar with the area.  The inability to locate homes was 

exacerbated by the ‘way finding’ characteristic of rural community directions; many homes do 

not have address signs. 
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Elderly Attrition: Losing history and wisdom 

This recurring theme of services being geared primarily toward those who have episodic 

illnesses rather than those who are frail and vulnerable resulted in a robust discussion about 

the situation of the elderly. This rural community has a high population of elderly individuals, 

many of whom live alone and have no family in the community. Potential family caregivers 

must leave the rural community for employment purposes.  

Some excellent services are in place for this population. Ashcroft has been one of the 

recipients of the Better at Home program funded by United Way that provides practical support 

to older adults living in their home. Participants were highly enthusiastic about this program. 

Independent, assisted and residential living facilities are perceived to be of high quality. Home 

care nurses, home support services, the Red Cross Loan cupboard and a variety of other 

services (e.g., meals on wheels) support seniors to stay at home for as long as possible.  The 

hospital has a palliative bed for those who are actively dying and a hospitable space for family. 

Despite the presence of these services, participants suggested that they are not robust 

enough to support an ageing demographic in their community.  There can be long wait times to 

get assessment for care and an inadequate number of units/beds resulting in older adults being 

relocated outside of the community. In some cases, family members choose to relocate older 

adults outside of the community so that they can be closer to them.  However, participants 

suggested that the process of doing this across health authorities is an unwieldy one and 

requires streamlining. The geographic area for home care is large, limiting the services that can 

be provided. Policies and reimbursement arrangements for home support workers that 

separate basic care tasks from housekeeping tasks do not always serve the needs of the elderly 

well.  Care systems that increasingly rely on technology (e.g., automated telephone systems 

and web-based forms) make it difficult for the elderly to access care. These issues, coupled with 

the critical transportation issues, mean that some elderly individuals cannot age in place in their 

rural community.  One participant dubbed this “elderly attrition,” and bemoaned the loss to the 

rural community of the collective wisdom and history embodied in these older adults. 

Inhibitors to Rural Community Capacity Building: Top-heavy; top-down 

Participants described a wide range of capacities characteristic of this rural community. 

A robust pool of volunteers serves organizations such as the hospice society, hospital auxiliary, 

Better at Home program and a variety of community events.  These organizations provide a 

broad range of health-related services (e.g. food hampers) and raise substantial amounts of 

money to support healthcare in the community. Communication with leaders in the health 

authority is characterized as improving.  
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The community identity expressed in these focus groups is one that is highly engaged 

with the well-being of its community. As part of this engagement, there was a strong desire 

expressed for more local decision making and accountability for healthcare. The perception 

that the health region was “top-heavy” and hence adopted a “top-down” approach was 

prevalent. Frustrations centered around the following challenges: access to information; rapid 

leadership changes that made it difficult to know who to approach; lack of consultation about 

changes that affect the community; and inability to adopt a sustained, coordinated approach to 

solving endemic problems.  Participants felt that this lack of a coordinated approach to problem 

solving occurred across other rural communities as well. 

Participants spoke of the effect that healthcare challenges have on the overall well-

being of their rural community.  If citizens cannot get adequate care they leave the community; 

others choose not to move to the community. The overall effects on the social and economic 

well-being of the rural community are far reaching.  Participants suggested that these dynamics 

were not well understood by those residing and creating policy within an urban context. The 

inequity between rural contributions to overall societal health (e.g. natural resources) and the 

accessibility of the social benefits of healthcare for rural populations posed a threat to the 

sustainability of the rural lifestyle.   

Suggested Improvements and Innovations 
Participants provided a number of suggestions for how healthcare might be improved 

for the citizens of Ashcroft.  Some of these will only be mentioned briefly for they are larger 

system issues (e.g., physician reimbursement options, expanding primary care, reducing 

barriers to foreign trained personnel). Others that have the potential to be adopted at a local 

level will be explored in more detail. 

 Creative solutions to endemic healthcare provider shortages 

Although participants were aware of the role they play in the recruitment and retention 

of healthcare providers, there was a general uncertainty of how to do that. The main recruiting 

draw, the quality of life afforded by rural recreational opportunities, was too often offset by the 

overwork experienced by rural physicians. As one participant put it, we draw them through 

quality of life but then do not allow them any time to realize that quality of life. 

Recommendations to attract physicians included sponsoring individuals from within the 

community to go to medical school, offering residency placements, understanding why 

physicians leave the community and exploring recruitment and retention packages. 

Participants also suggested that Registered Nurses and Nurse Practitioners could 

provide some of the care currently being provided by physicians. Ashcroft was one of the first 



10 
 

sites to pioneer the nurse “First Call” program where nursing scope of practice was expanded to 

accommodate the realities of rural practice. Participants felt the program was a good one and 

were unclear why this program was stopped. Further, they saw great potential for a Nurse 

Practitioner role in the community but had been unable to secure one for reasons that were 

unclear.  Focusing on recruiting and providing more work for nurses residing in the community 

(as opposed to paying overtime) was suggested as a recommendation to keep a robust nursing 

workforce. 

Re-establishing and Re-visioning Rural Services 

Although participants reminisced about the old days when the hospital had maternity 

and surgical services, recommendations surrounded more modest modifications. A high priority 

was placed on the re-establishment of several acute care beds to ease the transition from 

hospital care in Kamloops to home.  In light of the current realities of emergency room closures, 

participants felt it was particularly important to enhance and develop the EMS. The use of 

technology to provide access to specialist services was highlighted. Participants had heard of 

tele-health innovations in other rural communities but were not sure how to get access to 

those innovations. Other recommendations included the following: developing more programs 

in prevention, creating more mental health services for young people, drawing upon the 

resources offered by pastoral staff  and enhancing the availability of diagnostic services to limit 

the need to travel for uncomplicated diagnostic procedures.  Participants suggested the use of 

a travelling health van that visits more remote communities on a routine basis. 

Elderly Retention 

A number of strategies were recommended to enable the elderly to age in place. This 

included expanding assisted living and residential care beds which accommodate couples who 

require different levels of care.  In light of the burden that travel poses for elderly individuals, 

recommendations were made to hold weekly clinics by family physicians and specialists that 

would cater to elderly clients.  For older adults who had to commute for care the following 

recommendations were made: having older adults keep a health passport to facilitate 

communication, educating about post discharge contingencies (e.g., pack a bag and have it 

handy) and providing an older adult healthcare navigator/advocate in urban centres. 

Rural Community Capacity Building from the Bottom Up 

Participants expressed a keen desire to be part of the solution to the problems they had 

identified.  A suggestion was made that various advocacy groups in the community could take 

accountability for a particular challenge. For example, transportation issues could be solved 

through developing an in-community volunteer driver program. However, to do this they 

desired greater engagement with leaders in the health region and greater collaboration among 
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co-located rural communities. Some suggested a return to the model of local health boards 

whereby a natural accountability cycle resided within the community itself.   

Further, participants suggested there was a need for a public education campaign that 

would facilitate citizens’ abilities to navigate their own healthcare needs. Suggested topics 

included accessing help through electronic means (Nurse Line and Medeo), using the 

emergency room appropriately, fostering good patient doctor relationships, enhancing 

awareness of available resources and providing more first aid and wellness training to the 

general population.  Building upon the many capacities already existing in the community, 

strategies were identified that could further build this capacity for high quality healthcare.  

Limitations 
 The purpose and scope of the consultation are important to remember when 

considering these findings. The purpose of the consultation was an exploration of the 

experiences of healthcare from the perspective of citizens in the community.  Although 

representatives from Interior Health were present as guests, they did not participate in the 

focus groups. Further, the scope of the consultation was limited to what was revealed during 

the community consultation; no further data was gathered to verify claims. Indeed, an 

important finding from the consultation was that more public education about healthcare was 

required.   

Citizens from Cache Creek, Clinton and Aboriginal bands participated in the community 

consultation because of their reliance on healthcare services in Ashcroft. However, data specific 

to their community was not separated in the analysis and so this report may not adequately 

represent their issues. Further exploration of the issues affecting their communities may be 

warranted. 

Conclusions 
 Findings from this community consultation suggest that there are four key issues of 

concern for the Ashcroft community: (1) recruiting and retaining a stable workforce of 

healthcare providers; (2) reversing the trend of centralizing services in urban areas and re-

establishing key healthcare services in the community; (3) caring for older adults so that they 

can age in place and (4) building community capacity to engage with Interior Health in solving 

the complex healthcare challenges they face. Innovative and strategic recommendations were 

put forward to address these issues.  The degree of citizen engagement and shared ownership 

of the challenges evident in this consultation suggest that the community of Ashcroft is building 

upon a strong foundation as they move toward their aspiration that “Wellness awaits you in the 

Village of Ashcroft”. 
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Appendix 1: Invited Participants (Attendees are in bold) 
 

Arrow Transportation 

Ashcroft and District 

Employment Services 

Ashcroft and District Seniors 

Ashcroft Hospital Auxilary 

Ashcroft High School* 

Ashcroft Indian Band 

Ashcroft Irly/Timbermart 

Ashcroft Parent Advisory 

Council  

Ashcroft Safety Mart 

Ashcroft Terminal  

Associated Electrical Services 

Better At Home  

Big Bar Guest Ranch 

High Bar Indian Band 

Bonaparte Indian Band 

Canada Post  

Catholic Congregations 

Chilliwack Fraser Canyon – 

MP’s Office 

Coast Range Concrete 

Community Futures 

Constantia Resources 

Cook’s Ferry Indian Band 

Desert Hills Ranch 

Echo Valley Ranch Resort 

Elizabeth Fry Society* 

Fields Store 

Fraser Nicola – MLA’s Office 

Gold Country Society 

Gold Trail School Board 

Gold Trail Teachers 

Association  

Graymont Western Canada 

Hari Krishna Community 

Hilltop Gardens Farm and 

Campground 

Historic Hat Creek Ranch 

Ashcroft Hospice 

IG Machine and Fibre 

Integris Credit 

Union/Insurance 

Interior Roads 

Interior Savings Credit 

Union/Insurance 

Kal Tire 

Koppers Ashcroft Inc. 

Le Page Ashcroft Realty 

Legion 

Lions 

Local Fire Departments 

Lordco Auto Parts 

Masons 

Oregon Jack Creek Indian 

Band 

People’s Drug Mart 

RBC Royal Bank 

RCMP 

Re/Max Golden Country 

Red Cross Supply Cupboard 

Rotary 

Sage Hills Evangelical Free 

Church 

Second Time Around Thrift 

Store 

Service BC  

Seventh Day Adventist 

Church 

Silva Gro Nursery Ltd.  

St. Alban’s Anglican Church 

Sundance Guest Ranch 

Teck – Highland Valley 

Thompson Nicola Regional 

District Area E 

Thompson Nicola Regional 

District Area I 

Thompson Rivers University 

TNRD Library 

Trimac Transportation 

Victim Services 

Villa Fontara 

Village of Ashcroft 

Village of Cache Creek 

Village of Clinton 

Wahlachin/Thompson River 

Estates 

Wastech Services Ltd.  

West Fraser, Chasm Sawmill 

Whispering Pines Indian 

Band 

Winding Rivers Arts and 

Performance Society 

Zion United Church 

 

Guests from Interior Health 

Thompson Cariboo 

Coordinator 

Community Engagement 

Community Health Facilities 
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Appendix 2: Letter of Invitation 
 

Ashcroft and District  

Community Health Care Consultation Process 

Dear  

In partnership with the Village of Ashcroft, TNRD Area I, Interior Health Authority, UBC Okanagan and 

the Wellness and Health Action Coalition, we would like to invite you to attend a Community Health 

Care Consultation to be held on the evening of Tuesday September 16, 2014 at the Ashcroft Seniors 

Centre, 601 Bancroft Street.  Registration will begin at 5:30 – the Consultation Process will begin at 6:00 

pm sharp.  

The purpose for this consultation is to identify the challenges facing health care in Ashcroft and District 

Area and to provide information that may be used in the development of an improved healthcare model 

for our communities. 

The workshop will be conducted by Dr. Barbara Pesut from UBC Okanagan who will lead us in the 

consultation process. Dr. Pesut has been involved in health care since 1982 and facilitated a similar 

process in the community of Princeton in 2013.  She is presently Associate Professor in the School of 

Nursing at UBCO and holds a Canada Research Chair in Health, Ethics, and Diversity.  Dr. Pesut’s current 

research looks at health care delivery models for life in rural communities.   

We would ask that you name a representative that will attend and participate in this event.  To make 

this process accessible, inclusive, and yet workable we are asking your delegate to this event to ask the 

following questions from all those in your group/society/organization as they will be sharing both their 

ideas and those of your group/organization.   

 Tell us what aspects of healthcare are working in this community!   

 Tell us about the aspects of health care that are not working so well, and why!   

 What are the possible innovations that might keep the good things working and help improve 

that things that are not working as well.   

By bringing this information to the consultation process we will be able to assure that we will be able to 

hear from the wide diversity of our region so that Dr. Pesut and her team will be able to give us a 

research report that will guide us as we move to fulfill our purpose to “facilitate the development and 

sustainability of an effective wellness and health care model for our region while respecting and 

protecting community identities.” 

Thank you for naming and confirming with us the name and contact information for your delegate 

before August 15th.   

Sincerely,  

Ashcroft and District Healthcare Community Consultation Organizing Committee 
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Appendix 3: Letter of Confirmation 
Ashcroft and District  

Community Health Care Consultation Process 

Tuesday, September 16th 6:00 – 9:00 pm – Registration begins at 5:30 pm 

Location:  Ashcroft and District Seniors Centre, 601 Bancroft Street, Ashcroft, BC.   

Thank you for accepting our invitation to participate in the Ashcroft and District Health Care Community 

Consultation.  You are one of the key stakeholders identified to this important process for our region. 

The organizations you represent form a cross section of our communities, including service clubs, 

churches, elected officials, community services, seniors, industry, business, schools and more.   

The structure of the consultation employs a research based model and will be led by Dr. Barbara Pesut, 

Associate Professor in the School of Nursing at UBC Okanagan.  She will be joined by a team of 

researchers and community volunteers who will serve as facilitators and data recorders during the 

consultation.  

The schedule for the evening will be as follows:  

 5:30 – Registration – Seniors Centre 601 

 6:00 – Welcome and Introductions 

 6:30 – Focus group consultations 

 8:15 – Data collection (refreshments served) 

 8:30 – Summary and what lies ahead.  

During the focus group consultations, facilitators will be asking a set of standardized questions centering 

on three categories:  

 health care achievements in our region,  

 health care challenges and barriers, and  

 ideas and innovations that might improve our healthcare model.   

Responses will be summarized on flip charts by a group recorder and presented to the full group during 

the data collection session.   

As a community leader and representative of a community organization, we encourage you to solicit 

comments from your membership, your colleagues, your neighbours, and the people you serve, so you 

may share their perspectives during the during the focus group consultation.  

The information from your comments will be analyzed by the UBCO research team who will be 

preparing a report to be shared with the communities in the region.  We are confident that the 

participants in this Community Consultation will provide us with information that will have a positive 

impact on the future of healthcare in our area.  We look forward to seeing you on the 16th.   

Ashcroft and District Healthcare Community Consultation Organizing Committee.   
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Appendix 4: Priority Issues Identified by Participants 
 

1. Recruiting and retaining physicians 

2. Developing other healthcare personnel (e.g., Nurse Practitioners, Registered Nurses, 

EMS) to provide healthcare care services. 

3. Re-establishing acute care beds at the Hospital for transitions. 

4. Establishing patient advocates in urban centres. 

5. Improving transportation. 

6. Visiting specialists (either in person or via technology) 

 


