





















































































































































Investigative Case Summaries

Meter swap

INTERIOR

When BC Hydro attempted to turn the power
0 at a neighbouring business, the power
instead went o in Cam’s business next door.
It turned out the meters had been swapped.
Assuming Cam'’s larger neighbour had used
more power, BC Hydro informed Cam that
he would receive a credit for the di erence
between what he should have paid and what
he had paid during the time the meters were
swapped. After several months without a
refund, Cam called us.

We decided to investigate. BC Hydro
explained its initial refund decision had
been reviewed. The review concluded that
the meter heads were in the right place
after all. BC Hydro had sent two more
technicians to Cam’s business and each
time they confirmed that the meters were
connected properly. Explaining that this
review confirmed the lines leading to the
boxes were only briefly switched during
an electrical upgrade, BC Hydro credited
Cam with $152.08 — representing about a
month’s di erence between Cam and his
neighbour’s bill.

We continued our investigation. Cam was
certain that the meters had been swapped
when they were both replaced in 2012.
Comparing bills with his larger neighbour’s,

Give me a chance!

VANCOUVER ISLAND / SUNSHINE COAST

Raul had applied for the Community Coroner
position multiple times. When Raul requested
feedback on his most recent application,

he was promised a call within five business

Work and Business

Cam found that he had been billed for
substantially more electricity since 2012,
despite running a smaller establishment.
Cam’s inference was also supported by his
building manager who observed the initial
technician who had discovered the error and
swapped the meter heads back to where
they should have been.

We went back to BC Hydro and asked for
the field reports from the technician that
discovered the error. We also requested
reports of work being done by BC Hydro
near Cam’s business around the time he
believed the meters were switched back.
Finally, we asked BC Hydro to explain why it
believed an error occurred during the recent
electrical upgrade and not when the meters
were installed in 2012.

BC Hydro responded explaining that as a
result of our investigation it had completed
another review, determining Cam was correct
after all. The meters had been switched when
they were installed in 2012 and Cam was
credited with an overpayment of $6,814.

days. Raul never received a response, so he
contacted us.
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Lost possessions not a lost cause

THE NORTH

James was an inmate in an adult correctional
centre where he earned a small stipend
working in the facility. The money allowed
him to buy some basic items at the canteen,
making cell life somewhat more comfortable.
When James was transferred to another
correctional centre his personal e ects were
put into a bag. James arrived at the other
centre but the bag did not.

James told us that this was not the first time
his items had gone astray so he was not
particularly surprised when it had happened
again. James submitted a request for
compensation to the management of the
centre from which he was transferred. His
request was denied.

James then complained to the Investigation
and Standards O ce (ISO), a branch of the
Ministry of Justice that investigates inmate
complaints. The ISO confirmed with the
centre that James’ items were indeed lost
and that the correctional centre from which
he was transferred was responsible. The
ISO informed James that he could make

his request to the centre again and that he

should receive compensation for a number of
items that were confirmed to have been in his

possession before he was transferred. While
James made a new request, a month passed
and he still had not received compensation.
Unhappy with the delay, James came to us.

The centre told us that it intended to
compensate James and shortly after we
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began our investigation they o ered
compensation to James. However, James
did not accept the o er. When we asked
why, James explained that the o er

did not include compensation for books
he had purchased while in custody. He
believed that if he accepted the o er
without compensation for the books,
the centre would consider his complaint
resolved and his opportunity to obtain
adequate compensation would be lost.

We discussed the centre’s reasons for not
providing compensation for James’ books —
they explained that they were unable to
confirm that James purchased them. When
we asked about any evidence James might
have, he provided us with a copy of a form
the centre had given him. He explained he
had requested the form when he purchased
the books because he feared they may be
lost during facility transfers and he wanted
proof that he had them.

We provided a copy of the form to the
centre and discussed its relevance. The
centre reviewed its records further and
determined that it had overlooked an entry
in James’ records which showed that the
books had in fact been purchased by him
at the centre. The centre apologized and
compensated James for the books and the
other items that were lost. This time James
was happy to accept the o er.
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Systemic Investigations

Overview

In addition to investigating complaints,

the Ombudsperson has the authority to
initiate investigations on her own motion.
The Ombudsperson uses this authority

to consider issues from a broad systemic
perspective. A systemic investigation is an
investigation initiated by the Ombudsperson
that is likely to result in findings and
recommendations and a published
Ombudsperson report.

Recommendations are aimed at improving
administrative processes and ensuring

Members of the Systemic Investigation Team

that a broad range of people in British
Columbia are treated fairly. Implementation of
recommendations is monitored for a period
of five years with status updates included in
the Ombudsperson’s annual report. Detailed
tables are available on the o ce’s website.

Systemic Investigations Completed in 2014/2015

Public Report

No. 51, In the Public
Interest: Protecting
Students through
Effective Oversight
of Private Career
Training Institutions
was released in
March 2015. Its

3! findings and

36 recommendations result from an
investigation into the oversight and regulation
of private career training institutions by the
Ministry of Advanced Education and the
Private Career Training Institutions Agency
(PCTIA), a Crown corporation. Soon after we
started our investigation, the board of PCTIA
was dissolved and a public administrator
appointed. The ministry announced that

it planned to develop a new legislative
framework to regulate private career training
in British Columbia. As a result, all of the
report’s 36 recommendations are directed to
the Ministry of Advanced Education and are
aimed at legislative, regulatory and policy
changes to better protect students.

The recommendations in /n the Public
Interest include a governance structure that
ensures input from all stakeholders; clear
and accessible information for students;
adequate monitoring that uses consistent
and appropriate standards and regularly
hears from students; a system of progressive
enforcement that uses administrative
penalties and publishes enforcement
decisions; and an expanded and fairer
complaints process for students, at the
institution level and at the oversight level.

Shortly before the report was released, the
legislature passed the Private Training Act,
which will replace the current legislation.
This Act and resulting regulations provide
an opportunity to address many of the
recommendations in our report. We will

be monitoring progress on an ongoing
basis. Detailed updates on the status of
the recommendations will be available

on our website.
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Systemic Investigations Completed in 2013/2014

Public Report

No. 50, Striking

a Balance: The
Challenges of Using
a Professional
Reliance Model

in Environmental
Protection — British
Columbia’s Riparian
Areas Regulation
examines the
administration of the Riparian Areas
Regulation (RAR) by the Ministry of Forests,
Lands and Natural Resource Operations.
The RAR is designed to ensure riparian
areas — which are an essential part of fish
habitat — are considered and protected in
the development process. The investigation
found that there were significant gaps
between the process the ministry had
established when the RAR was enacted
and the level of oversight that was actually
in place.

The investigation resulted in 21 findings and
25 recommendations directed to the Ministry
of Forests, Lands and Natural Resource
Operations. The recommendations include
ensuring the ministry has the appropriate
regulatory authority to carry out its oversight
role, increasing the monitoring of qualified
environmental professionals and project
proponents by the ministry, improving

public information and complaint processes
and ensuring the ministry monitors the

e ectiveness of the RAR at meeting its goal
of environmental protection. The Ministry

of Forests, Lands and Natural Resource
Operations has accepted and committed to
implement 24 of the 25 recommendations
made to it.
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Since Striking a Balance was released

in March 2014, we have completed a
six-month update and a one-year update on
the implementation of recommendations.
These updates allow our o ce to
determine that the ministry has, in this fiscal
year, fully implemented three of the 25
recommendations. These include:

* ensuring that all development sites that
have not yet been subject to a site visit
remain eligible for selection for a site
visit (R14)

* developing a system to track the results
of compliance monitoring and record
whether non-compliance is referred to

another agency and how that agency
responds (R15)

* updating the Riparian Areas Regulation
website and brochure to reflect the
Ministry of Forests, Lands and Natural
Resource Operations’ responsibility for
the RAR (R17)

The ministry has also temporarily fully
implemented Recommendation 4, which
is aimed at ensuring that all qualified
environmental professionals who are
submitting a RAR report are registered
and in good standing with their applicable
professional association. Ministry sta are
confirming this as part of their review of
RAR reports. However, the ministry has
not yet committed to reviewing these
reports on an ongoing basis.

In light of the progress made to date and
ongoing work being done by ministry sta ,

| am optimistic that the next update will allow
us to conclude that further progress has been
made towards implementation.

More detailed updates on the status of
the recommendations are available on
our website.



In January 2014

the O ce of the
Ombudsperson
released Special
Report No. 35,

Time Matters: An
Investigation into
the BC Employment
and Assistance
Reconsideration
Process. The investigation that led to this
report focused on systemic delays in the
Ministry of Social Development and Social
Innovation’s reconsideration process.
Reconsideration is the first formal review
process available to applicants who want to
challenge a ministry decision to deny, reduce
or discontinue assistance. The ministry’s
delays meant more than 900 ministry clients
lost benefits that they were entitled to
receive. The investigation resulted in three
findings and four recommendations to the
Ministry of Social Development and Social
Innovation focused on improving practices
and outcomes in the reconsideration
process. The ministry accepted all four
recommendations and in our 2013/14

IO T
T b v |

annual report, we reported that the ministry
had fully implemented two of them.

Since our 2013/14 annual report, the ministry
has fully implemented Recommendation 1 by
demonstrating that its systems are able to
accurately track reconsideration requests and
compliance with time limits based on the date
a reconsideration request is submitted to the
ministry. This leaves one recommendation
outstanding that the ministry accepted but
has not yet implemented. In response to
Recommendation 2, the ministry committed
to reviewing and making the necessary
changes to its Persons with Disabilities (PWD)
application process to ensure that the first
level of decision making is accurate and that,
as a result, there is not a disproportionate
number of PWD applicants who must

seek reconsideration. While the ministry

has confirmed that a review of the PWD
application process is underway, it has not
yet made any changes.

More detailed updates on the status of
the recommendations are available on
our website.

Systemic Investigations Completed in 2012/2013

On February 6,
2013,the O ce of

A ll the Ombudsperson
released No Longer
Your Decision: British
Columbia’s Process
for Appointing the

‘ Public Guardian and
|

Trustee to Manage

KO LONGER YOUR DECISION:

the Financial Affairs
of Incapable Adults. This report examined the

process for issuing certificates of incapability
that result in the Public Guardian and Trustee
of British Columbia (PGT) assuming control
over an adult’s financial and legal decision
making. The investigation conducted by our
o ce found the system that was then in place
under the Patients Property Act failed to meet
the requirements of a fair and reasonable
procedure in a number of respects.

The investigation resulted in 21 findings
and 28 recommendations aimed at
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improving the practices followed by the
Public Guardian and Trustee and the six
health authorities, establishing provincial
training for sta and creating legally
binding minimum requirements. The
health authorities accepted all five of the
recommendations made to them, the Public
Guardian and Trustee accepted five of the
seven recommendations in full and one in
part, the Ministry of Health accepted both
of the recommendations made to it and
the Ministry of Justice accepted 12 of the
14 recommendations made to it, including
recommendations for legislative change.

| am pleased to report that over the past
year, all of the authorities have made
significant progress toward implementing
the recommendations made to them. On
December 1, 2014, legislative amendments
that created a new process for adult
guardianship in British Columbia came into
force. The process set out in this legislation
and regulation contains procedural
requirements that will help to ensure people
are treated fairly before, during and after a
certificate of incapability is issued. Through
these legislative changes, the Ministry
of Justice implemented a number of the
recommendations made to it, including:

* requiring in regulation that all certificates

of incapability are based on a medical

assessment completed within six months
of the assessment of capability (R4)

* requiring in regulation that all certificates
of incapability are based on both a
medical and a functional assessment (R8)

* requiring in regulation that adults are
provided with timely notice of, and
information about, functional assessments
and o ered a copy of the completed
assessment report (R11, R14)

« establishing in regulation a definition of,
and test for, incapability (R16)

* requiring in legislation that health
authorities notify an adult and their family
members of their intention to issue a
certificate of incapability and establishing
in regulation minimum time frames for the
adult and their family to respond to the
notice (R18)
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* requiring in regulation that the person
issuing a certificate of incapability
provide an adult with written reasons
for a decision to issue a certificate of
incapability and to provide adults with a
copy of the certificate (R20)

* requiring in legislation that a committee
encourage an adult’s involvement and
participation in decision-making about
their financial a airs (R28)

The Ministry of Health has also fully
implemented the two recommendations
made to it by developing and implementing
a provincial training program for individuals
conducting functional and medical
assessments of incapability. In addition,

five of the six health authorities have fully
implemented the recommendations made to
them, requiring sta to follow the processes
and procedures set out in the Guide to the
Certificate of Incapability Process under
the Adult Guardianship Act when issuing

a certificate of incapability. This guide was
produced by the Ministry of Health and

the Public Guardian and Trustee with the
assistance of a working group that included
members from the Ministries of Health and
Justice, the PGT and the regional health
authorities. Vancouver Island Health Authority
has fully implemented all but one of the
recommendations made to it.

The Public Guardian and Trustee has also
made changes that implement some of the
recommendations made to it in No Longer
Your Decision. The PGT has changed its
procedures to notify adults at the start of

an investigation and provide information
about the investigation process (R1) and to
provide written notice to adults and their
family members that it has been appointed as
committee and what that means (R23). Along
with the notice, PGT procedures are that it
will provide a copy of its brochure “When the
Public Guardian and Trustee is Committee”
which explains the PGT’s role and the adult’'s
rights under a committee.

As | described in No Longer Your Decision,
this important law reform initiative has been



decades in the making. While some of my
recommendations remain outstanding — most
importantly the creation of an appeal tribunal
through which adults can challenge a finding
of incapability (R26) rather than having to
shoulder the burden of going to court — the

new legislative framework is a substantial
improvement on the antiquated process that
was in place under the Patients Property Act.

More detailed updates on the status of
our recommendations are available on
our website.

Systemic Investigations Completed in 2011/2012

On February 14,
. 2012,the O ce of
the Ombudsperson
released Public
Report No. 47,
| The Best of Care:
" Getting It Right for
Seniors in British
Columbia (Part 2).
This comprehensive
and in-depth report makes 143 findings and
176 recommendations that were directed to
the Ministry of Health and the five regional
health authorities and were designed to
improve home and community care, home
support, assisted living and residential
care services for seniors. | would like to
acknowledge the ongoing contribution of
seniors and health care advocacy groups in
maintaining the impetus for implementation
of the recommendations in this report.

THE BEST OF CARE:

The majority of the report’s recommendations
were aimed at the Ministry of Health.

Last year, the ministry responded for the first
time to each of the recommendations made
to it and the health authorities. The ministry
continued that approach in its update to us
this year. Since our 2013/14 annual report,
the ministry has developed a four-year work
plan to make progress towards implementing
the 155 outstanding recommendations,
which excludes the two recommendations

it has not accepted (Recommendations 39
and 166). This year, the ministry provided

specific updates on 30 recommendations,
most of which are part of the first year of

its work plan. This update reported on
recommendations made only to the ministry,
recommendations made to the ministry and
health authorities and recommendations
made to the health authorities generally.

This year’s update allowed us to conclude
that the ministry continues to make progress
toward implementing the recommendations
in The Best of Care (Part 2), as follows:

* the ministry has updated its Home and
Community Care policy to require health
authority sta to o er seniors copies
of their home and community care
assessments (R10)

the ministry has also revised the Home
and Community Care policy to require
health authorities to record and track

all approvals and denials for temporary
reductions in client rates and to report this
data to the ministry (R12)

the Patient Safety and Learning System
used by Patient Care Quality O ces to
document the steps taken in response
to a complaint is consistent with the
ministerial directive (R20)

the BC Care Aide and Community Health
Worker Registry now requires applicants
to respond to a question asking whether
they have ever been disciplined or
terminated by a health care employer
for abuse (R25)

* the ministry has reviewed the amount
that individuals can claim for general
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living expenses on applications for
hardship waivers, updated these amounts
to reflect 2011 dollars and committed to
reviewing these amounts every three
years (R128)

* the ministry’s Home and Community
Care website now provides information
about the specific palliative and end-of-
life care services available to individuals
in residential care (R147)

* the ministry has added a new section
to its Home and Community Care
policy setting out processes for
health authorities to follow to prevent
seniors from being adversely a ected
by large-scale sta replacement.

The ministry has communicated
this policy change to the health
authorities (R170)

On February 14, 2012, the O ce of the
Ombudsperson released Public Report

No. 48, On Short Notice: An Investigation of
Vancouver Island Health Authority’s Process
for Closing Cowichan Lodge.

The investigation arose out of complaints
from people in the Cowichan area who were
concerned about and directly a ected by
Vancouver Island Health Authority’s (VIHA,;
now known as Island Health Authority)
announced closure of a long established
seniors’ residential care facility in Duncan.

The Ombudsperson found that VIHA acted
unfairly by not following the appropriate
process in seeking to close Cowichan
Lodge with less than 12 months’ notice. The
investigation resulted in six findings and

six recommendations.

VIHA accepted and agreed to implement
five of the six recommendations. VIHA,
however, has still not made the policy
changes necessary to implement the
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We were not able to conclude that all of the
recommendations in year one of the ministry’s
work plan have been implemented, however.
In addition, some of the recommendations
that the ministry initially identified as being in
the first year of its work plan have now been
moved to the second year.

The O ce of the Ombudsperson will
continue to report on all outstanding
recommendations and it is my hope that
the ministry will continue to move towards
implementation of the recommendations in
order to support seniors in our communities.

A number of the report’'s recommendations
were made to specific health authorities.

More detailed updates on the status of our
recommendations, including updates for
the recommendations directed specifically
to health authorities, are available on

our website.

recommendations. In addition, VIHA has
advised that although it had been working on
a policy to consider all relevant factors when
determining a schedule to announce a facility
closure, including employment opportunities
and recruitment needs at other facilities
where sta might wish to apply, it has now
decided not to proceed with this policy
change (R2). VIHA's policy on residential

care facility closures can be found at
http://www.yviha.ca/hcc/residential.

Issues that were included in our
recommendations that the policy does
not address include:

e provisions for notifying residents
and families in writing and with
comprehensive information about a
closure decision and maintaining
records of who it has contacted (R1)

* procedures for scheduling meetings to
discuss a decision to close a facility and
recording what its representatives say at
the meeting (RY)


http://www.viha.ca/hcc/residential

* describing relevant information that
operators must include for consideration
and analysis in any application for an
exemption from the 12-month statutory
notice of closure requirement (R3(a))

* requiring the Chief Medical Health
O cer to consider the views of a ected
residents and families in making their
decision on an exemption (R3(b))

* requiring requests for and decisions
about exemptions to be posted
prominently at a ected facilities

On February 14, 2012 the O ce of the
Ombudsperson released Special Report

No. 33, Honouring Commitments: An
Investigation of Fraser Health Authority’s
Transfer of Seniors from Temporarily Funded
Residential Care Beds.

This investigation was the result of
complaints received by the O ce of the
Ombudsperson after Fraser Health Authority
reversed a written commitment that some
seniors in temporarily funded beds at a
residential care facility in Surrey would not
have to move from the facility. After telling
residents they would not have to move,
Fraser Health later told seniors still living in
the facility that the health authority could no
longer fund the beds and that they would
have to move within six weeks.

The Ombudsperson found that Fraser
Health acted unfairly in deciding to move
the residents out of temporarily funded beds
in light of its prior written commitment. The
investigation resulted in seven findings and
nine recommendations.

along with information about how to
appeal the decisions (R3(d))

Many of the concerns raised in our report
on the closure of Cowichan Lodge remain
unaddressed and, consequently, the
administratively unfair actions that led

to our recommendations may recur.

More detailed updates on the status of
our recommendations are available on
our website.

Fraser Health Authority agreed to implement
all of the recommendations in Honouring
Commitments. Since our 2013/2014

annual report, Fraser Health has made
further progress toward meeting the
recommendations, as follows:

* Fraser Health provided us with a copy of
a template letter that it sends to residents
and families when individuals are
required to move as a result of a funding
decision. The letter explains that there
may be flexibility around move dates
and that Fraser Health will make every
e ort to accommodate requests within
a specific time frame (R2.1).

In March 2015, Fraser Health updated its
Community Access Procedure Manual
to state that if an individual declines a
temporary bed because of concerns
that the temporary status of the bed may
result in extra risk, the individual will not
lose his or her position on the waitlist for
a permanent placement (R2.2).

More detailed updates on the status of
our recommendations are available on
our website.
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Systemic Investigations Completed in 2009/2010

In December 2009, the O ce of the
Ombudsperson issued The Best of Care:
Getting it Right for Seniors in British Columbia
(Part 1), the first of two reports on the
Ombudsperson’s systemic investigation into
the care of seniors in British Columbia. The
first report included ten recommendations
made to the then Ministry of Health Services
and Ministry of Healthy Living and Sport in the
following areas: rights for seniors in residential
care; access to information about residential
care; and the role of resident and family
councils. The ministries fully accepted four

of the recommendations and these have
been implemented.

The ministries indicated their acceptance of the
intent of the other six recommendations —

1(c), i(d), 2(a), 3(a), 3(c) and 3(d). We invited the
Ministry of Health to provide us with updates on
any actions taken with the intent of implementing
our recommendations. Since our 2013/2014
annual report, the Ministry of Health has made
little additional progress toward implementing
our recommendations. The ministry now
requires Patient Care Quality O ces in the
health authorities to track and report to it
quarterly on complaints regarding the Bill of
Rights (R1(c)). However, the ministry has not
reported any information publicly about the
information it receives from the health
authorities or how it might have evaluated or
responded to that information (R1(d)).

In March 2009, the O ce of the Ombudsperson
issued Last Resort: Improving Fairness and
Accountability in British Columbia’s Income
Assistance Program. This report included

28 recommendations to what was then the
Ministry of Housing and Social Development.
The ministry accepted and agreed to
implement all the recommendations, except
Recommendation 23.
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The ministry did not provide us with any
update on Recommendations 2(a), 3(a), 3(c)
or 3(d). These recommendations are that
the ministry:

* develop a single provincial website for

public reporting of useful information
about residential care facilities (R2(a))

« strengthen and the role of resident
and family councils by establishing
requirements in legislation or regulation
(R3(a)) establishing an ongoing position
to promote and help develop resident
and family councils (R3(c)) and supporting
the establishment and development of
regional family council organizations.

The ministry’s lack of action in implementing
these recommendations is disappointing.

| made these recommendations in 2009 so
that vulnerable seniors in residential care
facilities and their families as well as seniors
generally would benefit from reliable and
accessible reporting of information about
residential care facilities—and from the

e ective and timely advocacy and support
that resident and family councils provide.
Those goals are, | believe, still valid today.

More detailed updates on the status
of recommendations are available on
our website.

Our recommendations addressed four areas:
applying for income assistance, persons with
persistent multiple barriers to employment
(PPMB), medical and other documentation
requirements and implementation of previous
commitments.

As in previous years, | am reporting this year
that the ministry still has not implemented



the six recommendations related to the
PPMB program that it accepted and
committed to implement over five years ago
(Recommendations 12, 13, 14, 15, 16(A) and
(B)). Itis inexplicable that the ministry has not
made progress on these recommendations
when, as | noted last year, some of the
recommendations are as straightforward

as changing a form.

Even more concerning, the ministry has not
conducted, and does not plan to conduct,
any file reviews evaluating compliance with
policy on immediate needs assessments,
as set out in Recommendation 8 which the
ministry accepted in 2009 and committed
to implement. Similarly, the ministry does
not have information to demonstrate its
implementation of Recommendation 7.

This recommendation, which the ministry
also accepted in 2009 and committed to
implement, was that the ministry continuously
improve its compliance in providing eligibility
appointments within one business day to
individuals with immediate needs. This is
unfortunate, as people often contact the
ministry in times of crisis, which are the exact
circumstances that the immediate needs
program is supposed to address. In the
absence of regular file reviews and audits, the
ministry does not have reliable information to
determine that it is delivering its immediate
needs program fairly and e ectively.

More detailed updates on the status
of recommendations are available on
our website.

Systemic Investigations Completed in 2008/2009

We have continued to receive updates from
the Ministry of Health on steps it has taken
to implement recommendations in our 2008
report, Fit to Drink: Challenges in Providing
Safe Drinking Water in British Columbia,
Special Report No. 32. We met with sta
from the ministry’s Health Protection Branch
in December 2014 to discuss progress to
date as well as challenges in implementing
the remaining recommendations made

to the ministry in Fit to Drink. In October
2013, the ministry produced a Small Water
System Guidebook, which it hopes will
assist operators of small water systems

in addressing water treatment challenges
unigue to small systems. Just prior to our
meeting in December 2014, the ministry
published on its website an updated version
of its Drinking Water Officers’ Guide. The
ministry plans to make further updates to
this guide on an ongoing basis.

The ministry identified two recommendations
from Fit to Drink that still require work

to implement, both of which highlight
technological challenges:

* Recommendation 17 relates to the
development of initiatives to increase the
number of approved laboratories that can
carry out bacteriological analysis. While
background work on determining when
water sampling will be most e ective and
beneficial has been done, coordinated
implementation still has to occur.

Recommendation 34 relates to the
development of a comprehensive
drinking water information system.
Currently, health authorities continue to
use their existing information systems —
which are not integrated with each

other or the provincial drinking water

o cer —for storing and accessing
drinking water data. This inability to share
data e ectively between government
systems is not limited to public health
but is reflective of a broader challenge in
prioritizing the replacement of so-called
“legacy systems” for record-keeping.

| look forward to receiving further updates
as the ministry continues to work toward
ensuring that all drinking water in British
Columbia is, in fact, fit to drink.
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Statistics

Statistical Overview of Work and Performance

The following pages detail a statistical involved complaints about self-regulating
evaluation of our o ce’s work and professions, schools and Boards of
performance between April 1, 2014 and Education.

March 31, 2015." The Ministry of Social Development and

In fiscal 2014/2015, our 0 ce dealt with 7818  Social Innovation, Ministry of Children and

inquiries, requests for information, assistance Family Development, Mlnlstr_y of Justice,
or complaints. The majority of contact with BC Hydro and Power Authority and Insurance

Corporation of British Columbia were our five
Ctho cewas by telfipne (6,411) followed most significant authorities in 2014/2015
by online forms (872) and letters (376). 9 '

There were 159 complaints and inquiries
made in person.

Our early resolution
program continues
to be a successful
initiative. It redirected
333 files that would
have previously been
sent to investigation

Thirty-nine per cent of the files opened were
from the City of Vancouver and the Lower
Mainland, 26 per cent from Vancouver
Island and the Sunshine Coast, 19 per cent
from the interior and nine per cent from the into a process that
northern part of the province. The remaining addresses and
seven per cent were from out of province. resolves problems

. within ten working days. A total of 1,815
Fifty-four per cent of e . o .

individual investigative files were assigned

f‘he files opened. to ombudsperson o cers and they closed
involved complaints 1535 files.2

e about provincial
AL W | government ministries: Files awaiting assignment continue to be
Ry K 27 per cent involved reviewed regularly and assigned as quickly
as possible to an ombudsperson o cer for

*‘-1 it complaints about :

. o o action. On March 31, 2015 there were 410
i -'f p = ) eI G s, open files on the list awaiting assignment
\C . - boards and Crown '

corporations; seven per cent involved A summary of files opened and closed

complaints about local government by authority categories is included at the

end of this section. A detailed breakdown
by individual authority can be found at
www.bcombudsperson.ca.

authorities; and seven per cent involved
complaints about health authorities.
The majority of the remaining five per cent

Our of ce dealt with 7,818 inquiries, requests for information, assistance or complaints
in scal 2014/2015.

1 This information should be read in conjunction 2 Closed files include files from previous years.
with our Act, strategic plan, budget and the rest
of this annual report. Together these documents
set out our o ce’s mandate, plan resources and
results. All of them are available on our website at
www.bcombudsperson.ca.

The data contained in the following tables and
charts may occasionally vary slightly from previous
reports. In such cases, the figures given in the most
current report are the most accurate.
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Work of the Office

9000 l Total Received

8000 B Requests for Information or

2000 As&stgnce Closed by Call
Coordinators

6000 ] )

M Files Closed by Complaints

5000 Analysts

4000 0 Files Close by Early

3000 Resolution O cers

2000 1 Files Closed by
Ombudsperson O cers

1000
Total Open at End of Year

2010/2011 2011/2012 2012/2013 2013/2014 2014/2015

Open at the Beginning of the Year
Open Files Assigned
Open Files Awaiting Assignment

Complaints and Inquiries Received
Requests for Information or Assistance
Files Opened

How Complaints and Inquiries
were Dealt With

Requests for Information or Assistance
Closed by Call Coordinators

Files Closed by Complaints Analysts
Files Closed by Early Resolution O cers
Files Closed by Ombudsperson O cers

Open at the End of the Year
Open Files Assigned
Open Files Awaiting Assignment

2010/2011 2011/2012 2012/2013 2013/2014 2014/2015
819 751 609 565 473
176 228 147 75 246

995 979 756 640 719
2,629 2,964 2,020 1,969 2,209
4,901 5,050 5,411 5,717 5,609
7,530 8,014 7,431 7,686 7,818
2,629 2,964 2,020 1,969 2,209
2,878 3,359 3627 3744 3,402

301 256 226 224 333
1,739 1,658 1,676 1671 1,535
7,547 8,237 7,549 7,608 7,479
751 609 565 473 648
228 147 75 246 410
979 756 640 719 1,058
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How We Dealt with Inquiries and Complaints in 2014/2015

Files opened and
assigned to early

resolution o cers
5%

Files opened and sent
to investigation

(files awaiting
assignment list) \

24%

Files opened,
__——— processed and closed
by complaints analysts
44%

/

Requests for information
or assistance
28%

Complaints and

Inquiries received

Call Coordinators
6,411 phone calls Process phone calls Call Coordinator deals
with request for
Call Coordinators information or assistance
able to answer
question or make
referral

376 letters
872 online forms
159 in person

Further assistance
required pass
contact information to
a Complaints Analyst

2,209 requests for
information or assistance

l

Complaints Analysts

Collect information and open files
5,609 files opened by complaints analysts

Complaints Analyst

File not closed at intake | File not closed at intake |File closed at intake
assigned to an sent to Investigation | (referrals, non-jurisdictional,
Early Resolution Officer etc.) 3402 files closed

l l at intake

Early Resolution O cers
Investigate complaints suitable

closes file

Files Awaiting Assignment (FAA) List

246 files were waiting on the FAA list as of April 1, 2014
1,990 files were sent to the FAA list in 2014/2015

for the early resolution process

364 files assignedto | _____ > (including 42 transferred early resolution les)
Early Resolution Officers 410 les remained on the FAA list as of March 31, 2015
333 files closed by
Early Resolution Officers

Ombudsperson Officers

Investigate Complaints

1,815 files assigned to
Ombudsperson Officers
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Complaints and Inquiries Received By Region

35%

30%

25%

20%

15%

10%

5%

0%

Lower City of Interior North Vancouver Other
Mainland Vancouver Island/Sunshine

Coast

North
669

Vancouver Island

Sunshine Coast
2,045

Interior

/ 1,481

City of Lower Mainland
Vancouver 2,420
650

Note: The category “Other” includes complaints/inquiries from people outside BC (213) and from people within BC who did not provide a
postal code or city (340).
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Complaints and Inquiries Received By Electoral District

1 | Abbotsford-Mission 79 44 | Parksville-Qualicum 82
2 | Abbotsford South 73 45 |Peace River North 84
3 | Abbotsford West 55 46 | Peace River South 82
4 | Alberni-Pacific Rim 115 47 |Penticton 121
5 |Boundary-Similkameen 131 48 |Port Coquitlam 120
6 |Burnaby-Deer Lake 40 49 | Port Moody-Coquitlam 33
7 | Burnaby-Edmonds 64 50 | Powell River-Sunshine Coast 150
8 |Burnaby-Lougheed 35 51 |Prince George-Mackenzie 55
9 |Burnaby North 32 52 |Prince George-Valemount 136
10 | Cariboo-Chilcotin 51 53 |Richmond Centre 21
11 | Cariboo North 71 54 |Richmond East 37
12 | Chilliwack 8l 55 |Richmond-Steveston 30
13 | Chilliwack-Hope 95 56 | Saanich North and the Islands 98
14 | Columbia River-Revelstoke 60 57 | Saanich South 72
15 |Comox Valley 164 58 | Shuswap 110
16 |Coquitlam-Burke Mountain 33 59 |Skeena 50
17 | Coquitlam-Maillardville a7 60 | Stikine 55
18 |Cowichan Valley 128 61 | Surrey-Cloverdale 41
19 |Delta North 44 62 | Surrey-Fleetwood 39
20 |Delta South 24 63 | Surrey-Green Timbers 74
21 | Esquimalt-Royal Roads 109 64 |Surrey-Newton 46
22 |Fort Langley-Aldergrove 56 65 | Surrey-Panorama 91
23 |Fraser-Nicola 85 66 | Surrey-Tynehead 65
24 |Juan de Fuca 84 67 |Surrey-Whalley 115
25 |Kamloops-North Thompson 131 68 | Surrey-White Rock 70
26 | Kamloops-South Thompson 95 69 | Vancouver-Eairview 48
27 | Kelowna-Lake Country 83 70 | Vancouver-False Creek 75
28 | Kelowna-Mission 67 71 | Vancouver-Fraserview 43
29 |Kootenay East 8 72 | Vancouver-Hastings 40
30 | Kootenay West 131 73 | Vancouver-Kensington 21
31 |Langley 66 74 | Vancouver-Kingsway 37
32 | Maple Ridge-Mission 72 75 | Vancouver-Langara 28
33 | Maple Ridge-Pitt Meadows 130 76 | Vancouver-Mount Pleasant 100
34 | Nanaimo 149 77 | Vancouver-Point Grey 46
35 | Nanaimo-North Cowichan 124 78 | Vancouver-Quilchena 20
36 | Nechako Lakes 50 79 |Vancouver-West End 53
37 |Nelson-Creston 130 80 | Vernon-Monashee 105
38 | New Westminster 108 81 | Victoria-Beacon Hill 192
39 |North Coast 43 82 | Victoria-Swan Lake 101
40 |North Island 189 83 | West Vancouver-Capilano 31
41 |North Vancouver-Lonsdale 55 84 | West Vancouver-Sea to Sky 74
42 | North Vancouver-Seymour 41 85 | Westside-Kelowna 119
43 |Oak Bay-Gordon Head 8l

Note: These numbers do not include complaints/inquiries from outside BC (213) or from people who did not provide a postal code or city
from which the electoral district could be determined (1,016).
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Files Opened Significant Authorities

2013/2014 2014/2015
% OF TOTAL % OF TOTAL
AUTHORITY JURISDICTIONAL JURISDICTIONAL
FILES OPENED FILES OPENED

1 Ministry of Social Development and Social Innovation 21.0% 21.0%
2 Ministry of Children and Family Development 13.2% 12.3%
3 Ministry of Justice 11.0% 10.3%
4 BC Hydro and Power Authority 5.7% 71%

5 Insurance Corporation of British Columbia 5.3% 6.6%
6 Workers’ Compensation Board 5.5% 4.5%
7 Ministry of Health 2.9% 2.9%
8 Ministry of Finance 1.9% 2.0%
9 BC Housing 1.8% 1.8%
10 Fraser Health 1.4% 1.8%

Note: Ministry of Health file numbers do not include Health Authorities. Ministry of Health files combined with Health Authority files total 9.6%

of jurisdictional files.
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Files Opened By Authority Category

Schools and
Boards of Education
2% Professional
All Others Associations
1% 2%
\ / Health

____— Authorities

7%

\ Local

Government
Ministries 7%
54% —m 2 —
\ Commissions
and Boards

10%

N\

Crown
Corporations
17%

MINISTRIES (54%) CROWN CORPORATIONS (17%)

Social I?evelopment and Social 39% 1061 BC Hydro and Power Authority 43% 360
Innovation Insurance Corporation of a0% | 333
Children and Family Development 23% 620 British Columbia

Justice 19% 520 BC Housing 11% 9l

Health 5% 145 Community Living BC 3% 22
Finance 4% 103 BC Assessment 1% 10

Natural Gas Development 3% 77 Other Crown Corporations 2% 27

(responsible for Housing)

Forests, Lands and Natural

Resource Operations 2% a4

Transportation and Infrastructure 1% 40

" Education 1% 24
% Jobs, Tourism and Skills Training 1% 23
I;CE Advanced Education 1% 20
Other Ministries 1% 41

68 Of ce of the Ombudsperson Annual Report 2014/2015




COMMISSIONS AND BOARDS (10%)
Workers' Compensation Board 44% 226 Fraser Health 27% 90
Public Guardian and Trustee 14% 71 Island Health 25% 86
Workers' Compensation Appeal 704 34 Vancouver Coastal Health 18% 60
Tribunal Interior Health 7% | 59
TransLink i sl Provincial Health Services 8% 26
BC Utilities Commission 5% 26 Authority

Human Rights Tribunal 3% 16 Northern Health 5% 17
Private Career Training Institutions 2% 1

Agency PROFESSIONAL ASSOCIATIONS (2%)

Other Commissions and Boards 18% 95 Law Society of British Columbia 40% | 45

College of Physicians and

28% 31
LOCAL GOVERNMENT (7%) Surgeons of BC ’

City of Vancouver 7% 24 College of Dental Surgeons of BC 4% 4
City of Grand Forks 5% 20 College of Pharmacists of BC 4% 4
City of Nanaimo 3% 12 Other Professional Associations 24% 27
City of Surrey 3% 10
Regional District of Central 3% 10 SCHOOLS AND BOARDS OF EDUCATION (2%)
Kootenay School District 69 (Qualicum) 20% 17
Regional District of Nanaimo 2% 9 School District 36 (Surrey) 8% 7
District of North Vancouver 2% 8 School District 39 (Vancouver) 8% 7
District of Tumbler Ridge 2% 8 Other School Districts 64% | 56
Cariboo Regional District 2% 8
Comox Valley Regional District 2% 8 ALL OTHERS (1%)
Regional District of Kitimat-Stikine 2% 8 Universities 48% 34
Other Local Government 66% | 246 Colleges 43% 30
Libraries 6% 4
Parks Boards 3% 2
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Files Closed By Closing Status

Findings Made
(s.22,5.23)
Settled (s14) 1%

9%\

_____— Assistance and/or
Referral

30%

Concluded (s13) —

48%

\ Not an Authority

10%

Declined
(s.10, s.11(1)(a))
2%

CLOSING STATUS MATTERS CLOSED

Assistance and/or Referral 1,578
Not an Authority 558
Declined (s.10, s.11(1)(a)) 87
Concluded (s.13) 2,540
Settled (s.14) 494
Findings Made (s.22, s.23) 81
Total Matters Closed 5,338
Total Files Closed* 5,270

* Files closed may have one or more matters of administration identified and each matter is closed separately. Therefore the number
of matters closed during a period may be greater than the number of files closed. A file is considered closed when all of its matters of

administration are closed.
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Files Closed Length of Time to Close

100
90
380 Performance Objective
70 Performance Achieved
60 - = = = = = Performance Including
. Early Resolution
50
40
1 1 1 1 1 ]
30 Days 90 Days 180 Days 1 Year 2 Years 3 Years
2010/2011* 2011/2012* 2012/2013* 2013/2014* 2014/2015*
Closed Within 30 Days 639 38% 517 35% 600 37% 589 36% 684 45%

Including early resolution files 926 47% 773 45% 826 45% 812 43% 1018 55%

Closed Within 90 Days 1118 66% 939 64% 1072 66% 1129 68% 1140 75%

Including early resolution files 1398 71% 1195 69% 1298 70% 1352 72% 1474 80%

Closed Within 180 Days 1411 83% 1232 83% 1343 83% 1425 86% 1349 89%

Including early resolution files 1694 86% 1488 86% 1569 85% 1649 88% 1683 91%

Closed Within 1 Year 1587 93% 1403 95% 1526 94% 1574 95% 1462 97%
Including early resolution files 1885 94% 1659 96% 1752 95% 1798 96% 1796 97%

Closed Within 2 Years 1683 98.9% | 1463  991% | 1605 99.3% | 1631 98.4% | 1500 = 99.1%
Including early resolution files 1984  99.1% 1719  99.2% | 1831 993% | 1855 98.6% | 1834  99.2%

Closed Within 3 Years 1696 99.7% 1474  998% | 1609 995% | 1650 99.5% | 1507 99.5%
Including early resolution files 1997 998% | 1730 99.8% | 1835 99.6% | 1874 99.6% | 1841  99.6%

Performance Objectives**
70% closed within 90 days
85% closed within 180 days
90% closed within one year
95% closed within two years

100% closed within three years

* Elapsed time does not include time spent on the Files Awaiting Assignment list.

** These performance objectives apply to files closed by the investigative teams. Files closed at intake are not included in these numbers,
nor are files associated with ongoing systemic investigations.
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Open Files  Age of Files at Year End

900
800
700
600
500
400
300
200

100

2010/2011

2011/2012

2012/2013

2013/2014

2014/2015

W Less than 1 year old
M -2 yearsold
M 2-3yearsold

W More than 3 years old

2010/2011 2011/2012 2012/2013 2013/2014 2014/2015
lessthanlyearold | 595  61% | 523  69% | 459  71% | 559  78% | 875  82%
1-2 years old 150 107 08 72 100
2.3 years old 202 39% | 45 3% | 39  20% | 46  22% | 35  18%
More than 32 81 44 42 48
3 years old
Total Open Fil

otatopen riles 979 756 640 719 1,058
at Year End
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Authority Categories  Summary

The O ce of the Ombudsperson has jurisdictional authority over provincial public authorities as laid out in the
Schedule to the Ombudsperson Act. These have been grouped below into categories. A complete detailed list
of authorities and numbers of files opened and closed can be found at www.bcombudsperson.ca

FILES CLOSED*

o)
L

AUTHORITY L o Ia) I ® T

O i O
CATEGORIES BY o x2 A 2,0 8 _ . o |2 8 g
SECTION OF THE I3 20w o wq 8 g I 2% z £ o IS
SCHEDULE TO THE W w2 & 28 o B8 2 LB LE & T
OMBUDSPERSONACT T @s< & < & 3 @ ¢ Q% 20 & Fg

2 S0 o oW 5 O P ZhgZos 2 2 zO

$E Q5% 8 3z § § h 23325959 5 £

O< @xZ< T <O o O ©® TOLInY PO P OS=
Ministries 304 | 200 | 2718 | 806 | 50 | 1342 |365| 37 0 2600|2566 | 456
Commissions and Boards 84 130 513 | 233 | 36 | 157 | 31 9 0 466 | 461 | 136
Crown Corporations 105 32 843 | 155 | 1 | 580 | 39 16 0 791 | 788 | 160
Municipalities 94 9 266 | 56 O | 183 | 19 13 0 271 | 259 | 101
Regional Districts 15 2 94 27 53 3 2 0 85 85 24
Islands Trust 0 0 3 1 0 1 0 0 0 2 2 1
Improvement Districts 7 0 8 1 0 13 5 0 0 19 10 5
Libraries 3 0 4 4 0 3 0 0 0 7 7 0
Parks Boards 5 0 2 1 0 2 0 0 0 3 3 4
School d School

chools and Sehoo 27 | 1 | 87 | 210|049 |5 1 o | 76 | 75 | 39

Boards
Universities 2 2 34 13 0 10 2 0 25 25 11
Colleges 3 0 30 14 0 7 2 0 0 23 22 11
Professional Associations 23 38 1 66 1 29 4 1 0 101 101 33
Health Authorities 43 45 338 | 178 | O | 110 | 19 2 0 309 | 306 | 75
Totals 715 459 | 5051 | 1576 | 88 | 2539 | 494 81 0 4778 | 4710 | 1056

*  For investigation files, the number of files closed is not the same as the number of closings. Starting July 2003, we began closing each

issue, or matter of administration identified on file, separately. Each investigation file has one or many matters of administration. Therefore
the number of matters closed during a period may be greater than the number of files closed during that period. A file is considered
closed when all of its matters of administration are closed.

** This number does not include two open files whose authority had not been determined as of March 31, 2015.
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