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 1 -- Upon commencing at 3:30 p.m. --

 2

 3             COMMISSIONER FRANK MARROCCO (CHAIR):

 4 May as well get started.  I sort of say this to

 5 everybody -- it's not exactly a secret anymore --

 6 but the Commission, our Commission was created in a

 7 kind of funny circumstance because, normally,

 8 you're looking back at something that happened, and

 9 you try to explain it to people.

10             We've been created in the middle of

11 something and it's not over and it may not be

12 entirely predictable, either.  So it's a bit of a

13 different experience in terms of inquiries.

14             Right now, we're focused on the idea

15 that we should try to say something in the short

16 run rather than follow the traditional path of

17 investigating and having hearings and then writing

18 a report, all of which can take a long time.

19             And so we don't think that would be

20 particularly useful, but we thought perhaps lending

21 our voice to some recommendations that have been

22 made or coming up with some of our own in the short

23 run might be more helpful.

24             So we would be appreciative of any help

25 you could give us in that regard, and we're very
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 1 thankful that the three of you are able to make

 2 time to come here.

 3             In terms of the practice, the process,

 4 we tend to ask questions as we go along rather than

 5 waiting for people to finish and go back and try to

 6 recollect where they were.  And so with your

 7 permission, we would just interrupt with a question

 8 if we have one and just ask it.  It's worked pretty

 9 efficiently in the past.

10             Secondly, I've probably -- it's 3:30,

11 so probably around 4:30, quarter to 5, take a break

12 for ten minutes.  So if somebody's speaking and

13 they think it's an appropriate time for a break,

14 let me know, and we'll do it, failing which, I'll

15 just break myself.

16             So with that said, we're ready when you

17 are.  So that's it from our end.

18             RICHARD STEELE:  So maybe,

19 Commissioner Marrocco, I could just ask a quick

20 question on clarification because I'm just a bit

21 concerned that we're all on the same page.  I think

22 we had understood coming into the conversation that

23 the Commissioners had some thoughts they wanted to

24 share with us.  I don't think we came with a

25 presentation.  We haven't understood that to be the
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 1 request this afternoon.

 2             COMMISSIONER FRANK MARROCCO (CHAIR):

 3 Well, I mean, that's fine.  We have some topics

 4 that we're interested in, and -- I mean, I'll

 5 start --

 6             RICHARD STEELE:  Sure.

 7             COMMISSIONER FRANK MARROCCO (CHAIR):

 8 -- and asked about it.

 9             One of the things that we have heard

10 about has to do with testing.  And we're having

11 some difficulty figuring out, one, who's

12 responsible for testing, and secondly, it does seem

13 that, from what we've been able to find out, that

14 this antigen testing may be significant, certainly

15 significant from the point of view of long-term

16 care facilities.

17             Because we've heard a great deal of

18 evidence about people being testing repeatedly, the

19 negative impacts of testing, of the invasive nature

20 of that testing over and over again, and the length

21 of -- and the delay in getting results.

22             So I think that's an area that we're

23 interested in trying to understand better.  In

24 fact, I know it is.  So that's helpful.  Let's

25 start there.
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 1             HELEN ANGUS:  Yeah.  It's Helen.  I'd

 2 be happy to talk about testing, and perhaps

 3 Dr. Williams might want to join in and add to it.

 4 Of course, I'm not a physician, but I have spent a

 5 lot of time with Dr. Vanessa Allen who works at

 6 Public Health Ontario and so have picked up my

 7 understanding of the uses of the tests as well as

 8 our work with the Federal Government around the

 9 likely arrival dates of those tests.

10             So, like you, we're very much looking

11 forward to having a greater array of tests

12 available in Ontario and specifically for long-term

13 care.  There's a couple that I think are on deck

14 that have been subject to media releases from the

15 Federal Government.  Both are manufactured by

16 Abbott Laboratories, if I'm not mistaken.

17             One is a point of care PCR test, and it

18 has, you know, specific properties, and then the

19 other one, as you correctly mentioned, is the

20 antigen test as well.  So the point of care test is

21 called ID NOW, the antigen test is called Panbio,

22 and, of course, there's a large pipeline of tests

23 as well.

24             And I think you may want to actually

25 have a session with Dr. Allen around the specifics
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 1 because they each have, you know, unique properties

 2 around, you know, their accuracy for different

 3 populations, whether it's for symptomatic patients

 4 or whether it's for asymptomatic individuals who

 5 may have been exposed to COVID-19.

 6             And unfortunately, we're looking at

 7 the -- the next antigen test that is coming on the

 8 market is the Panbio.  It will achieve, I think,

 9 some of the goals that we have for testing but

10 maybe not all, and so careful introduction of that

11 testing modality is going to be important.  By

12 that -- I mean "unfortunately" -- it still requires

13 at this point in time a nasal pharyngeal swab.

14             So it doesn't deal yet with the

15 discomfort of having a nasal pharyngeal swab, which

16 people have likened to a, you know, a long pipe

17 cleaner going to the back of the throat through the

18 nose is a -- so that's a -- you know, that's a

19 challenge.  We're looking forward to the Federal

20 Government allowing the nasal swab for that, and

21 that, of course, is much less invasive and

22 particularly for older people.

23             But, David, you may want to add in sort

24 of all the different testing modalities, but

25 certainly, we're pursuing as many as we can in
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 1 concert with the Federal Government.  Of course,

 2 they have the regulatory role, but, you know, I

 3 think that we're probably on the cusp of seeing,

 4 you know, a lot more testing approaches.

 5             And the point of care, I think, will

 6 also be huge, and the application, as you point

 7 out, in long-term care hopefully will be the

 8 game-changer that we all want for --

 9             COMMISSIONER FRANK MARROCCO (CHAIR):

10 What people -- I guess we've heard two things:

11 One, that two different kinds of tests have been

12 approved --

13             HELEN ANGUS:  Mm-hm.

14             COMMISSIONER FRANK MARROCCO (CHAIR):

15 -- and secondly, people are trying to figure out

16 whether they would be available for long-term care

17 facilities and when.  I mean, that's --

18             HELEN ANGUS:  Yeah.  Yeah.

19             COMMISSIONER FRANK MARROCCO (CHAIR):

20 I'm sure these are not unusual questions, but from

21 our perspective, we feel some obligation to try to

22 understand them better.

23             HELEN ANGUS:  Of course.  So, you know,

24 I would recommend that you take a more-detailed

25 brief on the specific properties because I think
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 1 the antigen test is probably a little better as a

 2 screening tool, which gives it, I think, a real

 3 opportunity in long-term care, both for staff as

 4 well as for residents because it has, I think,

 5 value for repeat testing.

 6             The ID NOW, which is the point of care

 7 PCR testing is probably better for symptomatic

 8 individuals, if I understand that correct and I

 9 have done my studies properly.  And we're still

10 waiting on delivery dates from the Federal

11 Government, but I would say they're imminent, and,

12 you know, the applications in long-term care are

13 pretty close to if not at the top of the list for

14 these new testing modalities because we know how

15 important it is.

16             I don't know, David, if you wanted to

17 add to that as a physician and a Chief Medical

18 Officer of Health?

19             DR. DAVID WILLIAMS:  Okay.  Well, thank

20 you.  And the testing all the way along, there's

21 two modalities:  One is the surveillance or passive

22 testing, which is what we have been undertaking

23 where long-term care -- and I know Deputy Steele

24 could comment on that -- that staff members are

25 being tested on a regular basis.
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 1             That's in high priority and low

 2 priority -- or not priority -- with levels of

 3 disease in the area.  If it's low numbers versus

 4 high numbers because they're hot zones, et cetera.

 5 So there's that passive surveillance that's going

 6 on in assessing staff who are coming to work in

 7 different locations, and that's been undertaken in

 8 that.

 9             Then we have where there's outbreaks

10 located, and then under the direction of Public

11 Health and a local management team, you would do

12 much more assertive testing of various residents,

13 people around certain clusters and groups and that.

14 And so that's more directed by that purpose, and

15 then -- so you're dealing with that, actually,

16 within the midst of a high number of cases.  So

17 it's more of a diagnostic test rather than a

18 surveillance test.

19             Now, with that confusion there, as the

20 Deputy said, one of the challenges that our current

21 system -- we are using our current laboratory, our

22 gold standard PCR, which is through our different

23 labs, and that's the, of course, nasal pharyngeal

24 swab, and that has high sensitivity and

25 specificity.  That means it can pick up a high
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 1 percentage -- if it's there, it's going to find it.

 2 And it's specific; it's only finding COVID.  It's

 3 not mixing it up with other ones.

 4             So you look for those two gold

 5 standards to be your testing methodology, and

 6 Dr. Vanessa Allen, of course, could take you all

 7 through this because she lives and breathes it.

 8             And so when we're looking at these new

 9 modalities, instead of send it off to a lab and

10 having a turnaround of sometimes -- ideally, we

11 like 24 to 48 hours.  Sometimes it gets a bit

12 delayed, depends on distances and travel in some of

13 the more northern remote areas.

14             And so for rapidity and turnaround

15 time, which in the middle of some things, you would

16 like to have these new pieces of equipment,

17 which -- they're not like carrying on a suitcase;

18 you have to locate it somewhere.  They have a

19 turnaround time -- I know the ID NOW has about

20 15 minutes or less than that, and the Panbio is

21 about 15 to 20 minutes, the antigen test in that

22 one.

23             So the Deputy said they both still

24 require, unfortunately, nasal pharyngeal, but some

25 are nasal swabs, so not quite as deep and
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 1 troublesome.

 2             And the difficulty there is that the

 3 Panbio, while being very quick in turnaround, has

 4 less sensitivity and [indecipherable] specificity,

 5 which means, then, if you really use it as a

 6 testing tool because you may have missed some, you

 7 may want to have a confirmatory test done if you

 8 find one, especially if you have a low prevalence

 9 in an area such as the North where there's not much

10 around.  But in an outbreak, it may be a good

11 method to quickly tell you and then do some further

12 testing in there.

13             And the other one has better

14 sensitivity and is much better for a diagnostic

15 test.

16             So they each have their pros and cons,

17 and, of course, the whole thing is contingent upon

18 supply and demand or equipment of Ontario's coming

19 in, and so we're -- as the Deputies alluded to and

20 both Deputies will talk about, how to best utilize

21 these ones and the various pressures and tensions

22 we have around testing writ large in Ontario, but

23 also in light of what best fits long-term care both

24 in ongoing surveillance and then in the midst of an

25 outbreak.
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 1             So that's a pretty quick synopsis

 2 there, but if you want more detail, it would be

 3 having someone like Dr. Vanessa Allen, who's our

 4 public health laboratory and medical microbiologist

 5 lead.

 6             COMMISSIONER FRANK MARROCCO (CHAIR):  I

 7 guess what was put to us was that now if somebody's

 8 tested and they have no symptoms but they're tested

 9 because they work there, then you have to wait --

10 they wait, I guess.  They await the results of the

11 test.  And so I guess that that asymptomatic person

12 will go to work because you're waiting on the test

13 result back.

14             But what they said to us is if you can

15 get a test back relatively quickly, then even if

16 you have some false positives and some false

17 negatives, you're still better off because the

18 false positives are sent home, which is

19 unfortunate, but the false -- or rather, the false

20 negatives are going to slip through, but they're

21 slipping through anyway under the present system if

22 they're asymptomatic.

23             So when people say that to you, it does

24 seem that they're -- regardless of how accurate the

25 test is, that if it's approved in Canada, it's
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 1 beneficial -- it's better than what -- it's an

 2 improvement over what we have.

 3             So what we're being asked and what I

 4 guess we're asking you is, will it be made

 5 available, those tests, those short-term tests for

 6 a lack of a better phrase?  Will they be made

 7 available to the staff and the residents in

 8 long-term care facilities?  And if so, is there an

 9 anticipated arrival date?

10             HELEN ANGUS:  Yes, so those are the

11 tests that we're looking forward to getting the

12 first deliveries from the Federal Government.  I've

13 got a little firmer date on one of the tests, but

14 hopefully before the end of October, we will have

15 those tests in our hands, and then deployment into

16 long-term care, I think, is really part of the

17 plan.  How we stage those in regions I think we're

18 still working through.

19             RICHARD STEELE:  Maybe I could just

20 add, Helen, in addition:  As you've noted, my

21 answer also, of course, is that the arrival date

22 for the antigen testing, which is the Panbio, the

23 one that would be most appropriate use for this

24 surveillance testing that you reference,

25 Commissioner Marrocco, you know, in parallel, while
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 1 we are still waiting for that supply to arrive, we

 2 are actually engaged with Dr. Allen's team at

 3 Public Health Ontario and with Ontario Health and

 4 then our colleagues on Health on actually starting

 5 to work through what would the deployment look

 6 like.

 7             And, in fact, we'll be engaging the

 8 sector in that too to understand -- I think we all

 9 want to start in a controlled way so that we can

10 understand, you know, how does this really work in

11 this particular application.

12             My understanding is that, you know,

13 some jurisdictions move very quickly with deploying

14 this test and then have to pull back and rethink

15 and restart.  So we want to -- you know, we want to

16 be smart and controlled and plan about this and

17 make sure we understand, you know, what the value

18 is, but that is absolutely our plan, and that

19 planning is happening now.

20             HELEN ANGUS:  Yeah.  And both tests

21 will arrive in waves, so they'll probably -- in all

22 likelihood, there will be some tests and supplies

23 of the swabs and the little kits that are used in

24 the machines will arrive in October and then

25 monthly thereafter to build up to a full fleet
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 1 across the province, and that will likely take

 2 several months.

 3             So we need to deploy them in the places

 4 where they're going to have the most value.

 5 Long-term care, again, top of the list, but what

 6 specific homes are the kinds of things that we're

 7 working through now.

 8             COMMISSIONER FRANK MARROCCO (CHAIR):

 9 Yes, Commissioner Kitts?

10             COMMISSIONER JACK KITTS:  Just a

11 follow-up on testing:  We heard that when patients

12 were COVID positive, it was difficult if not

13 impossible to either isolate or cohort them within

14 many of the homes.  And some used hospitals because

15 in Wave 1, hospitals had some capacity; others used

16 other ways of creating capacity like buildings and

17 I think one tent, or at least we're aware of one

18 tent.

19             Do you have the similar concerns in

20 Wave 2 that, again, capacity and infrastructure and

21 crowding are going to be a real problem in terms of

22 isolating, cohorting, and managing these patients

23 and controlling an outbreak?

24             RICHARD STEELE:  Helen, would you like

25 me to start?  And you might have some observations
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 1 on this one too.

 2             HELEN ANGUS:  Sure.

 3             RICHARD STEELE:  So, thank you.  I

 4 mean, a few thoughts.  This is a complicated one,

 5 and it's one we've had a, you know, a few lines of

 6 discussion on.

 7             I think capacity and crowdedness is

 8 absolutely a concern.  We know from Wave 1 that

 9 some of the older homes, what we would call Class C

10 homes, you know, generally less space, some three-,

11 four-bed rooms definitely did -- you know, the data

12 seems to indicate were at higher risk of infection

13 and mortality from the disease.  So absolutely a

14 concern.

15             A few things:  As you probably know,

16 and Dr. Williams can speak to the directives,

17 Directive 3 -- as part of our overall Policy of

18 Admissions -- did limit admissions to three- and

19 four-bed rooms.  So if you look at occupancy in

20 long-term care now compared to where it was in, you

21 know, March and into early April, we started Wave 1

22 at about 99 percent occupancy.

23             We're now -- you know, data is not

24 perfect, but data, the latest comprehensive data we

25 have from the end of July has us at about
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 1 94 percent occupancy.  So we have seen a

 2 significant reduction in crowdedness, and we've

 3 certainly seen some significant progress in terms

 4 of the number of residents in three- and four-bed

 5 rooms.

 6             The ministry is currently doing a

 7 survey of the sector to get detailed, real-time

 8 data on exactly, you know, where do we stand right

 9 now, and, Your Honour, on a weekly basis, we'll be

10 updating that data with you.  Why don't we start

11 with the three- and four-bed room issue.

12             So that's one piece of it is to

13 actually try to, you know, address at least some of

14 the issue of crowdedness.

15             A lot of conversation around the merits

16 and demerits of decanting as an option, as a tactic

17 for responding to COVID, a COVID outbreak; it's a

18 suggestion that certainly many have raised.

19             In response to that, what the two --

20 what Deputy Angus and myself along with

21 Matt Anderson, the president of Ontario Health,

22 requested was that a taskforce come together and

23 look at a range of issues around, really, two sides

24 of the same coin:  Issues around admissions into

25 long-term care and some of the challenges that
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 1 were -- you know, as we try to reduce crowdedness,

 2 some of the challenges that were being experienced

 3 with admission of patients from hospital into

 4 long-term care on the one side, and then on the

 5 other side, to look at the question of what role

 6 does decanting play as a response to COVID

 7 outbreak.

 8             You know, the thinking of that

 9 taskforce and -- in particular, we had a couple of

10 clinicians representing both the acute care and

11 long-term care clinical perspective.  What they

12 concluded was that as a general -- and happy to

13 share this material with you.

14             As a general kind of universal tactic,

15 decanting was not recommended for a variety of

16 reasons related to both the well-being of the

17 individual resident, the overall kind of system

18 pressure and impacts, and frankly, the experience

19 in a number of homes that -- by the time you've

20 actually identified, you know, who's positive and

21 might actually be a candidate for decanting, you

22 know, spread has already happened.

23             And we've certainly seen some of that

24 in some of our recent outbreaks.  It happens very

25 fast, and decanting, you know, is maybe not
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 1 something that can be done fast enough.

 2             There was a recognition that in certain

 3 circumstances, based on kind of on-the-ground

 4 assessment between clinicians in the long-term care

 5 home, clinicians in the hospital, and, you know,

 6 local public health, there may be circumstances

 7 where a home was just not able to cope, that

 8 decanting could be an appropriate option.

 9             It was used in a number of instances in

10 Wave 1.  So there was a recognition that it could

11 be an appropriate option in certain circumstances,

12 obviously with the consent of other residents,

13 which is critical.

14             COMMISSIONER JACK KITTS:  Okay.  So in

15 the case of not being able to decant, have

16 structural engineers, IPAC specialists, the

17 physicians and specialists you talked about, looked

18 at each home to determine whether there's any

19 structural things that they can do to help protect

20 in the event that you can't cohort?

21             RICHARD STEELE:  I don't think there's

22 been a -- you know, a detailed assessment of each

23 home.  There is absolutely some guidance, I

24 believe, that's been provided around, you know,

25 what some of the best practices and recommendations
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 1 are.

 2             And the ministry has actually just

 3 provided some additional funding to the sector to

 4 make -- you know, really, to -- so that they can

 5 implement some of those best practices, again,

 6 where the physical space is limited so that they

 7 can implement some best practices to enhance

 8 infection prevention and control and ability to

 9 cohort in the homes.  That's actually funding that

10 we just pushed out last week.

11             COMMISSIONER JACK KITTS:  Thank you.

12             COMMISSIONER FRANK MARROCCO (CHAIR):

13 Mr. Steele, what caused the homes to be less

14 crowded?  Was it that the people died?

15             RICHARD STEELE:  Um...

16             COMMISSIONER FRANK MARROCCO (CHAIR):

17 Where did they go?

18             RICHARD STEELE:  Oh, I see what you're

19 saying.  Yes, fundamentally, just -- you know, the

20 reality is, you know, unfortunately, every year in

21 long-term care, approximately 22,000 residents die

22 every year.  So there is a degree of turnover every

23 year, and as -- and not related to COVID.  I mean,

24 the COVID was in addition, if you like, but just in

25 the regular course of long-term care, you know,
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 1 reality, I guess, every year, space gets created.

 2             And what's happened this year is all of

 3 that space has not been filled because of the

 4 directive to not admit into ward rooms if there are

 5 already two people in those rooms.

 6             COMMISSIONER FRANK MARROCCO (CHAIR):

 7 So there's a decrease in the number of people -- am

 8 I understanding correctly:  There's a decrease in

 9 the number of people because the number of people

10 that can reside in these homes has been reduced

11 because -- for example, four-bed room -- or

12 four-person rooms have become two-person rooms.

13             Is that what you mean when you say it's

14 at 94 percent or it --

15             RICHARD STEELE:  Correct.  That's --

16 sorry, go ahead.

17             COMMISSIONER FRANK MARROCCO (CHAIR):

18 Yeah, so then there's actually no more capacity?

19 The capacity's gone down?

20             RICHARD STEELE:  The effective capacity

21 has gone down.  That's absolutely correct.  There

22 is -- you know, fundamentally, there may be some

23 changes around the edges.  Fundamentally, the

24 capacity in long-term care has not increased.  It

25 has, indeed, decreased for a few reasons.



Long Term Care Covid-19 Commission Mtg. 
Meeting with DM Angus, DM Steele, and CMOH Dr. Williams on 10/16/2020  24

neesonsreporting.com
416.413.7755

 1             The primary one would be not admitting

 2 into three- and four-bed rooms, and I do want to be

 3 really clear on this point because I think there's

 4 been some misunderstanding in, you know, various

 5 conversations in the media and so on.

 6             At this point, it isn't government

 7 policy that there can't be three and four residents

 8 in a room.  The directive is -- and, again,

 9 Dr. Williams may want to speak to this because it

10 is a public health directive.  The directive is, at

11 this point, that a home cannot admit -- where a

12 vacancy is created, a home cannot admit a new

13 resident into a space in a three- or four-bed room

14 that would bring occupancy above two in that room.

15             So that is the primary reason why we've

16 seen occupancy come down.  There are a couple of

17 others, probably the most significant one being, we

18 have -- the direction also does require homes to

19 maintain some capacity for isolation so that in the

20 event of an outbreak or a case being identified,

21 they do have some ability to isolate those

22 residents.

23             So homes are holding some capacity

24 essentially vacant in order to precisely address

25 isolation should a case be detected in the home.
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 1             So those two things are the two primary

 2 drivers of what's creating that reduction in

 3 occupancy, but you're absolutely right:  It does

 4 not reflect an increase in capacity.  It

 5 effectively reflects a decrease in available space

 6 in the system.

 7             COMMISSIONER FRANK MARROCCO (CHAIR):

 8 Given the decrease in available space, do you think

 9 it might have made sense, for example, when the

10 military were here, to ask them to create small

11 field hospitals in the vicinity of these homes or

12 within the local health units so that if you did

13 have to move people, the capacity to move them

14 would be there?

15             RICHARD STEELE:  Well, again, I think

16 that's a slightly different question.  I think --

17 again, I think there's kind of two issues.  There's

18 the question of, if you've got an outbreak in the

19 home, what's the best way to handle it, what's the

20 best way to manage it, and to what extent does

21 moving residents out -- you know, to what extent is

22 that part of the response to managing an outbreak?

23 And that's what I referred to you before.

24             And then the second question is, if

25 we've reduced capacity in the system, what's the



Long Term Care Covid-19 Commission Mtg. 
Meeting with DM Angus, DM Steele, and CMOH Dr. Williams on 10/16/2020  26

neesonsreporting.com
416.413.7755

 1 upstream pressure that gets created there in terms

 2 of what happens to those patients in hospital who

 3 would normally be moving into long-term care, who

 4 now, to some degree, are being blocked, what would

 5 be called alternate-level-of-care patients.

 6             And Deputy Angus may want to speak to

 7 some of the work the Ministry of Health is doing on

 8 that front.

 9             COMMISSIONER FRANK MARROCCO (CHAIR):

10 But the --

11             HELEN ANGUS:  Sure.

12             COMMISSIONER FRANK MARROCCO (CHAIR):

13 If I could just --

14             RICHARD STEELE:  Sorry, yeah.

15             COMMISSIONER FRANK MARROCCO (CHAIR):

16 -- try to get this clear.  If you have homes where,

17 because they're old, relatively speaking, you can't

18 segregate effectively, then wouldn't you need a

19 place where you could put the people so you could

20 comply with the directive that you segregate?

21             RICHARD STEELE:  I think -- I'm just

22 making sure I kind of understand the question.

23             I think in a perfect world, we would

24 have everybody in one- or two-bed rooms.  I think

25 the challenge is, there is capacity pressure, you
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 1 know, right across the system.  There's capacity

 2 pressure in long-term care.  There's capacity

 3 pressure in acute care.  There's capacity pressure

 4 in the community.

 5             So I think, you know, that is a reality

 6 that everybody's trying to respond to, and the

 7 question is, if there is -- you know, if there is

 8 alternative capacity that can be made available,

 9 which, again, is some of the work the Ministry of

10 Health is working on, you know, what is the best

11 way to use that capacity?

12             So at this point, I don't think we

13 have -- we're trying to bring down the occupancy in

14 homes, but at this point, I don't think we're

15 planning to take steps to try to empty homes out

16 more aggressively because I think the challenge is,

17 you know, where would they go?  Where would

18 residents go that would provide a safe environment

19 and comfortable environment for them to be in?

20             I'm not sure that we'd be wanting to

21 move residents out of, you know, what are

22 effectively their homes into a field hospital

23 environment, you know, on a large-scale basis.  I'm

24 not sure that would be an appropriate measure to

25 take.
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 1             COMMISSIONER FRANK MARROCCO (CHAIR):  I

 2 don't mean to -- I'm just trying to understand it,

 3 which is why I keep asking the questions.

 4             If you have an environment in which the

 5 virus is active, wouldn't it be better to move the

 6 person -- and you have a home where you can't

 7 segregate, wouldn't it be better to move the person

 8 out or move some -- I mean, wouldn't it be

 9 better -- don't you have to segregate, then, by

10 moving the person somewhere to comply with the

11 directive?

12             RICHARD STEELE:  Well, to be clear, I

13 don't think anyone is suggesting a home wouldn't be

14 compliant with a directive.  If there is an

15 outbreak, the home would be cohorting the

16 residents.  That doesn't necessarily mean everybody

17 has to be in one room, but they would be expected

18 and required to cohort the residents between, you

19 know, positive and suspect and negative residents.

20             That is a requirement, and that would

21 be an expectation that that happens, whether the

22 home is new or old.

23             I think the issue is, not so much is

24 there an expectation to cohort; there absolutely

25 would be in every case.  I think the question is,
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 1 is there a role for decanting residents in those

 2 circumstances?  Is that an effective -- is that an

 3 effective approach to achieving the, if you like,

 4 the cohorting.

 5             And again, the kind of clinical advice

 6 we're getting is that, as a general rule, that

 7 would not be recommended.  In some specific

 8 circumstances, it may be appropriate.

 9             COMMISSIONER FRANK MARROCCO (CHAIR):

10 Okay.

11             COMMISSIONER ANGELA COKE:  Can I ask a

12 question on a different topic all together, but

13 obviously one of great concern.

14             The staffing issue, obviously, is

15 central to the issues that are going on, and you

16 have a comprehensive study that does capture the

17 complexity of the issues, and, you know, very

18 well-documented.  So I'm interested in how that

19 study is being actioned.

20             RICHARD STEELE:  Yeah.  Thank you,

21 Commissioner Coke.  I can certainly speak to that.

22             Essentially, a significant amount of

23 work happening within my ministry and also within

24 the Ministry of Health on a couple of fronts:

25 There is some short-term work that is happening as
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 1 a matter of priority in terms of the COVID

 2 response.

 3             So a range of programming being put in

 4 place to try to enhance, you know, near-term

 5 capacity as part of the COVID response both in

 6 terms of PSWs, in terms of nursing staff, in terms

 7 of, you know, non-clinical resident aides,

 8 supportive care workers, essentially looking at

 9 increasing capacity through both recruitment and

10 training and combinations of the two over what I

11 would say is, you know, the period of a Wave 2.

12             So starting now, you have a number of

13 programs online to incent PSWs, for example, who

14 have been trained but have chosen not to work in

15 the field, to incent them to come, you know, back

16 into the field and work in -- whether it's

17 long-term care or community care, and a range of

18 programs looking at fast-tracking training for PSWs

19 and providing, you know, some level of training for

20 kind of pre-PSW-type roles, what we call resident

21 aides or supportive care workers, who could be

22 playing a role to complement staffing in long-term

23 care.

24             So that work is all happening as a

25 matter of priority across the two ministries, and,
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 1 in fact, supported by our partners at Ministry of

 2 Labour, Training and Skills Development and the

 3 Ministry of Colleges and Universities.  So a

 4 significant effort on that front that is starting

 5 to bear fruit.

 6             So the PSW Return of Service Program

 7 was launched a number of weeks ago.  Employers have

 8 put in a large number of applications, and the

 9 process is now happening of identifying individuals

10 that can fill those roles, as an example.

11             More fundamentally, on the

12 recommendations of the staffing strategy -- sorry,

13 of the staffing study, particularly recommendations

14 around, you know, what I think was a fairly strong

15 consensus from the advisory group that an increase

16 in the hours of care would be required and a number

17 of the other recommendations, that is essentially

18 policy work that is happening in the ministry now

19 and would need to go through the regular government

20 decision-making process to Cabinet and ultimately

21 to Treasury Board and through the business planning

22 process for what would, of course, be -- you know,

23 should the government make those decisions for the

24 funding that would be required to implement them.

25             COMMISSIONER ANGELA COKE:  Okay.  Thank
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 1 you.

 2             COMMISSIONER FRANK MARROCCO (CHAIR):

 3 How long does something like that take?

 4             RICHARD STEELE:  Well, that -- Helen is

 5 smiling there.

 6             COMMISSIONER FRANK MARROCCO (CHAIR):

 7 She's not answering, either.

 8             HELEN ANGUS:  I get it.  When --

 9             COMMISSIONER FRANK MARROCCO (CHAIR):

10 She's giving the answer to you.

11             RICHARD STEELE:  Well, it really does

12 depend.  I know that's not much of an answer, but

13 it really does depend.  You know, it is the Cabinet

14 decision-making process, so, you know, ultimately,

15 we don't control that.  We can control -- we can

16 control our work, but, you know, it depends.

17             COMMISSIONER FRANK MARROCCO (CHAIR):

18 You know, I don't think I'm saying anything to you

19 you don't understand, and I appreciate what you

20 said in terms of where the decision has to be made.

21             It's just that we have the impression

22 that we're in the middle of something, of Wave 2,

23 and who knows, maybe there'll be a Wave 3 or maybe

24 this Wave 2 will last longer and so on and so

25 forth.  In other words, the impression we're
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 1 getting from what we're hearing is that there is an

 2 immediacy to this, a sense of urgency, and so

 3 that's what prompts the question.

 4             And I'm sure it's occurred to you, and

 5 I'm not telling you anything you don't know, that a

 6 process whereby this thing wanders around for a

 7 while, the -- events are happening, you know, at a

 8 much -- well, you know better than I do how quickly

 9 these things can change.  And certainly

10 Dr. Williams would because people are -- Toronto's

11 back and had to change its status and so on.

12             There seems to me to be a sense of

13 urgency to it, but what you're describing doesn't

14 seem urgent, and I'm not suggesting it's your

15 fault.  I'm just --

16             HELEN ANGUS:  Can I --

17             COMMISSIONER FRANK MARROCCO (CHAIR):

18 -- trying to understand it better.

19             RICHARD STEELE:  Can I respond to that?

20 I, again, would --

21             COMMISSIONER FRANK MARROCCO (CHAIR):

22 Of course.

23             RICHARD STEELE:  I would draw the

24 distinction between the things that we're doing as

25 part of an immediate COVID response, which, you
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 1 know, still -- of course, it involves some level of

 2 government decision-making.  In many of them, we

 3 have the funding in place, we have the policy

 4 approval in place, and they are happening as we

 5 speak.

 6             There are some other additional

 7 initiatives that may require some further approval,

 8 but all of those happening in real-time -- and

 9 these are the things that will deliver results, you

10 know, as I say, in the course of the coming weeks

11 and months.  So there is absolutely a track that is

12 very much focused on precisely what you're speaking

13 to, which is the need for urgency.

14             I think it is important to recognize,

15 and I don't think anyone in the staffing advisory

16 group would say anything different:  You know,

17 their recommendation of reaching four hours of care

18 is a very, very substantial change to the current

19 system.

20             And even if everybody -- the

21 government, the sector, all of us -- even if people

22 wanted to implement that tomorrow, it couldn't be

23 implemented tomorrow.  It actually requires many

24 thousands of employees, new employees, who just

25 don't exist in the system right now to accomplish
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 1 that.

 2             So I think, you know, there is

 3 absolutely an immediate response, and then there is

 4 a longer-term response that is about a, I think,

 5 a -- you know, a much more -- what would ultimately

 6 be a more substantive, and frankly not -- I don't

 7 want to suggest long term but would have to --

 8 would certainly take some time to put in place to

 9 implement the recommendations of the advisory

10 group.

11             The recommendations of the advisory

12 group in, you know, in totality, again, represent

13 quite fundamental change.  Again, lots of merit to

14 it, but fundamental change that will take --

15 practically speaking, would take, if the government

16 chose to go down that path would take, you know,

17 considerable time to implement.  Not because

18 anybody lacks a sense of urgency but just because

19 of the practical reality of the amount of change

20 and the amount of human resource that would be

21 required to exercise on that.

22             COMMISSIONER FRANK MARROCCO (CHAIR):

23 But that wouldn't be a reason not to put the policy

24 in place.  That might be a reason why you can't

25 achieve the objective that the policy is directed
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 1 to, immediately upon putting the policy in place.

 2 Do I have that right?

 3             RICHARD STEELE:  That's fair, but

 4 putting the policy in place, again, ultimately

 5 would be, you know, of course, a significant

 6 decision of the government.

 7             COMMISSIONER FRANK MARROCCO (CHAIR):

 8 Okay.  I don't want to monopolize -- do either

 9 of -- yes, Commissioner Coke?

10             COMMISSIONER ANGELA COKE:  I'm trying

11 to just understand:  How are you being assured that

12 these homes are doing a better job in terms of

13 complying with those IPAC measures this time

14 around?  How are you getting assurance that what

15 they're supposed to be doing is, in fact,

16 happening?

17             RICHARD STEELE:  Yeah, thank you.  So a

18 few different things happening.

19             You know, obviously, as I think we

20 talked about, we did have all homes complete a

21 preparedness assessment themselves through the

22 course of the summer, which was, you know,

23 developed based on experience and lessons learned

24 through Wave 1.  So really, you know, having them

25 ask themselves the probing questions around their
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 1 own readiness.  So there's a self-assessment

 2 element there.

 3             There has been a lot of work done, you

 4 know, really from the summer through September and

 5 this month in terms of IPAC audits from, you know,

 6 various IPAC teams from Public Health Ontario,

 7 hospitals.  You know, that capacity is located in a

 8 number of different areas, going into homes and

 9 doing the audits of IPAC.

10             Our inspections have also continued.

11 Our inspectors are receiving enhanced training

12 around IPAC as well.  So while they are generalists

13 and not IPAC specialists, certainly that element of

14 our inspections is being reinforced as well.

15             So there's a variety of routes through

16 which we are getting, you know, the ability -- AA,

17 homes are focused on it through self-assessment and

18 through, you know, additional funding and support

19 to do more in that area, and then there is

20 additional kind of third party assessment and audit

21 happening to reinforce that.

22             COMMISSIONER JACK KITTS:  Are the third

23 party and audit, is that the inspectors?  Because

24 we've heard a lot about inspections and what

25 happened to them during Wave 1.  We also understand
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 1 that there are long-term care inspectors, there's

 2 public health inspectors, and there's Ministry of

 3 Labour inspectors.

 4             Can you speak a bit to that, and is

 5 that what you're talking about with third party

 6 audits?

 7             RICHARD STEELE:  There's a couple of

 8 different things.  So you're absolutely right.

 9 There are the -- as you said and you correctly

10 characterized, the three different sets of kind of

11 potential sources of inspection into a home.

12             In addition to inspections, there have

13 been IPAC, you know, audit assessments.  These are

14 not part of a formal regulatory compliance regime.

15 These are assessments that are done, really, with a

16 view to providing advice and support to homes on

17 areas where they, you know, may need to improve in

18 terms of their IPAC practice.

19             So those are done outside of a formal

20 kind of inspection regime.  Those are done by,

21 again, local partners like, you know, Public Health

22 Ontario or hospitals to provide that advice and

23 assessment on improvement.

24             In addition, yes, inspections can

25 happen from the public health unit, from the
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 1 Ministry of Long-Term Care, and from the Ministry

 2 of Labour.

 3             Slightly different focuses, of course:

 4 Ministry of Labour focused on, you know, the

 5 occupational health and safety aspect but, you

 6 know, clearly significant intersection.  And, you

 7 know, I don't want to say overlap but intersection

 8 between what these various groups would be looking

 9 at when they're in a home.

10             So all of those routes provide some

11 eyes on what is happening in homes.

12             COMMISSIONER JACK KITTS:  And have they

13 done inspections since Wave 1 that help know what

14 the preparedness is for Wave 2?

15             RICHARD STEELE:  Well, yes, absolutely.

16 So inspections from, you know, all of those.  Of

17 course, I can't speak in detail to public health

18 unit inspections, and I don't have -- you know, I

19 don't have the numbers on Ministry of Labour

20 inspections, but we certainly had conversations

21 with the Ministry of Labour around inspections and,

22 you know, the value of labour inspections into

23 long-term care as well.

24             And yes, absolutely, certainly,

25 Ministry of Long-Term Care inspections have been
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 1 continuing and are a source of information to us.

 2 And again, I don't have the numbers, and we could

 3 try and get some, but there have been a lot of IPAC

 4 assessments done in addition to inspections since

 5 Wave 1.  These have been happening through the

 6 summer and are happening, you know, now through the

 7 fall too.

 8             COMMISSIONER JACK KITTS:  Great.  Thank

 9 you.

10             COMMISSIONER FRANK MARROCCO (CHAIR):

11 This may be a more general question, but what

12 happens tomorrow if there's a home that needs

13 expert advice on dealing with infection prevention

14 and control?  Where do they get that from?

15             RICHARD STEELE:  So there's a couple of

16 possibilities.  If a home --

17             COMMISSIONER FRANK MARROCCO (CHAIR):

18 And again, Mr. Steele --

19             RICHARD STEELE:  Sorry.

20             COMMISSIONER FRANK MARROCCO (CHAIR):

21 -- I'm not trying to direct everything to you.  I

22 was asking the group, and I'm quite happy to -- I'm

23 not trying to cut you off.  I just feel badly that

24 it seems that we're always asking you these

25 questions, and I'm not trying to do that.
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 1             RICHARD STEELE:  I'm happy to share the

 2 space with my colleagues as well, but I'm happy to

 3 start -- I'm happy to start on this one.  It is a

 4 Long-Term Care Commission, after all, so.

 5             So a couple of different scenarios, I

 6 would say, in terms of advice on infection

 7 prevention and control.

 8             If the home is in outbreak, you know,

 9 typically what will happen is the first -- you

10 know, the first point of response is the local

11 public health unit -- and this is an area where

12 Dr. Williams may want to speak a bit more to the

13 role of local public health units in outbreak

14 response -- and they would certainly be providing,

15 you know, in that context of outbreak response,

16 they would be providing guidance and advice to the

17 home on what they should be doing.

18             It may also be necessary to get, you

19 know, even more in-depth specialist IPAC support.

20 What happens when a home goes into outbreak is it

21 gets -- it comes on our radar screen, at our

22 Incident Management Structure, for ensuring that

23 all of the support that's required is being

24 coordinated.

25             So it may be that one of the things
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 1 that is identified is the need for additional IPAC

 2 expertise into that home, and that would be

 3 coordinated by, you know, with Ontario Health --

 4 with the Ontario Health region as the lead on the

 5 ground, working very closely with Public Health and

 6 with the ministry and with the home and with a

 7 hospital partner for that home to identify, you

 8 know, is it an IPAC team from the hospital that

 9 goes in to help?  Is it an IPAC team from Public

10 Health Ontario that's most available?

11             You know, whatever it might be, it

12 might just be continuing to be a local public

13 health unit, but there would be a decision as to

14 who is best placed to provide that additional IPAC

15 expertise, and they would go into the home and

16 provide that.

17             The other piece that is being put in

18 place in a more formal way, and it has been

19 happening informally, is essentially a more

20 structured approach to IPAC.  We call it "hubs and

21 spokes," but that language seems to have confused

22 people a bit, but really providing kind of a more

23 organized and systemic local and regional source of

24 IPAC expertise that's available to not just

25 long-term care but other congregate settings as
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 1 well.

 2             That has been organized through the

 3 Ministry of Health, and Deputy Angus may want to

 4 speak to that, that Ontario Health is in the midst

 5 of rolling out that can provide, I would say -- you

 6 know, it certainly could be involved in outbreak

 7 response but also focused on, you know, prevention,

 8 and just general IPAC prevention advice.

 9             And maybe -- you know, maybe that is --

10 you know, those two parts of all of Public Health

11 and the status of the hubs I could turn over to

12 Dr. Williams and Deputy Angus.

13             HELEN ANGUS:  Yeah.  I would say, you

14 know, in the hospital sector, we're just going to

15 be providing additional funding to hospitals on a

16 prospective basis to provide dedicated IPAC

17 supports to long-term care homes, and we've also

18 provided additional funding to provide money for

19 the physician leadership that may be required there

20 as well.

21             So those funds are, you know, rolling

22 out into the system, but I think, you know, as a

23 practical matter, if I think about some of the

24 outbreaks that I'm familiar with, you know, Public

25 Health would be in there.  They would maybe need
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 1 some specialized support from the hospitals.  They

 2 would work collaboratively together with the home

 3 to make sure that the IPAC is really -- is

 4 well-managed.  They follow up.  They're in there

 5 not just once but on a repeated basis.

 6             David, you may want to talk about the

 7 role of Public Health specifically, but that's --

 8             DR. DAVID WILLIAMS:  Yes.

 9             HELEN ANGUS:  -- how I see it from

10 where I sit.

11             DR. DAVID WILLIAMS:  Yes, and

12 Public Health has a traditional role of working

13 with long-term care homes because before

14 pandemics -- this pandemic, there are outbreaks of

15 respiratory illness in long-term care homes

16 historically, mostly influenza, and sometimes some

17 other respiratory issues.

18             So we have protocols in place that

19 Public Health works alongside both proactively and

20 reactively with these homes and sends in the staff.

21 You try to build up a rapport or relationship with

22 the leadership in the home, and you try to

23 ascertain in that, whatever the event is outside of

24 the pandemic, what is needed to deal with the

25 steps.
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 1             So those were enacted in the directives

 2 now:  Even more cohorting, staff allocation,

 3 testing, requirements and things that you'd have

 4 take place, as well as direction on infection

 5 prevention and control and identifying gaps and

 6 spaces as necessary.

 7             In the pandemic, what we're finding is

 8 that as they're going around doing those, we --

 9 normally at a time in a health unit, you'd have

10 maybe one or two homes in outbreak.

11             And if you start having, as in a

12 pandemic, a large number in outbreak and we don't

13 have the same bed strength in Public Health and

14 have many people going around to six or seven or

15 eight or nine different places and maintain the

16 constant relationship that you need throughout a,

17 say, a prolonged outbreak to ensure ongoing

18 compliance with all of the IPAC things that need to

19 be put in, both in reactive and proactive, you have

20 cohorting, you have some of the other patients

21 still need to be protected, and the staffing.

22             And each facility is different.

23 There's different strengths and weaknesses.

24 There's HRR issues, as Deputy Steele was alluding

25 to.  There's a number of dynamics going on there,
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 1 and sometimes you need to have a much more

 2 concerted presence in there with a certified

 3 infection prevention and control practitioner.

 4 They are specifically trained staff individuals,

 5 and there's quite a number of them in the acute

 6 care hospital sector as well as other sectors.

 7 Health units have some.

 8             And so when you bring that person in,

 9 they're like a regular consultant.  They're not

10 just identifying reactive issues.  They're actually

11 proactively looking at, and now we have to do this

12 and now we have to do that, and there's a

13 consultation all the time.

14             And the dynamic of an outbreak in a

15 long-term care facility in that unique facility

16 with those unique issues and unique structures and

17 staffing and everything, that's what an IPC or

18 infection practitioner does and makes

19 recommendations on that according throughout there.

20             So we have relationships where

21 sometimes we ask a hospital, Public Health, or

22 medical officer of health and say, could you ask

23 this hospital to give assistance, and could they

24 help out in this situation to bring more expertise

25 into that setting at that time to assist them.
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 1             So there's times outside a pandemic

 2 when it goes on all the time.  Every year with flu

 3 season, it goes on, and then the pandemic has added

 4 unique and extra pressures and stresses because you

 5 not only have long-term care outbreaks, you have

 6 workplace outbreaks, you have school outbreaks, and

 7 you have many all over the place.

 8             So normally, in the public health

 9 sector, we don't have, say, 40 or 50 outbreaks all

10 at the same time.  So it's all-hands-on-deck to

11 assist in this way, and you have to be doing that

12 on an IMS structure, instant management, and you're

13 bringing in a wider team, a management team with

14 Ontario Health as well as with long-term care and

15 others ones that assist.

16             And you deal with it at a local

17 regional level or sometimes you have to bring, as

18 we've talked about, the whole -- the

19 hub-and-spoke-type model; you bring in some

20 provincial resources if you need it as well.

21             So it's very much a dynamic in that

22 approach.  So we have our IMS committees to

23 respond, local outbreak committee, that goes into

24 [prevention] (ph) one, and then now that we're

25 ramping up with this, as identified, the
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 1 hub-and-spoke-type model that we have to do.

 2             And it's unique in a pandemic, which is

 3 unprecedented.  We haven't seen it before, and this

 4 is putting unprecedented demands on the whole

 5 system to respond in a timely and effective and

 6 efficient manner.

 7             COMMISSIONER FRANK MARROCCO (CHAIR):

 8 The long-term care facilities that -- can you just

 9 help me with this:  The long-term care facilities,

10 wherever they are, the 626 of them are all located,

11 I assume, in health units?

12             There's 34 health units and 626 homes,

13 and I would assume that wherever the homes are

14 located, they must be located within a health

15 unit --

16             HELEN ANGUS:  Mm-hm.

17             COMMISSIONER FRANK MARROCCO (CHAIR):

18 -- and there's hospitals within those health units.

19             So in an emergency or in a situation

20 like this where you have such an infectious

21 disease, and it certainly killed a lot of people in

22 long-term care homes, would it make sense to pair

23 up the expertise in the hospitals with the

24 long-term care homes so that there's somebody in

25 the local health unit that has the expertise that
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 1 you can resort to right away?  Rather than

 2 trying -- I mean, you can't duplicate that

 3 knowledge, at least not in a matter of weeks.

 4             Would it make sense to just simply

 5 mandate or encourage those relationships but

 6 mandate them so that you know who's in charge if

 7 something goes wrong and you go looking for the

 8 expertise?

 9             HELEN ANGUS:  That's pretty much what

10 the hub-and-spoke model is that Deputy Steele

11 described is that there's a twinning and

12 understandable relationship, exactly as you

13 described, between a hospital and a long-term care

14 home, knowing also that the public health unit is

15 there to provide assistance as well.

16             So I think those are the relationships

17 that we're cementing as we speak and have been

18 underway.  It's really built on the tremendous

19 support to long-term care that was provided by

20 hospitals in Wave 1.  And they stepped up with

21 capacity and leadership and knowledge and

22 expertise, and we're very much wanting to put those

23 in to use in support of long-term care, again,

24 hoping that they're not as needed as they were in

25 Wave 1, of course.
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 1             But we're already seeing that

 2 happening, and it feels like they -- you know,

 3 those relationships are much better understood what

 4 they can count on, one to the other.  How they work

 5 together is -- it's now kind of a well-worn path,

 6 and I'm sort of optimistic that those relationships

 7 will, in fact, be much to the betterment of the

 8 response this time around.

 9             COMMISSIONER FRANK MARROCCO (CHAIR):

10 So creating those relationships where they don't

11 exist --

12             HELEN ANGUS:  Yeah.

13             COMMISSIONER FRANK MARROCCO (CHAIR):

14 -- or encouraging them where they do exist in an

15 emergency is a prudent thing to do?

16             HELEN ANGUS:  Right.  It's a prudent

17 thing to do, but you could imagine that -- you

18 know, creating the integrated care systems.  So

19 I'll go back to, you know, a bigger topic, which is

20 about what we're trying to do in the healthcare

21 system overall is really deal with transition

22 points, having the system function as a system.

23             The fact that providers have come

24 together in a crisis and have bailed each other out

25 and have cooperated and have used new
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 1 technologies -- the kind of explosion in virtual

 2 care would be an example of that -- you know, would

 3 certainly be my intent, and that's the intent of

 4 the transformation agenda that we'd been working on

 5 before COVID, that those things stick at the end,

 6 right?

 7             That those relationships -- and the

 8 view of working collaboratively across providers

 9 for a population of patients is something that, you

10 know, it may be one of the only upsides of having a

11 terrible pandemic with a terrible price is that the

12 value of collaboration in the health sector is now

13 incredibly -- is more visible, perhaps, than ever

14 before.

15             So I don't feel like we have to make

16 the case, I think, and we hear on occasion, you

17 know, from the work -- and some of the

18 Commissioners will know this better than others,

19 but the work of Ontario Health teams and the

20 collaboration of relationships that we were in the

21 field trying to establish, you know, really since,

22 I guess, you know, throughout my career, but

23 certainly at an accelerated pace since 2018, that

24 those have actually helped in COVID response.

25             And long-term care, you know, we've
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 1 just talked about the relationship between

 2 hospitals and long-term care facilities, but I

 3 would say there are other areas -- whether it's in

 4 testing; whether it's in the care of fragile people

 5 living in the home -- the idea that these providers

 6 would work together in much more integrated ways, I

 7 think we're starting to see evidence of that, and

 8 that's heartening.

 9             COMMISSIONER FRANK MARROCCO (CHAIR):

10 One of the things we have heard, and it's this

11 notion of collaboration where there's not a lot of

12 time and where --

13             HELEN ANGUS:  Mm-hm.

14             COMMISSIONER FRANK MARROCCO (CHAIR):

15 -- you're dealing with a very pressing situation,

16 the local medical officer of health can mandate

17 some of this, can they not?

18             HELEN ANGUS:  I believe we can't --

19             COMMISSIONER FRANK MARROCCO (CHAIR):

20 What I'm worried about is if the collaboration

21 involves you and me, if we're collaborating,

22 there's a certain discussion that goes back and

23 forth, there's a certain element of consent on both

24 sides, and that may take a while.

25             HELEN ANGUS:  Right.  So, you know, I
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 1 think in the long term, you know, intrinsic

 2 collaboration and, you know, baking collaboration

 3 into the DNA of the system makes a lot of sense.

 4             And most of the time, collaboration in

 5 this particular crisis has come pretty easily.  On

 6 the other hand -- David, you may want to speak

 7 specifically to it -- but yes, the local medical

 8 officers of health have authorities and powers that

 9 will cement the collaboration, either to -- you

10 know, for a variety of purposes.

11             So I don't know -- David, do you want

12 to talk about the section, the 22 or the 29 powers?

13             DR. DAVID WILLIAMS:  [Indecipherable]

14 COVID pandemic --

15             THE REPORTER:  Sorry, sir, can you

16 start over?  I didn't hear the beginning of that.

17             DR. DAVID WILLIAMS:  Oh, I said -- can

18 you hear me now?

19             THE REPORTER:  Yes, thank you.

20             DR. DAVID WILLIAMS:  All right.  I'm

21 saying, in times when you don't have a pandemic and

22 the medical officer of health has a relationship

23 and their staff with the different institutions,

24 with their health unit -- and the health unit, if

25 you remember, by the Health Protection and



Long Term Care Covid-19 Commission Mtg. 
Meeting with DM Angus, DM Steele, and CMOH Dr. Williams on 10/16/2020  54

neesonsreporting.com
416.413.7755

 1 Promotion Act, is not a building organization.

 2 It's a geographical space that's assigned.  So

 3 every square foot of the province is a health unit,

 4 and that includes the facilities.

 5             And so the medical officer of health

 6 has responsibility in those settings to undertake

 7 if they identify public health hazards, issues,

 8 outbreaks of infectious diseases, et cetera, and

 9 they can take steps, and they have different powers

10 of authority as the health information custodian to

11 seize those information and materials and ask for

12 reports generated accordingly.

13             So they can do that.  They can write

14 orders to get it if it's not readily forthcoming or

15 if it requires an order to allow them to share

16 information where someone may be reluctant because

17 of privacy issues, and they can ask them to share

18 it with the medical officer of health or his or her

19 staff.

20             In an outbreak, and I've done it many

21 times as a local medical officer of health where

22 you're working with a place that's a long-term care

23 home, you'll go in, and you have under our

24 protocols -- and we have those written up in our

25 Ontario Public Health standards -- we have all
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 1 those in place that lay out what health units are

 2 required to do in a consistent way across the

 3 province.

 4             Nevertheless, a medical officer of

 5 health has to use their knowledge and expertise and

 6 other staff to ascertain, assess the situation, and

 7 to take steps as they see necessary, which includes

 8 certain powers and authority under the

 9 Health Protection and Promotion Act where they can

10 require the institution to undertake certain steps,

11 and there's various sections.

12             There's Section 22 orders, which is

13 usually against an individual or an institution,

14 there's 13 orders that sometimes have to relate to

15 food services, and there's these new 29 orders that

16 require extra services and assistance in there.

17             So those tools are available to the

18 local medical officer of health, and, of course,

19 it's their responsibility if they feel that they're

20 having a lack of service and ability to contact our

21 central organization, to my office, to seek to get

22 any other assistance that they might need to help

23 and manage that situation.

24             So that's during the times of when

25 you're having one or two outbreaks at a time, but



Long Term Care Covid-19 Commission Mtg. 
Meeting with DM Angus, DM Steele, and CMOH Dr. Williams on 10/16/2020  56

neesonsreporting.com
416.413.7755

 1 as I said, the public health system, as far as its

 2 depth and extent, they were imagined to be set up

 3 to handle 30 or 40 outbreaks at a time, and there

 4 are jurisdictions to handle that.  And so part of

 5 that is using that coordination capacity.

 6             In the past, we had to do it on our

 7 own, and as Deputy Angus has alluded to, with the

 8 changes that are proposed through Ontario Health,

 9 working in that kind of system would bring together

10 the various sectors working collaboratively in

11 regional offices and in structures, hub and spoke,

12 if you may; that the medical officer of health and

13 his or her team is at that table to deal with the

14 local committee that we can ramp up to a regional

15 committee, and then that can work into a central

16 resource as well.

17             So these type of integration and

18 collaboration things are only but to be applauded,

19 and Public Health has been pleased to see that

20 they're there and that Public Health can be brought

21 in as a member on the team, much the same as

22 medical officers of health are a member of

23 hospitals' infectious control committees and can

24 deal with -- work with them, if they need to,

25 inside the hospital.
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 1             But the hospital under their act has

 2 their own responsibilities to set up their own

 3 infection control committees and deal with

 4 outbreaks under their own mandate and

 5 responsibility, and -- but they can also work with

 6 Public Health in that and can render reports over

 7 to the medical officer of health so that he or she

 8 is apprised and updated.

 9             Because if something happened in these

10 institutions because these institutions have

11 visitors, the public coming in and out of them, and

12 then the public has to be advised accordingly, that

13 leaves the medical officer of health with the

14 ability to limit visitation.

15             The same as like I do on a provincial

16 basis with a provincial directive, a local medical

17 officer of health can enact some things that would

18 restrict functionality at local areas in long-term

19 care homes; not in hospitals, per se, because

20 hospitals have their own legislative

21 responsibilities to look after their own

22 institutions under the Registered Hospitals Act.

23             RICHARD STEELE:  Maybe I could just --

24             COMMISSIONER FRANK MARROCCO (CHAIR):

25 Well, I guess maybe I'm just being simplistic, and
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 1 that's a risk I'm quite alive to, but you have

 2 long-term care facilities that you know may be --

 3 that you know are at risk of an outbreak based on

 4 past experience and based on what's going on in the

 5 health unit where the long-term care facility is

 6 located.  You also have hospitals in those units.

 7             Why wouldn't there be a mandated

 8 relationship so that throughout the course of the

 9 pandemic, if there needs to be access to expertise,

10 it's understood from the minute the problem

11 presents itself that this hospital is responsible

12 for that expertise in that long-term care facility?

13             That's a little different than

14 collaboration, but it seems to me, you don't really

15 have the time to have a discussion around indemnity

16 agreements and all that kind of stuff that would go

17 on if we were having some kind of consensual -- we

18 were seeking a joint venture, to have a joint

19 venture together.

20             And I just don't under- -- I guess I'm

21 asking why they wouldn't -- the local medical

22 officer of health or -- and you have the power to

23 exercise their powers, I think, wouldn't just

24 mandate it.  In Toronto, if Orchard Villa to pick

25 its Hospital X, that's the hospital, so everybody
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 1 knows what happens.  It's not forever; it's just

 2 until this thing is over.

 3             RICHARD STEELE:  Could I take a stab at

 4 that one, and then Dr. Williams and Deputy Angus

 5 might want to jump in too.

 6             So I think you raise a really good

 7 point, Commissioner, and it is one we're very alive

 8 to, is the speed of reaction and the appropriate

 9 balance between, as you say, you know, consensual

10 relationships and speed of action.  So a few

11 thoughts, you know, around the question you pose.

12             As Deputy Angus mentioned, we have

13 identified those partnerships.  So each hospital --

14 sorry, each home, you know, is effectively twinned

15 with a hospital.  So they do know -- a hospital

16 knows, the long-term care home knows, you know, who

17 their partners are.

18             Our preference has been, in general, to

19 try to have the relationships around, you know,

20 advice and support on IPAC and other things to be

21 collaborative and consensual because, frankly, what

22 we've seen is where they are, it works better.  The

23 home -- the team in the long-term care home will

24 work more effectively with the hospital if

25 everybody is seeing this as a collaboration.
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 1             So it is our preference for these

 2 relationships to be, you know, mutually

 3 collaborative and consensual.

 4             Having said that, the question and the

 5 issue you pose around speed is, you know, one that

 6 we are very alive to, you know, in the ministry and

 7 at the long-term care IMS table that we don't have

 8 a lot of time for people to get their act together

 9 locally.

10             In most cases, they do, but there

11 certainly have been instances where they haven't,

12 and those are the instances where, indeed, it may

13 make sense either for a local public health officer

14 to exercise their powers and issue an order

15 effectively that Hospital X will provide support to

16 Home Y, and Home Y will accept that support and get

17 on with it, and/or for the ministry to issue a

18 management order that essentially accomplishes the

19 same thing.

20             We have done both.  We, in fact, have

21 done both quite recently in a home up in

22 Simcoe County where we felt that, you know, the

23 speed of reaction just wasn't what we wanted to

24 see, not because anybody was, you know, not trying

25 to do the right thing, but we just felt we needed
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 1 to see faster action.  And, in fact, both of those

 2 things happened.  There was a public health order,

 3 and then earlier this week, we issued a management

 4 order.

 5             So it absolutely is a tool that we can

 6 use.  We don't -- you know, we don't rush -- we

 7 don't rush to use it insofar as we don't want to

 8 use it everywhere because I think, again,

 9 collaboration's important, but equally, if it needs

10 to be used, we don't hesitate to use it because

11 time is indeed of the essence.

12             COMMISSIONER JACK KITTS:  So at the

13 local level, then, we've got the three sectors:

14 Public Health, long-term care, and the hospital.

15             I think what you're saying is that, you

16 know, if everybody has a good relationship, gets

17 along well, that's the best way it's going to work,

18 but sometimes it requires a decision.

19             And am I understanding that in a

20 pandemic, epidemic, or communicable outbreak, the

21 leader in that three organizations is the public

22 health officer because they have the accountability

23 and authority to do what they feel is right?

24             I think you're on mute, Dr. Williams.

25             COMMISSIONER FRANK MARROCCO (CHAIR):
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 1 Dr. Williams, you're on mute.  There you go.

 2             DR. DAVID WILLIAMS:  You're right.  As

 3 far as acts and powers at the local level, the

 4 hospital can't just impose itself on the long-term

 5 care home or the long-term care home demand the

 6 hospital respond.

 7             The medical officer of health, if they

 8 see or he or she is aware of a hazard and a risk in

 9 the area has those powers under the, you know,

10 Protection and Promotion Act to write orders and

11 directions accordingly to undertake that process in

12 that to -- if there's an infectious disease issue

13 or a health hazard that's been identified, which

14 includes orders to the administration and

15 management.

16             Now, at the same time, can you order

17 the hospital to tell their staff to go over there?

18 Not necessarily so.  Because you write the orders

19 against the institution that has the problem, and

20 so then sometimes you form an outbreak management

21 committee and seek to see if there is that capacity

22 to work.

23             The difficulty is in, sometimes, the

24 wide geography of Ontario, you may have a number of

25 long-term care facilities, and sometimes a regional



Long Term Care Covid-19 Commission Mtg. 
Meeting with DM Angus, DM Steele, and CMOH Dr. Williams on 10/16/2020  63

neesonsreporting.com
416.413.7755

 1 health sciences centre may be many hundreds of

 2 kilometres away.  And there's the geographical

 3 issues and the challenges to manage that, and you

 4 have to be very, I say, innovative in how to get

 5 and to make it work functionally in that, including

 6 giving assistance.

 7             So part of the challenge is, you know,

 8 what resources are available to you in your

 9 respective jurisdictions and when to ask for

10 provincial resources to come in and assist on an

11 urgent basis.  And that's why we then have

12 abilities to have not only local medical officer

13 response, but you can form regional groups of what

14 we call outbreak management-type structures.  And

15 then we have sometimes province-wide outbreak

16 management structures, which we did in the early

17 part of the COVID outbreak because a lot of them

18 were out in the community, not in the institutions

19 yet.

20             So these kinds of structures can ramp

21 up that brings about a provincial-wide response,

22 and now, partly with Ontario Health and with other

23 resources and facilities in other ministries, you

24 can ramp up to get a province-wide response, as we

25 have done with the Command Table and then with the
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 1 emergency powers, and these kind of things escalate

 2 up in a pandemic, as per our pandemic plans.

 3 That's how it works.

 4             So it can start very small and locally,

 5 and the medical officer of health sees an

 6 appropriate response, [entailing the assess] (ph)

 7 and to see, is it being handled correctly, and then

 8 do you have to go out beyond that to alert other

 9 ones around you, other medical officers of health,

10 and also the province to my office if it's becoming

11 overwhelming and you need to have assistance and

12 help.  And then it's my task to then deal with

13 that.

14             And sometimes, that means to our

15 medical -- we have our Health Services Emergency

16 Measures Branch, which is -- you hear the term of

17 the MEOC, Medical Emergency Operations Centre, and

18 that starts to coordinate these emergency responses

19 as we did in the early days with stakeholders,

20 et cetera, and communication coordination, and then

21 ramping up to memos and communications and then

22 going towards, if necessary, through that, the

23 evolution towards a directive that I have the

24 powers to put out that relate to healthcare

25 institutions in that regard.
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 1             So that's the dynamic of how it ramps

 2 up, and then it can ramp back down again when it

 3 abates.

 4             COMMISSIONER JACK KITTS:  So it's clear

 5 that, in the case of a dispute or disagreement, the

 6 chain of command goes from the public health

 7 officer up maybe regionally, ultimately to you, to

 8 make the decision?

 9             DR. DAVID WILLIAMS:  It comes up to our

10 level, and then we would look at it from that

11 standpoint because our -- in that role then report

12 in to a deputy minister, then to a minister of

13 health in that regard.  Then we can ramp up the

14 response, and as we did, we used the minister's

15 powers when mine were not adequate, and when we

16 needed further, they went to the Emergency

17 Powers Act.

18             COMMISSIONER JACK KITTS:  Okay.

19             DR. DAVID WILLIAMS:  The EPA.

20             COMMISSIONER JACK KITTS:  So it's

21 long-term care -- Minister of Long-Term Care,

22 Minister of Health, and the Chief Medical Officer,

23 ultimately?

24             DR. DAVID WILLIAMS:  Right, and then we

25 would have that power of authority during outbreaks
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 1 that the minister is aware, and the Minister of

 2 Health is kept aware of and the Minister of

 3 Long-Term Care that affects --

 4             COMMISSIONER JACK KITTS:  Thank you.

 5             DR. DAVID WILLIAMS:  -- be made aware

 6 of, sorry.

 7             COMMISSIONER JACK KITTS:  Thank you.

 8             COMMISSIONER FRANK MARROCCO (CHAIR):

 9 Commissioner Coke?

10             COMMISSIONER ANGELA COKE:  Just on a

11 totally different topic, I'm just inquiring about

12 the PPE supply, which, from what I hear, appears to

13 be dealt with, but is there adequate supply in all

14 types of PPE?  Are there any that are still a

15 particular issue in terms of supply?

16             HELEN ANGUS:  I would say we have

17 several months' supply in pretty much all

18 categories.  The one that seems to be the most

19 challenging right now are gloves, and even there, I

20 think we're okay for now.

21             Gloves are largely manufactured in

22 Malaysia -- obviously where they have rubber

23 trees -- whereas we've been, I think, very

24 successful in building up domestic supply

25 capabilities across a variety of categories:
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 1 Surgical masks, N95s coming on-stream early in

 2 2021, you know, sort of [indecipherable] gowns, and

 3 other categories.

 4             Gloves are the ones that I think are

 5 the most challenging for us because it's a -- it

 6 would be an awfully big lift to make those here,

 7 but again, for the -- so that's one we're watching,

 8 but for the moment, we're in really good shape.

 9             COMMISSIONER ANGELA COKE:  Okay.  And I

10 guess maybe for Richard, in terms of the homes, not

11 any more issues in terms of making sure the staff

12 get what they need?

13             RICHARD STEELE:  I think just to echo

14 Deputy Angus's comments, I think we're in good

15 shape.  We made a commitment to the sector that we

16 would provide them with -- with the exception of

17 gloves -- eight weeks' supply.  That was something

18 announced a couple of weeks ago.  Detailed

19 instructions as to how they can access that supply

20 actually just went out yesterday.

21             You know, the parallel thing, of

22 course, that has happened in the last couple of

23 weeks is the re-issuance of Directive 5, which

24 provides specific guidance around circumstances

25 under which N95 masks in particular can be used,
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 1 which, as you've probably heard, was certainly a

 2 point of contention through Wave 1.

 3             I think, you know, collectively, I

 4 think we really wanted to make sure that that was

 5 off the table as a concern and an issue both for

 6 the labour unions and for employees that people

 7 could feel that they were working in a safe working

 8 environment when it came to PPE.

 9             So I think, you know, Directive 5, that

10 the -- the updated Directive 5, and again, of

11 course, Dr. Williams can speak to this better than

12 me, but from a ministry policy point of view, you

13 know, I think the objective has been accomplished

14 around, you know, providing that assurance.

15             And as Deputy Angus has mentioned, we

16 are confident in the supply.  There really is no

17 reason why staff or homes should be concerned about

18 supply.  We can meet that demand in terms of the

19 eight-week commitment, and if any home for whatever

20 reason is in outbreak and is short supply, then the

21 Ministry of Health, you know, pandemic warehouse

22 can supply them.  So I think on this particular

23 point, we are in good shape.

24             COMMISSIONER ANGELA COKE:  Okay.

25             COMMISSIONER FRANK MARROCCO (CHAIR):
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 1 This is on a different topic.  We've heard from

 2 people who were working in some of the homes where

 3 there were quite serious problems the last time.

 4             And one of the things that was very

 5 moving was the description of nurses and personal

 6 support workers having to put the bodies of the

 7 people they had been caring for in body bags

 8 because the funeral people wouldn't go in and get

 9 the bodies and take them out.

10             Is that going to happen again?

11             RICHARD STEELE:  I don't know, Helen,

12 if my -- here's my recollection, and I do stand to

13 be corrected.  I think in Wave 1, there were

14 specific directives provided by the Chief Coroner

15 around how deaths in long-term care were to be

16 handled, and I believe part of that included trying

17 to strike an -- and the observations you make,

18 Commissioner Marrocco, absolutely, I've heard the

19 same, and I can completely, completely appreciate

20 how difficult and traumatic that experience must

21 have been for staff.

22             My understanding of the logic of that

23 was that with funeral staff -- funeral home staff

24 potentially moving between different homes.  So

25 there's real concern around the risk that could be
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 1 associated with them entering homes and spreading

 2 infection from one home to the other.

 3             Dr. Huyer would certainly be, I think,

 4 the best person to provide a briefing on the whole,

 5 you know, logic and how that whole process worked

 6 and what any plans would be for the future around,

 7 you know, again, how -- you know, how a death, a

 8 deceased person would be handled in long-term care

 9 in the future.

10             COMMISSIONER FRANK MARROCCO (CHAIR):

11 But that cannot be part of a person's job

12 description, working in a long-term care facility

13 to have to do that.  But funeral directors would

14 deal with that all the time.

15             It just seemed to me that they should

16 be able to figure out how to put on personal

17 protective equipment, go in, do what they have to

18 do, put the body in a body bag, zip up the bag, and

19 take the body out without forcing a person who's

20 been -- who's watched that -- who's been working,

21 trying to care for this person unsuccessfully in

22 the sense that the person died, and then putting

23 them through that.

24             I'm wondering, is there not some

25 order or -- I just have some difficulty with the
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 1 idea that if it's a regulated profession, why they

 2 can't be ordered to discharge their

 3 responsibilities.

 4             You can't leave the body -- we would

 5 all -- I'm not telling you anything you don't know.

 6 You can't leave the body in the home, so it's got

 7 to come out.  And I can assure you that if you see

 8 the people, you won't forget it.

 9             And I just want to -- I was asking,

10 really, in the hopes that you would tell me, no,

11 it's not going to happen again so that those people

12 who are apprehensive about that would no longer

13 feel that way.  But that doesn't...

14             And, Mr. Steele, I'm not placing

15 this -- somehow you have to do something.  I think

16 they need to be ordered to do that and that it's a

17 public health risk if they don't.

18             RICHARD STEELE:  Again, I'm probably

19 not the most competent person and maybe none of us

20 on the call this afternoon are to respond to that

21 because I do think the whole approach to that issue

22 that you outline and the very, very difficult

23 trade-offs I think that are associated with that --

24 and I'm not trying to, in any way, minimize the

25 experience of the staff that you had spoken to.
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 1             I think -- again, I think we can all

 2 appreciate how challenging that would be, but I

 3 think, again, the Chief Coroner might be --

 4 Dr. Huyer might be in a better position than me to

 5 kind of explain the thinking of what was done then

 6 and the thinking going forward.

 7             DR. DAVID WILLIAMS:  Obviously, the

 8 view is that, in an outbreak, there's a restriction

 9 of people leaving and coming into the facility, and

10 you have to make sure that the coroner doesn't

11 really -- has some function but not over funeral

12 parlor directors and that.  They have training, and

13 there's folks too -- like, even during influenza

14 season, we would like them vaccinated.

15             So if they're coming in and there is

16 endemic influenza around, they would be not going

17 in and introducing influenza into the long-term

18 care facility.  And so we sort of have to make

19 requirements that they have to not only have proper

20 PPE, they have to be vaccinated, et cetera.

21             But, you know, I think the -- you raise

22 some good questions about their training and

23 knowledge and wearing the proper PPE before going

24 in because some were apprehensive to go in, and we

25 had to give guidelines out on handling the body and
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 1 what you do during preparation with the usual

 2 funeral services that have to be taken, not only

 3 going to obtain the body but also afterwards in the

 4 preparatory work and then the services, et cetera.

 5             I think part of the responsibility of

 6 the staff, because you're in a long -- you're in a

 7 relationship, and, of course, this is the new and

 8 evolving -- the gradual thing about palliative care

 9 is the healthcare worker is -- part of that is your

10 overall care, is the care of the patient even after

11 death and to make sure there's proper respect and

12 handling.  And that's just part -- in my mind, part

13 of the duties and responsibilities.

14             Some find it not a pleasant thing to

15 do, but with proper -- as part of the training and

16 knowledge and as physicians, we have to do that as

17 well.  And one has to be as caring as during when

18 they're alive as when afterwards and respecting

19 those type of activities and supervising that to

20 make sure that has been undertaken and respecting

21 that, as well as with the family members.

22             So I think it's a comprehensive thing.

23 It's one that has to be trained and looked after.

24 And sometimes during COVID with fears of infectious

25 disease, people are obviously traumatized, and it's
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 1 a difficult situation, and it's one we have to be

 2 aware of to make sure that all levels of care are

 3 handled with proper empathy and care and compassion

 4 throughout but protecting workers and protecting

 5 the other residents of a long-term care facility

 6 accordingly.

 7             So I think these issues need to be

 8 addressed and to follow so there's a comprehensive

 9 program that everyone has to do their part within

10 their scope of practice, also within their

11 responsibilities and such that they're protected,

12 of course, with occupational health and safety, but

13 all the time respecting the patient.  And the

14 patient is just as important to be handled

15 post-mortum as they are when they're alive.

16             COMMISSIONER FRANK MARROCCO (CHAIR):

17 But you're a doctor; Dr. Kitts is a doctor.  Nurses

18 live with death, and doctors live with death.  It's

19 having to put the -- it's the burial.  It's picking

20 up the body, putting it in a bag, zipping up the

21 bag, putting the bag on a trolley or however you

22 convey it to get it down and out the front door.

23             I'm not sure why that would be -- and

24 I'm asking.  I'm not arguing.  I'm asking why that

25 would be within the scope of practice of a doctor
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 1 or a nurse or a personal support worker as opposed

 2 to someone who works in a funeral home.

 3             DR. DAVID WILLIAMS:  I would say,

 4 since -- because I get the historic of it, since

 5 my -- one of my -- my daughter is a nurse

 6 practitioner and is the lead on a palliative care

 7 team, and one of the responsibilities is to do a

 8 lot of care taking foot moldings of children after

 9 they die with the family members, escorting them

10 down to the morgue in a very sensitive way, and

11 looking at all these different things.

12             This is part of the comprehensive care.

13 It isn't just handing off.  And they want to be

14 assured that that is done in a way that is

15 conducive to what the family has seen too.  So it's

16 part of the ongoing care.  It's not just a

17 divestment.  And so I think it's that comprehensive

18 care right through.

19             So I see it as part of those

20 responsibilities, who puts the body in the body

21 bag.  If it isn't done sensibility, then you should

22 be there as the staff, that you're watching, seeing

23 it's done correctly.  You have to remove all the --

24 some instruments and things.

25             There's things around coronerial care
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 1 that you can't touch certain parts until the

 2 coroner gets to give the clearance, and there's

 3 protocols and processes that all have to be

 4 undertaken that may seem to be less than personal

 5 at that time, but there's rules and regulations

 6 that have to be followed as well and documentation

 7 of materials.

 8             So it's not a dumping-off.  It's a

 9 clear, careful, caring hand-off from one person to

10 the other in a way that respects the property of

11 the patient and the family members as well.

12             So I see it as one that we always have

13 to work at, and we always want to make sure it's

14 done with care and compassion throughout.

15             COMMISSIONER FRANK MARROCCO (CHAIR):

16 Yeah, Dr. Kitts.  Well, go ahead, Doctor, and

17 then...

18             COMMISSIONER JACK KITTS:  Yeah.  Just,

19 you're all aware, as you mentioned, Dr. Williams,

20 it might have been part of the strict policy of who

21 can come in and who can't, whoever was doing that

22 before COVID.

23             But you're all aware of the concerns

24 around the, I guess, unintended consequences or

25 repercussions of a strict visitor policy in
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 1 long-term care homes and the request to have

 2 somebody, either a caregiver or an essential

 3 visitor -- I'm certain that you're working on that

 4 policy.

 5             I just wanted to make sure because it's

 6 been raised a lot of times at the Commission that

 7 everybody understands that the unintended

 8 consequence may have done more mental harm than

 9 maybe had we prevented COVID.

10             So just wanted to raise that to make

11 sure that you're looking at that.

12             RICHARD STEELE:  Definitely.  I think

13 the whole issue of visitors and the balancing

14 between infection control, and, as you say, the

15 mental and general well-being of residents and the

16 challenges associated with not allowing visitors, I

17 think this has been an area of great concern and

18 focus.  You're frankly right from the -- right

19 from, you know, fairly early days, a decision was

20 made quite quickly to limit visitors.

21             From May onwards, we have been -- you

22 know, we have made a series of changes to the

23 visitor policy to -- I think the most, you know,

24 recent substantive change in September.  I think

25 our general thinking at this point is while we may
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 1 well need to -- as community infection rates ramp

 2 up, we may well need to restrict, you know, general

 3 visitors, that caregivers, whether they be family

 4 caregivers or other caregivers, we really want to

 5 ensure can continue to have access throughout the

 6 period.

 7             So our thinking and our policy has been

 8 very much framed around how do we enable that.

 9 They obviously play a -- you know, caregivers play

10 a critical role complementing the staff of

11 long-term care, and, you know, obviously hugely

12 beneficial for that family member or whatever the

13 relationship; beneficial for the resident as well.

14             So I think we're, you know, fully

15 agreed:  It's a difficult one, and I suspect

16 we'll never get it a hundred -- we certainly won't

17 satisfy everybody at the same time.  I hope we've

18 got the balance more or less right, but my guess is

19 we'll need to continue to tweak it as we go forward

20 and as the -- you know, as the pandemic evolves.

21             But yes.  The short answer to your

22 question is, yes, it is very much something that's

23 top of mind for us.

24             COMMISSIONER JACK KITTS:  Thank you,

25 Richard.
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 1             COMMISSIONER FRANK MARROCCO (CHAIR):

 2 Commissioner Coke, you had...?

 3             COMMISSIONER ANGELA COKE:  I was

 4 actually going to ask about the same thing, the

 5 visitor policy, but now I'll just move to something

 6 else that we hear a lot about.

 7             I know you've given some funding in the

 8 immediate term to do sort of minor capital things,

 9 but a lot of people have also talked about their

10 concerns in terms of redevelopment of beds or new

11 beds, the length of time, the approval processes,

12 and the fact that the length of time to get these

13 things going, the challenge in terms of trying to

14 keep up and meet with the growing demand, the

15 process by which we're doing these things is just

16 going to take too long.

17             So I'm just interested in what is

18 happening in terms of modernizing the way that you

19 do development or speeding up that process, or else

20 we're going to have a very serious gap over time.

21             RICHARD STEELE:  Yeah.  Thanks,

22 Commissioner Coke.  I think there's a few aspects

23 to that that I can speak to.

24             I think it is important to recognize --

25 I think, you know, people focus in on the approval
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 1 process, and there's absolutely, I think,

 2 opportunity to continue to improve the overall

 3 licensing and development approval process.  That's

 4 one we continue to look at from the ministry

 5 perspective around, you know, are there further

 6 opportunities to collapse, condense, speed that up.

 7             I think in many ways, the more

 8 fundamental problem we've had with development

 9 projects is the economics of development.  So even

10 where we may have allocated beds to a project, the

11 project is not moving forward because the economics

12 of it don't make sense to the proponents.

13             So they've got the beds allocated, but

14 the project is not moving forward because either

15 the economics don't work, the financing can't be

16 put in place, or land can't be acquired, and those

17 three things kind of all fit together.

18             So, you know, a critical response to

19 that has been the announcement that was made

20 earlier in the summer and has been rolled out, you

21 know, through the summer of a refreshed capital

22 funding subsidiary policy for long-term care

23 development that essentially, you know, tries to

24 address what the sector has told us in terms of

25 some of the, you know, economic barriers to moving
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 1 projects forward.

 2             It really does that in a couple of

 3 ways.  One is to provide, you know, higher levels

 4 of funding in areas where costs, development costs

 5 are higher, so particularly in, you know, major

 6 urban areas and also provide some of the funding,

 7 essentially upfront -- but not upfront prior to the

 8 project but upfront in terms of a substantial

 9 completion of construction.

10             So we do anticipate that that will, you

11 know, unlock the ability for projects to move

12 forward, and it is true that they nevertheless do

13 take, you know, a considerable amount of time for a

14 proponent to acquire the land, get the necessary

15 zoning and municipal approvals, and then actually

16 do the construction.

17             We have been working with kind of a few

18 other instruments and piloting a few other

19 approaches to see if there are other successful

20 ways of accelerating developments.  As you're

21 probably aware, the government did announce a

22 number of accelerated build projects, and I think,

23 perhaps, the team has briefed you on some of this.

24             So that's one approach is essentially

25 using accelerated construction; also using some of
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 1 the tools that are available through the Minister

 2 of Municipal Affairs and Housing to use ministry

 3 zoning orders to try to expedite some of the

 4 municipal zoning and approval process as well.

 5             So those are the tools that are being

 6 used for both the accelerated build projects and

 7 also for some projects that we are contemplating on

 8 a number of sites of surplus government land where

 9 we're contemplating moving forward with long-term

10 care projects.

11             So, you know, those are a number of the

12 things we're doing, and again, I would note that we

13 do continue to look at our own approval process and

14 what can we do to speed things up at our end so

15 that once a new developer is ready to go that we're

16 not the obstacle to progress and speed.

17             COMMISSIONER ANGELA COKE:  Okay.  Can I

18 ask one more question, sorry, just on funding.

19             I mean, clearly, the whole sector needs

20 a huge injection in investment and funding, but my

21 question is more around the particular:  Is there

22 any work going on to look at how you modernize the

23 funding model and how you do that in such a way

24 that can incent better outcomes?

25             RICHARD STEELE:  So I will say it's
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 1 absolutely on our radar screen in terms of our

 2 overall modernization framework for the sector.

 3 We've certainly -- you know, I've certainly heard

 4 what I'm sure you've heard, that the funding

 5 formula is very complex, difficult to understand,

 6 and doesn't pose, you know, significant

 7 administrative burden as well.  So definitely

 8 recognize that.

 9             You know, realistically, I think in

10 terms of moving forward progress, we do need to

11 prioritize a little bit in terms of I don't think

12 we can solve every, every problem in the sector

13 overnight, and I think, you know, there are some

14 things we need to probably focus on first and then

15 get to other things.

16             So definitely, I would say kind of top

17 of our list right now is staffing and the physical

18 infrastructure development as the top priorities,

19 but definitely, yes, the funding mechanism and

20 approach is on our list to really think through and

21 develop some options for the government on.

22             COMMISSIONER ANGELA COKE:  Thank you.

23             COMMISSIONER FRANK MARROCCO (CHAIR):  I

24 think -- I didn't take a break.  I think we really

25 reached the end of the questioning, unless I'm
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 1 overruled by the other two Commissioners.

 2             Commissioner Kitts?

 3             COMMISSIONER JACK KITTS:  I have just

 4 one last one.  I think it's going to be short.  I'm

 5 just asking you about your confidence in the local,

 6 regional, and provincial monitoring tables.

 7             Do you have the metrics and do you get

 8 them in real-time and are they accurate and

 9 reflective of what's going on?

10             So just a comment on how you're

11 monitoring the situation to react quickly.

12             RICHARD STEELE:  Well, I'll start from

13 my perspective because there's obviously a number

14 of layers to that, and I'm sure Deputy Angus and

15 Dr. Williams will want to jump in too.

16             Specifically in terms of the long-term

17 care situation and particularly in terms of, you

18 know, outbreak status, I think the short answer is

19 "yes."  I think we have -- and, in fact, that's,

20 you know, one of the things that we have had

21 throughout is relatively good and relatively

22 real-time data that has, you know, allowed us to at

23 least have good visibility on what is going on.

24             I won't say it's perfect.  The data we

25 rely on, you know, most for real-time is
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 1 self-reported from long-term care homes.  But I

 2 would say in general, it has been timely, and I

 3 don't think we've seen any significant misses in

 4 terms of, you know, an outbreak occurring that we

 5 weren't aware of quickly.

 6             So I think the short answer is "yes."

 7 I think we're confident in that general data.

 8             More generally, in terms of data in

 9 long-term care and, you know, data for strategic

10 planning, I would say we have a lot of work to do.

11 And definitely, you know, a data strategy and

12 ensuring just a general, better understanding

13 across a whole range of metrics of what is

14 happening with the sector, I think we've got a lot

15 work to do.

16             But in terms of immediate outbreak

17 response in long-term care, I think that's

18 something I'm comfortable with.

19             COMMISSIONER JACK KITTS:  Thank you.

20             HELEN ANGUS:  Yeah, I would agree.  I'd

21 say that since, I guess, September, we're meeting

22 every morning at 7 o'clock, looking at outbreaks

23 across a variety of different contexts -- long-term

24 care, of course, being one of them -- but also

25 looking at schools and other places, and we have --
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 1             [Dog barking]

 2             Sorry, I have a puppy here.  We have

 3 data on -- that we get sort of, you know,

 4 quantitatively, but we also get a qualitative

 5 report in through the Ministry Emergency Operations

 6 Centre.  So there's kind of a reach-out across the

 7 province, so it's not just numbers on the page.

 8             There's actually context and

 9 interpretation, and, you know, I think the

10 intelligence of local leadership, particularly

11 public health units, on whether the situation is

12 manageable because sometimes you can't tell -- you

13 know, if the number is three, what does it really

14 mean?

15             And I think the history, the experience

16 on the ground, the context really makes a

17 difference.  And so we're blending those two

18 together, and that's separate from the IMS.  But

19 that really -- I'm finding that enormously helpful.

20             COMMISSIONER JACK KITTS:  Thank you.

21             DR. DAVID WILLIAMS:  [Indecipherable]

22 as the deputies alluded to, where we have many

23 layers, and you have overall oversight groups

24 looking at data, looking at surveillance, looking

25 at reporting.  And so you're looking at not only
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 1 the accumulation, the analysis, the interpretation

 2 and the rigors, and, I guess, weaknesses and gaps

 3 if you can identify them quickly because it's an

 4 evolving situation.

 5             So you always have to be on top of that

 6 and looking at nuance and how you can improve it

 7 all the time, both in rapidity but at the same time

 8 not trying to overwhelm the local staff resources

 9 with too much surveillance information because they

10 got to get on and do their job at the same time.

11 So you have to be what's most effective and

12 efficient.

13             COMMISSIONER JACK KITTS:  Thank you.

14             COMMISSIONER FRANK MARROCCO (CHAIR):

15 Well, thank you, all.  Getting access to the three

16 of you all at one time and one place I can imagine

17 is a bit of a struggle, and I appreciate you making

18 the effort to get together for this.

19             [Dog barking]

20             It helps us and allows us to ask some

21 questions and -- oh, don't worry about the dog.

22 It's not a -- there's something going on in

23 every -- mostly my time is with the Rogers cable

24 people interrupting what I'm trying to do.

25             RICHARD STEELE:  I want to know if a



Long Term Care Covid-19 Commission Mtg. 
Meeting with DM Angus, DM Steele, and CMOH Dr. Williams on 10/16/2020  88

neesonsreporting.com
416.413.7755

 1 dog gets captured in the transcript.

 2             HELEN ANGUS:  Yeah.  He is a puppy, and

 3 I must say that he has kept me company.  He's not

 4 being particularly well-behaved because it's

 5 dinnertime, but he has kept me company through

 6 COVID.  So he's about nine months old, so, you

 7 know, we've got a little work to do with him.

 8             COMMISSIONER FRANK MARROCCO (CHAIR):

 9 Well, as I was sort of saying, thanks for your

10 answers and for listening to our questions and

11 responding to them, and hopefully it'll help us do

12 our job a little bit better.  So thank you very

13 much, and goodbye.

14             RICHARD STEELE:  Thank you for the

15 thoughtful questions.

16             HELEN ANGUS:  Thank you.  Thank you

17 very much.  Really appreciate your time as well and

18 the work that you're doing.  Take care.

19             COMMISSIONER JACK KITTS:  Thank you,

20 all.

21             COMMISSIONER ANGELA COKE:  Bye.

22             COMMISSIONER JACK KITTS:  Thanks.

23

24 -- Adjourned at 5:19 p.m.

25
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 01  -- Upon commencing at 3:30 p.m. --
 02  
 03              COMMISSIONER FRANK MARROCCO (CHAIR):
 04  May as well get started.  I sort of say this to
 05  everybody -- it's not exactly a secret anymore --
 06  but the Commission, our Commission was created in a
 07  kind of funny circumstance because, normally,
 08  you're looking back at something that happened, and
 09  you try to explain it to people.
 10              We've been created in the middle of
 11  something and it's not over and it may not be
 12  entirely predictable, either.  So it's a bit of a
 13  different experience in terms of inquiries.
 14              Right now, we're focused on the idea
 15  that we should try to say something in the short
 16  run rather than follow the traditional path of
 17  investigating and having hearings and then writing
 18  a report, all of which can take a long time.
 19              And so we don't think that would be
 20  particularly useful, but we thought perhaps lending
 21  our voice to some recommendations that have been
 22  made or coming up with some of our own in the short
 23  run might be more helpful.
 24              So we would be appreciative of any help
 25  you could give us in that regard, and we're very
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 01  thankful that the three of you are able to make
 02  time to come here.
 03              In terms of the practice, the process,
 04  we tend to ask questions as we go along rather than
 05  waiting for people to finish and go back and try to
 06  recollect where they were.  And so with your
 07  permission, we would just interrupt with a question
 08  if we have one and just ask it.  It's worked pretty
 09  efficiently in the past.
 10              Secondly, I've probably -- it's 3:30,
 11  so probably around 4:30, quarter to 5, take a break
 12  for ten minutes.  So if somebody's speaking and
 13  they think it's an appropriate time for a break,
 14  let me know, and we'll do it, failing which, I'll
 15  just break myself.
 16              So with that said, we're ready when you
 17  are.  So that's it from our end.
 18              RICHARD STEELE:  So maybe,
 19  Commissioner Marrocco, I could just ask a quick
 20  question on clarification because I'm just a bit
 21  concerned that we're all on the same page.  I think
 22  we had understood coming into the conversation that
 23  the Commissioners had some thoughts they wanted to
 24  share with us.  I don't think we came with a
 25  presentation.  We haven't understood that to be the
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 01  request this afternoon.
 02              COMMISSIONER FRANK MARROCCO (CHAIR):
 03  Well, I mean, that's fine.  We have some topics
 04  that we're interested in, and -- I mean, I'll
 05  start --
 06              RICHARD STEELE:  Sure.
 07              COMMISSIONER FRANK MARROCCO (CHAIR):
 08  -- and asked about it.
 09              One of the things that we have heard
 10  about has to do with testing.  And we're having
 11  some difficulty figuring out, one, who's
 12  responsible for testing, and secondly, it does seem
 13  that, from what we've been able to find out, that
 14  this antigen testing may be significant, certainly
 15  significant from the point of view of long-term
 16  care facilities.
 17              Because we've heard a great deal of
 18  evidence about people being testing repeatedly, the
 19  negative impacts of testing, of the invasive nature
 20  of that testing over and over again, and the length
 21  of -- and the delay in getting results.
 22              So I think that's an area that we're
 23  interested in trying to understand better.  In
 24  fact, I know it is.  So that's helpful.  Let's
 25  start there.
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 01              HELEN ANGUS:  Yeah.  It's Helen.  I'd
 02  be happy to talk about testing, and perhaps
 03  Dr. Williams might want to join in and add to it.
 04  Of course, I'm not a physician, but I have spent a
 05  lot of time with Dr. Vanessa Allen who works at
 06  Public Health Ontario and so have picked up my
 07  understanding of the uses of the tests as well as
 08  our work with the Federal Government around the
 09  likely arrival dates of those tests.
 10              So, like you, we're very much looking
 11  forward to having a greater array of tests
 12  available in Ontario and specifically for long-term
 13  care.  There's a couple that I think are on deck
 14  that have been subject to media releases from the
 15  Federal Government.  Both are manufactured by
 16  Abbott Laboratories, if I'm not mistaken.
 17              One is a point of care PCR test, and it
 18  has, you know, specific properties, and then the
 19  other one, as you correctly mentioned, is the
 20  antigen test as well.  So the point of care test is
 21  called ID NOW, the antigen test is called Panbio,
 22  and, of course, there's a large pipeline of tests
 23  as well.
 24              And I think you may want to actually
 25  have a session with Dr. Allen around the specifics
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 01  because they each have, you know, unique properties
 02  around, you know, their accuracy for different
 03  populations, whether it's for symptomatic patients
 04  or whether it's for asymptomatic individuals who
 05  may have been exposed to COVID-19.
 06              And unfortunately, we're looking at
 07  the -- the next antigen test that is coming on the
 08  market is the Panbio.  It will achieve, I think,
 09  some of the goals that we have for testing but
 10  maybe not all, and so careful introduction of that
 11  testing modality is going to be important.  By
 12  that -- I mean "unfortunately" -- it still requires
 13  at this point in time a nasal pharyngeal swab.
 14              So it doesn't deal yet with the
 15  discomfort of having a nasal pharyngeal swab, which
 16  people have likened to a, you know, a long pipe
 17  cleaner going to the back of the throat through the
 18  nose is a -- so that's a -- you know, that's a
 19  challenge.  We're looking forward to the Federal
 20  Government allowing the nasal swab for that, and
 21  that, of course, is much less invasive and
 22  particularly for older people.
 23              But, David, you may want to add in sort
 24  of all the different testing modalities, but
 25  certainly, we're pursuing as many as we can in
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 01  concert with the Federal Government.  Of course,
 02  they have the regulatory role, but, you know, I
 03  think that we're probably on the cusp of seeing,
 04  you know, a lot more testing approaches.
 05              And the point of care, I think, will
 06  also be huge, and the application, as you point
 07  out, in long-term care hopefully will be the
 08  game-changer that we all want for --
 09              COMMISSIONER FRANK MARROCCO (CHAIR):
 10  What people -- I guess we've heard two things:
 11  One, that two different kinds of tests have been
 12  approved --
 13              HELEN ANGUS:  Mm-hm.
 14              COMMISSIONER FRANK MARROCCO (CHAIR):
 15  -- and secondly, people are trying to figure out
 16  whether they would be available for long-term care
 17  facilities and when.  I mean, that's --
 18              HELEN ANGUS:  Yeah.  Yeah.
 19              COMMISSIONER FRANK MARROCCO (CHAIR):
 20  I'm sure these are not unusual questions, but from
 21  our perspective, we feel some obligation to try to
 22  understand them better.
 23              HELEN ANGUS:  Of course.  So, you know,
 24  I would recommend that you take a more-detailed
 25  brief on the specific properties because I think
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 01  the antigen test is probably a little better as a
 02  screening tool, which gives it, I think, a real
 03  opportunity in long-term care, both for staff as
 04  well as for residents because it has, I think,
 05  value for repeat testing.
 06              The ID NOW, which is the point of care
 07  PCR testing is probably better for symptomatic
 08  individuals, if I understand that correct and I
 09  have done my studies properly.  And we're still
 10  waiting on delivery dates from the Federal
 11  Government, but I would say they're imminent, and,
 12  you know, the applications in long-term care are
 13  pretty close to if not at the top of the list for
 14  these new testing modalities because we know how
 15  important it is.
 16              I don't know, David, if you wanted to
 17  add to that as a physician and a Chief Medical
 18  Officer of Health?
 19              DR. DAVID WILLIAMS:  Okay.  Well, thank
 20  you.  And the testing all the way along, there's
 21  two modalities:  One is the surveillance or passive
 22  testing, which is what we have been undertaking
 23  where long-term care -- and I know Deputy Steele
 24  could comment on that -- that staff members are
 25  being tested on a regular basis.
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 01              That's in high priority and low
 02  priority -- or not priority -- with levels of
 03  disease in the area.  If it's low numbers versus
 04  high numbers because they're hot zones, et cetera.
 05  So there's that passive surveillance that's going
 06  on in assessing staff who are coming to work in
 07  different locations, and that's been undertaken in
 08  that.
 09              Then we have where there's outbreaks
 10  located, and then under the direction of Public
 11  Health and a local management team, you would do
 12  much more assertive testing of various residents,
 13  people around certain clusters and groups and that.
 14  And so that's more directed by that purpose, and
 15  then -- so you're dealing with that, actually,
 16  within the midst of a high number of cases.  So
 17  it's more of a diagnostic test rather than a
 18  surveillance test.
 19              Now, with that confusion there, as the
 20  Deputy said, one of the challenges that our current
 21  system -- we are using our current laboratory, our
 22  gold standard PCR, which is through our different
 23  labs, and that's the, of course, nasal pharyngeal
 24  swab, and that has high sensitivity and
 25  specificity.  That means it can pick up a high
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 01  percentage -- if it's there, it's going to find it.
 02  And it's specific; it's only finding COVID.  It's
 03  not mixing it up with other ones.
 04              So you look for those two gold
 05  standards to be your testing methodology, and
 06  Dr. Vanessa Allen, of course, could take you all
 07  through this because she lives and breathes it.
 08              And so when we're looking at these new
 09  modalities, instead of send it off to a lab and
 10  having a turnaround of sometimes -- ideally, we
 11  like 24 to 48 hours.  Sometimes it gets a bit
 12  delayed, depends on distances and travel in some of
 13  the more northern remote areas.
 14              And so for rapidity and turnaround
 15  time, which in the middle of some things, you would
 16  like to have these new pieces of equipment,
 17  which -- they're not like carrying on a suitcase;
 18  you have to locate it somewhere.  They have a
 19  turnaround time -- I know the ID NOW has about
 20  15 minutes or less than that, and the Panbio is
 21  about 15 to 20 minutes, the antigen test in that
 22  one.
 23              So the Deputy said they both still
 24  require, unfortunately, nasal pharyngeal, but some
 25  are nasal swabs, so not quite as deep and
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 01  troublesome.
 02              And the difficulty there is that the
 03  Panbio, while being very quick in turnaround, has
 04  less sensitivity and [indecipherable] specificity,
 05  which means, then, if you really use it as a
 06  testing tool because you may have missed some, you
 07  may want to have a confirmatory test done if you
 08  find one, especially if you have a low prevalence
 09  in an area such as the North where there's not much
 10  around.  But in an outbreak, it may be a good
 11  method to quickly tell you and then do some further
 12  testing in there.
 13              And the other one has better
 14  sensitivity and is much better for a diagnostic
 15  test.
 16              So they each have their pros and cons,
 17  and, of course, the whole thing is contingent upon
 18  supply and demand or equipment of Ontario's coming
 19  in, and so we're -- as the Deputies alluded to and
 20  both Deputies will talk about, how to best utilize
 21  these ones and the various pressures and tensions
 22  we have around testing writ large in Ontario, but
 23  also in light of what best fits long-term care both
 24  in ongoing surveillance and then in the midst of an
 25  outbreak.
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 01              So that's a pretty quick synopsis
 02  there, but if you want more detail, it would be
 03  having someone like Dr. Vanessa Allen, who's our
 04  public health laboratory and medical microbiologist
 05  lead.
 06              COMMISSIONER FRANK MARROCCO (CHAIR):  I
 07  guess what was put to us was that now if somebody's
 08  tested and they have no symptoms but they're tested
 09  because they work there, then you have to wait --
 10  they wait, I guess.  They await the results of the
 11  test.  And so I guess that that asymptomatic person
 12  will go to work because you're waiting on the test
 13  result back.
 14              But what they said to us is if you can
 15  get a test back relatively quickly, then even if
 16  you have some false positives and some false
 17  negatives, you're still better off because the
 18  false positives are sent home, which is
 19  unfortunate, but the false -- or rather, the false
 20  negatives are going to slip through, but they're
 21  slipping through anyway under the present system if
 22  they're asymptomatic.
 23              So when people say that to you, it does
 24  seem that they're -- regardless of how accurate the
 25  test is, that if it's approved in Canada, it's
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 01  beneficial -- it's better than what -- it's an
 02  improvement over what we have.
 03              So what we're being asked and what I
 04  guess we're asking you is, will it be made
 05  available, those tests, those short-term tests for
 06  a lack of a better phrase?  Will they be made
 07  available to the staff and the residents in
 08  long-term care facilities?  And if so, is there an
 09  anticipated arrival date?
 10              HELEN ANGUS:  Yes, so those are the
 11  tests that we're looking forward to getting the
 12  first deliveries from the Federal Government.  I've
 13  got a little firmer date on one of the tests, but
 14  hopefully before the end of October, we will have
 15  those tests in our hands, and then deployment into
 16  long-term care, I think, is really part of the
 17  plan.  How we stage those in regions I think we're
 18  still working through.
 19              RICHARD STEELE:  Maybe I could just
 20  add, Helen, in addition:  As you've noted, my
 21  answer also, of course, is that the arrival date
 22  for the antigen testing, which is the Panbio, the
 23  one that would be most appropriate use for this
 24  surveillance testing that you reference,
 25  Commissioner Marrocco, you know, in parallel, while
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 01  we are still waiting for that supply to arrive, we
 02  are actually engaged with Dr. Allen's team at
 03  Public Health Ontario and with Ontario Health and
 04  then our colleagues on Health on actually starting
 05  to work through what would the deployment look
 06  like.
 07              And, in fact, we'll be engaging the
 08  sector in that too to understand -- I think we all
 09  want to start in a controlled way so that we can
 10  understand, you know, how does this really work in
 11  this particular application.
 12              My understanding is that, you know,
 13  some jurisdictions move very quickly with deploying
 14  this test and then have to pull back and rethink
 15  and restart.  So we want to -- you know, we want to
 16  be smart and controlled and plan about this and
 17  make sure we understand, you know, what the value
 18  is, but that is absolutely our plan, and that
 19  planning is happening now.
 20              HELEN ANGUS:  Yeah.  And both tests
 21  will arrive in waves, so they'll probably -- in all
 22  likelihood, there will be some tests and supplies
 23  of the swabs and the little kits that are used in
 24  the machines will arrive in October and then
 25  monthly thereafter to build up to a full fleet
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 01  across the province, and that will likely take
 02  several months.
 03              So we need to deploy them in the places
 04  where they're going to have the most value.
 05  Long-term care, again, top of the list, but what
 06  specific homes are the kinds of things that we're
 07  working through now.
 08              COMMISSIONER FRANK MARROCCO (CHAIR):
 09  Yes, Commissioner Kitts?
 10              COMMISSIONER JACK KITTS:  Just a
 11  follow-up on testing:  We heard that when patients
 12  were COVID positive, it was difficult if not
 13  impossible to either isolate or cohort them within
 14  many of the homes.  And some used hospitals because
 15  in Wave 1, hospitals had some capacity; others used
 16  other ways of creating capacity like buildings and
 17  I think one tent, or at least we're aware of one
 18  tent.
 19              Do you have the similar concerns in
 20  Wave 2 that, again, capacity and infrastructure and
 21  crowding are going to be a real problem in terms of
 22  isolating, cohorting, and managing these patients
 23  and controlling an outbreak?
 24              RICHARD STEELE:  Helen, would you like
 25  me to start?  And you might have some observations
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 01  on this one too.
 02              HELEN ANGUS:  Sure.
 03              RICHARD STEELE:  So, thank you.  I
 04  mean, a few thoughts.  This is a complicated one,
 05  and it's one we've had a, you know, a few lines of
 06  discussion on.
 07              I think capacity and crowdedness is
 08  absolutely a concern.  We know from Wave 1 that
 09  some of the older homes, what we would call Class C
 10  homes, you know, generally less space, some three-,
 11  four-bed rooms definitely did -- you know, the data
 12  seems to indicate were at higher risk of infection
 13  and mortality from the disease.  So absolutely a
 14  concern.
 15              A few things:  As you probably know,
 16  and Dr. Williams can speak to the directives,
 17  Directive 3 -- as part of our overall Policy of
 18  Admissions -- did limit admissions to three- and
 19  four-bed rooms.  So if you look at occupancy in
 20  long-term care now compared to where it was in, you
 21  know, March and into early April, we started Wave 1
 22  at about 99 percent occupancy.
 23              We're now -- you know, data is not
 24  perfect, but data, the latest comprehensive data we
 25  have from the end of July has us at about
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 01  94 percent occupancy.  So we have seen a
 02  significant reduction in crowdedness, and we've
 03  certainly seen some significant progress in terms
 04  of the number of residents in three- and four-bed
 05  rooms.
 06              The ministry is currently doing a
 07  survey of the sector to get detailed, real-time
 08  data on exactly, you know, where do we stand right
 09  now, and, Your Honour, on a weekly basis, we'll be
 10  updating that data with you.  Why don't we start
 11  with the three- and four-bed room issue.
 12              So that's one piece of it is to
 13  actually try to, you know, address at least some of
 14  the issue of crowdedness.
 15              A lot of conversation around the merits
 16  and demerits of decanting as an option, as a tactic
 17  for responding to COVID, a COVID outbreak; it's a
 18  suggestion that certainly many have raised.
 19              In response to that, what the two --
 20  what Deputy Angus and myself along with
 21  Matt Anderson, the president of Ontario Health,
 22  requested was that a taskforce come together and
 23  look at a range of issues around, really, two sides
 24  of the same coin:  Issues around admissions into
 25  long-term care and some of the challenges that
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 01  were -- you know, as we try to reduce crowdedness,
 02  some of the challenges that were being experienced
 03  with admission of patients from hospital into
 04  long-term care on the one side, and then on the
 05  other side, to look at the question of what role
 06  does decanting play as a response to COVID
 07  outbreak.
 08              You know, the thinking of that
 09  taskforce and -- in particular, we had a couple of
 10  clinicians representing both the acute care and
 11  long-term care clinical perspective.  What they
 12  concluded was that as a general -- and happy to
 13  share this material with you.
 14              As a general kind of universal tactic,
 15  decanting was not recommended for a variety of
 16  reasons related to both the well-being of the
 17  individual resident, the overall kind of system
 18  pressure and impacts, and frankly, the experience
 19  in a number of homes that -- by the time you've
 20  actually identified, you know, who's positive and
 21  might actually be a candidate for decanting, you
 22  know, spread has already happened.
 23              And we've certainly seen some of that
 24  in some of our recent outbreaks.  It happens very
 25  fast, and decanting, you know, is maybe not
�0021
 01  something that can be done fast enough.
 02              There was a recognition that in certain
 03  circumstances, based on kind of on-the-ground
 04  assessment between clinicians in the long-term care
 05  home, clinicians in the hospital, and, you know,
 06  local public health, there may be circumstances
 07  where a home was just not able to cope, that
 08  decanting could be an appropriate option.
 09              It was used in a number of instances in
 10  Wave 1.  So there was a recognition that it could
 11  be an appropriate option in certain circumstances,
 12  obviously with the consent of other residents,
 13  which is critical.
 14              COMMISSIONER JACK KITTS:  Okay.  So in
 15  the case of not being able to decant, have
 16  structural engineers, IPAC specialists, the
 17  physicians and specialists you talked about, looked
 18  at each home to determine whether there's any
 19  structural things that they can do to help protect
 20  in the event that you can't cohort?
 21              RICHARD STEELE:  I don't think there's
 22  been a -- you know, a detailed assessment of each
 23  home.  There is absolutely some guidance, I
 24  believe, that's been provided around, you know,
 25  what some of the best practices and recommendations
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 01  are.
 02              And the ministry has actually just
 03  provided some additional funding to the sector to
 04  make -- you know, really, to -- so that they can
 05  implement some of those best practices, again,
 06  where the physical space is limited so that they
 07  can implement some best practices to enhance
 08  infection prevention and control and ability to
 09  cohort in the homes.  That's actually funding that
 10  we just pushed out last week.
 11              COMMISSIONER JACK KITTS:  Thank you.
 12              COMMISSIONER FRANK MARROCCO (CHAIR):
 13  Mr. Steele, what caused the homes to be less
 14  crowded?  Was it that the people died?
 15              RICHARD STEELE:  Um...
 16              COMMISSIONER FRANK MARROCCO (CHAIR):
 17  Where did they go?
 18              RICHARD STEELE:  Oh, I see what you're
 19  saying.  Yes, fundamentally, just -- you know, the
 20  reality is, you know, unfortunately, every year in
 21  long-term care, approximately 22,000 residents die
 22  every year.  So there is a degree of turnover every
 23  year, and as -- and not related to COVID.  I mean,
 24  the COVID was in addition, if you like, but just in
 25  the regular course of long-term care, you know,
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 01  reality, I guess, every year, space gets created.
 02              And what's happened this year is all of
 03  that space has not been filled because of the
 04  directive to not admit into ward rooms if there are
 05  already two people in those rooms.
 06              COMMISSIONER FRANK MARROCCO (CHAIR):
 07  So there's a decrease in the number of people -- am
 08  I understanding correctly:  There's a decrease in
 09  the number of people because the number of people
 10  that can reside in these homes has been reduced
 11  because -- for example, four-bed room -- or
 12  four-person rooms have become two-person rooms.
 13              Is that what you mean when you say it's
 14  at 94 percent or it --
 15              RICHARD STEELE:  Correct.  That's --
 16  sorry, go ahead.
 17              COMMISSIONER FRANK MARROCCO (CHAIR):
 18  Yeah, so then there's actually no more capacity?
 19  The capacity's gone down?
 20              RICHARD STEELE:  The effective capacity
 21  has gone down.  That's absolutely correct.  There
 22  is -- you know, fundamentally, there may be some
 23  changes around the edges.  Fundamentally, the
 24  capacity in long-term care has not increased.  It
 25  has, indeed, decreased for a few reasons.
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 01              The primary one would be not admitting
 02  into three- and four-bed rooms, and I do want to be
 03  really clear on this point because I think there's
 04  been some misunderstanding in, you know, various
 05  conversations in the media and so on.
 06              At this point, it isn't government
 07  policy that there can't be three and four residents
 08  in a room.  The directive is -- and, again,
 09  Dr. Williams may want to speak to this because it
 10  is a public health directive.  The directive is, at
 11  this point, that a home cannot admit -- where a
 12  vacancy is created, a home cannot admit a new
 13  resident into a space in a three- or four-bed room
 14  that would bring occupancy above two in that room.
 15              So that is the primary reason why we've
 16  seen occupancy come down.  There are a couple of
 17  others, probably the most significant one being, we
 18  have -- the direction also does require homes to
 19  maintain some capacity for isolation so that in the
 20  event of an outbreak or a case being identified,
 21  they do have some ability to isolate those
 22  residents.
 23              So homes are holding some capacity
 24  essentially vacant in order to precisely address
 25  isolation should a case be detected in the home.
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 01              So those two things are the two primary
 02  drivers of what's creating that reduction in
 03  occupancy, but you're absolutely right:  It does
 04  not reflect an increase in capacity.  It
 05  effectively reflects a decrease in available space
 06  in the system.
 07              COMMISSIONER FRANK MARROCCO (CHAIR):
 08  Given the decrease in available space, do you think
 09  it might have made sense, for example, when the
 10  military were here, to ask them to create small
 11  field hospitals in the vicinity of these homes or
 12  within the local health units so that if you did
 13  have to move people, the capacity to move them
 14  would be there?
 15              RICHARD STEELE:  Well, again, I think
 16  that's a slightly different question.  I think --
 17  again, I think there's kind of two issues.  There's
 18  the question of, if you've got an outbreak in the
 19  home, what's the best way to handle it, what's the
 20  best way to manage it, and to what extent does
 21  moving residents out -- you know, to what extent is
 22  that part of the response to managing an outbreak?
 23  And that's what I referred to you before.
 24              And then the second question is, if
 25  we've reduced capacity in the system, what's the
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 01  upstream pressure that gets created there in terms
 02  of what happens to those patients in hospital who
 03  would normally be moving into long-term care, who
 04  now, to some degree, are being blocked, what would
 05  be called alternate-level-of-care patients.
 06              And Deputy Angus may want to speak to
 07  some of the work the Ministry of Health is doing on
 08  that front.
 09              COMMISSIONER FRANK MARROCCO (CHAIR):
 10  But the --
 11              HELEN ANGUS:  Sure.
 12              COMMISSIONER FRANK MARROCCO (CHAIR):
 13  If I could just --
 14              RICHARD STEELE:  Sorry, yeah.
 15              COMMISSIONER FRANK MARROCCO (CHAIR):
 16  -- try to get this clear.  If you have homes where,
 17  because they're old, relatively speaking, you can't
 18  segregate effectively, then wouldn't you need a
 19  place where you could put the people so you could
 20  comply with the directive that you segregate?
 21              RICHARD STEELE:  I think -- I'm just
 22  making sure I kind of understand the question.
 23              I think in a perfect world, we would
 24  have everybody in one- or two-bed rooms.  I think
 25  the challenge is, there is capacity pressure, you
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 01  know, right across the system.  There's capacity
 02  pressure in long-term care.  There's capacity
 03  pressure in acute care.  There's capacity pressure
 04  in the community.
 05              So I think, you know, that is a reality
 06  that everybody's trying to respond to, and the
 07  question is, if there is -- you know, if there is
 08  alternative capacity that can be made available,
 09  which, again, is some of the work the Ministry of
 10  Health is working on, you know, what is the best
 11  way to use that capacity?
 12              So at this point, I don't think we
 13  have -- we're trying to bring down the occupancy in
 14  homes, but at this point, I don't think we're
 15  planning to take steps to try to empty homes out
 16  more aggressively because I think the challenge is,
 17  you know, where would they go?  Where would
 18  residents go that would provide a safe environment
 19  and comfortable environment for them to be in?
 20              I'm not sure that we'd be wanting to
 21  move residents out of, you know, what are
 22  effectively their homes into a field hospital
 23  environment, you know, on a large-scale basis.  I'm
 24  not sure that would be an appropriate measure to
 25  take.
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 01              COMMISSIONER FRANK MARROCCO (CHAIR):  I
 02  don't mean to -- I'm just trying to understand it,
 03  which is why I keep asking the questions.
 04              If you have an environment in which the
 05  virus is active, wouldn't it be better to move the
 06  person -- and you have a home where you can't
 07  segregate, wouldn't it be better to move the person
 08  out or move some -- I mean, wouldn't it be
 09  better -- don't you have to segregate, then, by
 10  moving the person somewhere to comply with the
 11  directive?
 12              RICHARD STEELE:  Well, to be clear, I
 13  don't think anyone is suggesting a home wouldn't be
 14  compliant with a directive.  If there is an
 15  outbreak, the home would be cohorting the
 16  residents.  That doesn't necessarily mean everybody
 17  has to be in one room, but they would be expected
 18  and required to cohort the residents between, you
 19  know, positive and suspect and negative residents.
 20              That is a requirement, and that would
 21  be an expectation that that happens, whether the
 22  home is new or old.
 23              I think the issue is, not so much is
 24  there an expectation to cohort; there absolutely
 25  would be in every case.  I think the question is,
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 01  is there a role for decanting residents in those
 02  circumstances?  Is that an effective -- is that an
 03  effective approach to achieving the, if you like,
 04  the cohorting.
 05              And again, the kind of clinical advice
 06  we're getting is that, as a general rule, that
 07  would not be recommended.  In some specific
 08  circumstances, it may be appropriate.
 09              COMMISSIONER FRANK MARROCCO (CHAIR):
 10  Okay.
 11              COMMISSIONER ANGELA COKE:  Can I ask a
 12  question on a different topic all together, but
 13  obviously one of great concern.
 14              The staffing issue, obviously, is
 15  central to the issues that are going on, and you
 16  have a comprehensive study that does capture the
 17  complexity of the issues, and, you know, very
 18  well-documented.  So I'm interested in how that
 19  study is being actioned.
 20              RICHARD STEELE:  Yeah.  Thank you,
 21  Commissioner Coke.  I can certainly speak to that.
 22              Essentially, a significant amount of
 23  work happening within my ministry and also within
 24  the Ministry of Health on a couple of fronts:
 25  There is some short-term work that is happening as
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 01  a matter of priority in terms of the COVID
 02  response.
 03              So a range of programming being put in
 04  place to try to enhance, you know, near-term
 05  capacity as part of the COVID response both in
 06  terms of PSWs, in terms of nursing staff, in terms
 07  of, you know, non-clinical resident aides,
 08  supportive care workers, essentially looking at
 09  increasing capacity through both recruitment and
 10  training and combinations of the two over what I
 11  would say is, you know, the period of a Wave 2.
 12              So starting now, you have a number of
 13  programs online to incent PSWs, for example, who
 14  have been trained but have chosen not to work in
 15  the field, to incent them to come, you know, back
 16  into the field and work in -- whether it's
 17  long-term care or community care, and a range of
 18  programs looking at fast-tracking training for PSWs
 19  and providing, you know, some level of training for
 20  kind of pre-PSW-type roles, what we call resident
 21  aides or supportive care workers, who could be
 22  playing a role to complement staffing in long-term
 23  care.
 24              So that work is all happening as a
 25  matter of priority across the two ministries, and,
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 01  in fact, supported by our partners at Ministry of
 02  Labour, Training and Skills Development and the
 03  Ministry of Colleges and Universities.  So a
 04  significant effort on that front that is starting
 05  to bear fruit.
 06              So the PSW Return of Service Program
 07  was launched a number of weeks ago.  Employers have
 08  put in a large number of applications, and the
 09  process is now happening of identifying individuals
 10  that can fill those roles, as an example.
 11              More fundamentally, on the
 12  recommendations of the staffing strategy -- sorry,
 13  of the staffing study, particularly recommendations
 14  around, you know, what I think was a fairly strong
 15  consensus from the advisory group that an increase
 16  in the hours of care would be required and a number
 17  of the other recommendations, that is essentially
 18  policy work that is happening in the ministry now
 19  and would need to go through the regular government
 20  decision-making process to Cabinet and ultimately
 21  to Treasury Board and through the business planning
 22  process for what would, of course, be -- you know,
 23  should the government make those decisions for the
 24  funding that would be required to implement them.
 25              COMMISSIONER ANGELA COKE:  Okay.  Thank
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 01  you.
 02              COMMISSIONER FRANK MARROCCO (CHAIR):
 03  How long does something like that take?
 04              RICHARD STEELE:  Well, that -- Helen is
 05  smiling there.
 06              COMMISSIONER FRANK MARROCCO (CHAIR):
 07  She's not answering, either.
 08              HELEN ANGUS:  I get it.  When --
 09              COMMISSIONER FRANK MARROCCO (CHAIR):
 10  She's giving the answer to you.
 11              RICHARD STEELE:  Well, it really does
 12  depend.  I know that's not much of an answer, but
 13  it really does depend.  You know, it is the Cabinet
 14  decision-making process, so, you know, ultimately,
 15  we don't control that.  We can control -- we can
 16  control our work, but, you know, it depends.
 17              COMMISSIONER FRANK MARROCCO (CHAIR):
 18  You know, I don't think I'm saying anything to you
 19  you don't understand, and I appreciate what you
 20  said in terms of where the decision has to be made.
 21              It's just that we have the impression
 22  that we're in the middle of something, of Wave 2,
 23  and who knows, maybe there'll be a Wave 3 or maybe
 24  this Wave 2 will last longer and so on and so
 25  forth.  In other words, the impression we're
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 01  getting from what we're hearing is that there is an
 02  immediacy to this, a sense of urgency, and so
 03  that's what prompts the question.
 04              And I'm sure it's occurred to you, and
 05  I'm not telling you anything you don't know, that a
 06  process whereby this thing wanders around for a
 07  while, the -- events are happening, you know, at a
 08  much -- well, you know better than I do how quickly
 09  these things can change.  And certainly
 10  Dr. Williams would because people are -- Toronto's
 11  back and had to change its status and so on.
 12              There seems to me to be a sense of
 13  urgency to it, but what you're describing doesn't
 14  seem urgent, and I'm not suggesting it's your
 15  fault.  I'm just --
 16              HELEN ANGUS:  Can I --
 17              COMMISSIONER FRANK MARROCCO (CHAIR):
 18  -- trying to understand it better.
 19              RICHARD STEELE:  Can I respond to that?
 20  I, again, would --
 21              COMMISSIONER FRANK MARROCCO (CHAIR):
 22  Of course.
 23              RICHARD STEELE:  I would draw the
 24  distinction between the things that we're doing as
 25  part of an immediate COVID response, which, you
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 01  know, still -- of course, it involves some level of
 02  government decision-making.  In many of them, we
 03  have the funding in place, we have the policy
 04  approval in place, and they are happening as we
 05  speak.
 06              There are some other additional
 07  initiatives that may require some further approval,
 08  but all of those happening in real-time -- and
 09  these are the things that will deliver results, you
 10  know, as I say, in the course of the coming weeks
 11  and months.  So there is absolutely a track that is
 12  very much focused on precisely what you're speaking
 13  to, which is the need for urgency.
 14              I think it is important to recognize,
 15  and I don't think anyone in the staffing advisory
 16  group would say anything different:  You know,
 17  their recommendation of reaching four hours of care
 18  is a very, very substantial change to the current
 19  system.
 20              And even if everybody -- the
 21  government, the sector, all of us -- even if people
 22  wanted to implement that tomorrow, it couldn't be
 23  implemented tomorrow.  It actually requires many
 24  thousands of employees, new employees, who just
 25  don't exist in the system right now to accomplish
�0035
 01  that.
 02              So I think, you know, there is
 03  absolutely an immediate response, and then there is
 04  a longer-term response that is about a, I think,
 05  a -- you know, a much more -- what would ultimately
 06  be a more substantive, and frankly not -- I don't
 07  want to suggest long term but would have to --
 08  would certainly take some time to put in place to
 09  implement the recommendations of the advisory
 10  group.
 11              The recommendations of the advisory
 12  group in, you know, in totality, again, represent
 13  quite fundamental change.  Again, lots of merit to
 14  it, but fundamental change that will take --
 15  practically speaking, would take, if the government
 16  chose to go down that path would take, you know,
 17  considerable time to implement.  Not because
 18  anybody lacks a sense of urgency but just because
 19  of the practical reality of the amount of change
 20  and the amount of human resource that would be
 21  required to exercise on that.
 22              COMMISSIONER FRANK MARROCCO (CHAIR):
 23  But that wouldn't be a reason not to put the policy
 24  in place.  That might be a reason why you can't
 25  achieve the objective that the policy is directed
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 01  to, immediately upon putting the policy in place.
 02  Do I have that right?
 03              RICHARD STEELE:  That's fair, but
 04  putting the policy in place, again, ultimately
 05  would be, you know, of course, a significant
 06  decision of the government.
 07              COMMISSIONER FRANK MARROCCO (CHAIR):
 08  Okay.  I don't want to monopolize -- do either
 09  of -- yes, Commissioner Coke?
 10              COMMISSIONER ANGELA COKE:  I'm trying
 11  to just understand:  How are you being assured that
 12  these homes are doing a better job in terms of
 13  complying with those IPAC measures this time
 14  around?  How are you getting assurance that what
 15  they're supposed to be doing is, in fact,
 16  happening?
 17              RICHARD STEELE:  Yeah, thank you.  So a
 18  few different things happening.
 19              You know, obviously, as I think we
 20  talked about, we did have all homes complete a
 21  preparedness assessment themselves through the
 22  course of the summer, which was, you know,
 23  developed based on experience and lessons learned
 24  through Wave 1.  So really, you know, having them
 25  ask themselves the probing questions around their
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 01  own readiness.  So there's a self-assessment
 02  element there.
 03              There has been a lot of work done, you
 04  know, really from the summer through September and
 05  this month in terms of IPAC audits from, you know,
 06  various IPAC teams from Public Health Ontario,
 07  hospitals.  You know, that capacity is located in a
 08  number of different areas, going into homes and
 09  doing the audits of IPAC.
 10              Our inspections have also continued.
 11  Our inspectors are receiving enhanced training
 12  around IPAC as well.  So while they are generalists
 13  and not IPAC specialists, certainly that element of
 14  our inspections is being reinforced as well.
 15              So there's a variety of routes through
 16  which we are getting, you know, the ability -- AA,
 17  homes are focused on it through self-assessment and
 18  through, you know, additional funding and support
 19  to do more in that area, and then there is
 20  additional kind of third party assessment and audit
 21  happening to reinforce that.
 22              COMMISSIONER JACK KITTS:  Are the third
 23  party and audit, is that the inspectors?  Because
 24  we've heard a lot about inspections and what
 25  happened to them during Wave 1.  We also understand
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 01  that there are long-term care inspectors, there's
 02  public health inspectors, and there's Ministry of
 03  Labour inspectors.
 04              Can you speak a bit to that, and is
 05  that what you're talking about with third party
 06  audits?
 07              RICHARD STEELE:  There's a couple of
 08  different things.  So you're absolutely right.
 09  There are the -- as you said and you correctly
 10  characterized, the three different sets of kind of
 11  potential sources of inspection into a home.
 12              In addition to inspections, there have
 13  been IPAC, you know, audit assessments.  These are
 14  not part of a formal regulatory compliance regime.
 15  These are assessments that are done, really, with a
 16  view to providing advice and support to homes on
 17  areas where they, you know, may need to improve in
 18  terms of their IPAC practice.
 19              So those are done outside of a formal
 20  kind of inspection regime.  Those are done by,
 21  again, local partners like, you know, Public Health
 22  Ontario or hospitals to provide that advice and
 23  assessment on improvement.
 24              In addition, yes, inspections can
 25  happen from the public health unit, from the
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 01  Ministry of Long-Term Care, and from the Ministry
 02  of Labour.
 03              Slightly different focuses, of course:
 04  Ministry of Labour focused on, you know, the
 05  occupational health and safety aspect but, you
 06  know, clearly significant intersection.  And, you
 07  know, I don't want to say overlap but intersection
 08  between what these various groups would be looking
 09  at when they're in a home.
 10              So all of those routes provide some
 11  eyes on what is happening in homes.
 12              COMMISSIONER JACK KITTS:  And have they
 13  done inspections since Wave 1 that help know what
 14  the preparedness is for Wave 2?
 15              RICHARD STEELE:  Well, yes, absolutely.
 16  So inspections from, you know, all of those.  Of
 17  course, I can't speak in detail to public health
 18  unit inspections, and I don't have -- you know, I
 19  don't have the numbers on Ministry of Labour
 20  inspections, but we certainly had conversations
 21  with the Ministry of Labour around inspections and,
 22  you know, the value of labour inspections into
 23  long-term care as well.
 24              And yes, absolutely, certainly,
 25  Ministry of Long-Term Care inspections have been
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 01  continuing and are a source of information to us.
 02  And again, I don't have the numbers, and we could
 03  try and get some, but there have been a lot of IPAC
 04  assessments done in addition to inspections since
 05  Wave 1.  These have been happening through the
 06  summer and are happening, you know, now through the
 07  fall too.
 08              COMMISSIONER JACK KITTS:  Great.  Thank
 09  you.
 10              COMMISSIONER FRANK MARROCCO (CHAIR):
 11  This may be a more general question, but what
 12  happens tomorrow if there's a home that needs
 13  expert advice on dealing with infection prevention
 14  and control?  Where do they get that from?
 15              RICHARD STEELE:  So there's a couple of
 16  possibilities.  If a home --
 17              COMMISSIONER FRANK MARROCCO (CHAIR):
 18  And again, Mr. Steele --
 19              RICHARD STEELE:  Sorry.
 20              COMMISSIONER FRANK MARROCCO (CHAIR):
 21  -- I'm not trying to direct everything to you.  I
 22  was asking the group, and I'm quite happy to -- I'm
 23  not trying to cut you off.  I just feel badly that
 24  it seems that we're always asking you these
 25  questions, and I'm not trying to do that.
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 01              RICHARD STEELE:  I'm happy to share the
 02  space with my colleagues as well, but I'm happy to
 03  start -- I'm happy to start on this one.  It is a
 04  Long-Term Care Commission, after all, so.
 05              So a couple of different scenarios, I
 06  would say, in terms of advice on infection
 07  prevention and control.
 08              If the home is in outbreak, you know,
 09  typically what will happen is the first -- you
 10  know, the first point of response is the local
 11  public health unit -- and this is an area where
 12  Dr. Williams may want to speak a bit more to the
 13  role of local public health units in outbreak
 14  response -- and they would certainly be providing,
 15  you know, in that context of outbreak response,
 16  they would be providing guidance and advice to the
 17  home on what they should be doing.
 18              It may also be necessary to get, you
 19  know, even more in-depth specialist IPAC support.
 20  What happens when a home goes into outbreak is it
 21  gets -- it comes on our radar screen, at our
 22  Incident Management Structure, for ensuring that
 23  all of the support that's required is being
 24  coordinated.
 25              So it may be that one of the things
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 01  that is identified is the need for additional IPAC
 02  expertise into that home, and that would be
 03  coordinated by, you know, with Ontario Health --
 04  with the Ontario Health region as the lead on the
 05  ground, working very closely with Public Health and
 06  with the ministry and with the home and with a
 07  hospital partner for that home to identify, you
 08  know, is it an IPAC team from the hospital that
 09  goes in to help?  Is it an IPAC team from Public
 10  Health Ontario that's most available?
 11              You know, whatever it might be, it
 12  might just be continuing to be a local public
 13  health unit, but there would be a decision as to
 14  who is best placed to provide that additional IPAC
 15  expertise, and they would go into the home and
 16  provide that.
 17              The other piece that is being put in
 18  place in a more formal way, and it has been
 19  happening informally, is essentially a more
 20  structured approach to IPAC.  We call it "hubs and
 21  spokes," but that language seems to have confused
 22  people a bit, but really providing kind of a more
 23  organized and systemic local and regional source of
 24  IPAC expertise that's available to not just
 25  long-term care but other congregate settings as
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 01  well.
 02              That has been organized through the
 03  Ministry of Health, and Deputy Angus may want to
 04  speak to that, that Ontario Health is in the midst
 05  of rolling out that can provide, I would say -- you
 06  know, it certainly could be involved in outbreak
 07  response but also focused on, you know, prevention,
 08  and just general IPAC prevention advice.
 09              And maybe -- you know, maybe that is --
 10  you know, those two parts of all of Public Health
 11  and the status of the hubs I could turn over to
 12  Dr. Williams and Deputy Angus.
 13              HELEN ANGUS:  Yeah.  I would say, you
 14  know, in the hospital sector, we're just going to
 15  be providing additional funding to hospitals on a
 16  prospective basis to provide dedicated IPAC
 17  supports to long-term care homes, and we've also
 18  provided additional funding to provide money for
 19  the physician leadership that may be required there
 20  as well.
 21              So those funds are, you know, rolling
 22  out into the system, but I think, you know, as a
 23  practical matter, if I think about some of the
 24  outbreaks that I'm familiar with, you know, Public
 25  Health would be in there.  They would maybe need
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 01  some specialized support from the hospitals.  They
 02  would work collaboratively together with the home
 03  to make sure that the IPAC is really -- is
 04  well-managed.  They follow up.  They're in there
 05  not just once but on a repeated basis.
 06              David, you may want to talk about the
 07  role of Public Health specifically, but that's --
 08              DR. DAVID WILLIAMS:  Yes.
 09              HELEN ANGUS:  -- how I see it from
 10  where I sit.
 11              DR. DAVID WILLIAMS:  Yes, and
 12  Public Health has a traditional role of working
 13  with long-term care homes because before
 14  pandemics -- this pandemic, there are outbreaks of
 15  respiratory illness in long-term care homes
 16  historically, mostly influenza, and sometimes some
 17  other respiratory issues.
 18              So we have protocols in place that
 19  Public Health works alongside both proactively and
 20  reactively with these homes and sends in the staff.
 21  You try to build up a rapport or relationship with
 22  the leadership in the home, and you try to
 23  ascertain in that, whatever the event is outside of
 24  the pandemic, what is needed to deal with the
 25  steps.
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 01              So those were enacted in the directives
 02  now:  Even more cohorting, staff allocation,
 03  testing, requirements and things that you'd have
 04  take place, as well as direction on infection
 05  prevention and control and identifying gaps and
 06  spaces as necessary.
 07              In the pandemic, what we're finding is
 08  that as they're going around doing those, we --
 09  normally at a time in a health unit, you'd have
 10  maybe one or two homes in outbreak.
 11              And if you start having, as in a
 12  pandemic, a large number in outbreak and we don't
 13  have the same bed strength in Public Health and
 14  have many people going around to six or seven or
 15  eight or nine different places and maintain the
 16  constant relationship that you need throughout a,
 17  say, a prolonged outbreak to ensure ongoing
 18  compliance with all of the IPAC things that need to
 19  be put in, both in reactive and proactive, you have
 20  cohorting, you have some of the other patients
 21  still need to be protected, and the staffing.
 22              And each facility is different.
 23  There's different strengths and weaknesses.
 24  There's HRR issues, as Deputy Steele was alluding
 25  to.  There's a number of dynamics going on there,
�0046
 01  and sometimes you need to have a much more
 02  concerted presence in there with a certified
 03  infection prevention and control practitioner.
 04  They are specifically trained staff individuals,
 05  and there's quite a number of them in the acute
 06  care hospital sector as well as other sectors.
 07  Health units have some.
 08              And so when you bring that person in,
 09  they're like a regular consultant.  They're not
 10  just identifying reactive issues.  They're actually
 11  proactively looking at, and now we have to do this
 12  and now we have to do that, and there's a
 13  consultation all the time.
 14              And the dynamic of an outbreak in a
 15  long-term care facility in that unique facility
 16  with those unique issues and unique structures and
 17  staffing and everything, that's what an IPC or
 18  infection practitioner does and makes
 19  recommendations on that according throughout there.
 20              So we have relationships where
 21  sometimes we ask a hospital, Public Health, or
 22  medical officer of health and say, could you ask
 23  this hospital to give assistance, and could they
 24  help out in this situation to bring more expertise
 25  into that setting at that time to assist them.
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 01              So there's times outside a pandemic
 02  when it goes on all the time.  Every year with flu
 03  season, it goes on, and then the pandemic has added
 04  unique and extra pressures and stresses because you
 05  not only have long-term care outbreaks, you have
 06  workplace outbreaks, you have school outbreaks, and
 07  you have many all over the place.
 08              So normally, in the public health
 09  sector, we don't have, say, 40 or 50 outbreaks all
 10  at the same time.  So it's all-hands-on-deck to
 11  assist in this way, and you have to be doing that
 12  on an IMS structure, instant management, and you're
 13  bringing in a wider team, a management team with
 14  Ontario Health as well as with long-term care and
 15  others ones that assist.
 16              And you deal with it at a local
 17  regional level or sometimes you have to bring, as
 18  we've talked about, the whole -- the
 19  hub-and-spoke-type model; you bring in some
 20  provincial resources if you need it as well.
 21              So it's very much a dynamic in that
 22  approach.  So we have our IMS committees to
 23  respond, local outbreak committee, that goes into
 24  [prevention] (ph) one, and then now that we're
 25  ramping up with this, as identified, the
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 01  hub-and-spoke-type model that we have to do.
 02              And it's unique in a pandemic, which is
 03  unprecedented.  We haven't seen it before, and this
 04  is putting unprecedented demands on the whole
 05  system to respond in a timely and effective and
 06  efficient manner.
 07              COMMISSIONER FRANK MARROCCO (CHAIR):
 08  The long-term care facilities that -- can you just
 09  help me with this:  The long-term care facilities,
 10  wherever they are, the 626 of them are all located,
 11  I assume, in health units?
 12              There's 34 health units and 626 homes,
 13  and I would assume that wherever the homes are
 14  located, they must be located within a health
 15  unit --
 16              HELEN ANGUS:  Mm-hm.
 17              COMMISSIONER FRANK MARROCCO (CHAIR):
 18  -- and there's hospitals within those health units.
 19              So in an emergency or in a situation
 20  like this where you have such an infectious
 21  disease, and it certainly killed a lot of people in
 22  long-term care homes, would it make sense to pair
 23  up the expertise in the hospitals with the
 24  long-term care homes so that there's somebody in
 25  the local health unit that has the expertise that
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 01  you can resort to right away?  Rather than
 02  trying -- I mean, you can't duplicate that
 03  knowledge, at least not in a matter of weeks.
 04              Would it make sense to just simply
 05  mandate or encourage those relationships but
 06  mandate them so that you know who's in charge if
 07  something goes wrong and you go looking for the
 08  expertise?
 09              HELEN ANGUS:  That's pretty much what
 10  the hub-and-spoke model is that Deputy Steele
 11  described is that there's a twinning and
 12  understandable relationship, exactly as you
 13  described, between a hospital and a long-term care
 14  home, knowing also that the public health unit is
 15  there to provide assistance as well.
 16              So I think those are the relationships
 17  that we're cementing as we speak and have been
 18  underway.  It's really built on the tremendous
 19  support to long-term care that was provided by
 20  hospitals in Wave 1.  And they stepped up with
 21  capacity and leadership and knowledge and
 22  expertise, and we're very much wanting to put those
 23  in to use in support of long-term care, again,
 24  hoping that they're not as needed as they were in
 25  Wave 1, of course.
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 01              But we're already seeing that
 02  happening, and it feels like they -- you know,
 03  those relationships are much better understood what
 04  they can count on, one to the other.  How they work
 05  together is -- it's now kind of a well-worn path,
 06  and I'm sort of optimistic that those relationships
 07  will, in fact, be much to the betterment of the
 08  response this time around.
 09              COMMISSIONER FRANK MARROCCO (CHAIR):
 10  So creating those relationships where they don't
 11  exist --
 12              HELEN ANGUS:  Yeah.
 13              COMMISSIONER FRANK MARROCCO (CHAIR):
 14  -- or encouraging them where they do exist in an
 15  emergency is a prudent thing to do?
 16              HELEN ANGUS:  Right.  It's a prudent
 17  thing to do, but you could imagine that -- you
 18  know, creating the integrated care systems.  So
 19  I'll go back to, you know, a bigger topic, which is
 20  about what we're trying to do in the healthcare
 21  system overall is really deal with transition
 22  points, having the system function as a system.
 23              The fact that providers have come
 24  together in a crisis and have bailed each other out
 25  and have cooperated and have used new
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 01  technologies -- the kind of explosion in virtual
 02  care would be an example of that -- you know, would
 03  certainly be my intent, and that's the intent of
 04  the transformation agenda that we'd been working on
 05  before COVID, that those things stick at the end,
 06  right?
 07              That those relationships -- and the
 08  view of working collaboratively across providers
 09  for a population of patients is something that, you
 10  know, it may be one of the only upsides of having a
 11  terrible pandemic with a terrible price is that the
 12  value of collaboration in the health sector is now
 13  incredibly -- is more visible, perhaps, than ever
 14  before.
 15              So I don't feel like we have to make
 16  the case, I think, and we hear on occasion, you
 17  know, from the work -- and some of the
 18  Commissioners will know this better than others,
 19  but the work of Ontario Health teams and the
 20  collaboration of relationships that we were in the
 21  field trying to establish, you know, really since,
 22  I guess, you know, throughout my career, but
 23  certainly at an accelerated pace since 2018, that
 24  those have actually helped in COVID response.
 25              And long-term care, you know, we've
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 01  just talked about the relationship between
 02  hospitals and long-term care facilities, but I
 03  would say there are other areas -- whether it's in
 04  testing; whether it's in the care of fragile people
 05  living in the home -- the idea that these providers
 06  would work together in much more integrated ways, I
 07  think we're starting to see evidence of that, and
 08  that's heartening.
 09              COMMISSIONER FRANK MARROCCO (CHAIR):
 10  One of the things we have heard, and it's this
 11  notion of collaboration where there's not a lot of
 12  time and where --
 13              HELEN ANGUS:  Mm-hm.
 14              COMMISSIONER FRANK MARROCCO (CHAIR):
 15  -- you're dealing with a very pressing situation,
 16  the local medical officer of health can mandate
 17  some of this, can they not?
 18              HELEN ANGUS:  I believe we can't --
 19              COMMISSIONER FRANK MARROCCO (CHAIR):
 20  What I'm worried about is if the collaboration
 21  involves you and me, if we're collaborating,
 22  there's a certain discussion that goes back and
 23  forth, there's a certain element of consent on both
 24  sides, and that may take a while.
 25              HELEN ANGUS:  Right.  So, you know, I
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 01  think in the long term, you know, intrinsic
 02  collaboration and, you know, baking collaboration
 03  into the DNA of the system makes a lot of sense.
 04              And most of the time, collaboration in
 05  this particular crisis has come pretty easily.  On
 06  the other hand -- David, you may want to speak
 07  specifically to it -- but yes, the local medical
 08  officers of health have authorities and powers that
 09  will cement the collaboration, either to -- you
 10  know, for a variety of purposes.
 11              So I don't know -- David, do you want
 12  to talk about the section, the 22 or the 29 powers?
 13              DR. DAVID WILLIAMS:  [Indecipherable]
 14  COVID pandemic --
 15              THE REPORTER:  Sorry, sir, can you
 16  start over?  I didn't hear the beginning of that.
 17              DR. DAVID WILLIAMS:  Oh, I said -- can
 18  you hear me now?
 19              THE REPORTER:  Yes, thank you.
 20              DR. DAVID WILLIAMS:  All right.  I'm
 21  saying, in times when you don't have a pandemic and
 22  the medical officer of health has a relationship
 23  and their staff with the different institutions,
 24  with their health unit -- and the health unit, if
 25  you remember, by the Health Protection and
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 01  Promotion Act, is not a building organization.
 02  It's a geographical space that's assigned.  So
 03  every square foot of the province is a health unit,
 04  and that includes the facilities.
 05              And so the medical officer of health
 06  has responsibility in those settings to undertake
 07  if they identify public health hazards, issues,
 08  outbreaks of infectious diseases, et cetera, and
 09  they can take steps, and they have different powers
 10  of authority as the health information custodian to
 11  seize those information and materials and ask for
 12  reports generated accordingly.
 13              So they can do that.  They can write
 14  orders to get it if it's not readily forthcoming or
 15  if it requires an order to allow them to share
 16  information where someone may be reluctant because
 17  of privacy issues, and they can ask them to share
 18  it with the medical officer of health or his or her
 19  staff.
 20              In an outbreak, and I've done it many
 21  times as a local medical officer of health where
 22  you're working with a place that's a long-term care
 23  home, you'll go in, and you have under our
 24  protocols -- and we have those written up in our
 25  Ontario Public Health standards -- we have all
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 01  those in place that lay out what health units are
 02  required to do in a consistent way across the
 03  province.
 04              Nevertheless, a medical officer of
 05  health has to use their knowledge and expertise and
 06  other staff to ascertain, assess the situation, and
 07  to take steps as they see necessary, which includes
 08  certain powers and authority under the
 09  Health Protection and Promotion Act where they can
 10  require the institution to undertake certain steps,
 11  and there's various sections.
 12              There's Section 22 orders, which is
 13  usually against an individual or an institution,
 14  there's 13 orders that sometimes have to relate to
 15  food services, and there's these new 29 orders that
 16  require extra services and assistance in there.
 17              So those tools are available to the
 18  local medical officer of health, and, of course,
 19  it's their responsibility if they feel that they're
 20  having a lack of service and ability to contact our
 21  central organization, to my office, to seek to get
 22  any other assistance that they might need to help
 23  and manage that situation.
 24              So that's during the times of when
 25  you're having one or two outbreaks at a time, but
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 01  as I said, the public health system, as far as its
 02  depth and extent, they were imagined to be set up
 03  to handle 30 or 40 outbreaks at a time, and there
 04  are jurisdictions to handle that.  And so part of
 05  that is using that coordination capacity.
 06              In the past, we had to do it on our
 07  own, and as Deputy Angus has alluded to, with the
 08  changes that are proposed through Ontario Health,
 09  working in that kind of system would bring together
 10  the various sectors working collaboratively in
 11  regional offices and in structures, hub and spoke,
 12  if you may; that the medical officer of health and
 13  his or her team is at that table to deal with the
 14  local committee that we can ramp up to a regional
 15  committee, and then that can work into a central
 16  resource as well.
 17              So these type of integration and
 18  collaboration things are only but to be applauded,
 19  and Public Health has been pleased to see that
 20  they're there and that Public Health can be brought
 21  in as a member on the team, much the same as
 22  medical officers of health are a member of
 23  hospitals' infectious control committees and can
 24  deal with -- work with them, if they need to,
 25  inside the hospital.
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 01              But the hospital under their act has
 02  their own responsibilities to set up their own
 03  infection control committees and deal with
 04  outbreaks under their own mandate and
 05  responsibility, and -- but they can also work with
 06  Public Health in that and can render reports over
 07  to the medical officer of health so that he or she
 08  is apprised and updated.
 09              Because if something happened in these
 10  institutions because these institutions have
 11  visitors, the public coming in and out of them, and
 12  then the public has to be advised accordingly, that
 13  leaves the medical officer of health with the
 14  ability to limit visitation.
 15              The same as like I do on a provincial
 16  basis with a provincial directive, a local medical
 17  officer of health can enact some things that would
 18  restrict functionality at local areas in long-term
 19  care homes; not in hospitals, per se, because
 20  hospitals have their own legislative
 21  responsibilities to look after their own
 22  institutions under the Registered Hospitals Act.
 23              RICHARD STEELE:  Maybe I could just --
 24              COMMISSIONER FRANK MARROCCO (CHAIR):
 25  Well, I guess maybe I'm just being simplistic, and
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 01  that's a risk I'm quite alive to, but you have
 02  long-term care facilities that you know may be --
 03  that you know are at risk of an outbreak based on
 04  past experience and based on what's going on in the
 05  health unit where the long-term care facility is
 06  located.  You also have hospitals in those units.
 07              Why wouldn't there be a mandated
 08  relationship so that throughout the course of the
 09  pandemic, if there needs to be access to expertise,
 10  it's understood from the minute the problem
 11  presents itself that this hospital is responsible
 12  for that expertise in that long-term care facility?
 13              That's a little different than
 14  collaboration, but it seems to me, you don't really
 15  have the time to have a discussion around indemnity
 16  agreements and all that kind of stuff that would go
 17  on if we were having some kind of consensual -- we
 18  were seeking a joint venture, to have a joint
 19  venture together.
 20              And I just don't under- -- I guess I'm
 21  asking why they wouldn't -- the local medical
 22  officer of health or -- and you have the power to
 23  exercise their powers, I think, wouldn't just
 24  mandate it.  In Toronto, if Orchard Villa to pick
 25  its Hospital X, that's the hospital, so everybody
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 01  knows what happens.  It's not forever; it's just
 02  until this thing is over.
 03              RICHARD STEELE:  Could I take a stab at
 04  that one, and then Dr. Williams and Deputy Angus
 05  might want to jump in too.
 06              So I think you raise a really good
 07  point, Commissioner, and it is one we're very alive
 08  to, is the speed of reaction and the appropriate
 09  balance between, as you say, you know, consensual
 10  relationships and speed of action.  So a few
 11  thoughts, you know, around the question you pose.
 12              As Deputy Angus mentioned, we have
 13  identified those partnerships.  So each hospital --
 14  sorry, each home, you know, is effectively twinned
 15  with a hospital.  So they do know -- a hospital
 16  knows, the long-term care home knows, you know, who
 17  their partners are.
 18              Our preference has been, in general, to
 19  try to have the relationships around, you know,
 20  advice and support on IPAC and other things to be
 21  collaborative and consensual because, frankly, what
 22  we've seen is where they are, it works better.  The
 23  home -- the team in the long-term care home will
 24  work more effectively with the hospital if
 25  everybody is seeing this as a collaboration.
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 01              So it is our preference for these
 02  relationships to be, you know, mutually
 03  collaborative and consensual.
 04              Having said that, the question and the
 05  issue you pose around speed is, you know, one that
 06  we are very alive to, you know, in the ministry and
 07  at the long-term care IMS table that we don't have
 08  a lot of time for people to get their act together
 09  locally.
 10              In most cases, they do, but there
 11  certainly have been instances where they haven't,
 12  and those are the instances where, indeed, it may
 13  make sense either for a local public health officer
 14  to exercise their powers and issue an order
 15  effectively that Hospital X will provide support to
 16  Home Y, and Home Y will accept that support and get
 17  on with it, and/or for the ministry to issue a
 18  management order that essentially accomplishes the
 19  same thing.
 20              We have done both.  We, in fact, have
 21  done both quite recently in a home up in
 22  Simcoe County where we felt that, you know, the
 23  speed of reaction just wasn't what we wanted to
 24  see, not because anybody was, you know, not trying
 25  to do the right thing, but we just felt we needed
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 01  to see faster action.  And, in fact, both of those
 02  things happened.  There was a public health order,
 03  and then earlier this week, we issued a management
 04  order.
 05              So it absolutely is a tool that we can
 06  use.  We don't -- you know, we don't rush -- we
 07  don't rush to use it insofar as we don't want to
 08  use it everywhere because I think, again,
 09  collaboration's important, but equally, if it needs
 10  to be used, we don't hesitate to use it because
 11  time is indeed of the essence.
 12              COMMISSIONER JACK KITTS:  So at the
 13  local level, then, we've got the three sectors:
 14  Public Health, long-term care, and the hospital.
 15              I think what you're saying is that, you
 16  know, if everybody has a good relationship, gets
 17  along well, that's the best way it's going to work,
 18  but sometimes it requires a decision.
 19              And am I understanding that in a
 20  pandemic, epidemic, or communicable outbreak, the
 21  leader in that three organizations is the public
 22  health officer because they have the accountability
 23  and authority to do what they feel is right?
 24              I think you're on mute, Dr. Williams.
 25              COMMISSIONER FRANK MARROCCO (CHAIR):
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 01  Dr. Williams, you're on mute.  There you go.
 02              DR. DAVID WILLIAMS:  You're right.  As
 03  far as acts and powers at the local level, the
 04  hospital can't just impose itself on the long-term
 05  care home or the long-term care home demand the
 06  hospital respond.
 07              The medical officer of health, if they
 08  see or he or she is aware of a hazard and a risk in
 09  the area has those powers under the, you know,
 10  Protection and Promotion Act to write orders and
 11  directions accordingly to undertake that process in
 12  that to -- if there's an infectious disease issue
 13  or a health hazard that's been identified, which
 14  includes orders to the administration and
 15  management.
 16              Now, at the same time, can you order
 17  the hospital to tell their staff to go over there?
 18  Not necessarily so.  Because you write the orders
 19  against the institution that has the problem, and
 20  so then sometimes you form an outbreak management
 21  committee and seek to see if there is that capacity
 22  to work.
 23              The difficulty is in, sometimes, the
 24  wide geography of Ontario, you may have a number of
 25  long-term care facilities, and sometimes a regional
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 01  health sciences centre may be many hundreds of
 02  kilometres away.  And there's the geographical
 03  issues and the challenges to manage that, and you
 04  have to be very, I say, innovative in how to get
 05  and to make it work functionally in that, including
 06  giving assistance.
 07              So part of the challenge is, you know,
 08  what resources are available to you in your
 09  respective jurisdictions and when to ask for
 10  provincial resources to come in and assist on an
 11  urgent basis.  And that's why we then have
 12  abilities to have not only local medical officer
 13  response, but you can form regional groups of what
 14  we call outbreak management-type structures.  And
 15  then we have sometimes province-wide outbreak
 16  management structures, which we did in the early
 17  part of the COVID outbreak because a lot of them
 18  were out in the community, not in the institutions
 19  yet.
 20              So these kinds of structures can ramp
 21  up that brings about a provincial-wide response,
 22  and now, partly with Ontario Health and with other
 23  resources and facilities in other ministries, you
 24  can ramp up to get a province-wide response, as we
 25  have done with the Command Table and then with the
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 01  emergency powers, and these kind of things escalate
 02  up in a pandemic, as per our pandemic plans.
 03  That's how it works.
 04              So it can start very small and locally,
 05  and the medical officer of health sees an
 06  appropriate response, [entailing the assess] (ph)
 07  and to see, is it being handled correctly, and then
 08  do you have to go out beyond that to alert other
 09  ones around you, other medical officers of health,
 10  and also the province to my office if it's becoming
 11  overwhelming and you need to have assistance and
 12  help.  And then it's my task to then deal with
 13  that.
 14              And sometimes, that means to our
 15  medical -- we have our Health Services Emergency
 16  Measures Branch, which is -- you hear the term of
 17  the MEOC, Medical Emergency Operations Centre, and
 18  that starts to coordinate these emergency responses
 19  as we did in the early days with stakeholders,
 20  et cetera, and communication coordination, and then
 21  ramping up to memos and communications and then
 22  going towards, if necessary, through that, the
 23  evolution towards a directive that I have the
 24  powers to put out that relate to healthcare
 25  institutions in that regard.
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 01              So that's the dynamic of how it ramps
 02  up, and then it can ramp back down again when it
 03  abates.
 04              COMMISSIONER JACK KITTS:  So it's clear
 05  that, in the case of a dispute or disagreement, the
 06  chain of command goes from the public health
 07  officer up maybe regionally, ultimately to you, to
 08  make the decision?
 09              DR. DAVID WILLIAMS:  It comes up to our
 10  level, and then we would look at it from that
 11  standpoint because our -- in that role then report
 12  in to a deputy minister, then to a minister of
 13  health in that regard.  Then we can ramp up the
 14  response, and as we did, we used the minister's
 15  powers when mine were not adequate, and when we
 16  needed further, they went to the Emergency
 17  Powers Act.
 18              COMMISSIONER JACK KITTS:  Okay.
 19              DR. DAVID WILLIAMS:  The EPA.
 20              COMMISSIONER JACK KITTS:  So it's
 21  long-term care -- Minister of Long-Term Care,
 22  Minister of Health, and the Chief Medical Officer,
 23  ultimately?
 24              DR. DAVID WILLIAMS:  Right, and then we
 25  would have that power of authority during outbreaks
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 01  that the minister is aware, and the Minister of
 02  Health is kept aware of and the Minister of
 03  Long-Term Care that affects --
 04              COMMISSIONER JACK KITTS:  Thank you.
 05              DR. DAVID WILLIAMS:  -- be made aware
 06  of, sorry.
 07              COMMISSIONER JACK KITTS:  Thank you.
 08              COMMISSIONER FRANK MARROCCO (CHAIR):
 09  Commissioner Coke?
 10              COMMISSIONER ANGELA COKE:  Just on a
 11  totally different topic, I'm just inquiring about
 12  the PPE supply, which, from what I hear, appears to
 13  be dealt with, but is there adequate supply in all
 14  types of PPE?  Are there any that are still a
 15  particular issue in terms of supply?
 16              HELEN ANGUS:  I would say we have
 17  several months' supply in pretty much all
 18  categories.  The one that seems to be the most
 19  challenging right now are gloves, and even there, I
 20  think we're okay for now.
 21              Gloves are largely manufactured in
 22  Malaysia -- obviously where they have rubber
 23  trees -- whereas we've been, I think, very
 24  successful in building up domestic supply
 25  capabilities across a variety of categories:
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 01  Surgical masks, N95s coming on-stream early in
 02  2021, you know, sort of [indecipherable] gowns, and
 03  other categories.
 04              Gloves are the ones that I think are
 05  the most challenging for us because it's a -- it
 06  would be an awfully big lift to make those here,
 07  but again, for the -- so that's one we're watching,
 08  but for the moment, we're in really good shape.
 09              COMMISSIONER ANGELA COKE:  Okay.  And I
 10  guess maybe for Richard, in terms of the homes, not
 11  any more issues in terms of making sure the staff
 12  get what they need?
 13              RICHARD STEELE:  I think just to echo
 14  Deputy Angus's comments, I think we're in good
 15  shape.  We made a commitment to the sector that we
 16  would provide them with -- with the exception of
 17  gloves -- eight weeks' supply.  That was something
 18  announced a couple of weeks ago.  Detailed
 19  instructions as to how they can access that supply
 20  actually just went out yesterday.
 21              You know, the parallel thing, of
 22  course, that has happened in the last couple of
 23  weeks is the re-issuance of Directive 5, which
 24  provides specific guidance around circumstances
 25  under which N95 masks in particular can be used,
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 01  which, as you've probably heard, was certainly a
 02  point of contention through Wave 1.
 03              I think, you know, collectively, I
 04  think we really wanted to make sure that that was
 05  off the table as a concern and an issue both for
 06  the labour unions and for employees that people
 07  could feel that they were working in a safe working
 08  environment when it came to PPE.
 09              So I think, you know, Directive 5, that
 10  the -- the updated Directive 5, and again, of
 11  course, Dr. Williams can speak to this better than
 12  me, but from a ministry policy point of view, you
 13  know, I think the objective has been accomplished
 14  around, you know, providing that assurance.
 15              And as Deputy Angus has mentioned, we
 16  are confident in the supply.  There really is no
 17  reason why staff or homes should be concerned about
 18  supply.  We can meet that demand in terms of the
 19  eight-week commitment, and if any home for whatever
 20  reason is in outbreak and is short supply, then the
 21  Ministry of Health, you know, pandemic warehouse
 22  can supply them.  So I think on this particular
 23  point, we are in good shape.
 24              COMMISSIONER ANGELA COKE:  Okay.
 25              COMMISSIONER FRANK MARROCCO (CHAIR):
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 01  This is on a different topic.  We've heard from
 02  people who were working in some of the homes where
 03  there were quite serious problems the last time.
 04              And one of the things that was very
 05  moving was the description of nurses and personal
 06  support workers having to put the bodies of the
 07  people they had been caring for in body bags
 08  because the funeral people wouldn't go in and get
 09  the bodies and take them out.
 10              Is that going to happen again?
 11              RICHARD STEELE:  I don't know, Helen,
 12  if my -- here's my recollection, and I do stand to
 13  be corrected.  I think in Wave 1, there were
 14  specific directives provided by the Chief Coroner
 15  around how deaths in long-term care were to be
 16  handled, and I believe part of that included trying
 17  to strike an -- and the observations you make,
 18  Commissioner Marrocco, absolutely, I've heard the
 19  same, and I can completely, completely appreciate
 20  how difficult and traumatic that experience must
 21  have been for staff.
 22              My understanding of the logic of that
 23  was that with funeral staff -- funeral home staff
 24  potentially moving between different homes.  So
 25  there's real concern around the risk that could be
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 01  associated with them entering homes and spreading
 02  infection from one home to the other.
 03              Dr. Huyer would certainly be, I think,
 04  the best person to provide a briefing on the whole,
 05  you know, logic and how that whole process worked
 06  and what any plans would be for the future around,
 07  you know, again, how -- you know, how a death, a
 08  deceased person would be handled in long-term care
 09  in the future.
 10              COMMISSIONER FRANK MARROCCO (CHAIR):
 11  But that cannot be part of a person's job
 12  description, working in a long-term care facility
 13  to have to do that.  But funeral directors would
 14  deal with that all the time.
 15              It just seemed to me that they should
 16  be able to figure out how to put on personal
 17  protective equipment, go in, do what they have to
 18  do, put the body in a body bag, zip up the bag, and
 19  take the body out without forcing a person who's
 20  been -- who's watched that -- who's been working,
 21  trying to care for this person unsuccessfully in
 22  the sense that the person died, and then putting
 23  them through that.
 24              I'm wondering, is there not some
 25  order or -- I just have some difficulty with the
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 01  idea that if it's a regulated profession, why they
 02  can't be ordered to discharge their
 03  responsibilities.
 04              You can't leave the body -- we would
 05  all -- I'm not telling you anything you don't know.
 06  You can't leave the body in the home, so it's got
 07  to come out.  And I can assure you that if you see
 08  the people, you won't forget it.
 09              And I just want to -- I was asking,
 10  really, in the hopes that you would tell me, no,
 11  it's not going to happen again so that those people
 12  who are apprehensive about that would no longer
 13  feel that way.  But that doesn't...
 14              And, Mr. Steele, I'm not placing
 15  this -- somehow you have to do something.  I think
 16  they need to be ordered to do that and that it's a
 17  public health risk if they don't.
 18              RICHARD STEELE:  Again, I'm probably
 19  not the most competent person and maybe none of us
 20  on the call this afternoon are to respond to that
 21  because I do think the whole approach to that issue
 22  that you outline and the very, very difficult
 23  trade-offs I think that are associated with that --
 24  and I'm not trying to, in any way, minimize the
 25  experience of the staff that you had spoken to.
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 01              I think -- again, I think we can all
 02  appreciate how challenging that would be, but I
 03  think, again, the Chief Coroner might be --
 04  Dr. Huyer might be in a better position than me to
 05  kind of explain the thinking of what was done then
 06  and the thinking going forward.
 07              DR. DAVID WILLIAMS:  Obviously, the
 08  view is that, in an outbreak, there's a restriction
 09  of people leaving and coming into the facility, and
 10  you have to make sure that the coroner doesn't
 11  really -- has some function but not over funeral
 12  parlor directors and that.  They have training, and
 13  there's folks too -- like, even during influenza
 14  season, we would like them vaccinated.
 15              So if they're coming in and there is
 16  endemic influenza around, they would be not going
 17  in and introducing influenza into the long-term
 18  care facility.  And so we sort of have to make
 19  requirements that they have to not only have proper
 20  PPE, they have to be vaccinated, et cetera.
 21              But, you know, I think the -- you raise
 22  some good questions about their training and
 23  knowledge and wearing the proper PPE before going
 24  in because some were apprehensive to go in, and we
 25  had to give guidelines out on handling the body and
�0073
 01  what you do during preparation with the usual
 02  funeral services that have to be taken, not only
 03  going to obtain the body but also afterwards in the
 04  preparatory work and then the services, et cetera.
 05              I think part of the responsibility of
 06  the staff, because you're in a long -- you're in a
 07  relationship, and, of course, this is the new and
 08  evolving -- the gradual thing about palliative care
 09  is the healthcare worker is -- part of that is your
 10  overall care, is the care of the patient even after
 11  death and to make sure there's proper respect and
 12  handling.  And that's just part -- in my mind, part
 13  of the duties and responsibilities.
 14              Some find it not a pleasant thing to
 15  do, but with proper -- as part of the training and
 16  knowledge and as physicians, we have to do that as
 17  well.  And one has to be as caring as during when
 18  they're alive as when afterwards and respecting
 19  those type of activities and supervising that to
 20  make sure that has been undertaken and respecting
 21  that, as well as with the family members.
 22              So I think it's a comprehensive thing.
 23  It's one that has to be trained and looked after.
 24  And sometimes during COVID with fears of infectious
 25  disease, people are obviously traumatized, and it's
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 01  a difficult situation, and it's one we have to be
 02  aware of to make sure that all levels of care are
 03  handled with proper empathy and care and compassion
 04  throughout but protecting workers and protecting
 05  the other residents of a long-term care facility
 06  accordingly.
 07              So I think these issues need to be
 08  addressed and to follow so there's a comprehensive
 09  program that everyone has to do their part within
 10  their scope of practice, also within their
 11  responsibilities and such that they're protected,
 12  of course, with occupational health and safety, but
 13  all the time respecting the patient.  And the
 14  patient is just as important to be handled
 15  post-mortum as they are when they're alive.
 16              COMMISSIONER FRANK MARROCCO (CHAIR):
 17  But you're a doctor; Dr. Kitts is a doctor.  Nurses
 18  live with death, and doctors live with death.  It's
 19  having to put the -- it's the burial.  It's picking
 20  up the body, putting it in a bag, zipping up the
 21  bag, putting the bag on a trolley or however you
 22  convey it to get it down and out the front door.
 23              I'm not sure why that would be -- and
 24  I'm asking.  I'm not arguing.  I'm asking why that
 25  would be within the scope of practice of a doctor
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 01  or a nurse or a personal support worker as opposed
 02  to someone who works in a funeral home.
 03              DR. DAVID WILLIAMS:  I would say,
 04  since -- because I get the historic of it, since
 05  my -- one of my -- my daughter is a nurse
 06  practitioner and is the lead on a palliative care
 07  team, and one of the responsibilities is to do a
 08  lot of care taking foot moldings of children after
 09  they die with the family members, escorting them
 10  down to the morgue in a very sensitive way, and
 11  looking at all these different things.
 12              This is part of the comprehensive care.
 13  It isn't just handing off.  And they want to be
 14  assured that that is done in a way that is
 15  conducive to what the family has seen too.  So it's
 16  part of the ongoing care.  It's not just a
 17  divestment.  And so I think it's that comprehensive
 18  care right through.
 19              So I see it as part of those
 20  responsibilities, who puts the body in the body
 21  bag.  If it isn't done sensibility, then you should
 22  be there as the staff, that you're watching, seeing
 23  it's done correctly.  You have to remove all the --
 24  some instruments and things.
 25              There's things around coronerial care
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 01  that you can't touch certain parts until the
 02  coroner gets to give the clearance, and there's
 03  protocols and processes that all have to be
 04  undertaken that may seem to be less than personal
 05  at that time, but there's rules and regulations
 06  that have to be followed as well and documentation
 07  of materials.
 08              So it's not a dumping-off.  It's a
 09  clear, careful, caring hand-off from one person to
 10  the other in a way that respects the property of
 11  the patient and the family members as well.
 12              So I see it as one that we always have
 13  to work at, and we always want to make sure it's
 14  done with care and compassion throughout.
 15              COMMISSIONER FRANK MARROCCO (CHAIR):
 16  Yeah, Dr. Kitts.  Well, go ahead, Doctor, and
 17  then...
 18              COMMISSIONER JACK KITTS:  Yeah.  Just,
 19  you're all aware, as you mentioned, Dr. Williams,
 20  it might have been part of the strict policy of who
 21  can come in and who can't, whoever was doing that
 22  before COVID.
 23              But you're all aware of the concerns
 24  around the, I guess, unintended consequences or
 25  repercussions of a strict visitor policy in
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 01  long-term care homes and the request to have
 02  somebody, either a caregiver or an essential
 03  visitor -- I'm certain that you're working on that
 04  policy.
 05              I just wanted to make sure because it's
 06  been raised a lot of times at the Commission that
 07  everybody understands that the unintended
 08  consequence may have done more mental harm than
 09  maybe had we prevented COVID.
 10              So just wanted to raise that to make
 11  sure that you're looking at that.
 12              RICHARD STEELE:  Definitely.  I think
 13  the whole issue of visitors and the balancing
 14  between infection control, and, as you say, the
 15  mental and general well-being of residents and the
 16  challenges associated with not allowing visitors, I
 17  think this has been an area of great concern and
 18  focus.  You're frankly right from the -- right
 19  from, you know, fairly early days, a decision was
 20  made quite quickly to limit visitors.
 21              From May onwards, we have been -- you
 22  know, we have made a series of changes to the
 23  visitor policy to -- I think the most, you know,
 24  recent substantive change in September.  I think
 25  our general thinking at this point is while we may
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 01  well need to -- as community infection rates ramp
 02  up, we may well need to restrict, you know, general
 03  visitors, that caregivers, whether they be family
 04  caregivers or other caregivers, we really want to
 05  ensure can continue to have access throughout the
 06  period.
 07              So our thinking and our policy has been
 08  very much framed around how do we enable that.
 09  They obviously play a -- you know, caregivers play
 10  a critical role complementing the staff of
 11  long-term care, and, you know, obviously hugely
 12  beneficial for that family member or whatever the
 13  relationship; beneficial for the resident as well.
 14              So I think we're, you know, fully
 15  agreed:  It's a difficult one, and I suspect
 16  we'll never get it a hundred -- we certainly won't
 17  satisfy everybody at the same time.  I hope we've
 18  got the balance more or less right, but my guess is
 19  we'll need to continue to tweak it as we go forward
 20  and as the -- you know, as the pandemic evolves.
 21              But yes.  The short answer to your
 22  question is, yes, it is very much something that's
 23  top of mind for us.
 24              COMMISSIONER JACK KITTS:  Thank you,
 25  Richard.
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 01              COMMISSIONER FRANK MARROCCO (CHAIR):
 02  Commissioner Coke, you had...?
 03              COMMISSIONER ANGELA COKE:  I was
 04  actually going to ask about the same thing, the
 05  visitor policy, but now I'll just move to something
 06  else that we hear a lot about.
 07              I know you've given some funding in the
 08  immediate term to do sort of minor capital things,
 09  but a lot of people have also talked about their
 10  concerns in terms of redevelopment of beds or new
 11  beds, the length of time, the approval processes,
 12  and the fact that the length of time to get these
 13  things going, the challenge in terms of trying to
 14  keep up and meet with the growing demand, the
 15  process by which we're doing these things is just
 16  going to take too long.
 17              So I'm just interested in what is
 18  happening in terms of modernizing the way that you
 19  do development or speeding up that process, or else
 20  we're going to have a very serious gap over time.
 21              RICHARD STEELE:  Yeah.  Thanks,
 22  Commissioner Coke.  I think there's a few aspects
 23  to that that I can speak to.
 24              I think it is important to recognize --
 25  I think, you know, people focus in on the approval
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 01  process, and there's absolutely, I think,
 02  opportunity to continue to improve the overall
 03  licensing and development approval process.  That's
 04  one we continue to look at from the ministry
 05  perspective around, you know, are there further
 06  opportunities to collapse, condense, speed that up.
 07              I think in many ways, the more
 08  fundamental problem we've had with development
 09  projects is the economics of development.  So even
 10  where we may have allocated beds to a project, the
 11  project is not moving forward because the economics
 12  of it don't make sense to the proponents.
 13              So they've got the beds allocated, but
 14  the project is not moving forward because either
 15  the economics don't work, the financing can't be
 16  put in place, or land can't be acquired, and those
 17  three things kind of all fit together.
 18              So, you know, a critical response to
 19  that has been the announcement that was made
 20  earlier in the summer and has been rolled out, you
 21  know, through the summer of a refreshed capital
 22  funding subsidiary policy for long-term care
 23  development that essentially, you know, tries to
 24  address what the sector has told us in terms of
 25  some of the, you know, economic barriers to moving
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 01  projects forward.
 02              It really does that in a couple of
 03  ways.  One is to provide, you know, higher levels
 04  of funding in areas where costs, development costs
 05  are higher, so particularly in, you know, major
 06  urban areas and also provide some of the funding,
 07  essentially upfront -- but not upfront prior to the
 08  project but upfront in terms of a substantial
 09  completion of construction.
 10              So we do anticipate that that will, you
 11  know, unlock the ability for projects to move
 12  forward, and it is true that they nevertheless do
 13  take, you know, a considerable amount of time for a
 14  proponent to acquire the land, get the necessary
 15  zoning and municipal approvals, and then actually
 16  do the construction.
 17              We have been working with kind of a few
 18  other instruments and piloting a few other
 19  approaches to see if there are other successful
 20  ways of accelerating developments.  As you're
 21  probably aware, the government did announce a
 22  number of accelerated build projects, and I think,
 23  perhaps, the team has briefed you on some of this.
 24              So that's one approach is essentially
 25  using accelerated construction; also using some of
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 01  the tools that are available through the Minister
 02  of Municipal Affairs and Housing to use ministry
 03  zoning orders to try to expedite some of the
 04  municipal zoning and approval process as well.
 05              So those are the tools that are being
 06  used for both the accelerated build projects and
 07  also for some projects that we are contemplating on
 08  a number of sites of surplus government land where
 09  we're contemplating moving forward with long-term
 10  care projects.
 11              So, you know, those are a number of the
 12  things we're doing, and again, I would note that we
 13  do continue to look at our own approval process and
 14  what can we do to speed things up at our end so
 15  that once a new developer is ready to go that we're
 16  not the obstacle to progress and speed.
 17              COMMISSIONER ANGELA COKE:  Okay.  Can I
 18  ask one more question, sorry, just on funding.
 19              I mean, clearly, the whole sector needs
 20  a huge injection in investment and funding, but my
 21  question is more around the particular:  Is there
 22  any work going on to look at how you modernize the
 23  funding model and how you do that in such a way
 24  that can incent better outcomes?
 25              RICHARD STEELE:  So I will say it's
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 01  absolutely on our radar screen in terms of our
 02  overall modernization framework for the sector.
 03  We've certainly -- you know, I've certainly heard
 04  what I'm sure you've heard, that the funding
 05  formula is very complex, difficult to understand,
 06  and doesn't pose, you know, significant
 07  administrative burden as well.  So definitely
 08  recognize that.
 09              You know, realistically, I think in
 10  terms of moving forward progress, we do need to
 11  prioritize a little bit in terms of I don't think
 12  we can solve every, every problem in the sector
 13  overnight, and I think, you know, there are some
 14  things we need to probably focus on first and then
 15  get to other things.
 16              So definitely, I would say kind of top
 17  of our list right now is staffing and the physical
 18  infrastructure development as the top priorities,
 19  but definitely, yes, the funding mechanism and
 20  approach is on our list to really think through and
 21  develop some options for the government on.
 22              COMMISSIONER ANGELA COKE:  Thank you.
 23              COMMISSIONER FRANK MARROCCO (CHAIR):  I
 24  think -- I didn't take a break.  I think we really
 25  reached the end of the questioning, unless I'm
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 01  overruled by the other two Commissioners.
 02              Commissioner Kitts?
 03              COMMISSIONER JACK KITTS:  I have just
 04  one last one.  I think it's going to be short.  I'm
 05  just asking you about your confidence in the local,
 06  regional, and provincial monitoring tables.
 07              Do you have the metrics and do you get
 08  them in real-time and are they accurate and
 09  reflective of what's going on?
 10              So just a comment on how you're
 11  monitoring the situation to react quickly.
 12              RICHARD STEELE:  Well, I'll start from
 13  my perspective because there's obviously a number
 14  of layers to that, and I'm sure Deputy Angus and
 15  Dr. Williams will want to jump in too.
 16              Specifically in terms of the long-term
 17  care situation and particularly in terms of, you
 18  know, outbreak status, I think the short answer is
 19  "yes."  I think we have -- and, in fact, that's,
 20  you know, one of the things that we have had
 21  throughout is relatively good and relatively
 22  real-time data that has, you know, allowed us to at
 23  least have good visibility on what is going on.
 24              I won't say it's perfect.  The data we
 25  rely on, you know, most for real-time is
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 01  self-reported from long-term care homes.  But I
 02  would say in general, it has been timely, and I
 03  don't think we've seen any significant misses in
 04  terms of, you know, an outbreak occurring that we
 05  weren't aware of quickly.
 06              So I think the short answer is "yes."
 07  I think we're confident in that general data.
 08              More generally, in terms of data in
 09  long-term care and, you know, data for strategic
 10  planning, I would say we have a lot of work to do.
 11  And definitely, you know, a data strategy and
 12  ensuring just a general, better understanding
 13  across a whole range of metrics of what is
 14  happening with the sector, I think we've got a lot
 15  work to do.
 16              But in terms of immediate outbreak
 17  response in long-term care, I think that's
 18  something I'm comfortable with.
 19              COMMISSIONER JACK KITTS:  Thank you.
 20              HELEN ANGUS:  Yeah, I would agree.  I'd
 21  say that since, I guess, September, we're meeting
 22  every morning at 7 o'clock, looking at outbreaks
 23  across a variety of different contexts -- long-term
 24  care, of course, being one of them -- but also
 25  looking at schools and other places, and we have --
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 01              [Dog barking]
 02              Sorry, I have a puppy here.  We have
 03  data on -- that we get sort of, you know,
 04  quantitatively, but we also get a qualitative
 05  report in through the Ministry Emergency Operations
 06  Centre.  So there's kind of a reach-out across the
 07  province, so it's not just numbers on the page.
 08              There's actually context and
 09  interpretation, and, you know, I think the
 10  intelligence of local leadership, particularly
 11  public health units, on whether the situation is
 12  manageable because sometimes you can't tell -- you
 13  know, if the number is three, what does it really
 14  mean?
 15              And I think the history, the experience
 16  on the ground, the context really makes a
 17  difference.  And so we're blending those two
 18  together, and that's separate from the IMS.  But
 19  that really -- I'm finding that enormously helpful.
 20              COMMISSIONER JACK KITTS:  Thank you.
 21              DR. DAVID WILLIAMS:  [Indecipherable]
 22  as the deputies alluded to, where we have many
 23  layers, and you have overall oversight groups
 24  looking at data, looking at surveillance, looking
 25  at reporting.  And so you're looking at not only
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 01  the accumulation, the analysis, the interpretation
 02  and the rigors, and, I guess, weaknesses and gaps
 03  if you can identify them quickly because it's an
 04  evolving situation.
 05              So you always have to be on top of that
 06  and looking at nuance and how you can improve it
 07  all the time, both in rapidity but at the same time
 08  not trying to overwhelm the local staff resources
 09  with too much surveillance information because they
 10  got to get on and do their job at the same time.
 11  So you have to be what's most effective and
 12  efficient.
 13              COMMISSIONER JACK KITTS:  Thank you.
 14              COMMISSIONER FRANK MARROCCO (CHAIR):
 15  Well, thank you, all.  Getting access to the three
 16  of you all at one time and one place I can imagine
 17  is a bit of a struggle, and I appreciate you making
 18  the effort to get together for this.
 19              [Dog barking]
 20              It helps us and allows us to ask some
 21  questions and -- oh, don't worry about the dog.
 22  It's not a -- there's something going on in
 23  every -- mostly my time is with the Rogers cable
 24  people interrupting what I'm trying to do.
 25              RICHARD STEELE:  I want to know if a
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 01  dog gets captured in the transcript.
 02              HELEN ANGUS:  Yeah.  He is a puppy, and
 03  I must say that he has kept me company.  He's not
 04  being particularly well-behaved because it's
 05  dinnertime, but he has kept me company through
 06  COVID.  So he's about nine months old, so, you
 07  know, we've got a little work to do with him.
 08              COMMISSIONER FRANK MARROCCO (CHAIR):
 09  Well, as I was sort of saying, thanks for your
 10  answers and for listening to our questions and
 11  responding to them, and hopefully it'll help us do
 12  our job a little bit better.  So thank you very
 13  much, and goodbye.
 14              RICHARD STEELE:  Thank you for the
 15  thoughtful questions.
 16              HELEN ANGUS:  Thank you.  Thank you
 17  very much.  Really appreciate your time as well and
 18  the work that you're doing.  Take care.
 19              COMMISSIONER JACK KITTS:  Thank you,
 20  all.
 21              COMMISSIONER ANGELA COKE:  Bye.
 22              COMMISSIONER JACK KITTS:  Thanks.
 23  
 24  -- Adjourned at 5:19 p.m.
 25  
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