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THank you!
Thanks to all of you for taking the time to join us on the  
Rural and First Nations Health and Wellness Summit. 

The energy and engagement you all brought to the 2 days was 
inspiring to us and has already resulted in practical action that is 
noted in the report. We saw a strong community voice meeting 
and in dialogue with provincial healthcare leaders resulting in 
practical next steps. We do want to point out that in a complex 
adaptive system the real system change happens with each of us. 
So, what is the RCCbc and FNHA going to do?

We are interested in actively supporting as many of the 
community tables that are interested to continue in dialogue 
building relationships between partners in rural communities 
influencing their healthcare form the grass roots. Specifically, 
we will continue to actively support improved access through 
embedding learnings around virtual care and provider supports 
virtually. We are also actively advancing the roll out of patient held 
or accessible records to rural people.

As part of RCCbc’s and FNHA’s MOU, we are committed to 
continued collaboration to support action based activities for 
ongoing transformation in health and wellness with First Nations 
and rural citizens. We encourage each of you to reflect and take 
note of what you are going to be doing differently, as a result or 
influenced by the summit.  If there is any way you would like us to 
hold you to account or support your efforts, please let us know.  

Sincerely, 

 
Ray Markham 
Executive Director, RCCbc

Richard Jock, CEO, FNHA
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ON JuNE 29 AND 30, 2020, health care partners and peers gathered for a virtual health and wellness Summit to build 
relationships and co-develop shared priorities for the future of health care re-design and transformation in BC. 

The purpose of the BC Rural and First Nations Health and Wellness Summit was to support 
dialogue and deliberation around community leadership in health care systems change. 

The gathering was blessed by the leadership and teachings from Elder Roberta Price and Elder Syexwaliya (Ann 
Whonnock), Songhee Nations Sisters and the Lekwungen Traditional Dancers. Tsow-Tun Le Lum healers were 
instrumental in supporting everyone toward positive conversations, healing and wellness during our two days 
together. While we were not able to gather in person, we were able to do so virtually and to engage in important 
conversations. This report includes a brief overview of the Summit process and a summary of the emerging priorities, 
strategic actions and commitments that were shared. 

The Summit was guided by the following questions: 

•	 How has COvID -19 taken us out of our 
silos into new collaboration for rapid 
transformation? 

•	 Are there ways to sustain our collaborative 
efforts moving forward? 

To support engagement with these guiding questions, 
the following six goals were used to structure dialogue 
and deliberation among participants: 

•	 Engage in cultural learning with First Nations 
Elders and Knowledge Holders;

•	 Participate in learning and activities with a focus 
on building consensus about priorities;

•	 Engage in learning about and collectively 
describing the context in which primary health 
care re-design and transformation is taking place, 
with a focus on rural and remote communities;

•	 Follow appreciative inquiry guidelines to co-create 
vision for short term actions in the primary health 
care transformation efforts of health partners and 
peer groups;

•	 Continue relationship building and learning across 
different mandates and perspectives; and,

•	 Participate in knowledge exchange and 
consensus building in pursuit of practical actions 
that can be implemented in follow up to this 
Summit.

In addition to these main goals, the Summit aimed to 
advance the following learning objectives:

•	 Assess and anticipate the legacy of the 
partnership approach post COVID-19, with a focus 
on patient access to care, quality of care, and our 
health system’s efficiency of care; 

•	 Co-create organizational developments and 
transformations of health systems; 

•	 Employ respect of other people’s perspectives; 

•	 Identify opportunities to overcome challenges; 
and, 

•	 Identify areas of action for future systems change 
and iterate next steps in our health system. 

InTRoduCTIon
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Co-CReaTIon of a SummIT deSIgn

“Come into a community and build relationships.  Do not build an agenda, 

build a relationship, and the content will follow.” (Summit Participant)

Special thanks to the following Advisory and Planning Partners who were instrumental in the organization and design 
of the Health and Wellness Summit:

The above partners worked together to create a BC Rural and First Nations Health and Wellness Summit that 
incorporated an Appreciative Inquiry approach. 

The Appreciative Inquiry method follows an iterative flow of four steps:

•	 Step 1: DESCRIbE: A diligent and extensive search to understand the “best of what is” and “what has been;”

•	 Step 2: DREAM: An exploration of “what might be”—thinking big, out of the box, outside of the boundaries;

•	 Step 3: DESIgN: The effort to make choices about “what should be”—a conscious re-creation or 
transformation that more fully aligns systems, structures, strategies and processes; and,

•	 Step 4: DElIvER: An attempt to define inspired actions that support ongoing learning and innovation, 
amounting to commitments for tangible positive change.

The design of the Summit process featured alternating rounds of dialogue and deliberation within (i) Community 
Partnership Groups and, (ii) Peer Perspective Groups, following the four steps of Appreciative Inquiry. Peer 
Perspective Groups were comprised of individuals from the same health care and wellness stakeholder sector (see 
diagram below). Community Partnership Groups were comprised of individuals coming from different health care 
stakeholder sectors and communities. 

•	 BC Academic Health Science 
Network 

•	 BC Emergency Medicine 
Network 

•	 BC Forest Safety 
Ombudsman 

•	 BC Patient Safety and Quality 
Council 

•	 BC Rural Centre 
•	 BC Rural Health Network 
•	 bethink solutions 
•	 Doctors of BC 

•	 First Nations Health Authority 
•	 General Practice Services 

Committee 
•	 Institute for Health System 

Transformation and 
Sustainability 

•	 Joint Standing Committee on 
Rural Issues 

•	 Ministry of Health 
•	 Nurses and Nurse 

Practitioners of BC 
•	 Provincial Health Services 

Authority 
•	 Rural Coordination Centre of 

BC (RCCbc)
•	 Shared Care 
•	 SPARC BC 
•	 Specialist Services Committee 
•	 Tekara 
•	 UBC Department of Family 

Practice 
•	 UBC Faculty of Medicine 
•	 UBC Health 
•	 UBC Rural CPD
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The diagram below aims to reflect the diversity of perspectives engaged in health system transformation at the 
Summit and beyond. The Partnership Pentagram Plus is an evolution of the work on partnerships in health system 
transformation developed by the World Health Organization.

Engagement between diverse perspectives was encouraged at the Summit. Following panel discussion on select topics, 
participants were broken out into small online groups in different virtual rooms. Facilitators guided participants through 
the different steps of the appreciative inquiry process and guiding questions were used to focus the discussions.  

This methodology aimed to support stakeholders to reach consensus around future priorities, actions and commitment-
making to ensure social accountability for progress in the health system redesign and transformation process. 

The diagrams on the following pages present high level themes regarding participant insights about the future of rural 
health and wellness care.

Figure 1: Pentagram Partnership Plus
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Considering today’s dialogue about new possibilities,  
what are you motivated to expand, start, or change?

What is a key component needed to make your  
ideal model of rural health and wellnesss succesful?
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peRSpeCTIveS, ReaCH and ImpaCT of THe SummIT

Below, we have included some infographics that highlight the diverse perspectives from the Summit, including 
highlights about the reach of the Summit across BC.

Figure 2.  Summary metrics of the 2020 bC Rural and First Nations Health and Wellness Summit

“Respect, reciprocity, relationship-based care,  
responsibility, and reconciliation.” (Summit Participant)
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Figure 3 summarizes the different perspectives represented at the Summit (based on a post Summit survey, which 
garnered 206 responses). 

Figure 3. Perspectives represented at the Summit in a Post Summit Survey
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Figure 4 presents responses to the statement: “The purpose of this Summit was achieved during our discussions.” 
Respondents answers ranged from strongly agree to strongly disagree. Of the 206 respondents, 179 agreed, while 
only 5 respondents disagreed with the statement. 

Figure 4:  Agreement/disagreement with statement: “The purpose of this Summit was achieved during our 
discussions.”
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ColleCTIve aCTIonS foR poSITIve RadICal CHange

Participants developed collective and individual commitments to action by thinking about the needed changes within 
the following six topic areas:

1. virtually Enhanced Care 
Advancing virtual technologies to enhance longitudinal relationship based and culturally appropriate care.

2. Transportation 
Emergency transport (911 to ER), interfacility transport (ER to higher level of care), and transportation as a 
social determinant of health

3. Team - based Care 
Moving toward the idea of team not being constrained by the people in the room but the people who need to 
be around the patient

4. Cultural Safety and Humility 
Cultural Humility as a way of delivering healthcare and Cultural Safety in the way it is received

5. Addictions and Overdose 
Designing and implementing new strategies for addressing the overdose crisis affecting our communities

6. COvID-19 gaps and Advances 
Exploring the most important advance/programme in your community, or gap highlighted, by COVID-19; that 
you don’t want to lose. 

As a result of participant dialogue about these six topics, a total of four collective actions were advanced.

1. Transportation enhancement
•	  Transport Partnership Table (Led by Benoit Morin, PHSA)

2. virtual care innovation and alignment with primary care health transformation efforts
•	 Real time Virtual supports helping shape the MoH framework (Led by Ted Patterson, MoH)

3. Support MoH leadership in improving cultural safety and eliminating systemic racism in heathcare in 
bC
•	 Contribution to and supporting the implementation of review process and recommendations (Led by RCCbc)

4. Advancing personal health record access for patients
•	 Implementing prototype (Led by JSC)

To support this work, and the individual actions noted in the next section, RCCbc will remain committed to helping 
support community leadership and radical positive change. Please reach out to RCCbc if yu have any other ideas for 
positive transformation and can help make it happen.

“Be culturally humble.” (Summit Participant)
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addICTIonS 
and oveRdoSe

Using  
applications 
BeSafe and 

Lifeguard and 
spreading 

awareness of their 
existence. 

Think about  
getting more 

information about 
harm reduction 
into the medical 

curriculum – more 
robust education, 

and fieldwork.

Practice humility  
and keep the client/

participant at the centre by 
finding ways to make spaces 

safer, while recognizing 
provider-implicit biases  

and the assumptions 
providers make but may  

not be aware of. 

Include peers and 
receivers of care, 
and advocate for 

being inclusive in the 
improvement work on 

addictions and  
virtual care.

Convening a 
stakeholder 

group in your 
community 

for advocacy. 

Expanded 
education and 

awareness 
of naloxone 
training for 
individuals.

Promote and 
plan health 

myth-busting 
and informative 
local talks and 

gathering in 
community.

Continual 
advocacy for 

improved virtual 
connection 
for doctors 

to connect to 
specialists.

Training staff  
in doctor’s 

offices to know 
how to use 

naloxone kits.

Make it a  
norm to have 

naloxone kits at 
all offices.

Stable stream 
of funding and 

support for 
community-

driven projects 
and committees. 

Have family 
physicians ask their 
patients if they Have 
take home naloxone 
kits and potentially 

Training family 
members as well.

Influence  
those at higher levels  
and speak about these 

issues in a way that 
simultaneously educates 

the public in an ideological 
and political sense on the 

life-saving  
opportunities.

Continue to  
advocate for 

decriminalization, 
harm reduction and 

destigmatization 
in all of our 

conversations!

Connecting to 
existing groups 

and resources and 
lifting up their 

work. 

Integrating peer voices into  
the various facets/professional  

scopes in different areas of linked 
sector work. Examples might include 

hiring peers at the local level to 
encourage relationships, including 
funding eligibility to support peers, 

diversifying representation at both the 
executive and employee level,  

and advocating for peer inclusion  
at the municipal level.

The pages below represent a selection of sample commitments that Summit participants made regarding each of the 
key topics. We are grateful to everyone that has made a commitment and please remember that RCCbc is eager to 
assist with any follow up upon request.
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CovId-19 - gapS 
& advanCeS

Carry on &  
expand on meetings 

of community 
stakeholders 

that started at 
this Summit; e.g. 
bring in School 

District RCMP, local 
government.

As a municipal 
councillor I will 

commit to an ongoing 
partnership with 
Northern Health 

Authority and push 
towards a provincial 

system for all  
of us.

As a City Councillor I  
commit to act as a liaison 

between community health 
care team and City Council 
to ensure City can provide 
necessary supports in an 

ongoing way.

We need to  
harness the sense of 
urgency that COVID 

brought to push these 
pieces forward that are 

already being  
worked on.

We need to  
improve 

communication 
to the community 
level so we know 

what initiatives are 
underway at the 

policy/government 
level.

An overarching  
theme at our table was  
improving connectivity, 

communication, and collaboration 
in rural communities. This 

communication needs to include 
First Nations perspectives, 

community members (including 
young families), healthcare 
providers, city councillors,  

and policymakers.

Strengthening 
the connection 
between public 

health and 
providers.

Provide care  
for citizens without 

effecting health 
practitioner funding. 

Does not have an exact 
timeline. First, we should 

build networks with 
family practices etc. but 

it should take  
3-4 years. 

Thinking outside  
the box from infection 
control perspective. 

Sharing the local 
and outbreaks of the 
pandemic with front 

line workers.

Enhanced  
communication and 
meaningful dialogue 

between the grass roots 
local run mandate and 

administration/provincial 
leadership. Providing 

timely communication  
and streamlined  

documents.

To have a true 
collaborative table 
and take out the 

competitive aspect 
should be the action. 

This should be 
accomplished before 

fiscal year end. 

Work with MoH  
colleagues to continue to 

refine and adapt approaches  
to the primary care networks 
to ensure community input  
and learning from COVID 

informs directions  
moving forward.

We need a commitment  
at a provinical level to  

1) create a 3 year funded plan  
to create a single patient record for  
the province including virtual visits, 

patient portal, etc and 2) commitment 
by DoBC and MOH to move x% of BC 
docs on a non-FFS remuneration plan 
(eg APP or hybrid). The challenge is  
that these things are being worked  

on but there perhaps is no  
timeline or sufficient  

sense of urgency.

We should think  
about the impact of investment  
outside of healthcare that have  
impacts on healthcare in local 

government. How do wheelchair 
accessible trails impact heart  
disease and dementia rates?  

How do rubberized tracks and  
pools impact the life cycle of  

joint replacements?

13



14

Community 
satisfaction surveys 

performed provincially 
to describe the 

relationship between 
health authority and 

community.

Communities  
to establish and/or provide 
information to all health 

care providers about various 
Rural Health Councils to 
become involved with in 

order to continue important 
conversations, define gaps in 
services and gain access to 

opportunities  
for funding. 

Use BC  
ambulance services in a 
more expansive way to 

better utilize their skills and 
potential services. Ensure 

there is appropriate training 
(ie. Mental health and 

trauma-informed practice) 
to support them. 

Create a  
community group  

to advocate for flexible 
funding models,  
fee for service  

doesn’t work all  
the time.

Getting rid of 
underlying sense of 

competition between 
different team players 

on a health care  
team.

Enlarge the  
circle of care with 
patients, family,  
non-profit sector  
and community.

Increase  
service awareness 
(ensure health care 

providers know 
about you).Share  

accountability as 
a team, that we 

are not completely 
finished our roles 
until the team is 

finished.

Ensure connection  
the health care system and  

the community such has 
making sure patients have 

access to care after discharge. 
Do they have the time, money 

and support to access care? Do 
they trust in the care provided 

and do they  
believe that it’s a  

safe space?

Create a  
community resource 
list for easier access 

and knowledge of 
resources, within the 

health region and 
provincially.

Working with  
the patient to find out  

why they are 
disconnected from 

longitudinal relationships 
with their healthcare 

teams, looking for  
barriers.

Have other  
sectors in the  

community to help 
contribute to  

maintaining health  
care retention and 

recruitment.

Have Health  
Authorities, update 

communities on a yearly 
basis to what recruitment 

is happening in each 
individual community 

along with  
the results.

Bring all voices  
to the table, better 

representations of all 
communities when 

we’re discussing making 
changes to healthcare 
systems and provincial  

medical care.

With addictions  
& drug use, work as a  

team to support patient 
from treatment to 
integrate back into 

community since in the 
community the same 

triggers are there.

Team-baSed 
CaRe

Create  
community health 

boards, which offer a 
more effective way to 
get community voice 

to health authority and 
province, and offer  

more power to  
communities.

Support  
“local extenders” to 

obtain additional training 
and support to ensure 

health  
care services are  

holistic and  
trauma-informed.

What do we need to  
achieve this? Operational  
group to meet (reps from 

multiple disciplines, health 
authority, admins and grassroots 
community reps – breaks down 

silos) that is open to discuss and 
explore new models of healthcare 

delivery in a safe environment 
that promotes thoughtful/ 

respectful sharing. 
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CulTuRal SafeTy 
and HumIlITy

I am committed  
to continue advocating  

and supporting Northern  
Health in expanding the 

Aboriginal Patient Liaison 
program to community. 
I am also committed in 

supporting Northern Health in 
implementing more cultural 

awareness training  
for new staff.

Develop provincial/ 
regional/local metrics with  

FN to help define what  
culturally safe care means  

to them and routinely collect 
this data to drive system  
change in regards to CSH  

and anti-racism  
in medicine.

I loved  
Dr. Shannon McDonald’s  

“Let’s Move”! We, too have read -  
and in some case, written and  

re-written the reports. It’s time to  
move forward together, and stop being  

so overly concerned with whether  
we’re doing things perfectly. If you  

take the care to ensure the  
community is at the table, your  
work will be of value, even if it’s  

not perfect. I commit to  
moving this  

work forward.

Be intentional  
in meeting with any 

hexagram partners in my 
community, especially 
citizens, in partnering 
towards supporting a  

trauma-sensitive culture 
that builds our collective 

resilience.

To be an educator  
and leader in the work of 

CSH to help improve the care 
my family, community, and 
Nation receive. And to help 
non-Indigenous Canadians  

do their work on  
dismantling racism.

I commit to  
reaching out to other 

“Constructive Disrupters” 
and networking to 

accelerate health system 
changes to move us 

towards culturally safe, 
and equitable care.

Connect any 
team based care 
initiatives to HHS 
Dean for possible 
synergies and VIU 

contributions.

Help open  
new Community  
Health Centres.

As a City  
Councillor act as 
a liaison between 

community health care 
team and City Council 

to ensure City can 
provide necessary  

supports.

To strengthen  
the continual voice  

from rural and remote 
in the BC Emergency 
Medicine Network,  
so we can better  
serve emergency  
needs in those 
communities.

To build strong,  
respectful relationships 
with our Snuneymuxw 

neighbours and to learn 
from their experiences  

in particular to own  
our part in those  

experiences.

Committed to  
engaging change 

discussion regarding 
transportation by listening, 

starting small, with  
1 or 2 people in one 

community and  
growing from  

there.

Commitment to  
advocate for reducing  
the power imbalance; 

encourage the Partnership 
Pentagram Plus decision-

making processes & assist 
with the UBC Admissions 

processes evolution.

I am committed to continuing  
our movement at Seabird Island  

Mental Health to decolonize mental 
health.  Understanding that mental illness 

and addictions derive directly from the 
trauma of colonization, and that colonized 
approaches to healing, which further harm 
our people, have no place in our policy and 
program development. If our approach is 

not traditionally Indigenous, we need  
to be able to justify it through a  

patient-centered and  
family-centered lens and not  

through a colonized,  
medical model lens.
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TRanSpoRTaTIon

Building on  
existing research and 

models re. team based 
care or Vancouver Island 

Community Health 
Networks; BC Rural Centre 

– available to support 
virtual team based care 

discussions.

We can contribute  
by sharing what our  
needs & gaps are in 

community, and to be able 
to contribute this, we need 
the core funding / project 
management to facilitate 
these conversations and 

achieve progress. 

Continued dialogue 
and engagement with 
communities to learn  
the complexities of  
various contexts to  
build an adaptive  

transportation system  
tailored to unique 

circumstances. 

Provisioning  
readily available, safe,  

and well resourced 
emergency and non-

emergency transportation 
in and out of BC’s rural 

communities.  This method 
should stay simple with 

regards to implementation 
and organization. 

We want to  
create a system by which 

communities, in partnership 
with HA and MOH funding, 
determine for themselves 
what is needed and where 

transportation dollars  
should be spent.

Create equitable 
work places (e.g. 
value traditional 

knowledge and lived 
experience).

Within the next  
three months as  

community providers, 
engage in conversations with 

patients and community 
members to provide  

services that reflect on  
patients’ needs and  

perspective.
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vIRTually  
enHanCed CaRe

RCCbc to  
facilitate the pentagram 
partnership process to  

map priority patient 
journeys to determine what 
portion could be virtualized 

(team-based care) to 
support the continuum  

of care in  
rural BC.

Asking the  
government to act on 
ensuring Telehealth is 

delivered in a context of 
relational continuity. Working 
on Telehealth billing codes in 

a way that aligns with  
the principles of  

continuity.

Committed to  
providing virtual care  

to patients and 
ensuring it is tied  

to relational, 
longitudinal  

care.

Will connect to build 
forward community 

paramedic utilization in 
virtual care and make 

connections in  
storytelling.

I commit to asking my team  
at the Diabetes Centre to connect 

with Leanne Blancher/CP to 
facilitate virtual visit from home  

for patients if unable to Zoom and 
to ensure 30% of visits in my  

family practice clinic are  
telehealth/virtual no matter  

what the funding/Covid  
situation.

Committed  
to pushing for 

universal access 
to high speed 

internet.

Tracking specialists  
who are seeing patients 

virtually for consultations- 
consultation vs follow up. 
Utilizing Pathways data on 
virtual specialty providers- 

contributing to data  
collection on  

Pathways.

My personal commitment  
is to ask my team at the Diabetes  
Education Centre where I provide  

Diabetes Specialty care from my region to 
connect with the community paramedics 

locally to explore how to utilize them to do 
virtual visits from home for patients unable 
to connect via Zoom but where biometrics 
and patient preference is for virtual over 
telephone. I also commit to offering 30% 
of my visits in my family practice clinic as 

telehealth/virtual no matter what  
the funding/Covid situation  

in the future.
Advocate BC  

government to support the 
expansion of broadband 

to rural and remote 
communities. Pursuing/ 

incentivize improvements for 
use of 811. In meantime use 

of telemedicine  
(landline phones).
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Introduction

A total of 255 Summit participants responded to the post-summit evaluation survey. This summary provides an 
overview of these responses. Not all participants responded to all questions, the total number of responses for each 
question is provided next to the question text.

Respondent demographics

Q1. I bring this perspective to the summit discussion (select all that apply) (n=255)

appendIx a: evaluaTIon SummaRy

0 20 40 60 80 100

Prefer not to say

Policy Maker

First Nations

Linked Sector

Acedemia

Community Citizen

Healthcare Provider

Health Administrator

1

18

26

27

46

47

73

98

0 20 40 60 80 100

Other

Fraser Health

Northern Health

Island Health

Interior Health

Coastal Health

Q2. In which Health Authority do you reside? (n=254)

3

23

37

50

61

80
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Respondent feedback

0 40 80 120 160

Strongly Agree

Agree

Disagree

Strongly Disagree

Neutral

3

3

134

101

13

4. I felt comfortable operating ZOOM videoconference technology (n=254)

0 40 80 120 160

Exceeded

Met

Not Met

99

145

11

5. My initial expectations of the Summit were…(n=254)
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0 50 100 150 200

Other

Stronger relationship with other 
community citizens

Stronger relationship with other 
policy makers

Stronger relationship with other health 
providerswith other policy makers

Stronger relationship 
with other linked sectors

A better understanding of how other 
partners support my community

Stronger relationship with other 
health administrators

Knowledge about culturally safe care* and 
humble practices in the delivery of health care

Practical changes within my 
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6. From this Summit, I was able to develop (select all that apply):
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7. Was this Summit a safe space/format for you to discuss the topics and your ideas? (n=246)

Of the 10 respondents who indicated that the summit did NOT provide a safe space/format, 6 provided further 
comments:

# Comment

1 Ensure more meaningful commitment to cultural safety and humility, and promote equity among 
interdisciplinary health services -- this means recognizing the current inequities directly and taking active 
and concrete steps to mitigate them. Don’t leave this all on the shoulders of those most impacted by the 
inequities!!!

2 It was not the fault of the summit, I had other work and was not able to be there long enough.

3 As an Indigenous participant I didn’t feel well represented or that my ideas fit with what others were talking 
about.  

4 Societal pressures - never really free to discuss unless you are agreeing with the norms of the time.

5 Equal time to all participants. It can be uncomfortable to do so - but sometimes a moderator needs to be firm 
with participants who take up all the space with their input.

6 Its a broader issue. Hard to bring up issues related to allied health or nursing in a physician dominated 
environment.
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8. How likely are you to recommend this Summit to your colleagues? (n=242)

This question was answered on a sliding scale from 1 to 100 with 1 as least likely and 100 as most likely. The median 
response value was 85.5 (min=4; max=100). Response values have been grouped for ease of visualization below.



0 50 100 150 200

Felt just right

Felt too long

Felt too short

192

35

20

9. Did you like the length of the two-day event? (n=247)
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