
i 

Northwest' 
Territories Legislative Assembly 

TABUD DOCUMENT NO. 1 0 ; • : Z '(3). TABLtD ON MAR 1 9 1993 

12th 
Third 

I 

Assembly 
Session 

Standing Committee -on Public 
· Accounts 

Proceedings 

Public Hearings on a Review of Tabled 
Document No. 5-12(3), Report of the Auditor 
General of Canada on a Comprehensive Audit 
of the Department of Health. 

Henry Zoe, M.L.A., 
Chairperson. 





STANDING COMMITTEE ON PUBLIC ACCOUNTS 

PUBLIC MEETING 

PROCEEDINGS 

WEDNESDAY, JANUARY 6, 1993 

>I 

,:_,.. - . - · -,-..-:.---=----



STANDING COMMITTEE ON PUBLIC ACCOUNTS 

YELLOWKNIFE, NORTHWEST TERRITORIES 

WEDNESDAY, JANUARY 6. 1993 

Chairman 

Mr. Henry Zoe 

Deputy Chairman 

Mr. Fred Koe 

Committee Members 

Mr. Silas Arngna'naaq 
Mr. Ernie Bernhardt 

Mr. Sam Gargan 
Mr. John Ningark 

Mr. Kenoayoak Pudlat 

Alternates 

Mr. Charles Dent 
Mr. Ludy Pudluk 

Mr. Tony Whitford 

Other Members of the Legislative Assembiy In Attendance 

Mrs. Jeannie Marie-Jewell 
Mr. Dennis Patterson 

Legislative Assembly Staff 

Ms. Rhoda Perkison, Committee Clerk 
Mr. Alan Downe, Researcher 

Transcript 

Arctic Office Concepts Ltd. 
P.O. Box 1116, 
Yellowknife, NT 

X1A 2NB 



STANDING COMMITTEE ON PUBLIC ACCOUNTS WITNESSES 

Mr. Raymond Dubois, Deputy Auditor General, Ottawa, Ontario 

Mr. Roger Simpson, Principal for Auditor General's Office, Edmonton, Alberta 

Mr. Michael Martin, Senior Auditor, Office of the Auditor General 

Dr. David Kinloch, Deputy Minister, ·Department of Health 

Mr. Nelson Mclelland, Director, Hospitals and Health Facilities, Department of Health 



len11eq, 6 1993 STANDING COMMITTEE ON Pl 181 IC ACCOI INIS Page 1 

STANDING COMMITTEE ON PUBLIC ACCOUNTS 

YEUOWKNIFE, NORTHWEST TERRITORIES 

JANUARY 61 1993 

Members PreHnt 

Mr. Bernhardt, Mr. Dent, Mr. Gargan, Mr. Koe, Mrs. Marie-Jewell, Mr. Ningark, Mr. Whitford, Mr. Patterson, Mr. Zoe 

Chairman's Opening Remarks 

CHAIRMAN (Mr. Zoe): Good afternoon, I believe I have a 
quorum. I would like to call the public meeting of the Standing 
Committee on Public Accounts to order. My name is Henry 
Zoe and I am the Chairman of the Standing Committee on 
Public Aoc:ounts. I would like to take a few minutes to ask my 
colleagues on the Standing Committee on Public Accounts to 
identify themselves. for the record. 

MR. GARGAN: My name is Sam Gargan and I represent the 
constituency of Deh Cho. 

MR. BERNHARDT: I am Ernie Bernhardt and I represent the 
Kitikmeot. 

MR. KOE: Fred Koe, lnuvik. 

MR. WHITFORD: Tony Whitford, constituency of Yellowknife 
South. 

CHAIRMAN (Mr. Zoe): Thank you. I am Henry Zoe 
representing North Slave, Chairman. I have my staff, AJan 
Downe our researcher and Rhoda Parkison the committee 
dark. The Standing Committee on Public Accounts has been 
established by the 12th Assembly to review matters which 
relate to the administrative operation of government in the 
Northwest Territories. This usually invotves review the public 
accounts which are tabled by the government to show 
spending patterns within the various government departments. 
This task is generally carried out through our review of the 
report which the Auditor General is obligated by law to supply, 
following his review of the government's financial statements 
and the Auditor General's Report on Other Matters, which is 
tabled annually. In addition to reviewing the Auditor General's 
Annual Reports however, the standing committee also performs 
an important fundion in terms of r8Vlewmg specific 
administrative matters within identified departments The 
committee can undertake. ~uch a review on its own authority or 
when matters are referred to it by the Assembly. One of the 
interesting features of the standing committee is that it deals 
directly with senior department officials who are responsible tor 
administrative and spending decisions. This contrasts with 
most of the other standing committees of our legislatJVe 
Assembly which deal primarily with elected Members of 
Cabinet. 

In October of last year the legislative Assembly received a 
report from the Auditor .General of Canada which outlined 
findings and recommendations arising from a Comprehensive 

Audit for the Department of Health. Our purpose today is to 
commence' the public review of that audit report. For the 
record the report is indexed as a Tabled Dorument 5-12(3) and 
was officially tabled in the Legislative Assembly by the Speaker 
on November 17, 1992. 

The Standing Committee on Public Accounts considers this 
report to represent a very important piece of work. The 
delivery of health care programs and services has raised aitical 
issues for provincial and territorial governments all across 
Canada and the Northwest Territories is no exception. To 
illustrate that I would like to quote briefly from the opening 
comments of the Auditor General report •At present health is 
the single most expensive program in the Northw~ Territories 
and at annual costs of close to $200 million it consumes some 
16 per cent of the entire government budget.• 

It is dear to me, and I think my colleagues on the standing 
committee will agree, that with the magnitude of this financial 
commitment the Department of Health must be strudured and 
operating in a way that is effective, efficient and economical. 
There is another and more important reason, however, and that 
is that this department more than any other carries a mandate 
which impads on the wellness of the people who live in the 
Northwest Territories. It is a department that must be 
organized well enough to deal with life and death issues and 
to look ahead to the future health of people in all our 
communities. I do not believe that any other single department 
of this government touches as many people as much of the 
time on issues that are as important as those dealt with by the 
Department of Health. 

Again, for this reason, it is a vital necessity that our 
departmental resources should be well enough established to 
allow services and programs to be delivered in a dependable 
and high quality fashion. I would like to comment on yet 
another reason for ensuring that the Department of Health 
should operate in an effective and efficient manner. That has 
to do with the fad that the people of aboriginal descent make 
up a majority of the population of the Northwest Territories. 

Throughout the history of aboriginal peoples' relations with the 
Government of Canada and more reoently with the Government 
of the Northwest Territories of the delivery of health S8fVices 
has held a special significance. In many cases throughout the 
north communities were founded for the first time only in order 
to provide a single central location from which health and 
education programming could be dispensed. 

In the Indian Ad and in the terms of many treaties, fiduciary 
responsibility for the delivery of health services to Dene and 



lea, IPty 6 1993 SIANDING COMMITTEE ON Pl !Bl IC ACCQI INIS Page 2 

Inuit people were ecx:epted by the Crown. During the transfer 
of health services and programs from the federal government 
to the Government of the Northwest Territories in 1988, 
aboriginal people were assured that they would have a greeter 
say in the management of health programming and that quality 
of health care would be guaranteed for the future. 

A massive financial outlay, a vital role in ensuring community 
wellness, and e traditional relationship between aboriginal 
nations end Canada. It is important that the current territorial 
Department of Health should be equal to the task of meeting 
the responsibilities imposed on it by ell these factors. Af. the 
request of the 11th Legislative Assembly the office of the 
Auditor General of Canada was asked to conduct en audit of 
the Department of Health to ensure that this remains the case. 

The audit was carried out in late 1991 and early 1992 end hes 
now been reported upon. It is our job, as Members of the 
Standing Committee on Public Accounts to review the audit 
report end to provide the House with our response and 
recommendations regarding the Auditor General's findings. 
This is something that could not be done without talking openly 
with the department end the Auditor General about the findings 
of the audit. 

However, the review process should not stop there. It is 
important for this committee to also hear the views of 
stakeholder groups throughout the Northwest Territories. This 
includes the Board of Management established for health 
regions end facilities es well es other government departments 
that have e role to play in supporting the delivery of health 
services end programs. It also includes the professional 
associations which represent the doctors, nurses and 
administrator who work within the health system, and it 
includes the public et large. 

Our public hearings this month will allow us to aea>mplish that. 
We will be meeting here in Yellowknife this afternoon, tomorrow 
and Friday to hold public hearings. Later during the week of 
January 25, 1993 we will be travelling to Rank.in Inlet and lnuvik 
for more public hearings. We wiU then be finishing with an 
additional day of public hearings in Yellowknife on January 29, 
1993. 

These hearings will each involve asking certain people to 
appear as witnesses end comment on the audit results. I hope 
that Members of the standing committee will be able to use this 
opportunity to question our witnesses and to comment on the 
information they bring before us. When we finish receiving this 
input the committee will deliberate and then proceed to bring 
a report before the Legislative Assembly during the upcoming 
winter session. 

The process we will use for our public hearings will be as 
follows. I will invite witnesses to come forward to the witness 
table. Witnesses will be asked to identify themselves and 
where appropriate to proceed with any opening remarks. Then 
I will allow a period of time for questions and comments by 
Members of the standing committee. 

At this time I wonder if the Members of the standing committee 
have any comments to add before we proceed with our first 
witnesses. 

If not, we will now hear from our first witness representing the 
office of the Auditor General of Canada, Mr. Dubois. 

MR. DUBOIS: Thank you, Mr. Chairman. Before we comment 
on the audit report on the Department of Health, Mr. Chairman, 
we would like to take a few moments to disaJss the 
background of the report. 

One and a half years ago, we had a written request from the 
Legislative Assembly to undertake two comprehensive audits 
on the Department of Health and on the Department of 
Economic Development and Tourism. The genesis of this 
request was from the Standing Committee on Finance, which 
among other issues was concerned about a number of matters 
including rising costs, demands for service, hospital utilization 
and the continued number of referrals to the south for hospital 
treatment. 

First we would like to talk about the comprehensive audit 
process. Economy, efficiency and effectiveness have various 
definitions, but for the record we want to share with you our 
definitions of each. 

Firstly, economy. This refers to the terms and conditions under 
which an organization acquires financial, human, physical and 
information resources. Economy means getting the right 
amount of the right resource, et the right level of quality, at the 
right time, in the right place and et the right cost. Lack of 
economy in acquiring resources could result in a higher than 
necessary cost of products or services, or products or services 
of inappropriate quality, quantity or timeliness. 

Efficiency refers to the relationship between the quality and 
quantity of goods or services produced, or output, and the cost 
of the resources used to produce them at a required service 
level to achieve program results. An efficient operation either 
produces the maximum quantity of output of a given quality for 
any given resource inputs, or uses minimum inputs to produce 
a given quantity and quality of output. 

Lastly, program effectiveness is the extent to which program 
objectives or intended consequences are achieved, commonly 
celled outcomes. Where unintended negative effects ocx:ur, 
effectiveness must be judged on the balance of positive and 
negative consequences. 

In the case of the Department of Health representing your 
government, Mr. Chairman, the economy question might be 
asked, "are you paying too much for whet you get, both in 
terms of services from people and the tangible goods used to 
delivery programs?" 

Similarly, efficiency can be regarded as getting the best 
payback for whet you spend. When posed as a question, it 
could be, "are you wasting resources,• or, "are you cost 
effective?" 

In the case of health, effectiveness could mean providing the 
best possible health care to northerners, on an equitable basis, 
at the least cost. There may be other ways to define 
effectiveness in the health care area. 

Translating these three Es into health terms means for the 
budget you approve, ware the department and the boards 
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getting the best quality of health care at the best price?" •Are 
services efficient" and most importantly, •are the people getting 
the best care for the dollars and effort invested?" 

Another highly important thing to bear in mind is that money is 
getting tighter and demands for services ·are inaeasing. There 
are many stakeholders in health care service including the 
department, the boards, the doctors, dentists, nurses and other 
professionals, along with their organizations and 
representatives, but not least of the stakeholder group is of 
oourse the people being served by the system. 

It is reasonable to say that there are many different opinions on 
how the system should work. There are those who see a 
centralized process as best, others see decentralized being 
better. Health administrators may see things differently from 
doctors, nurses may have yet another viewpoint, and often 
professional organizations have their own perspectives. Too 
often, in these vigorous debates, the people may get 
overtooked, or others may feel that they know what is best for 
the people and advocate a particular approach. Inevitably, all 
of these viewpoints have to oome together and be adjusted in 
the reality of who pays and how much is available to pay the 
bills. 

In our audit we have no doubt that some stakeholders will have 
different view from us. This is to be expected. It is not our 
intention to dictate to the N.W.T. which health care model it 
should adopt. Yet there is a need for the groups to talk and try 
to reach agreement on many of the pressing problems facing 
your government. For example, · what is the right balance 
between board run facilities and independent doctors? We 
doubt that anyone can answer this question yet, because your 
government is still uncertain about what health care model is 
appropriate and affordable tor the people of the N.W.T. We 
see some similar problems to the south, but also many unique 
ones in the north. The incidence of alcoholism, suicide, family 
violence, among other issues is greater in the north and there 
is no clear plan yet for dealing with them. The medical 
profession in. its entirety is divided between the preventative 
and curative approaches, yet there is not enough money to do 
both well. Just about every government is struggling with how 
to deal with rapidly inaeasing health care costs. It was a 
major platform issue in the recent U.S. Presidential elections 
and President-EJect Clinton has looked at the Canadian model 
for inspiration. Yet the Canadian model itseH is also in trouble 
as we cannot afford to serve all the demands from our people. 
How then does this relate to your Department of Health? We 
want to emphasize a few points here. We audited Health, not 
the board and professional associations, although we visited 
four boards and they kindly helped us to understand the 
oomplex issues from their perspectives. We have used some 
examples to illustrate eoonorny, efficiency and effectiveness 
problems. We want to str~ that they are illustrated examples 
of bigger issues, not issues in themselves. Thus, it is important 
for you to realize that we do not take sides in the issues 
mentioned in our report. 

We have had some discussions subsequent to our report with 
the Keewatin board about their dental oontrad, and we do 
have to clarify one point in our report. The board has provided 
information about the oontradual arrangements being with a 
not for profit, aboriginal joint venture under the name of the 
Kiguti Dental Clinic. We wanted to recognize this, Mr. 

Chairman, because it represents a new trend in providing 
services to the people. However, in reporting this case, we 
had ooncerns that the players were not working together, and 
this is why we use the example to illustrate that there are, in 
our view, major problems between the department and the 
boards, and significantly different views on their roles and 
responsibilities. In fad, Mr. Chairman, a central theme of the 
report is a series of recommendations that the players, 
overoome their perception differences and improve their 
working relationships to cut down on bureauaacy, improve 
ooordination and oommunication and work oooperatively to 
achieve the best with the available resources. 

However, Mr. Chairman, before a truly effective working 
relationship can be established, some key decisions are 
needed to decide on the most appropriate health care model 
for the territories. This, in our view, requires all the 
stakeholders to have input; the government, the medical 
profession, the boards, the associations and the people. Only 
with a full and complete oonsultation can the big issues be 
resolved. - For example, a current buzz word is ■rhe N.W.T. 
Way■• We have not been able to obtain a definition of what this 
means and whet its impad might be on the present health care 
delivery system. Yet if this is to be the government's model, 
defining it, communicating it and assessing the implications on 
the present system and stakeholders is vital. 

Thus, Mr. Chairman, we have organized our report into seven 
different sections plus an executive summary, hopefully for 
easier digestion. These are as follows: organizational strudure; 
planning for the future, managing people; managing 
information; capital assets; financial issues and management 
reporting and accountability. We want to stress again, Mr. 
Chairman, that all of these identified ooncems related to 
eoonomy, efficiency and effectiveness. 

One other point, Mr. Chairman, at ·our request the department 
identified an outside advisor for us with whom we oould consult 
during our audit. Our advisor was· Mr. John Noble, a former 
deputy minister in British Columbia and I believe an advisor to 
the Standing Committee on Agencies, Boards and 
Commissions in some of its deliberations. Mr. Noble is familiar 
with the important issues facing health care in the Northwest 
Territories and his advice was very useful to us. We would like 
to thank the department for suggesting Mr. Noble. 

The first chapter I will deal with is organizational structure. This 
is not an easy area to analyze and comment upon. We spent 
a lot of time trying to understand the history, both before and 
after devolution. We had as an advisor, Professor Bob Hinings 
from the University of Alberta, who is both an expert on 
organizational analysis and experienced in the health industry. 

From our analysis of the way the department is organized and 
fundions and the feedback we received from the boards we 
visited and spoke to each has a different view of what is 
needed and what is the most effective. The boards have 
gained more experience since devolution and appeared to be 
able to do more for themselves without the department 
needing to be as involved in all the areas that it is. Also, the 
responsibilities of the boards need to be spelled out more 
clearly as the present policies can be interpreted in different 
ways, often with the board seeing the issue one way and the 
department another way. Throughout this, Mr. Chairman, we 
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believe there is e need to invest more time by both sides to 
recognize end respect the roles of the other, if those roles can 
be clarified. We also feel that the department and the boards, 
along with the other stakeholders, that is the health related 
associations end the people, should be more intimately 
involved in making the key decisions feeing health care in the 
north. While we feel that the department has to adjust some of 
its operational policies and controls to better involve the 
boards, there also seems to be a need for the boards to 
recognize the valid role of the department so ell can work 
together effective. Both the department and the boards should 
consult with the people, the ultimate users. On issues 
pertaining to preventative medicine the department assures us 
that its staff ere in regular effective communication with other 
G.N.W.T. departments that have an imped on health. 

The next chapter is on planning for the Mure. This is a 
fundamental problem. While the department hes recently 
started some studies, we found e lack of meaningful planning 
that would be useful in defining the Mure strudure of the 
Northwest T enitories health care system. 

Presently there is no master plan for health care in the 
Northwest T enitories, yet Legislative Assembly committees in 
various hearings are acutely conscious of rapidly rising costs 
together with the competing demands for resources. Planning 
also must include considerations of health care professioneis 
end how they can provide the most effective service at the best 
cost. As mentioned previously, there is no consensus on 
whether health care resources ere best invested in preventing 
illness, or treating them when they oocur. This is note unique 
issue to the Northwest T enitories, but with a clear vision of 
what is best for your northern society, planning could help to 
achieve effective results. 

The next chapter is on managing people. The biggest single 
asset in health care is people. A well balanced system needs 
an appropriate mix of the right disciplines end the management 
process needs to serve individuals' interests as well as those 
of the organization. There are problems throughout the people 
management system from poor information to questions about 
attrading end retaining the best people, about training 
effectiveness; less than ideal methods of appraisal, motivation, 
indodrination, work loads and others. 

While people management needs good human interadion, it 
must also be supported by meaningful processes to monitor 
performance and provide the right kind of feedback to ell those 
involved. We find that several of these processes ere not being 
used well end their effectiveness needs to be improved. 

We have commented on the need to appraise the performance 
of dodors. This is some~

0
at of e controversial issue. Clearty, 

Mr. Chairmen, we ere not suggesting in any way that the 
confidential communications or records between dodors and 
their patients become the basis of such appraisals, but all 
salaried employees are public servants and as such their 
perfonnence on the job . should be appraised against 
reasonable standards to ensure that the taxpayers are getting 
their money's worth. Thus, Mr. Chainnen, we do not see any 
difference between different professional groups employed by 
your government. We presume, Mr. Chairman, that your 
lawyers, engineers and accountants are appraised periodically 
without interfering with the professional prerogatives. 

Another interesting area is training end development. Presently 
there ·is not enough money available to provide all the training 
and professional development that is needed by all your health 

. care professionals. Training and development is expensive 
and the limited funds do not seem to be spread equitably 
among ell the groups. 

The next chapter is managing information. Next to people, 
infonnetion is one of the most valuable assets, yet it is an area 
often neglected. In the health business the scope of necessary 
information is immense, from the confidential records kept by 
doctors on their patients, to overall measures of system 
effectiveness, with many points in between. The infonnation 
systems need e major overhaul. lnfonnetion that is available 
is often inaccurate, extremely difficult to retrieve and analyze, 
end may be compromising efforts to control costs. There is an 
ongoing disagreement about which is the best accounting 
system for boards, still to be resolved. There may be 
opportunities for economies if agreement can be reached. 

In essence, the systems are needed to process payments to 
health care professionals for the services they provide, and at 
the same time to generate useful statistics and information for 
planning and day to day management, on the one hand, and 
tor providing management information including financial and 
cost acoounting. There is no agreement on which is the best 
accounting system, some support one and others support 
another. In our view, Mr. Chairmen, the various users should 
agree amongst themselves on the best system for their needs 
and consider standardizing so that ell their infonnation will be 
compatible, comparable end interchangeable. For bill paying 
end collecting with the side benefits of usable end useful 
infonnetion, improvements are needed to speed up data 
production and improve its accuracy. 

The next chapter is capital assets. We have added some 
comments about capital assets but the situation in health is 
similar to the issues we reported last year on a government
wide basis. 

We could not find any record of capital assets in the 
department. Although the boards operate such capital assets, 
the department is the owner on behalf of the government end 
should work with the boards to identify and control these 
expensive items. We are not suggesting, Mr. Chairman, that 
the department's role is anything other than owner with the 
boards being responsible for day to day operational 
custodianship. 

The next chapter is on financial issues. As we pointed out 
eartier, Mr. Chairman, rising costs end the government's ability 
to pay ere e major concern. Compounding this problem is the 
difficulty the department has in predicting certain costs 
accurately, often necessitating requests for supplementary 
estimates. Certain elements of the budget do not appear to 
have been evaluated, such as whether the Stanton Hospital 
gearing up has had a significant imped on referrals to southern 
facilities. In fad, Mr. Chainnen, there ere many similar issues 
where tt)e most cost- effective mix of services end resources is 
not known definitely. These concerns have been raised and 
discussed in the Legislative Assembly and by its various 
committees fore considerable time. Yet they still oocur. The 
Financial Management Board has called for better identification 
of costs, but accurate forecasting still eludes the department. 
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We have been asked whether, in our opinion, the devolution on 
health care from the federal government was done as well as 
it oould. Mr. Chairman, this is not an easy question to answer. 
We do not feel we are in a position to answer this question. 
Given the elapsed time since the major negotiations it may be 
that no one will be able to answer the question now. However, 
Mr. Chairman, one ongoing problem that can be traced to 
devolution relates to federal funding for Indian and Inuit health 
care which is disputed by the federal government. At March 
31, 1992 the claims disputed and unpaid by Canada were 
some $51 million. The fact is, Mr. Chairman, that your 
government has funded the services provided but has not been 
paid for them. The large outstanding sum of money is putting 
a major strain on your government's resources and may 
jeopardize your ability to pay for services in the future. 

Medical travel continues to be expensive and unpredictable. 
There are two medical travel programs, one for government 
employees and the other for non employees. The oontinuing 
need for travel, particularty to out of territory facilities, may not 
be resolvable until you have a clear and acceptable model of 
how health care will work in the future and how your available 
resources are invested to get the best results. 

The last chapter deals with management reporting and 
accountability. Many governments are grappling with 
management reporting and accountability to Parliament or the 
Legislative Assemblies, with your government being no 
exception. Basically you need this data to be able to assess 
if your programs are effective. Are they reaching the people as 
you planned, and are they also cost effective? Without data 
you cannot answer such questions. Unfortunately, 
management systems tend to focus on what people do, not 
what they achieve. Measuring what people do is relatively 
easy. We call these outputs. Measuring real results, what we 
call outoomes, is harder, but essentiaJ. Presently, Mr. 
Chairman, the department has not developed good measures 
of outoome. Without such measures legislators and decision
makers have to rely upon other information which often does 
not tell the story. For example, if people have to rely on 
complaints as one way of seeing how well they are doing it 
gives a biased story. Rarefy do individuals write in to praise 
government services, so oomplaints are a biased form of data. 

The department faces a major challenge to identify the kinds 
of information they need to aocount property to the Legislative 
Assembly both to report on fast progress and help to justify 
new initiatives by providing an aocountability framework up 
front. However, even with a well defined system it is only 
useful if it is nurtured and used. We found too many of the 
department's measurements not actioned. 

Finally, Mr. Chairman, in I!~ integrated health care system such 
as yours, the boards also have to produce data measuring and 
evaluating their performance. Throughout all of this need tor 
data is the overriding oonsideration of cost. Systems to 
produce and analyze information must themselves be cost 
effective, otherwise they will divert too much from the primary 
need. 

This ooncludes our opening statement, Mr. Chairman. We 
hope our report is useful to the Legislative Assembly and the 
other stakeholders in addressing the many challenges that lie 
ahead. We will be happy to answer any specific questions the 

Members may have. I take this opportunity to introduce my 
oolleague, Mr. Roger Simpson, who is the principle responsible 
for the audit of the Government of the Northwest Territories. 
Thank you, Mr. Chairman. 

CHAIRMAN (,..r. Zoe): Thank you. The Chair would like to 
apologize for not property introducing you, Mr. Dubois. Mr. 
Dubois is the Deputy Auditor General of Canada. He came all 
the way from Ottawa to be here with us, and his other 
Edmonton office colleagues are Mr. Simpson and Mr. Martin 
are also here with him. 

Maybe I can lead off with a question. From the oomments in 
your statement, Mr. Dubois, your report has a lot of information 
and reoommendations but what is the bottom line? Is the 
Department of Health operating in an effective, efficient and 
economical way, or how are we doing in other words? 

MR. DUBOIS: Mr. Chairman, it is very difficult to put any kind 
of numbers on an answer to _that type of question. The major 
problem we have observed and which runs throughout the 
report is the difficulty of all the stakeholders involved in working 
together. The fact that there are forces that pull in different 
directions clearty demonstrates, as far as we are concerned, 
the lack of efficiency in the health care system. However, we 
are not in a position to quantify that. 

As far as the effectiveness issue is concerned which regards 
the quality of care of the people, our audit did not go to the 
extent of measuring that, but we do conclude that the 
information- base that the department has does not permit the 
department either to know if it is effective or not, and if the 
N.W.T. health care system is effective or not. We think that is 
a serious disaepancy. 

CHAIRMAN (Mr. Zoe): Thank you. General oomments from 
Members? Mr. Koe. 

MR. KOE: Thank you, Mr. Chairman. The audit report 
outlines, explains and illustrates that there are a lot of serious 
issues relating to health care and health delivery in the north. 
The report basically verifies what we have been hearing from 
the people involved in the health business, what they call the 
stakeholders throughout the north. As Chairman of the 
Standing Committee on Agencies, Boards and Commissions 
we have also been investigating the roles of health boards. In 
our interim report in earty December the Standing Committee 
on Agencies, Boards and Commissions stated that, •a very 
serious state of affairs presently exists within the administration 
of the territorial health care system and that there are strong 
signals that the entire scheme of the delivery of health care is 
not unfolding as it should. Unless significant adjustments are 
made in the approach used by the Department of Health, and 
the development of a oommunity based foundation the 
administration of health care services may be headed for 
failure.• 

In our disaJssions, and personally my disaJssions in sitting in 
this committee and the other oommittees I sit on, I have to 
agree with the Auditors, the bureaucrats, the health board 
representatives and the recipients that there are serious 
problems with the system. Collectively we have to look at what 
we have, where are we going, how are we going to get there, 
and in the words of the Auditors in the most effective, efficient 
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and economic way. We are also concemed about the quality 
of health care, especially for our people who live in the 
communities. There are many communities that do not have 
ready access to a hospital. They do not have ready access to 
specialists of all kinds and aboriginal people have been led to 
believe this and have been expected, or always expect, a 
certain level of care. Throughout the years, especially in more 
recent years, these expectations are changing because of 
demands, basically money demands, and the ability of the 
system to pay for the type of health care system that we have. 
I guess one of the results is that we are in a dispute with the 
federal government over a certain amount of money. It varies. 

The auditors mentioned $51 million. That was quite a few 
months ago. I think it is more up in the $80 or $90 million 
range and those are for health services for non-insured 
services basically to Indian and Inuit people. Being one of 
those, I guess I have concems that the level of care that we 
had when the federal government managed the system and 
promised our forefathers and people forever that they would 
provide is changing. It is serious, not only for aboriginal 
people but for all people in the north. The oosts, as explained 
in the audit report, are getting too high. We have facilities and 
a system with new techniques and new diseases that are 
costing a huge amount of money putting new pressures on the 
delivery system and how we treat those diseases. We have to 
collectively look at this and come up with some 
recommendations and revamp the system. On this committee, 
I assume we will be making some recommendations based on 
what we hear in this public prooess and from my other hats I 
wear on the Standing Committee on Agencies, Boards and 
Commissions and on the Special Committee on Health and 
Social Services, that we would be ooordinating our findings 
and coming up with hopefully some good recommendations on 
how to deal with this. I think we are all responsible and we all 
have some say and hopefully some solutions as to how we 
respond to these issues. That is all I wanted to say now as 
they allot more time as we get into the chapters and details of 
the audit. Thank you. 

CHAIRMAN (Mr. Zoe): Thank you. Any other general 
comments from Members? The Member for Deh Cho, Mr. 
Gargan. 

MR. GARGAN: Thank you. Mr. Chairman, I just wanted to 
mention, years ago when I was not a politician, many people 
used to lobby in Ottawa. I think Maurice Aked was one of the 
persons we used to work with. 

The whole fOa.Js of direction we were taking at that time was 
Indian control of Indian health. One of the biggest things that 
we have asked is that we are allowed to control our resources. 
We said, having self-dete'!Qination does not mean that we start 
training Indian doctors, Indian nurses. It just means that as 
long as it is still under the control of the government, it does 
not mean anything. We just change the colours of the people. 

One of the realities in the north is that not every community is 
going to have a doctor, a psychiatrist, or a specialist of some 
kind, but we could start training people to become paramedics, 
for example, or C.H.R.s or even C.N.As. The other one is 
dental therapist, and then we decided dental therapy training 
here is needless and that did not have to happen. 

The problem right now is that we are spending a lot of money 
administering health services instead of delivering health 
programs to the communities. I think that as long as that 
oocurs, we are going to see a bottomless pit with regard to 
expenditures for health services. Mr. Chairman, the reason I 
say that is that the reality right now is that life goes on and 
people will die. 

When I talked to the Members here before I asked about my 
own father, for example, who got sick and went to the nursing 
station and spent about four hours there. He was getting 
worse so he went to Hey River end he hung on for about 18 
hours before he finally died. tt you look at the T.V., you see all 
these lite-supporting machines; breathing apparatus and stuff 
that keeps your heart going. It was a situation in which a 
doctor could not do anything. They gave him medication and 
he could go faster than if they did not do anything. They said 
the reality is that even if we create the amount of hospitals that 
are required to serve the north, hospitals are there for people 
that need emergency care or specialized care. 

Most of the stuff that is happening right now is based on a 
crisis situation. I think we must get away from that and start 
teaching, about traditional foods, for example. We do not see 
that in the communities. We do not see people in the 
communities go to an elder and ask what they could use out 
there to get better. We always have these little plants in the 
house that we boil when we get sick or have tonsillitis. It works 
and you do not need to go to the hospital or nurse to get that 
but we still do that because a lot of people have grown 
accustomed to what western technology has to give us. 

I think the cost that is accumulating now really sends out a 
strong signal to Yellowknife and to the Department of Health 
that we are going to have to stop now and look at how we are 
going to best serve the communities. I think the best way we 
are going to do it is to start promoting traditional food, 
preventive type of programs, possibly in the classrooms. We 
need to do that. 

We also have to look at the crisis type of situations at the local 
level because what happened to my Dad is that he had to go 
fly hatf and hour, but there are places where they have to fly 
four hours to get to a medical centre if the situation arises and 
maybe those people do not have that much time to be 
medevaced for that long period of time. The waiting period in 
between those emergencies is a critical point. We do not have 
anything to respond at the local community. I think this should 
be addressed. We do not have trained medical interpreters in 
the communities. We still have C.H.R.s who are not training 
specifically to be professionals in that area but they serve in 
that capacity. The interpretation of a kidney and a liver is just 
about identical. There could be a mix up in the interpretation 
of that. This is critical. The kind of practices that the centres 
are using are totally unacceptable here in Yellowknife. We 
have janitors who take x-rays in the communities. H I were to 
go to the nursing station and need an x-ray they would ask the 
janitor to fix up the machine. He has a graph which he looks 
at and then he zaps me. This is the kind of thing that the 
communities are putting up with. You would never see that 
here in Yellowknife in the hospital. A doctor would not grab the 
janitor and tell him to give me an x-ray, that is totally 
unacceptable. I think we have double standards here. I 
wanted to bring this up because I realize that the reality is that 
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this is they way it is right now in the communities. We cannot 
have a radiologist in every communities. Those are areas in 
which the communities could control and take responsibility 
for, if they were allowed to do it. Thank you. 

CHAIRMAN (Mr. Zoe): Mahsi. Does the Auditor General's 
office have any comments pertaining to Mr. Gargan's 
comments? If not, are there any further general comments 
from Members? Mr. Ningark. 

MR. NINGARK: Thank you, Mr. Chairman. Everyone is aware 
that transportation is costly in providing health care in our 
system. Transportation between the home community of the 
patient to the central medical facility, such as Yellowknife or 
Edmonton, is costly. It is especially costly ior patients who are 
in an emergency situation requiring medevacs. This has 
become very costly but unavoidable. This is something which 
has to be done. One of the ways in which we can aJt costs in 
the area of transportation is by building good medical centres 
within each region with qualified doctors, specialists and the 
required equipment. This would be very costly but in the long 
run we may be able to save the government money. 

Another way in which I think we can aJt the costs are by 
providing good communications between the patient and the 
doctor. Since I became a Member of the N.W.T. Legislative 
Assembly, about three years ago, I have been approaching 
and requesting the Government of the N.W.T. Department of 
Health to provide a translator/interpreter at the Stanton Hospital 
for the people from Pally Bay and Gjoa Haven. People from 
Pally Bay, Gjoa Haven and Spence Bay speak the Netsilik 
dialect. They have been utilizing that hospital for over 20 or 30 
years. To this point in time the system has not provided an 
interpreter/translator who will speak the language of the 
patients from the Natilikmiot communities. This could prolong 
the healing of the patients. If there is a misunderstanding 
between a doctor and patient it will take that much longer for 
the patient and doctor to understand one another. This makes 
things more difficult for both of them to be able to understand. 

One other thing which I would like to point out is the earty 
prevention of diseases that are common in each of the 
communities in the N.W.T. I think that if the doctors are able 
to visit communities more regularly they will be able to dated 
the diseases which could provide a chronic illness of people. 

It is very important that we emphasize to the federal 
government that we do not have adequate funding to meet the 
need to provide health services to our communities. I think 
that some people are frustrated to the point where they feel the 
federal government should take back the health programs and 
services. It is costing this government a lot of money and the 
federal government is nqt, meeting their obligation to provide 
funding since we have taken it over. 

One of the disputes we are having between the federal and 
territorial government is that the money that was promised by 
the federal government to the territorial government before we 
took over the services is not being met by the federal 
government. It is going to get more and more difficult as the 
funding is harder to get within the national scene. I think this 
government and this committee have a very difficult job to do 
especially in the area of the health system. Thank you, Mr. 
Chairman. 

CHAIRMAN (Mr. Zoe): Mahsi Cho. Are there any general 
comments from Members? Mr. Dubois, do you have any 
comments pertaining to Mr. Ningark's remarks? 

MR. DUBOIS: Thank you, Mr. Chairman. I would like to make 
a general comment based on several of the remarks that were 
made. In the report we talk about the need to define a health 
care model and the need for all the stakeholders to get 
together to disa.tSS and agree on the health care model. 
Naturally this model would have to be based on accurate and 
timely information, but I think that many of the remarks just put 
even more emphasis for the need for that particular model as 
to what kind of structure should the health care system have, 
where should the services be given, and at what level should 
the services be given in the different communities or regions. 
Many of the issues that I brought out saeam out for a need to 
get an agreement on that. If ell the stakeholders would get 
together and agree on a health care model then perhaps this 
would be the first major step towards resolution of some of the 
issues. 

Naturally it may not resolve the differences of opinion between 
~ government and the Government of Canada. However, if 
the model is developed and if proper information is developed 
as a base then the Government of the Northwest Territories can 
probably be in a much better position to make its case to the 
federal government as to the type of health care system that it 
wants to sustain and maintain. 

CHAIRMAN (Mr. Zoe): Are there any general comments? Mr. 
Whitford. 

MR. WHITFORD: Thank you, Mr. Chairmen. I would like to 
make a few comments about the prooess we are undertaking 
and the review of the department. The comprehensive report 
illustrates the complexity of the Department of Health. It not 
only shows that this is a life and death type of program, it goes 
to extremes but it also has to ecx:ommodate the humanity in it 
that it has to give; the service in a humane way and it has to 
undertake this mandate in a very complex environment. It is 
not only a physically demanding environment, but it is also 
complex in terms of language and culture spread across the 
greater part of Canada. It has to meet people's demands and 
their expectations in not only a technological way but also in a 
very rapid way. We have come into the twentieth century very 
quickly where I think people had a little bit more lead time in 
other parts of Canada, where we have picked up the 
technology and have had to distribute and disseminate that 
very quickly aa-oss the north and people's expectations have 
changed about seeing all of the techniques that are available. 
For instance, open heart surgery, you can strap a person to a 
machine and keep that body alive forever. We have just come 
out of an era where death was inevitable. People died at home 
and now they are not even allowed to do that. In most cases 
the technology wants to keep them in a facility to try to prolong 
life. So we are having to make those a..iltural changes as well 
as our expectations are now that if you aJt off your finger you 
can get it sowed back on because you have seen it done 
elsewhere. I guess the department has been trying to deliver 
as good a service as it can. · 

We do all of that within a very large budget, but never enough 
to do everything that it can. This audit does illustrate the 
problems the department is facing with ell of these things: 
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people, technology and money, and trying to get a service to 
the north. I have been quite fortunate to have gone through 
the whole series of health care systems that we have had in the 
north from quite primitive to much more sophisticated. In the 
past 30 or 40 years it has gone from a church run system with 
a little medicine chest in the comer somewhere, to something 
quite sophisticated. We have taken it over from the federal 
government, who designed the system, from Ottawa and 
introduced that to the north. I only learned recently how it 
came about. It probably was not the best way of picking up a 
system like this, it was kind of forced onto the territorial 
government in a sense. I suppose we could have said no, but 
the fact is we did not and we have acquired the system with all 
its problems and its good points. We are going to try to make 
the best of it. The audit points out some of those areas that 
are and have been giving us problems. In all fairness, again, 
I am quite fortunate to have been involved for a very short time 
in a position where I would have liked to have seen some 
changes made, and those problems still prevail. I think we will 
get into them a little later on as we go on here. 

Certainly one of the areas that I compliment the department in 
is delivering a health care system to the north and its 
complexities in a good fashion. There are still areas, having 
been closely associated as I have been for the years, I regret 
not seeing more northern people involved in. I think if you look 
at the closeness that health is to the people, there are very few 
native peoples looking after native peoples. I am not sure why 
this is. I do not think there is a native dentist in the whole of 
the territories. There are a few dental assistants, and there 
were more when the dental program was run out of Fort Smith, 
but it is not quite the same. You do not see many native 
nurses. You go to the hospital and you see very, very few. I 
do not think I can recall any myself, but there may be in other 
communities, but very, very few. I am not sure what the 
problem is, have we tackled this thing with the vigour that we 
should have? 

Years ago there was a program run by the hospital in Fort 
Smith for C.N.A.s and out of that resulted a few. I would 
probably be very liberal to say that 25 or 30 per cent of the 
people who started the program eventually went on to be 
R.N.s. That program seemed to have faded away and I do not 
know if it was ever taken up with anything else. That is one of 
the disappointments over the many years that I have seen, a 
program that the department has never been able to achieve. 
In the administration part as well, there are not quite enough 
native people within administration. There are programs that 
could be undertaken to change that, but I am not sure why 
they are not. We may be able to extract from this some ideas 
as how to go about doing that, but there also has to be a will 
there to do it. I think that current thinking in the territories is 
that we should be encoµfaging more aboriginal peoples to 
become a part of the system so it can be delivered in a fashion 
that communities and native peoples want. 

I am not sure if we have, in the territories, anything unique as 
tar as diseases are concerned. We acquired all of the known 
ailments that western civilization acquires as it becomes 
sophisticated. When we live a more simple life, maybe we do 
not live as long, but it seems now that we have acquired a 
number of diseases and illnesses that take all too many 
people. Maybe northern people are more susceptible to some 
things. I think one of the other Members mentioned that there 

is a higher rate of cancer deaths and heart diseases than 
previously. I, as a young person, recall very few people dying 
of cancer, but now it seems to be common place. I just 
wonder if there are some things that we have acquired in our 
adaptation of a southern life- style that makes us more 
susceptible to those kind of things. More research could 
possibly go into that, research of a northern nature. I did 
mention a couple of things but I am not going to go through 
that at the moment. 

Regarding administration, the report points out that we have 
boards that run on medical centres and there seems to be, a 
certain friction between departments and boards. This causes 
extra costs, maybe not so much in terms of large amounts of 
money, but in time, and bad feelings. It takes up a lot of time 
and adds to the cost and reduces efficiency and effectiveness 
of an operation when people are battling out with each other 
over turf, H you will. There has to be some resolve to that and 
I am not sure how that will come about and whether the 
responsibility ior that ultimately lies with the department and 
with the Minister. There are certain limitations to what the 
department and the Minister can do with boards. So we have 
to look at that a little bit more carefully and come up with a 
middle of the road or better solution. 

One of the things that I do want to mention, because it has 
caused concern with some of my colleagues in the past and 
still does to a certain extent is the hospitals in the communities. 
At. one time, the churches ran the hospitals and they set them 
up wherever, Fort Providence had its own hospital and 
Resolution, Fort Smith and Aklavik and, eventually, they fell 
under the department's responsibility. Now there appears to 
be a movement to shut some of them down because they are 
not being utilized. I would like to see these hospitals remain 
open. The facility is there already, but if they are not being 
used for the purpose they were intended to be used for, a 
hospital for births and deaths, they could become specialized 
in some areas, and I have always referred to Fort Smith and 
the chronic care unit that is there. 

I was very moved by the care that was given to the elder1y and 
those that were incapable of looking after themselves through 
illness or age. There is no reason why a facility like that cannot 
be enhanced to acoommodate this kind of a service and leave 
the more active hospitals to do the types of things that they 
can do best. We should take a look at the hospital in Hay 
River and see how that can be utilized. If it cannot be utilized 
as a hospital for births, deaths and illnesses, it can be used for 
some other purpose in the medical field. Simpson as well, 
rather than shut it down, use it in the area of chronic care. I do 
not think a person with Alzheimers really gives a damn where 
they are as long as they are being well looked after. There is 
a difference if the person is well and cognizant and they are 
not with their friends and relatives. It is harder for them to be 
moved somewhere else. There are a lot of hospitals that can 
be used for other purposes rather than closing down facilities 
to meet the budgets that you are constrained to. 

I guess I have gone on further than I should but those, by way 
of comments, are things that have come out of the audit that 
we will probably be looking at the rectifying or bringing to the 
attention of the department. Those are things that I think are 
key to what was in this audit. There are a iew more as we go 
through the chapters that I will comment a little bit more on. 
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CHAIRMAN (Mr. Zoe): Thank you. Are there any more 
general comments? Mr. Ningark. 

MR. NINGARK: Thank you, Mr. Chainnan. Mr. Chairman, I 
guess there is a way that this government, our government, . 
can help the people of the N.W.T., especially the native people 
in the community, when people are saying that the illnesses 
and diseases are much more prevalent in the native community 
than the rest of the communities within the system, within 
Canada. No wonder, Mr. Chairman. The health of the 
individual depends on the kind of life style they have. 

I remember many years ago before the animal right activists 
were adive within their demands, the people who made their 
living by hunting and trapping who spent most of their time out 
on the land were very healthy. Since the animal rights adivities 
have penetrated the system, come to our community, affected 
the life-style, people's health has been deteriorating up to this 
point in time, probably due to not spending much of their time 
outdoors. Secondly, depressed because their life.style is being 
taken away and, thirdly, people who are unemployed in a 
community are more likely to get sick than people who are 
employed, even when they are the same age. I think the life
style has a lot to do with the health conditions of the people 
and we, the government of the N.W.T., should realize that and 
help them out, if we have the means to do that. All we need is 
the political will to do it. I just wanted to make a point, Mr. 
Chairman. 

CHAIRMAN (Mr. Zoe): Thank you. Are there any other 
general comments, any responses or remarks? Before we go 
into the chapter by chapter, the Chair would like to take a five 
minute break. We will go chapter by chapter. I think some 
Members have certain specific questions they want to ask the 
Auditor General for darification. 

-SHORT BREAK 

CHAIRMAN (Mr. Zoe): I would like to call the committee back 
to order. We will go briefly through the Auditor General's 
report. Would the committee like to go through chapter by 
chapter to see if they need any darification on the 
recommendations or some of the content in each chapter. 
Does the committee want to go chapter by chapter? After we 
condude that we can move on to the opening remarks to the 
Department of Health. Agreed? 

SOME HON. MEMBERS: Yes. 

CHAIRMAN (Mr. Zoe): Does the committee have any 
questions or require darification with regard to chapter one? 
tt I could ask the Auditor General's office to give us a short 
summary of chapter Of!e,- Chapter one is the executive 
summary. I wanted to make a comment with regard to that. 
In chapter one in the last paragraph of page one you 
commented that "it should not be construed that any individual 
has received inadequate health care as a result of these 
issues.• Can you really condude that since the audit scope did 
not permit an operational audit of health facilities or programs? 
Can you really say this in your exea.rtive summary? Mr. 
Dubois. 

MR. DUBOIS: Mr. Chairman, what that sentence attempts to 
do is to advise the reader that we did not look at the quality of 

health care that is given to the users of the system. The 
sentence maybe slightly restridive in the sense that it could 
say it should not be construed as suggesting that any 
individual has rec::aived inadequate health care. We could also 
have said or has received adequate health care. We do not 
know. The sentence is there to say that the audit did not 
permit us to make any observations on the quality of the health 
care at the user level. It is a scope limitation in reality. We 
could not make any observation one way or the. other on the 
quality of the health care because we did not audit that 
partia.ilar aspect of the health. system. 

CHAIRMAN (Mr. Zoe): In other words then this sentence 
should have read something such as it should not be 
construed as suggesting that any individual has received 
inadequate or adequate health care as a result of these issues. 

MR. DUBOIS: I believe it would have been more complete if 
we had used both expressions. 

CHAIRMAN (Mr. Zoe): Thank you. Are there any questions 
on chapter one, the executive summary? Are there any 
questions or comments on chapter two? Mr. Dubois, I wonder 
if you could give us a summary on chapter two. 

MR. DUBOIS: Mr. Chairman, could I pass this on to Mr. 
Simpson. 

CHAIRMAN (Mr. Zoe): Mr. Simpson. 

MR. SIMPSON: I guess I am the end of the line here, Mr. 
Chairman. Whet we attempt to do in chapter two, Mr. 
Chairman, is to look at the way the health care system is 
organized and strudured and the relationships, roles and 
responsibilities of the players that are involved in the health 
care delivery system. What we have identified is that there is 
some significant confusion in terms of the roles and 
responsibilities that need to be straightened out so that the 
players in the system are dearty cognizant of their own roles 
and responsibilities. We have done some analysis in terms of 
what we see existing and what we think the problem is in terms 
of the non-specific rules, regulations, policies, etc. 

We comment that there is some difference of opinion between 
the various players. We also observe in paragraph 2.5 that 
there are some differences in the way that the various players 
pradise their roles. In paragraph 2.6 we make suggestions to 
help streamline the process by pointing out what, in our view, 
is necessary to overcome these differences of opinion. We 
also point out in section 2.7, Mr. Chairman, that there may be 
opportunities for the department internally to realize some cost 
savings through amalgamating certain fundions which appear 
to have similar kinds of activities, where the expertise and 
perhaps even the systems could be pooled. 

In sedion 2.8 we talk about communicating with the boards 
and some of the diffia.ilties in both camps that have arisen over 
time. In sedion 2.9 we talk about communicating with the 
public and how important that is to get the message out. In 
2.1 o we talk about coordination with other departments, which 
the department has infonned us that they do regularly. We 
have some problems in the sense that we cannot find any 
records of those disaJSSions. In section 2.11 we talk about 
board members and some of the needs for improving the role, 
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the training and the support for board members. In essence, 
Mr. Chairman, that is what we have attempted to do in chapter 
two. 

CHAIRMAN (Mr. Zoe): Thank you. Are there any questions 
or clarification required from Members to the Auditor General's 
office with regard to chapter two? Any questions? Mr. Koe. 

MR. KOE: The report comments on the need for a better 
understanding and cooperation between the department and 
the boards but should not be regarded as advocating a 
position of one as opposed to the other. Can the Auditor 
General elaborate on whether or not boards have a legitimate 
beef? H so, why have you included this disclaimer in the last 
paragraph on page one which states what I just said, that the 
department and boards should not be regarded as advocating 
the position of one against the other? 

CHAIRMAN (Mr. Zoe): Mr. Dubois or Mr. Simpson. 

MR. SIMPSON: Mr. Chairman, I believe there are genuine 
beefs that are out there, but it is not our policy to advocate the 
position of one party versus another where there are problems · 
that need to be resolved. Although we recognize, identify and 
hopefully make constructive suggestions for improving the 
process, I do not believe it is up to us to say we support the 
department or we support board XYZ in this particular process. 
That is the reason we are trying to stay neutral here so that our 
objectivity in commenting on the system as a whole is 
preserved. We just do not want to get ourselves into either 
camp because I believe that the issues here are very significant 
and need to be resolved by the stakeholders in the system, not 
by some outside persons like ourselves. I do not know 
whether that clarifies your concern, Mr. Koe. 

CHAIRMAN (Mr. Zoe): Thank you. Are there any further 
questions or comments on chapter two? Mrs. Mari1:rJewell. 

MRS. MARIE.JEWELL: Mr. Chairman, throughout this 
particular chapter there has been various comments in respect 
to the roles and the responsibilities of boards and how they 
should be operated. There are even comments as to some 
boards being more powerful than other boards, probably 
because of the fact that there are some boards that have been 
in place long before the transfer came about. However, it 
seems over the past few years, a couple of years particulariy, 
there has been a lot of confusion on how the boards have 
operated, recognizing that some boards feel that they have the 
management authority to operate an institution that they are 
responsible for. This particular audit has indicated that there 
is no doubt there has been confusion and there is a lot of 
power pulling between the boards and the Department of 
Health, particulariy here. ,in Yellowknife. It leaves many 
questions in the minds of, not only the board members, but the 
politicians themselves. I would like to ask if we were able to 
give the boards all the autonomy along with a certain amount 
of funding to be able to operate their responsibilities, how can 
the Minister be held aocountable and responsible to the 
Legislative Assembly? I would like to know how can we give 
them the autonomy, but at the same time publicly make the 
Minister acoountable? 

CHAIRMAN (Mr. Zoe): Mr. Dubois. 

MR. DUBOIS: Mr. Chairman, the thrust of the report, which 
encourages the government to develop a health care model, 
would include all the stakeholders and an agreement by 
everybody as to what the model should be and how the 
system should work. It should include an accountability 
process within that particular definition. The exact way the 
accountability would flow back up to the Legislative Assembly 
would have to be defined within that model. Somebody has to 
bring all the information together, and the way we have seen 
the organization defined, at least to the extent that it is defined 
at this time, there is nothing that would keep the information 
flowing through the department, through the Minister back to 
the Legislative Assembly. There are different ways that this 
system could be structured. I think we are back to our main 
observation, that all the players should agree how this should 
work. What this report says, particularly in chapter eight, is that 
whatever is agreed upon should include an accountability 
process, or a feedback mechanism so that the Legislative 
Assembly knows if its health care system is working effectively. 

-CHAIRMAN (Mr. Zoe): Do you have any additional comments 
to make, Mr. Simpson? 

MR. SIMPSON: Thank you, Mr. Chainnan. I think it is 
important to realize that the accountability mechanisms that 
Raymond is talking about includes not only the stewardship of 
public funds, but also perhaps the more important aspect of 
making sure that the Legislative Assembly is reassured that the 
right kinds of health care is being given to the people. The 
accountability mechanism has many different facets to it. One 
is a stewardship of public funds, the other is the broader 
aocountability issue in terms of achievement of objectives. 

HI might just make a comment, Mr. Chairman, I believe a start 
has been made on developing at least an outline of 
memoranda of understandings or agreements between the 
departments and the boards, and I think this is a positive step 
towards outlining some of the responsibilities of all the players 
who are involved. However, we would have some concerns 
that the outline as it is presently framed lacks the acoountability 
mechanisms that Mr. Dubois has just referred to, and we would 
suggest that they .be built in before any memoranda of 
agreement are finalized. 

The other comment I think we would make on that, Mr. 
Chairman, is that such memoranda of agreements also have to 
be the product of clear communications and negotiations 
between all the parties, and not something that is just imposed 
from Yellowknife on everyone else because I think that would 
just compound the problem. Thank you. 

CHAIRMAN (Mr. Zoe): Thank you. Mrs. Mari1:rJewell. 

MRS. MARIE.JEWELL: The other comment I wanted to make 
in this particular area, Mr. Chairman, is the 1act that many times 
throughout this whole audit it summarizes the department as 
being more of a department that addresses a crisis in a 
reactive way. There are many crisis management approaches 
to making decisions. Would the Auditor General's office be 
able to tell us why they feel it is predominantly aisis 
management, because it certainly is not a pro-active type of 
management. Even though I realize the audit states that there 
is a lack of planning within the department, why does it appear 
that it just continually is played with a aisis management 
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approach to making decisions. I am wondering whether or not 
there is the same type of attitude towards the boards that we 
have across the tenitories that deliver health. Thank you. 

CHAIRMAN (Mr. Zoe): Thank you. Mr. Simpson. 

MR. SIMPSON: That is a good question, Mr. Chairman. 
think it probably overlaps a little bit into chapter three where we 
talk about the need for a clear vision and planning inputs. 
There is no doubt that certainly in the last year or so the 
department has had a lot of its time taken up by aisis 
management or fire fighting types of situations. I think as to 
whether or not that is the philosophy of the department or how 
it can or cannot deal with those things, is probably a question 
batter addressed to the witnesses from the department. I am 
not sure I could give you a value opinion on why that situation 
exists. It is a problem, in our view, that the day to day aisis 
management needs to be handled in such a way as to permit 
appropriate management time and effort into looking to the 
future and developing a comprehensive and <X>Operative 
system that deals with the problems that the health care 
system, in the Northwest Territories is facing. Again, I do not 
know whether that is specific enough for the Member's 
question. 

CHAIRMAN (Mr. Zoe): Thank you. Mrs. Marie-Jewell. 

MRS. MARIE.JEWELL: Thank you, Mr. Chairman. I would 
just like to ask another question. Does the Auditor General's 
office feel the same applies to the boards aaoss the tenitories? 

CHAIRMAN (Mr. Zoe): Mr. Simpson. 

MR. SIMPSON: I am not sure that I really understand the 
question. Could you pertiaps clarify it for me? 

CHAIRMAN (Mr. Zoe): Mrs. Marie-Jewell. 

MRS. MARIE.JEWELL: Does it appear, through your audit, 
that the boards across the tenitories that are responsible to 
deliver health services in their particular region also have the 
same type of methods in addressing issues, do they have the 
ability to do· tong-term planning? 

MR. SIMPSON: Okay, thank you tor that ctarification. Again, 
I do not think we can answer that one, Mr. Chairman, because 
we did not audit the boards. 

CHAIRMAN (Mr. Zoe): Mrs. Marie-Jewell. 

MRS. MARIE.JEWELL: I recognize that the boards were not 
audited in detail. However, there was some overviews and 
some type of prelimin~ disrussions with the C.E.O.s of 
various boards and probably that was not detected through 
your disrussions. 

I would like to ask the Auditor General's office, within the health 
system, since there is so much confusion between the boards' 
role and the Department of Health's role there is a lot of, I do 
not know if the word animosity is fair to use, but there is a lot 
of resistance between the both in wanting to appear to work 
together towards the delivery of health. How can this particular 
area be addressed, besides getting clarification for their 
responsibilities? I mean what you have, in my opinion, is a lot 

of tugging. I do not know if it because of power, but there is 
a lot of confusion as to who is responsible for what and it does 
cause a lot of detriment to the delivery of health. Unfortunately, 
it is generally the patients that suffer. 

How can we address the building of a partnership with mutual 
respect for each other because I certainly have noticed in the 
Auditor General's report that mutual respect towards each other 
·leaves a lot to be desired. Thank you. 

CHAIRMAN (Mr. Zoe): Thank you. Mr. Dubois. 

MR. DUBOIS: Mr. Chairman, the solutions are not easy, 
however, we feel that as long as the parties do not sit down 
together in the same room and try to come to an agreement as 
to what the health care model should look like and who should 
have responsibility tor what and agree between themselves as 
to who is going to do what to whom and when, and we always 
oome back to the accountability system or the feedback 
system, are bound to continue to have the same situation as 
today. I think you are right in saying that everybody has taken 
certain positions and some of these positions have hardened 
over time. It may be very difficult for one individual player to 
back off from a position. However, if everybody goes into it 
positively, than nobody loses face because everybody sort of 
comes out to a new deal, let us put it that way, and nobody 
loses tace. It is not one giving out to another one; it is 
everybody sitting down and finding the best solution for the · 
people. 

I realize that is a soft answer but we have no magical formulas 
to resolve the issue. We agree that it is very difficult. 

CHAIRMAN (Mr. Zoe): Thank you. Are there any further 
questions or comments? Mrs. Marie-Jewell. 

MRS. MARIE.JEWELL: I guess it is probably the old problem 
of trying to address attitudes and that is somewhat difficult, 
both with boards and the administration of the health. On 
another question I did want to ask, Mr. Chairman, was whether 
or not the health insurance services function could be 
undertaken by the health and hospital boards within the 
Department of Health? 

CHAIRMAN (Mr. Zoe): Did you get the question, Mr. 
Simpson? 

MR. SIMPSON: Good question. Tough question. 
Conceptually, anything is possible if the right kinds of systems, 
processes and safeguards are built in, bearing in the mind that 
significant amount of public money that is being expended. 
There may be issues, however, of economy and efficiency. If 
you split the payment function for physicians and hospitals 
between the various boards, it may actually increase costs 
rather than keeping it consolidated in one efficiently running 
payment system that is in a central location. I hate to sound 
wishy-washy in terms of an answer here but I think without a 
specific study on the impact of that, that is probably the best 
I can say at this point in time. 

I would like to come back to the previous question that the 
Member asked. I would like to add a point. One of the 
observations we have ·made that deals with this question of 
relationships and control, is that since the devolution of the 
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final health care from the federal government in or about 1988, 
there has been five years of experience under the system's 
belt, so to speak. Many of the relationships and controls that 
were set up in 1988 were probably needed at that time, bearing 
in mind that many of the boards were new with new people 
learning the ropes. 

It is our view, Mr. Chairman, that after five years, perhaps a 
fresh look can be taken at that because the boards have 
undoubtedly gained experience and the people working in 
these jobs have gained experience and it may be time for the 
department to back off from some of the detailed controls and 
take a fresh look at what the situation is today, again, with the 
proviso that appropriate accountability mechanisms be built in 
so that the protection of the public dollar is always considered. 

In our view regarding the situation at the moment, there is 
probably too much in the way of detailed process controls and 
not enough trust and accountability coming back the other 
way. I do not know whether that helps to answer your previous 
question. Thank you. 

CHAIRMAN (Mr. Zoe): Thank you. Any other questions? Mr. 
Dent. Follow up, Mrs. Mari&-Jewell. 

MRS. MARIE.JEWELL: Mr. Chairman, the only way to ensure 
that there is an accountability method for ciarification of the 
board's role and authority is to ensure that the department may 
have to consider that these boards be elected so they can be 
accountable, as opposed to appointed, and that the Chairman 
be independent and not a regional director that has been the 
practise in the past, over the different regions and different 
boards. Thank you. 

CHAIRMAN (Mr. Zoe): Thank you. Mr. Patterson. 

MR. PATTERSON: Thank you, Mr. Chairman. On section 2.7, 
departmental organization, the Auditor General has 
recommended that strong links be forged and maintained 
amongst the finance administration policy and operations. 
Basically, I think what is being suggested is that there are 
finance functions in hospitals and health facilities, and in health 
insurance services divisions, and a serious look should be 
taken at consolidating these in the department's finance and 
administration division. 

The department has agreed to review the effectiveness of its 
headquarters organization. You have also noted that there is 
a major decentralization initiative under way of a major financial 
function. The health insurance operation which basically pays 
the doctors and the hospital bills is a big financial operation. 
As I understand the Auditor General's report, you are saying 
that the financial functio(l~ appear to be fragmented at the 
headquarters level. My question is, how would the 
decentralization impact on this? In other words, if there is merit 
in reviewing the financial organization at headquarters, is now 
the· right time to be subdividing and decentralizing a major 
financial function such as health insurance? Thank you. 

CHAIRMAN (Mr. Zoe): Thank you. Mr. Simpson. 

MR. SIMPSON: Thank you, Mr. Chairman. The tennis ball just 
came back to my side of the net. This is a very pertinent and 
good question because the decentralization of any unit from an 

established and experienced base always aeates the 
possibility or a greater amount of risk in the sense that many 
people choose not to go with decentralized jobs which results 
in new relatively inexperienced people being hired at the other 
end to deal with the control and management of the particular 
aspects of the job being decentralized. In this particular case, 
the H.I.S. division, as you point out quite correctly, dispenses 
millions and millions of dollars of public funds in payment of 
bills from physicians, pharmacists, hospitals and the like. In 
any decentralization, we, as auditors, would always be 
concerned to see that the appropriate control mechanisms go 
along with the decentralization. Such control mechanisms 
inciude reporting relationships, the quality and calibre of the 
people who are going to be handling the job and so on and so 
forth. Mr. Patterson's question, I think, is a very good one in 
the sense that we are saying not that the systems are 
fragmented, but perhaps to take the other point of view that 
there are similarities that require similar kinds of expertise 
between the three units that we mentioned that could perhaps 
result in some cost saving by bringing these units closer 
together, rather than allowing them to continue in their existing 
independent fiefdoms. I think the decentralization question is 
certainly a very valid question at this point in time. If there is 
an opportunity for the department to gain efficiency by looking 
at consolidation itself, it certainly must, in our view, consider 
the risks of decentralizing significant payment functions out to 
other communities, bearing in mind the conditions I have 
previously mentioned. I hope, Mr. Patterson, that deals with 
your question. 

CHAIRMAN (Mr. Zoe): Thank you. Mr. Patterson. 

MR. PATTERSON: Mr. Chairman, thank you. So would you 
say that if there is merit in consolidation or examining the 
feasibility of consolidation, the logical thing would be to review 
that, consolidate first if there is potential there, and then do 
your major transfer out. Is that the logical way to approach it? 

CHAIRMAN (Mr. Zoe): Mr. Simpson. 

MR. SIMPSON: Yes, Mr. Chairman. 

CHAIRMAN (Mr. Zoe): Thank you. Mr. Koe. 

MR. KOE: Thank you. In my general comments I quoted a 
statement made in the Standing Committee on Agencies, 
Boards and Commissions report and I will quote it again, Na 
very serious state of affairs presently exists within the 
administration of the territorial health care system." I would like 
to ask the Auditor General's office, for the record, as to whether 
or not their findings parallel the findings or the comments made 
by the Standing Committee on Agencies, Boards and 
Commissions as to the seriousness of the state of affairs within 
the health care system, especially as it relates to the 
relationships between boards, the Department of Health and 
the stakeholders. 

CHAIRMAN · (Mr. Zoe): Thank you. Mr. Simpson. 

MR. SIMPSON: Thank you, Mr. Chairman. I was quite struck 
when I saw the interim report as to how similar the conciusions 
in Mr: Koe's committee report were to the broad conciusions 
that we had reached in our audit report. I would have to agree, 
fundamentally, yes that we see the same kinds of problems 
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that need to be fixed. tf I can put it in a slightly different way, 
there is a significant need for renewal of the relationships onto 
a much more pro-active and positive basis than those that 
appear to exist at the moment. Thank you. 

CHAIRMAN (Mr. Zoe): Thank you. Mr. Koe. 

MR. KOE: . From the audit, in terms of economy as per your 
definition in your opening remarks, did you find any specific 
instances where you can put a dollar number on inefficiencies 
or loss of dollars in terms of bad decisions or untimely actions 
taken by staff or whoever that can be related to the conflict, 
confusions end the roles end responsibilities of boards end the 
department. 

CHAIRMAN (Mr. Zoe): Thank you. Mr. Simpson. 

MR. SIMPSON: Another good question, Mr. Chairman. We 
have not identified what I would call horror stories in the case 
of single decisions or incidents that we can point to as having 
resulted in loss. However, Mr. Chairman, throughout the report 
we point out a number of areas where greater efficiencies 
could result in cost savings. In particular, the boards have 
indicated to us that they spend a lot of staff time answering 
what they perceive to be very nit picky types of questions and 
issues. Frankly, Mr. Chairman, if the relationship between the 
boards and the department could be strengthened where there 
was greater trust on both sides, again with appropriate 
accountability, relationships and ieedback mechanisms then in 
my view there is potential for some significant cost savings 
gains to be made through greater efficiency in the greater use 
of staff on both sides. In terms of being able to put a dollar 
quantification on that, that is not as easy a task as I think we 
would all like to be able to come up with a dollar figure but it 
is tough to do. Thank you. 

CHAIRMAN (Mr. Zoe): Thank you. Mr. Koe. 

MR. KOE: The Auditors talk about building a partnership. In 
your opinion what are the specific steps that you see in 
accomplishing this? 

CHAIRMAN· (Mr. Zoe): Thank you. Mr. Simpson. 

MR. SIMPSON: Thank you, Mr. Chairman. I feel a bit like the 
Israelites being called on to build the pyramids at this point in 
time. It is a tough task and will probably take a long period of 
time. However, the department has taken the first step, 
subsequent to our audit, in outlining the 15 steps which it has 
outlined on the memorandum of agreement process. As I have 
pointed out previously, however, I think there needs to be 
additional steps and safeguards built into that. Frankly, as 
Raymond has mentioneQ, several times, there is really no 
substitute for getting people together in a room and talkJng 
through the problems, issues and building the kJnds of trusts 
and relationship that really is a fundamental ingredient in this 
whole rebuilding process which appears to be necessary here 
and striking the right kind of partnership deal. I would have to 
support everything that Raymond has said up to this point in 
time. Really there is no magic wand. We cannot come here 
and give you a formula to say to do something and it will work. 
because frankly that would be imposing our views on really 
what is a domestic issue to be solved by all the stakeholders 
and partners in this process. I would advocate that talking, 

getting together and listening to each other and being sensitive 
to each others points of view, recognizing as I keep coming 
back to the need to preserve the integrity of spending of public 
funds. I think this is the right way to go, Mr. Chairman. 

CHAIRMAN (Mr. Zoe): Thank you. Mr. Koe. 

MR. KOE: That leads me to this last question. The auditor 
mentioned the Memorandum of Agreement and the 15 
elements. These elements were outlined in one of our former 
Minister's comments to the health care association. In these 
elements, in your opinion, are adequate and do they cover 
everything that should be covered in a Memorandum of 
Agreement? I do not want to outline them all here today. 

CHAIRMAN (Mr. Zoe): Thank you. Mr. Simpson. 

MR. SIMPSON: Thank you, Mr. Chairman. I think I just 
mentioned that while we think the list of 15 elements is a good 
first step, we believe there are other steps or ingredients that 
should be built in for a comprehensive relationship and 
protection of the public purse. One of the key issues as we 
see it, Mr. Chairman, is that there has to be a basis for mutual 
respect. The major elements of the Memorandum of 
Agreement, or the complete elements of the Memorandum of 
Agreement should not be imposed by the department on the 
boards but should be· the produd of some comprehensive 
discussions and negotiations where the views and concerns of 
all the parties are taken into a000unt. 

Another important ingredient in this Memorandum of 
Understanding, Mr. Chairman, relates to the health care model. 
Unless there is a consensus and common understanding of 
how the health care service is to be delivered in the Northwest 
Territories, I am not sure that the Memorandum of 
Understanding will really account for very much. I think this is 
also an important prerequisite. 

A third point that should be considered, Mr. Chairman, relates 
to appropriate mechanisms for the aocountability for the 
performance of all parties that are part of this agreement. This 
includes setting goals and objectives that are clear and 
unambiguous so that everybody knows what their expectations 
are. Finally, again having only had a little while to think about 
these 15 points, next week I may have some additional 
suggestions. There has to be a common core of good 
management information, both in the sense of the dollars and 
cents management information that we all conventionally think 
of but all of the other kinds of management information that is 
essential to a good and effective health care system working, 
particularly with all the number of stakeholders and partners 
who are involved here. As we point out in one of our chapters, 
Mr. Chairman, there is a significant need to improve the 
management information processes, structures and systems 
and in our view this is an important element of a good 
memorandum of understanding. Again, I would like to repeat 
one point that I have made. It has to be the product of 
negotiations between all the parties and not be seen as an 
imposition from Yellowknife on the boards. Otherwise I think 
it 1s doomed to fail. Thank you. 

CHAIRMAN (Mr. Zoe): Are there any further questions on 
chapter two? tf not, we will continue to chapter three. The 
Auditor General's opening remarks gave us an outline of 
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chapter three so I will not call upon them to give us a 
summary. Are there any questions from Members on chapter 
three with regard to planning for the future? Mr. Dent. 

MR. DENT: Thank you, Mr. Chairman. Throughout this report 
the Auditor General made it clear that some of the biggest 
problems that they see with the department is that there is no 
strategic plan or policy statements on health resources. The 
Auditor General has recommended quite strongly that a 
functional or organizational review should take place. I was 
wondering if the Auditor General could advise us if they heard 
from the department on whether or not there was a 
commitment made to undertake this type of review. 

CHAIRMAN (Mr. Zoe): Thank you. Mr. Simpson. 

MR. SIMPSON: Thank you, Mr. Chairman. I think the short 
answer to that is yes, the department in its management 
responses to the observation, has committed to a functional or 
organizational review of its own activities. 

CHAIRMAN (Mr. Zoe): Thank you. Mr. Dent. 

MR. DENT: Thank you, Mr. Chairman. I was wondering if we 
could find out from the Auditor General's office then in their 
opinion how long should such a review take? 

CHAIRMAN (Mr. Zoe): Thank you. Mr. Dubois or Mr. 
Simpson. 

MR. SIMPSON: I think I am up to the second level of the 
pyramids at the moment, Mr. Chairman. I am not sure that 
anyone can give an answer on that. In looking at its own 
organization I believe that the department will have to also look 
at the relationships that we have just talked about in terms of 
the other stakeholders. Determining those relationships may 
significantly influence whatever decision in terms of its own 
organizational structure. In every reorganization one always 
likes to think that these things can be done quickly. I think the 
reality is that they do take a lot more time than all of us would 
like. On the other and we have all seen, including Members of 
this committee, many instances of procrastination by 
departments: in getting things done. I would suggest, Mr. 
Chairman, that this question be banked and addressed to Dr. 
Kinloch when he has an opportunity to respond to this. In my 
view it is a very important issue and I believe that we can 
actually learn a lesson from Mao Tse-Tung in this. I hate to get 
into philosophical statements but one of Mao's little red book 
philosophies was that we should not be afraid to periodically 
review ourselves and recognize that we do need to change to 
deal with emerging situations. The department has been in 
existence, in its present form, since major devolution five years 
ago and, frankly, I believ~ jt is time to take a leaf out of Mao's 
little red book and take a look at ourselves. I do not know 
whether that helps or confuses the situation. Thank you. 

CHAIRMAN (Mr. Zoe): Thank you. Mr. Dent. 

MR. DENT: Thank you, Mr. Chairman. I think Dr. Kinloch can 
count on getting that type of question. I do not think there is 
any question that will happen. What I am trying to do is take 
advantage of your experience in other areas end find out if we 
can get some method of assessing the responses that we 
might get, if you will, in advance. I guess part of the reason for 

that is that on page 14 of your report you note several 
examples of delays in studies or reviews which have been 
planned and things being changed and that the functional 
review, it might be suggested by managers of the department, 
be put off until after the amalgamation of Health and Social 
Services. In your opinion, is that sort of excuse going to be 
valid or do you think the functional reviews need to be taking 
place right now? 

CHAIRMAN (Mr. Zoe:) Thank you. Mr. Simpson. 

MR. SIMPSON:- Mr. Chairman, a short answer is, I do not 
think any delays are tolerable given the issues that have been 
disa.Jssed so far in this committee. I think the department has 
no reason to delay getting on with this and coming up with a 
new model. 

CHAIRMAN (Mr. Zoe): Thank you. Just to get back on what 
Mr. Dent was saying, most projects have a time frame. In your 
professional opinion, you did not give us any. You said, it is 
hard to determine a time frame on this type of project. Give us 
a good shot at it. What do you figure? Is it six months, a year, 
or 18 months? Surely, you must know through your work with 
this type of review that there has got to be a time frame. There 
must be a time limit on it. I wonder if you can give us what 
your office thinks is an appropriate time frame. 

MR. SIMPSON: Again, that is a very tough question to 
answer, Mr. Chairman. As I just pointed out, reorganizing the 
department in isolation of dealing with some of these other 
questions will probably be a bit of a futile exercise. 
Undoubtedly, there are some things that can be looked at in 
terms of efficiency gains within the department as it is 
structured at the moment. Fundamentally, the premise of our 
entire report is that the structure of the relationship, the 
partnerships between all the stakeholders needs to be 
significantly overhauled and that, I believe, will significantly 
influence the way that the department itseH is structured for 
maximum efficiency and effectiveness. 

For me to sit here and say it should take six months, a year, or 
a year and a haH, will be wrong because there is not way I can 
understand from where I sit all the complexities and difficulties 
that will be involved in this. I think, Mr. Chairman, the first step 
is to get a significant commitment from the department that 
they are going to tackle this and get the department to give 
you, as Chairman of the committee, some of their estimates. 
It might be more appropriate for me, at that stage, to come 
back to say whether I think those estimates are reasonable 
rather than for me to try and dictate or set some aiteria which 
then the department would feel that it would probably have to 
challenge. I hate to cop out on an issue but I am not sure that 
I can tell Dr. Kinloch what he should be doing. 

CHAIRMAN (Mr. Zoe): Thank you, that was a good answer. 
Any questions on chapter three? Hnot, we will continue. Mr. 
Gargan. 

MR. GARGAN: Just one statement before we finish on chapter 
two and that is in regard, again, to acoountability. I am glad 
that Roger brought up that whole point about Mao's little red 
book and about evaluating ourselves, and looking at the 
realities of today. Obviously, some of these questions are 
based on a 1990 assumption that the Legislative Assembly is 
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still going to be the body that is going to be the governing 
body. 

The political reality, right now, is that Nunavut is going to be 
a-eated, the Gwich'in Land Claim is going to be concluded 
very soon and the lnuvialuit Land Claim is concluded. So that 
is the reality and I guess if we look at it from that point, it could 
very well be that the focus or the direction that the department 
would be taking would be different. 

I am just wondering whether or not you, as the Auditor 
General, when you are looking at the fundions have 
considered the political realities of today. We just had a 
division, which is the ratification of Nunavut and seeing as how 
you really are quite keen on Mao's Little Red Book, would you 
elaborate a little bit further on that? 

CHAIRMAN (Mr. Zoe): Mr. Dubois or Mr. Simpson. 

MR. SIMPSON: Thank you, Mr. Chairman. I would hate 
anyone to come away from here thinking I am a card carrying 
member of the Communist Party, however, there is another 
oommunist philosophy which, I believe, is ascribed to Lenin 
and that is, that organization should be oontinually in revolt. 
Revolution is not a fixed thing. It is an ongoing thing. I believe 
that we can take that philosophy and apply it to efficiency, 
economy and effectiveness in government operations. Nothing 
should be fixed in oonaete. We should always be challenging 
ourselves to find better ways of doing things, particularly in 
periods of serious resource restraint. 

Nunavut, as I understand it, Mr. Chairman, will not come into 
being until 1999 which is six or seven years away from now. 
The Gwich'in Land Claim may certainly be a little closer in 
terms of its imped, but I do not think that any of these issues 
should ad as a detriment to getting on with the job and 
continuing this process of revolution or continual sett-appraisal 
in terms of finding better ways to do things. So I guess my 
main message, again, little red books, Mao Tse-Tung and 
Lenin's philosophies aside, there is no excuse for stopping and 
waiting for these things to go and I would advocate that the 
start be made as soon as possible. 

I would like to add one other oomment though. The track 
record in the department has not been good up to this point in 
time in terms of starting and finishing things and, again, this 
might be something that Dr. Kinloch would like to comment on 
when he gets an opportunity. H there is a commitment to do 
this, I think the oommittee can and should expect some 
realistic time frames for when It can expect some completion. 

CHAIRMAN (Mr. Zoe): Thank you. Mr. Dubois, have you got 
something else to add? • , 

MR. DUBOIS: Just a very short oomment, Mr. Chairman. 
Notwithstanding land claims or other things that may be 
happening, I think one of the other things that may be 
happening, I think one of the realities is that there are people 
in the Northwest Territories living in oommunlties and unless 
there is something I have missed here, I do not think anybody 
is planning on uprooting oommunities or totally changing the 
way the population is dispersed in the Northwest T enitories. 
As long as that is not planned to change dramatically, I see no 
reason why people should not proceed with haste in arriving et 

a commonly agreed upon health care model which should 
really be ooncentrating on the health care for the people, where 
the people are. It does not matter what you call the place, the 
people ere still there. They still need health care and I do not 
see why all these other things should stop the process from 
proceeding. 

CHAIRMAN (Mr. Zoe): Mr. Gargan. 

MR. GARGAN: I realize that. I went to respond to Roger's 
position that in 1999, we are looking et a target date of 1999 for 
Nunavut to t>, created. The health transfer occurred in 1988. 
Obviously from your report there has not been a strategic plan 
for health care in the north. At the rate of five years with no 
plan in piece, I do not know whether a target date for 1999 is 
realistic either. I just wanted to bring this up because it has not 
been progressing. We do not have a plan realizing the political 
situation. 

CHAIRMAN (Mr. Zoe): Thank you. Mr. Koe. 

MR. KOE: Thank you, Mr. Chairman. Health care is not a one 
dimensional thing. It is something that hes to involve all 
government departments and all the stakeholders, agencies. 
It has been said time and time again that the quality of life or 
the health and well being of people relates to housing, 
education, economic development, employment, hunting and 
trapping, etc. The Department of Health has stated that some 
liaison does take place. Can the Auditor General just comment 
on this? What is your assessment of this liaison between 
health and other departments end agencies? 

CHAIRMAN (Mr. Zoe): Thank you. Mr. Dubois or Mr. 
Simpson. 

MR. SIMPSON: One of the doa.,ments which we reviewed 
was authored by Dr. Kinloch, which I thought was a very far 
seeing document in terms of the philosophy of what the future 
of health care was to be in the Northwest Territories. It 
involved a recognition of all the fadors that effect the health of 
the public and the well being. I think I would have to credit Dr. 
Kinloch with having the vision to articulate those things in his 
report. 

In the sense of the specific relationships that exist between 
those departments, I think I mentioned previously, Mr. 
Chairman, that the department assures us that those things do 
happen. However, we have not been able to find doaJmented 
evidence as to what was disaJSSed end what decisions were 
reached. tt these meetings ere being construdive and 
produdive and if key decisions are being taken, I believe it is 
important to produce some documentation es to what the 
nature of the issue was, how it proceeded, and what 
oonclusions had been reached from those interdepartmental 
and interagency types of meetings. I think we are all aware 
that health is certainly something that goes beyond the borders 
of the department end involves many other different aspects of 
lite. I think the fundamental philosophical recognition is there. 
Proving what adually goes on is the missing link es far as we 
ere concerned. Thank you. 

CHAIRMAN (Mr. Zoe): Thank you. Mr. Koe. 
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MR. KOE: Frequent references have been made to "The 
N.W.T. Wa,; model of health care. What is your view of the 
status of "The N.W.T. Way'' and is "The N.W.T. Way"' really the 
way to go in tenns of health care delivery? 

CHAIRMAN (Mr. Zoe): Thank you. Mr. Simpson. 

MR. SIMPSON: I think that question might be more 
appropriately addressed to the department, Mr. Chairman. 
There does not appear to be a common view of understanding 
of exactly what "The N.W.T. Way'' is. In addition, what the 
impact of "The N.W.T. Way" might be on the existing 
infrastructure investments and structure of the health care 
system in the Northwest Territories. I think there are a lot of 
questions still out there, Mr. Chairman. I also would like to 
point out that the last thing we would ever want to do as an 
office is to suggest or propose any kind of value opinion on the 
decisions that quite rightly should be taken by people in the 
north. H "The N.W.T. Wa'f is to be promulgated and accepted 
I believe it is a function of all the partners in the process. I do 
not believe that I can add any value, Mr. Chairman, by making 
any comments because they would have to be personal 
comments and not comments on behaH of the office. Thank 
you. 

CHAIRMAN (Mr. Zoe): Thank you. Mr. Koe. 

MR. KOE: In chapter three it talks about planning and some 
of the comments that you make in-your report, '1he system has 
not been well planned and organized to deliver health care in 
the N.W.T.N, and -We observed a planning to plan posture in 
the department. N In your summary you say that "without a plan 
the N.W.T. health care has no clear sense of where it is going 
or how to get there.• I have to agree because I can refer back 
to a few weeks ago when I made a speech in the Assembly 
talking about planning and how we can never achieve a plan, 
planning is always in a state of flux. As each day goes on new 
things come up, new systems, new budget restrictions, or 
affluent budgets and if we ever have that again it would change 
things and our population base, ages, demographics change. 
So the whole thing is always in a state of flux. 

In tenns of the department, one of the recommendations from 
the Auditor General is that the department should develop a 
long-tenn plan in consultation with the boards. The 
department has agreed to this with no elaboration. Does the 
Auditor General have any comment on that? Do you envision 
a ooncrete plan and then that is it or do you see this 
oontinually changing and being updated, oontinually 
progressing? 

CHAIRMAN (Mr. Zoe): Thank you. Mr. Simpson_ 

MR. SIMPSON: Mr. Chairman, very few things can ever be 
cast permanently in ooncrete. As Mr. Koe points out there are 
demographic changes occurring oontinuously. There ere 
changing resource availabilities. There are changing 
technologies and a whole host of other factors that influence 
the health care delivery systems, not just in the Northwest 
Territories but across the wor1d. I do not believe that one can 
create a plan forever or for any reasonable period of time into 
the Mure. However, the eflectiveness of the system, in our 
view, demands that there be a planning process so that these 
changing oonditions can be identified and factored in, in a way 

that all the parties can buy into, What we have observed at the 
moment, as we comment on the planning to plan observation, 
there have been numerous examples of where things have 
been started but not finished. I am not sure that this is very 
helpful in the sense of achieving what, in our view, is really 
required to move the whole thing forward. 

We have suggested in one place, Mr. -Chairman, that a 
partia.llar group in the department oould beoome the focus of 
planning. Again, I would say that if that were to be 
implemented it would not be a one time plan. It would be an 
ongoing responsibility for planning. The planning group has to 
be the eyes and ears of all the changes of all the factors that 
can influence health care delivery both now and into the Mure. 

CHAIRMAN (Mr. Zoe): Thank you. Are there any further 
questions? In regard to "The N.W.T. Wa,; which Fred was 
alluding to, I notice that there was a tabled document which 
was tabled in the House titled N.W.T. Health and Health 
Services, Tabled Document 35-12(2). Is that the only 
document that you have seen that desaibes the "N.W.T. way'', 
or did you find any other documentation which was provided 
to your office by the Department of'Health? 

MR. SIMPSON: Thank you, Mr. Chairman. I believe the 
Beatty Report also discussed "The N.W.T. Way". I cannot recall 
any other specific documents other than the one you 
mentioned tabled in March, 1992 and the Beatty Report. 
Perhaps Dr. Kinloch can add whether there has, in fact, been 
other documented analysis of "The N.W.T. Way". One 
comment, Mr. Chairman, is that whatever ~he N.W.T. Way" is 
or beoomes there does not appear to be a oommon 
understanding of what it is and what the implications for 
everyone in the territories are of ''The N.W.T. Way". I believe 
that if this is going to be the model, which again has to be a 
decision of the parties who are involved, then there has to be 
a clear oommunication of what the program is and what the 
implications are from everyone. 

CHAIRMAN (Mr. Zoe): Thank you. Are there any other 
questions on chapter three or other chapters? Mr. Dent. 

MR. DENT: Thank you, Mr. Chairman. On page 16 of your 
report you have a reoommendation that the department should 
develop appropriate workload assessment tools and standards 
and you have outlined some of the variables which should be 
considered. There is a management response there which 
states that most provinces have not been able to develop 
appropriate work load measurement tools that fit the needs of 
their own jurisdictions. What is your response to that 
management response? 

CHAIRMAN (Mr. Zoe): Thank you. Mr. Simpson. 

MR. SIMPSON: Thank you, Mr. Chairman. Wrth your 
permission I am going to ask Michael Martin to comment on 
that because he has done some specific research into the 
department's response regarding the comments that provinces 
have not been able to develop. 

CHAIRMAN (Mr. Zoe): Thank you. Mr. Martin. 

MR. MARTIN: Thank you, Mr. Chairman. When we looked at 
this specific management and response we decided to go to 
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one of our advisors, Mr. Brent Skinner, who is the vice 
president of care planning at the moment, but he was the 
exea.rtive director of health care planning in Alberta at the time 
of our audit period. From his assessment it is not so much a 
problem that the provinces have not had a difficulty in 
developing appropriate workload measurement tools, but the 
fad that they have had difficulty in setting guidelines in relation 
to those work load assessment tools/ In other words once the 
work load assessments have been done it is a question of 
getting off the fence and deciding what types of resources, 
whether it be dollars, persons or otherwise, in relation to those 
guidelines, will be committed in order to meet the health care 
requirements within a specific system. Those are the 
difficulties that are being encountered by the provinces 
according to Mr. Skinner. Thank you, Mr. Chainnan. · 

CHAIRMAN (Mr. Zoe): Thank you. Are there any further 
questions on chapter three and other chapters to follow? Mr. 
Ningark. 

MR. NINGARK: Thank you, Mr. Chainnan. Mr. Chainnan, it 
has been a number of months now since T.H.1.S. board was 
eliminated by the Department of Health. Mr. Chairman, I am 
wondering from the opinion of the Auditor General, was the 
dissolution of the T.H.I.S. board was a good move? Do you 
think it was negative or positive? Has it impacted the 
department either negatively or positively? Have we saved 
money or have we lost some of the efficiency because of the 
result of the T.H.1.S. board being dissolved? Thank you. 

CHAIRMAN (Mr. Zoe): Thank you. Mr. Simpson, any 
comments? 

MR. SIMPSON: Just a brief one, Mr. Chairman. I am not sure 
that I can answer the Member's question specifically. Perhaps 
it would be a better question to address to the department. 
One can make an observation, however, that it has reduced an 
extra layer of bureauaacy end maybe that hes a positive effect. 
I am sure that Dr. Kinloch can give you a better answer than I 
possibly could on that. Thank you. 

CHAIRMAN (Mr. Zoe): Mrs. Marie-Jewell. 

MRS. MARIE~EWELL: Thank you, Mr. Chairman. This is a 
comment with regarding the utilization rates of these different 
hospitals in the territories. At the beginning of chapter three 
the Auditor General comments that ihe current utilization rates 
makes hospiteJs extremely expensive thus denying resources 
to the community based alternatives which could reduce the 
need for and shorten the length of hospital stay." 

I would like to give a form of a briefing of what had happened 
prior to the health transfer., Many of these hospitals were not 
run by the government. They were run by the mission and 
then they came over to the government. When we took over 
the transfer they were then . transferred to the territorial 
government. Many of these hospitals, years ago, did more 
surgical work and health delivery work than they do now. For 
example, the hospital in my riding used to do, without any type 
of hesitancy, appendix removal, tonsil removal, or any type of 
minor surgeries. They are now hesitant to do deliveries. There 
are now a lot of medical referrals. There is no doubt that this 
has caused an imped of the institution being underutilized. 

I am wondering whether or not the Auditor General's office 
detected from the Department of Health other methods to make 
use of these hospitals in their planning, or was there just no 
planning whatsoever and can they reply to the fad that the 
current utilization rates are expensive and the trend will 
continue to grow? Thank you. 

CHAIRMAN (Mr. Zoe): Thank you. Any comments, Mr. 
Simpson. 

MR. SIMPSON: Just a brief one, Mr. Chairman. The 
department started a marginal facilities review but I do not 
believe it was completed. Again, perhaps that is something 
that Dr. Kinloch can clarify for us. Other than that, I have no 
comments. 

CHAIRMAN (Mr. Zoe): Thank you. Mrs. Marie-Jewell. 

MRS. MARIE~EWELL: I would like to also make another 
comment for clarification. Did the office of the Auditor General 
take into consideration with the current utilization rate in these 
hospitals the different type of care giving that is now given by 
the community people. For example, take the high cancer rate 
in the territories, there are I believe more patients being taken 
care of et home as opposed to an institutional setting, thus 
resulting in a low utilization rate. Did they take these type of 
things into consideration or did they just take the statistics of 
hospital beds that were being utilized in these facilities? 

CHAIRMAN (Mr. Zoe): Mr. Dubois, Mr. Simpson or Mr. Martin. 

MR. SIMPSON: The short answer, Mr. Chairman, is that no we 
did not get into that kind of analysis. I cannot really add 
anything. 

CHAIRMAN (Mr. Zoe): Thank you. Can we continue on then. 
Any questions on the following chapters four, five, six, seven or 
eight? Before we conclude today the Chair was hoping that we 
would at least get to hear the opening remarks from the 
Department of Health, if Members do not mind. Any further 
questions or clarification required on the other chapters from 
the Auditor General's office? Mrs. Marie-Jewell. 

MRS. MARIE~EWELL: Mr. Chairman, there are probably 
other questions that we want to ask, however, we can ask 
these question to the Auditor General's office at a later time to 
allow the Department of Health to make their opening remarks. 

SOME HON. MEMBERS: Agreed. 

--Agreed 

CHAIRMAN (Mr. Zoe): After we concl!,Jde with the Auditor 
General's office I was going to request that they stay while the 
Department of Health appears before us so we can also 
question them at the same time when we are asking questions 
of the department. tt that is alright with the Members, shall we 
proceed to call our next witness? Agreed? 

SOME HON. MEMBERS: Agreed: 

CHAIRMAN (Mr. Zoe): Thank you. Dr. Kinloch will be our 
next witness to appear. Dr. Kinloch is the Deputy Minister of 
Health. Dr. Kinloch, do you have any opening remarks, and 
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before you start could you introduce the people you have with 
you. 

DR. KINLOCH: Thank you, Mr. Chairman. With me is Nelson 
McClelland who will be speaking specifically to some of the 
issues surrounding chapter two and we will be making some 
brief introdudory remarks to that chapter. I have some 
opening remarks that pertain partia.llarty to the opening section 
of the Auditor General's report and which have application 
throughout the other chapters. 

CHAIRMAN (Mr. Zoe): Alright, you can proceed, Dr. Kinloch. 

DR. KINLOCH: Thank you. The Department of Health 
welcomes the report of the Auditor General as a means of 
calling attention to matters that have long been recognized as 
obstaaes to efficient and economical management of the 
health system, but which have required a serious economic 
downturn to capture the attention they deserve. 

The department also welcomes the opportunity to speak to the 
report as a means of highlighting some of the challenges 
unique to the N.W.T., and the special programs and services 
which have been established to deal with them and also some 
achievements. The report of the Auditor General provides 
some helpful comment and useful recommendations. Many of 
the recommendations can be dealt with through measures 
already in place or implemented, others are sensible and 
helpful and will be pursued, recognizing that they have policy 
and financial implications. 

The term "health care" is used extensively throughout the 
document. This has a very specific meaning to the 
department. It refers to diagnosis, treatment, rehabilitation and 
care services. The mandate of the department is for health 
services, which is much broader and inaudes health 
promotion, health protection and disease prevention adMties. 
The department is also dedicated to tha improvement of health 
which is broader still. A state of physical, mental and social 
well-being, not merely the absence of disease or disability. 
The importance attached by the department to promotion of 
health, protedion of the public and prevention of disease, 
seems to have been often overlooked in the report. 

The department believes that a comparison of the N.W.T. 
findings with those of other jurisdidions would demonstrate 
that many of the reported deficiencies are oommon 
experiences. Such a comparison would also demonstrate that 
the N.W.T. is doing better than most jurisdidions in dealing 
with its problems. This has involved some admittedly difficult 
decisions with boards about the allocation of scarce resources, 
but increasingly collaborative working arrangements exists with 
boards and other groups: , 

The department expeds that relations with boards will improve 
with the completion of a Memorandum of Agreement, aearty 
setting out roles and responsibilities of each. This exercise is 
expeded earty in the 1993-94 fiscal year. 

The transfer of health services, a phrase which we see 
repeatedly in the report and I have heard this afternoon, from 
Canada to the N.W.T. was not an event which occurred in April, 
1988. Transfer is a process. It was conceived in 1957 when 
medical services first established services in the Northwest 

Territories. It was set officially in motion in 1981, expanded in 
1986 and 1988, but it is still continuing today. An indication 
that the process of transfer is not oomplete is the current 
statement of aaim in the federal court of Canada to seek $79 
million which the G.N.W.T. aaims it is owed by Canada to the 
N.W.T. for the period 1986-87 to 1991-92. 

The larger operating environment of the G.N.W.T. as a whole 
deserves greater attention in the report. Since the transfer 
agreement of April, 1988, the economic situation has 
deteriorated dramatically in Canada as a whole, and in the 
Northwest Territories. This has forced restraint measures that 
have altered not only resource allocation decisions, but also 
the working relationships between those with competing 
demands for limited resources. 

The department does not exist in a vacuum. It operates in and 
is restrided in its operations by an environment that is created 
for it by others. A major and necessary portion of that 
environment is the legal and policy framework of the G.N.W.T., 
some of it a legacy from the colonial period of N.W.T. 
administration. These important considerations are absent 
from the report. 

The events of the past year, in particular, provide dramatic 
evidence of the unique nature of N.W.T. government. More 
than ever before department adMties have been affeded by 
day to day events in the Legislative Assembly. No objedive 
review of the department is possible without taking this fad into 
a<XX>unt. We suggest that the benefit of any future 
comprehensive audit would be enhanced if greater 
consideration were given to the special nature of the operating 
environment of the G.N.W.T. from influences both from within 
and outside the N.W.T. 

In the N.W.T. the responsibility for health services is aouded by 
the special relationship between aboriginal peoples and the 
federal government, and further oomplicated by the reludance 
of Canada to fulfil its contradual obligations to pay the total 
costs of hospital services. 

The report references only two ads governing operation of the 
department, the T.H.I.S. Ad and the Financial Administration 
Ad. There are many more. Of the acts which define the scope 
of the department · activities, two are related to enforcement 
powers for the protection of the public, the Public Health Ad, 
the Mental Ad and their pursuant regulations. Two other ads 
authorize the provision of insured health services, the T.H.I.S. 
Ad and the Medical Care Ad. Both of these are oontrolled in 
their application by the Canada Health Ad. Other acts deal 
with the regulation of health professionals, including the 
delegation of fundions from one professional group to another. 
The Dental Auxiliaries Ad, the Dental Profession Ad, the 
Medical Profession Ad, the Nursing Profession Ad, the 
Ophthalmic Medical Assistants Ad, the Optometry Ad, the 
Pharmacy Ad and the Psychologists Ad. These ads are not 
specifically cited and have a much greater effed on the day to 
day operation of the department than either the T.H.I.S. Ad or 
the F.A.A. Ad. 

Management of the health services system is only part of the 
department's task. The primary goal of the department is to 
improve the often poor health status of N.W.T. residents, 
particularty the aboriginal peoples. This will require the 
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resources and skills of the G.N.W.T. as a whole and the 
selective use of professional resources and medical 
technology. It must also build on the traditional knowledge 
and strength of aboriginal peoples and their relationship with 
the natural environment. This is a challenge in part because 
there is still often a belief that improved health requires more 
doctors, more hospitals and more high technology. The 
department believes that further improvement of health in the 
N.W.T. is dependent largely upon the achievement of socio
economic conditions that produce for example more 
employment opportunities, better housing, improved nutrition, 
better sanitation and reclamation of traditional strengths of 
family and community. Effective intervention will require 
collaborative efforts between persons and groups both within 
and outside of government. 

The first chapter of the report headed "exea.rtive summary" 
deserves special attention because it is in many ways the most 
instructive. This is so because it provides insight into the 
orientation and methods of the Auditor General and provides 
a basis for assessing the reJevance and objectivity of 
statements and recommendations made later. 

Specific authorization for the audit was given by vote of the 
Legislative Assembly on March 11, 1991 on the 
recommendation of the Chairman of the Standing Committee 
on Finance. The Chairman indicated concern with the 
"requirement for $14.7 million in supplementary funding in 
1991", also regarding high medical travel costs, ,he lack of 
aiteria for planning new capital facilities and the admission that 
capital costs were poorty estimated in many cases.• 

The Standing Committee on Finance sought assurance that 
department operations ware effective and being carried out with 
due regard for efficiency and economy.· Accordingly, the 
S.C.O.F. recommended that the Legislative Assembly request 
the Auditor General undertake a comprehensive audit of the 
department. 

In setting out the scope of the report, the Auditor General 
indicates that extensive research was carried out on wor1< done 
in recent years. It is not clear what research was examined but 
it does not'· appear to have included the extensive reports 
commissioned by other jurisdictions over the past several years 
reviewing their health services systems. These reports all make 
recommendations which would adopt or adapt some of the 
features of the current N.W.T. health system. lndusion of such 
material in the report would, we believe, have demonstrated the 
leadership which has been shown by N.W.T. in many important 
areas of health services. Increasingly, service approaches 
developed long ago in the N.W.T. are attracting attention 
elsewhere, the most recent example being the Globe & Mail of 
December 31, 1992 with.~ story from Newtoundland. 

These service approaches which are now attracting attention 
nationally, collectively are known as "The N.W.T. Way" which, 
in its current form are characterized by six elements, as follows: 

First, a broad orientation to health recognizing the 
contributions which can be made outside the health care 
system to improving the health of the population; 

Second, emphasis on health promotion, health protection 
and disease prevention in the delivery of health services; 

Third, operation of health services as a system of linked 
services; 

Fourth, detegation of responsibility for providing care to 
socially and technically qualified professionals, not 
necessarily physicians or dentists; 

Fifth, involvement of the people in planning and 
management of their health services system; and, 

Sixth, involvement of all ethnic, cultural and linguistic 
groups as providers of training and service. 

In essence, "The N.W.T. Way" is nothing new. It is a 
description of what has been here for a long time. It is 
changing. It is developing. It is improving as time passes. 

The methodology set out in the report deserves scrutiny. It 
would have assisted readers if the basis for comments and 
recommendations had more clearly been specified and if the 
criteria for the inclusion or exclusion of relevant material had 
better been stated. It would also have been helpful if time 
period referenoes had consistent. The subject of the audit is 
the department but comments frequently refer to matters within 
the mandate of others; the Legislative Assembly, the Cabinet, 
central agencies, the departments of Personnel and Social 
Services and health and hospital boards. The distinctions are 
not always made clear. 

The management of health services in the N.W.T. by Health & 
Wettare Canada was undertaken in 1957 with a ctear 
understanding that it would continue only until the G.N.W.T. 
was able to assume this responsibility itself, hence, the 
beginning of transfer. Necessity dictated the general shape of 
that system, with delegation of responsibility for providing care 
in small isolated communities, to nurses and nurse midwives 
with physician support from regional general hospital and 
specialist support from southern Canada. That system has 
served the N.W.T. well to date and remains today in a new and 
improved version. 

The T.H.I.S. Act was proclaimed in 1959. This Act was needed 
by the federal government as a vehicle for introduction of 
national hospital insurance in the Northwest Territories. The 
T.H.I.S. Board was a mechanism to oversee the introduction of 
the plan into the N.W.T. Since then, radical changes have 
occurred in the delivery of health services. Amendments were 
made to the T.H.1.S. Act in 1986 and again in 1988, in support 
of the transfer of health delivery responsibilities. These 
amendments expanded the responsibility of health boards to 
,nctude the management, control and operation of health 
facilities and the delivery of a full range of health services within 
their respective administrative regions. 

The transfer of services to G.N.W.T. was formally initiated in 
1982 when the then Frobisher Bay General Hospital was taken 
over by the G.N.W.T. It was extended in 1986 to indude all 
Baffin health services and further extended in April of 1988 with 
the transfer of remaining Health & Welfare Canada services. 

While the earlier transfer oomponents had been undertaken 
cautiously and with considerable lead time, the 1988 Transfer 
Agreement was pursued in haste. The decision to conclude 
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the agreement was made in October of 1987 and 
accomplished on April 20, 1988. 

The scope, magnitude and complexity of the transfer process 
was not sufficiently appreciated by G.N.W.T. in retrospect. It 
appears the G.N.W.T. knowledge of the health and wettare was 
simply not adequate to the task. As a precondition to the 
transfer of administrative and financial responsibilities, there 
was a specific Health & Wettare Canada requirement for public 
involvement and a consequent decision by G.N.W.T. to aeate 
and support five new health boards. Each of these efforts was 
a major challenge. Collectively, this constituted a daunting 
undertaking. Creation of health boards was promoted in the 
Legislative Assembly as a great leap forward and as an 
exercise "through which community residents would take 
control of their health services, making them more responsible 
and more relevant to the needs and desires of the people." 

This was interpreted by many potential health board members 
as indicating the health boards would be essentially free to 
make whatever decisions they wishes regarding community 
health services. 

To complicate matters, during the last stages of preparation for 
the 1988 Transfer Agreement, a major policy change was made 
by G.N.W.T. regarding support services. These would now be 
provided by existing G.N.W.T. departments rather than 
integrated within health, thus establishing two dasses of 
boards, ones with and without delegated functions. The stage 
was thus set for Mure diffirulties regarding roles and 
responsibilities of boards and the differential treatment of 
boards. 

An initial task, after 1988, was to assist the new regional boards 
of trustees to become established and fully operational. The 
aeation of the five new boards is not yet _complete because it 
has not been possible to reach agreement on the composition 
of the Mackenzie Regional Health Board. 

The naming of health board members for the remaining boards 
was completed by the end of 1988. The appointment of chief 
executive officers for the new boards was completed earty the 
riext year. Within the new departmental structure, significant 
vacancies at the director level existed well into 1989, thus the 
effective operating period since the signing of the 1988 
Transfer Agreement is considerably less than five years and, 
during that time, there have been continuing difficulties with the 
recruitment and retention of important senior positions end 
boards, notably qualified finance officers. The lnuvik Regional 
Health Board suffered seven finance officers in one year. 

During this development period, some role contusion was 
attributed to the existen~, of two headquarters entities; the 
department and the T.H.I.S. Board. During 1990 and 1991, 
various boards induding the Standing Committee on Public 
Accounts and the Standing Committee on Agencies, Boards 
and Commissions questioned the role of the T.H.I.S. Board and 
the necessity for its continued existence. After carefully 
considering the matter, the G.N.W.T. dissolved the T.H.I.S. 
Board and returned its powers to the Minister. 

Unfortunately, dissolution of the T.H.I.S. Board has aggravated 
some department board relationships since oost containment 
requirements and accompanying unpopular changes are 

sometimes seen as department heavy-handedness. The 
Department is pursuing strategies aimed at improving the 
health of the population and improving the effectiveness and 
efficiency of health services which I would like to emphasize 
here: 

1. Encouraging the improved health of the population as a 
fundamental goal of government; 

2. Admitting the limitations of the health services sector as 
a means to improve health and inviting the participation 
of other sectors in the development of what we are calling 
healthy public policies; 

3. Accepting that there has been relatively little effort to 
ensure that health services have beneficial effects; 

4. Recognizing that management of the health care sector 
is not an exercise which has failed but rather one which 
is not seriously been attempted; 

5. Identifying in collaboration with health boards, aboriginal 
groups and professional associations, a set of health 
issues of common concern and the options for dealing 
with them. 

I hope that caucus will find the time during 1993 as they were 
unable to do in 1992, to acx:ept the invitation of several 
Ministers of Health to disaJss these matters and their important 
implications for the Mure. 

In summary, Mr. Chairman, the Department is concerned that 
when read in isolation the report may leave an unfavourable 
impression of the health system. This is not warranted by the 
facts. The department believes that comparison of the N.W.T. 
findings with those of other jurisdictions would demonstrate 
that the reported deficiencies are common experiences. Such 
a comparison would also demonstrate that the N.W.T. is doing 
rather better than most jurisdictions in dealing with its 
problems. 

The senior managers in the Department of Health have many 
years of experience in the health services field. This 
experience was acquired in most provinces, both territories and 
in foreign countries. It is our collective judgement that the 
N.W.T. has one of the best health services in the world. 
Service arrangements in some locations in Newfoundland and 
Labrador, in northern Quebec and, on a smaller scale, in 
Yukon are similar to those of the N.W.T., but in the northern 
areas of other provinces and the isolated areas of the United 
States, Australia, New Zealand, Pacific Islands, or any part of 
Africa or Asia, there is no service of comparable scope and 
quality. The department exped:s that these hearings will 
provide an opportunity to place the report of the Auditor 
General in context but believes that readers should be 
cautioned about the scope and perspective of the report. They 
should be reminded that an understanding of the history of 
health services in the Northwest Territories is necessary to 
intelligently assess the present situation. The transfer of health 
services must be recognized as an incomplete process and not 
es an isolated event in April 1988. There must be a 
comparison with other departments or jurisdictions for the 
findings set out in the report to assess their importance. Stated 
end consistent time frames are necessary to make appropriate 
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comparisons within the report. The effectiveness of programs 
and services, whether they adually help people, should receive 
more emphasis than how efficiently they are provided. 

The department accepts the need for and has begun a broad 
range of tasks that will better prepare it for management 
problems that have been identified by the report. We look 
forward to discussing these matters in greater detail in a 
section by section review at which time we will comment on 
specific recommendations made by the Auditor General. 
Thank you very much, Mr. Chairman. 

CHAIRMAN (Mr. Zoe): Mahsi. Dr. Kinloch, can we get a copy 
of your opening remarks so that we can have time to digest 
everything that you have said to us this afternoon. 

DR. KINLOCH: Yes. 

CHAIRMAN (Mr. Zoe): That condudes our agenda for today. 
We will continue tomorrow and resume our questions and 
comments with the deputy minister of the Department of 
Health, Dr. Kinloch. The committee will reconvene tomorrow 
at 9:00 a.m. We will adjourn until 9:00 a.m. tomorrow 
morning. I would like to thank both witnesses for appearing 
before us today and we will see you back here tomorrow. 
Thank you. 

-ADJOURNMENT 

Page 2l 
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STANDING COMMITTEE ON PUBLIC ACCOUNTS 

YELLOWKNIFE, NORTHWEST TERRITORIES 

JANUARY 7, 1992 

Members Present 

Mr. Bernhardt, Mr. Dent, Mr. Gargan, Mr. Koe, Mrs. Marie-Jewell, Mr. Ningark, Mr. Patterson, Mr. Whitford, Mr. Zoe 

Chairman's Opening Remarks 

CHAIRMAN (Mr. Zoe): I would like to call the committee to 
order. Yesterday we concluded with the Department of 
Health's opening remarks pertaining to the Comprehensive 
Audit of the Department of Health completed by the Auditor 
General of Canada. We will proceed with general comments 
from the Members. Before I go to the Members for general 
comments could I ask the Auditor General's office if they have 
any comments or questions pertaining to Dr. Kinloch's remarks 
of yesterday. Mr. Dubois. 

Auditor General's Office General Comments 

MR. DUBOIS: Thank you, Mr. Chairman. Mr. Chairman, we 
would like to react to certain comments made by Dr. Kinloch 
in his opening statement. At the same time I would like to 
continue Roger's communist analogies by darifying what one 
can term a red herring in Or. Kinloch's opening statement. The 
comments I have to make are selective. I certainly do not want 
to go through the whote document because the committee 
Members may want to address certain questions. tt there are 
other issues that the committee feats need clarification then we 
will certainly be glad to provide neoessary explanations. I 
would like to make certain comments about certain parts. 

To begin with, the top paragraph on page two makes a 
distinction between health care, health services and mentions 
promotion of health, protection of the public, prevention of 
disease and it says that it is these things that have been often 
Mover1ooked in the report: I would like to attempt to explain a 
little bit about the understanding of comprehensNe auditing 
and also what it is that we did in this particular Cl!ISe. 

The term comprehensive auditing, which was established in the 
mid 1970s, has meant different things over time. In 19n when 
the Auditor General of Canada inherited the mandate tor vaJue 
for money work, that is when that term was comed. Al that 
time the definition of comprehensive auditing 1nduded attest 
financial audit, authority auditing or legisiatrve comphanoe and 
it also included vaJue for money. When the office first started 
doing comprehensive audits in 19n-78 we were domg. at that 

time, what we termed ~aJI to walr comprehensrve audits. 
These were very extensive exercises which covered just about 
all the activities of the given entity. That proved to be very time 
consuming and quite expensive. Through bme the 
methodology for comprehensive auditing has evolved quite 
significantly. Most people understand comprehensive auditing 
for its value for money part and not for the other two parts. 
The term is mixed because many people look at 

comprehensive auditing for value for money auditing, while the 
technical definit.ion was broader. 

One other thing that happened over the years is that we went 
from "Wall to waJr to system based audits, which were strictly 
oriented towards the management systems. In the later years 
there has been a shift from systems to results based audits. It 
is a term that has not been fully defined yet as to exactly what 
a results based audit means. In certain cases it would skip 
over the systems and go at the end of the tunnel, look at the 
results and make comments on the results only. Without 
getting into actual effectiveness, evaluation or program 
evaluation. The mandate of the office of the Auditor General is 
interpreted as a full mandate on economy, and a full mandate 
on efficiency, but on effectiveness we have limited our activities 
to auditing systems. We do not measure effectiveness 
ourselves. That has always been the prerogative of the 
management of the entity to measure the effectiveness of its 
programs. 

In this partiaJlar case when we were asked to do a 
comprehensive audit of the Department of Health we decided 
that we would concentrate more on the management systems 
and practioes in the Department of Health and that we would 
not concentrate on the delivery side, or the field operations. 
We would not look into the quality of the services given, the 
quality of care or the quality of the promotion for health or 
protection to the public. We deliberately decided not to do 
this. I just wanted to darify that point because there seems to 
be some confusion as to what it is that we were to do. 

The second paragraph on page two refers to comparisons with 
other jurisdictions. That one is a bit more complex. Let me 
start with the comment on page eight where Dr. Kinloch 
mentions that in setting out the scope of the report the Auditor 
General indicates that extensive research was done on work 
camed out in recent years. It is not clear what research was 
examined. I have no problem with that. I think that is factual. 
In reading the report it is not that clear. He goes on and says 
that it does not appear to have included the extensive reports 
comm1SS1oned by other jurisdictions over the past severaJ years 
1'1M8Wing their health services system. I would like to clarify for 
the committee that we did look at aJI the reports that were 
commissioned by other jurisdictions in the research exercise. 

To go back to page two, Dr. Kinloch mentions that ,he 
department believes that a comparison of the N.W.T. findings 
with those of other jurisdictions would demonstrate that many 
of the reported deficiencies are common experiences.• We did 
not do a comparison of the findings from this audit with th~ 
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of other jurisdidions because for one thing it would have been 
an extremely expensive thing to do. We would have had to go 
back into those jurisdidions to look at what exists there and 
make an update of all the studies that were done. We did not 
feel that this· was essential since many of the reported 
deficiencies stand on their own as being serious enough. We 
thought it was irrelevant if they were worst or better than what 
exists in other entities or other jurisdidions. We did not feel 
that there would be value added in making that type of 
comparison. 

On page 16 Dr. Kinloch mentions that acx:ording to the senior 
management of the Department of Health, .. rt is our collective 
judgement that the N.W.T. has one of the best health services 
in the wortd: We cannot comment on that either positively or 
negatively. We certainly would be a.irious to know on the 
basis of what aiteria that statement is made. H it is true then 
that is fine. Even rt it is one of the best we still do not feel that 
this is a reason to not make it better. 

On page three there is a comment in the third paragraph about 
the larger operating environment of the G.N.W.T. as a whole 
and that it deserves greater attention in the report. It talks 
about the economic situation that deteriorates, the restraint 
measures, the lack of adequate funding, and those types of 
things. 

On page six there is another reference to the same general 
subject that ihe department believes that further improvement 
in health is dependent largely upon the achievement of socier 
economic conditions" and it goes on. We believe that we have 
recognized that in the report. In tad, we encourage the 
department to cooperate with other departments in the 
Northwest Territories, in Section 2.10. and, while recognizing 
that that environment exists in that many other faders influence 
health, we did not feel that it was part of the mandate of this 
partia.ilar audit, to get into the soci<reconomic aspects such as 
employment opportunities and better housing. This is at a 
higher level than the Department of Health. This is a 
Government of the Northwest Territories issue. It is a very 
broad issue and we recognize it but we do not think it was part 
of the mandate of this audit. We feel we gave it adequate 
attention by ·mentioning it in the report. 

On page 5, Or. Kinloch talks about the tad the report 
references only two ads, the T.H.I.S. Ad. and the Financial 
Administration Ad and mentions that there are many more. 
Now we do recognize that there are many more, howeV8f, 
because of the fed that we concentrated on management 

systems end pradices. We feel that the two acts that we have 
mentioned ere the most relevant to the audit that we did. Now 
we ere not denying the existence of the other acts and they are 
quite important but we feel that those other ads are more 
relevant to field operations end quality of care which is an area · 
we did not scope into the audit that we did. 

I em skipping over different things here, Mr. Chairman. but if 
the Members of the committee want us to come bad< to 
specifics, we can do that and I am assuming, as we do 
throughout the report, there will be opportunities to come bad< 
to certain comments which are more specific. 

My next comment is on page 16, et the bottom where Dr. 
Kinloch mentions that ihe department expected these heanngs 

to provide an opportunity to place the report of the A.G. in 
context but believe that readers should be cautioned about the 
scope and perspective of the report'', and mentions a list of 
things that my understanding is they are things that he thinks 
are inadequate in the report. That is the assumption I am 
making and I would like just to very quickly go through that 
series. 

Under a), uan understanding of the history of health services in 
the N.W.T. is necessary to intelligently assess the present 
situation." We certainly believe that our research gave us an 
understanding of the history. We believe that the information 
in the report is sufficient for the Legislative Assembly and the 
committee to understand the context. Naturally, we could have 
repeated the full history in the report but we did not feel it was 
essential. We concentrated mostly on the April 1988 and after 
period where we feel it is more relevant to the a.arrant situation. 
We still feel quite comfortable with that. 

Under b), ihe transfer of health services must be recognized 
as an incomplete process and not as an isolated event in April 
1988." Frankly, we have to disagree with this. We feel that the 
event of April 1988 was the completion of devolution of health 
services to the Northwest Territories and we look at that as a 
most important event in the sense of that is where the full 
devolution happened and that is the base that we have used. 
Now we do recognize that the transfer was made progressively 
and that the Frobisher Bay Hospital was transferred beiore this 
date but we still believe that the base should be April 1988 
where we start with the full devolution situation. The fad that 
there is a dispute going on with Canada, we do not interpret as 
being a continuation of the devolution process. That, to us, is 
a disagreement and the reasons for the disagreement get quite 
oomplex and we hope they will be resolved in the future. 

Under c), Mcomparison with other departments and 
jurisdictions: Again, we feel that the findings are sett-standing. 
We feel the findings are important enough to stand on their 
own and significant enough. To make comparisons with other 
jurisdictions is not that useful in the sense that, if something 
has to be corrected, the fad that it is better than some other 
jurisdidion is not an exa.ise not to correct it. We feel that the 
observations stand on their own. 

Under d), as stated, in uconsistent time frames are necessary 
to make appropriate comparisons." I am not totally convinced 
I understand the thrust here and probably when we get into the 
details there may be some examples we can read to but, 
generally speaking, we used the information that existed in the 
system. In some cases, we had to go back in time to find valid 
information because a.irrent data was not available and the 
dates we used are the dates of availability of data. I think 
perhaps the variation of dates may be a reflection of the quality 
of the information systems that exist. We do make comments 
on the quality of the information throughout the report and that 
is something we can come back to in specific detail rt we have 
to. 

"The effectiveness of programs and services ... should receive 
more emphasis than how efficiently they are provided." Again, 
I am not sure we fully agree with the statement the way it is 
stated. We agree that the effectiveness of programs or the 
quality of service to the user is very, very important and, in tad, 
we make the case, in chapter eight, that the measurement of 
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the systems and pradises tor measuring the effectiveness of 
programs are inadequate. Now, I mentioned at the beginning, 
that under the mandate that we have, we do not do 
effectiveness auditing ourselves. We just look at the quality of 
the systems and pradises that exist but we teel the 
responsibility ior measuring effectiveness lies with the 
department. We did not touch that part. The comment in 
chapter eight is that the department is not doing it, or not 
doing it adequately, and we think that should be corrected. 
Now, is effectiveness more important than efficiency? 
Naturally, the quality of the service to the user is of prime 
importance and one cannot deny that. However, when you 
give quality of service to the user, it has to be done at the least 
cost. So the efficiency is quite important because we are in a 
time of restraint, so whatever service the department or the 
hospitals or the health centres are giving it should be done at 
the least cost possible so that you can give more service to 
more people. So both are very, very important. 

"The basis for conclusions and judgements must clearly be 
stated.w I guess that one we can read specifically as you go 
through the report. I am not sure I understand what it means 
but I am sure there are some specifics behind that. 

On the last page, page 18, Dr. Kinloch mentions, •1 would like 
to note at this stage, however, that the department's responses 
to these recommendations which are included in the report 
were provided on short notice.■ Just to give some specifics, 
we sent the draft chapter to the department at the end of July 
and received responses in the third week of September which 
was more than six weeks. I do not agree that six weeks is 
short notice, we think that is sufficient time to think out the 
responses. The last sentence says '1he department has 
prepared a summary of recommendations, amended 
supplemented responses and comments: We have not seen 
that yet so we will read to that when we see it. 

This concludes my general remarks, Mr. Chairman. H the 
committee Members want more specific clarification on any of 
the points we would be glad to answer questions. Thank you. 

CHAIRMAN (Mr. Zoe): Thank you. Are there any general 
comments from Members? Mr. Gargan. 

General Comments 

MR. GARGAN: Mr. Chairman, I have a comment with regards 
to the statement that was made by Or. Kinloch. In his 
presentation he goes back as far as 1979 and a lot of the 
comments that were made make the department look good. 
including comparisons to other jurisdidions and the wor1d and 
being covered by the Globe & Mail. I wonder if based on a per 
capita base possibly we have the best physical intrastructure 
in place for the delivery of health. I am not sure if that IS what 
you are referring to because in my opinion we have the highest 
rate of suicide, five times the national average. We also have 
the largest alcohol consumption, even though the pnce has 
doubled. It is one of the biggest revenue for this government. 
What I am interested in is that we know that the Stanton 
Yellowknite Hospital is under utilized as is the Hay River 
hospital. I do not know which others are under utilized, I can 
only refer to those two. What do you mean when you say that 
we have one of the best health delivery systems compared to 
other jurisdidions in the worfd? Is that more of a cosmetic 

type of a statement you are making or are you adually saying 
as far as health standards go for the physical, mental and 
spiritual well-being of an individual we are one of the healthiest 
people in the world? Could you elaborate a bit more on that? 

CHAIRMAN (Mr. Zoe): Thank you. Or. Kinloch. 

DR. KINLOCH: Mr. Chainnan, I would like to make a few 
preliminary comments in response to the Auditor General's 
response to my presentation. 

CHAIRMAN (Mr. Zoe): I do not want to get into a debate 
between the Auditor's report and your comments pertaining to 
that report. Once we get into the chapter by chapter perhaps 
you can make specific responses to the concerns raised by the 
Auditor General to your remarks. 

DR. KINLOCH: As you wish. 

CHAIRMAN (Mr. Zoe): H we can continue with general 
comments. Mr. Gargan made a number of comments and he 
asked for clarification on some of the remarks you have made, 
Dr. Kinloch. 

DR. KINLOCH: Thank you, Mr. Chairman. I am pleased with 
the question from Mr. Gargan because he property makes the 
distinction that I have tried to make in the paper and the 
department has tried to make repeatedly between health and 
health setVioas. The health status of the residents of the 
Northwest Tenitories is poor. It is much worse than the health 
status of the southern Canadian population. Within the 
Northwest T enitories the health status of aboriginal residents is 
worse than that of non-aboriginal residents. This is evident, we 
have doaJmented it, we have published it, we have spoken 
about it and we would like to speak about it a whole lot more. 
I hope we will have the opportunity to do that during this 
hearing. 

For the moment, however,· 1 would like to note that one of our 
primary responsibilities is the management of health services 
which can deal with only a portion of the health problems 
experienced by the people of the Northwest Territories. Within 
that more limited mandate we argue that the Northwest 
T enitories' system is among the finest in the world. It is 
amongst the finest in the wortd because of the elements that 
are set out in~ N.W.T. Way. I would refer you back to the 
page of my presentation which sets those out. 

What makes the N.W.T. health system good? Rrst of all, it has 
a very broad orientation to health. It recognizes that what is 
done under its general mandate can deal only with a portion of 
the problems that are experienced by the people of the 
Northwest Territories. 

Secondly, within that mandate it recognizes that health 
promotion, health protection and disease prevention have got 
a lot more to contribute in many ways than treatment and 
rehabilitation. 

The element which separates our system from most others is 
the operation of health services as a system of linked services 
so that entry at any point in the system provides ac:x:ess to any 
other point in the system. 
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Fourthly, and this is another major difference in our system. 
The delegation of responsibility for providing care. By that I 
mean services that might in other jurisdictions be provided by 
specialist physicians are provided by general physicians with 
extra training and guidance in the Northwest Territories. 
Services that otherwise and elsewhere might be provided by 
physicians are provided by speciaJly qualified nurses. Services 
that would be provided by dentists elsewhere are provided by 
dental therapists here. Services that might be provided by an 
ophthalmologist, an eye care specialist physician in the south, 
would be provided in the Northwest Territories by an 
ophthalmic technician. Services that are not provided by 
anybody, perhaps, in the south are provided by community 
health representatives. This is just the beginning of the 
development of a system of delegated service functions. 

Number five aJso separates the N.W.T. health care system from 
most others in that there is involvement of people in the 
planning and management through the creation of boards. 

Sixth, involvement of ethnic culture and linguistic groups as 
providers of training and service. This exists primarily at this 
point as a goal, as an aim, es an intention that over time the 
proportion of aboriginal people es providers of care and as 
teachers will begin to approach the general distribution in the 
population. That is not the case now. Aboriginal people are 
under represented es providers of care. They are under 
represented as senior managers. They are well represented in 
other categories, but that is not good enough and we aim to 
create an environment where increasingly aboriginal people will 
play a larger role in the system. Those are the elements that 
make this the best system and we are seeing increasingly 
other jurisdictions picking at one or more of these and saying 
"y8$/' we ought to be doing this and we are in a leadership role. 

H I can take a bit of latitude with the Chainnan's request, I 
would like to point out that it is appropriate to look at 
comparisons with other jurisdictions in terms of setting up 
services, structures and functions that are inherently very 
difficulty to deal with. No one is doing a per1ect job in any one 
of these areas. We are doing better than most. I certainly 
accept that however good the system is it can be better and 
we want to make it so. 

CHAIRMAN (Mr. Zoe): Thank you. Mr. Gargan. 

MR. GARGAN: Wrth regard to the delivery, you did mention 
in your report that there would be e Memorandum of 
Understanding with regard to accountability. You have about 
five different boards having ftve different functions. As tar as 
the leadership roles go, with regard to the department, we do 
not have a situation where Baffin for example has e lot of 
autonomy compared to the Mackenzie Health Board. The 
Mackenzie Health Board is a creation of the department. We 
do not really have any representatives from the region on it. I 
would prefer that if we are looking at having more control for 
aboriginal people then we should allow that and develop e 
policy that is consistent across the north. We do have 
jealousies between the regions. They make comparisons with 
other regions and wonder why some have this and some do 
not. I think this is one area we should deal with. 

The political reality right now is that we are eventually going to 
have Nunavut and Nunavut should be looking into this to. We 
have the Gwich'in land daims which will probably be finalized 
by this fall. We already have an lnuvialuit agreement. Those 
are the areas in which the department has not done much. 

As iar as the operations of health services, the large proportion 
of the delivery of health is for the delivery of health as opposed 
to the prevention of health. A large proportion of the money 
that is delegated towards the health of Inuit and status Indians 
covers a lot of the other areas. In other words the only reason 
we have a $79 million deficit right now is focused on the non
insured benefits. That tells me that where possible and the 
dispute is whether or not the right of the Status people and the 
Inuit people and their health benefits is not cared for then we 
will put it in this deficit category. This way it would not be a 
dispute, it would be a right and we will be able to collect it. 

Somehow we have been subsidizing other wages, salaries and 
the operations of this government. I think the Status people or 
Inuit people are being used in order to get some leverage in 
getting some monies back. This is my opinion. I do not know 
whether I am correct or not. There is a statement, "an ounce 
of prevention is worth a pound of cure.• We do not have any 
programs for prevention or very little if any. 

Dental is mentioned in the Auditor General's report. We do not 
have dental prevention. We do not have this. We have what 
they call once or twice a year dental prevention going into the 
communities. This is not good enough. I guess under the 
circumstances this is a reality. Thank you, Mr. Chairman. 

CHAIRMAN (Mr. Zoe): Thank you. Any comments, Dr. 
Kinloch? 

DR. KINLOCH: Yes, Mr. Chainnan. I would like to comment 
on several of the points that Mr. Gargan has raised. Rrst of all 
the Memorandum of Understanding with the boards we believe 
will resolve the major differences that have existed between 
boards and departments, and between boards and other 
boards over the different perception of role and responsibilities. 
I think that it is also fair to say that a lot of the disagreements 
and a lot of the debate between board and department have 
been created not out of ill will by either party but because the 
system has created an environment in which disagreement is 
bound to occur. The uncertainties about roles and 
responsibilities makes it almost inevitable that the board will 
see the department encroaching on its role and vice versa. We 
are most anxious that this M.O.A. should proceed es a 
necessary prerequisite we believe also to a restructuring of the 
T.H.I.S. Act, which is overdue. 

I would like to darify one point in relation to non-insured health 
benefits. The debate with D.I.A.N.D. is not about non-insured 
health benefits. It is the simple failure of the federal 
government to honour a contrad which exists with the 
Government of the Northwest Territories. Non-insured health 
benefits are a problem but it is another problem. I would be 
happy to talk about that in some detail if you wish. 

In terms of prevention programs, we believe that the 
department does have a wide variety of active prevention 
programs which may not always be evident and certainly can 
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be improved. We would be happy to disaJss those in detail 
also. Thank you. · 

CHAIRMAN (Mr. Zoe): Thank you. Mr. Gargan. 

MR. GARGAN: Mr. Chairman, I would like a clarification with 
regard to the M.O.A. for the boards. Or. Kinloch mentioned 
that it would address a lot of the differences and the concerns. 
I am not too hung up on the Memorandum of Understanding 
for each board. I am hung up on the fad that there are 
differences between all the boards. Some of them have a lot 
of power and some of them do not. I would think that the 
department's role in taking the leadership is to ensure that 
there is consistency between all the boards. It is good to have 
a Memorandum of Understanding but if you have five different 
Memorandum of Understanding the problems will still exist. 

CHAIRMAN (Mr. Zoe): Thank you. Or. Kinloch. 

DR. KINLOCH: Mr. Chairman, the aim of the Memorandum of 
Understanding or of agreement is to even out the powers and 
the responsibilities of the board. There will be a master 
Memorandum of Understanding that will govern all boards so 
that the distindion which now exists between comm'issioner 
agreement boards and those without commissioner 
agreements will disappear. 

CHAIRMAN (Mr. Zoe): Thank you. Mr. Dent. 

MR. DENT: Thank you, Mr. Chairman. I have some general 
comments about the health audit and the department's 
response. What I have found in reading the Comprehensive 
Audit of the Department of Health and what struck me the most 
was that the auditors are saying that they do not see a 
comprehensive plan from the department in terms of where 
they are going and what they are trying to accomplish. I think 
Or. Kinloch will remember that as a Member of the Standing 
Committee on Finance that is exadly what I said a year ago 
when we were reviewing the capital budget. This has been a 
major concern. Before the department gets defensive it is 
something that I have been struck by, few departments in this 
government do have comprehensive plans. I think it is 
appalling .. 

At last years Standing Committee on Finance we said to the 
department that we exped to see a plan, if you want to see 
any more projects approved. That led to in March the tabling 
of this document which was presented as an outJine of what is 
"The N.W.T. Way". We heard about "The N.W.T. Way" for the 
first time in the capital reVHtW last winter. 

Or. Kinloch in his presentation implies that "The N.W.T. Way" 
has been evolving since 1957. Mr. Chairman, if this a produd 
of evolution since 1957 I think it is an argument against there 
ever being devolution. I do not consider that a plan. I do not 
think it is reasonable for us to be presented thrs type of 
document and have it defended as being "The N.W.T. Way" 
and what is guiding the Department of Health. As a business 
person, I am expecting, something that is more akin to a 
business plan and, as a legislator, I need to have something 
against which I can measure performance. That is why I need 
to have a clear plan. I am not privy to the internal workings of 
the department. I am not a doctor. I have no way of 

assessing, without that sort of plan, whether the department is 
working efficiently and economically. 

Put very simply, as a very basic thing, a plan needs to have a 
statement of goals. There are some goals and objectives 
stated in this document. I see that. A plan has to have some 
method of attaining those goals laid out. I do not see that set 
out here. I do not really see much in the way of details as to 
how we are going to get to the achievement of those goals 
and, further, I do not see a timetable. No plan is worth 
anything if there is no timetable for trying to achieve the goals 
that it sets out. 

I recognize that Or. Kinloch says that a plan has to change. I 
agree. That is true. "The N.W.T. Way", in its current form, in 
these six points on page nine, does not help me as a legislator 
to determine whether or not the department is equipped or 
capable of achieving the goals that it has set out. Any 
business plan has to change and I recognize that we are not 
in a static society and therefore there is always going to be 
some change taking place to any plan that you set up. I am in 
business. I set budgets. I change them monthly, depending 
on the performance of the company. I would expect that sort 
of review would take place in a government department too. 

I guess the question that I have for Or. Kinloch is that, on page 
10, you say we have a new and improved version of "The 
N.W.T. Way" but is that just the points that you listed on page 
9 of your presentation, is it this document that was tabled last 
March, or has there, in fad, been a comprehensive plan put 
together than we can now take a look at? 

CHAIRMAN (Mr. Zoe): Thank you. Dr. Kinloch. 

DR. KINLOCH: Mr. Chairman, I agree with the comments that 
Mr. Dent makes in relation to planning, but the document to 
which he refers was not presented as a plan. It was presented 
as an outline of a briefing that had been scheduled by a 
previous Minister of Health for c:aua.,s to deal with then issues 
of the day, induding the •Strength at Two Levels" report, 
concerns about the expansion of Stanton at the expense of 
other facilities, and so on. It included a brief outline of "The 
N.W.T. Way" because, at that point, there was some confusion 
because of reference to "The N.W.T. Way" and the •strength at 
Two Levels" report. It was in no way intended to satisfy the 
concerns expressed by Mr. Dent. Those are legitimate 
concerns and they need to be addressed and they will be 
addressed. 

I think "The N.W.T. Way" is simply a desaiption of what we are 
a.,rrently doing. It has changed from its original format 
developed by the tederal government 20 or 30 years ago and 
that is what I mean in that other doa.,ment by a new and 
expanded form. The addition of boards, for example, was an 
important change in the approach in the N.W.T. system that did 
not exist under the tederal government. They did not even 
have advisory bodies. The expansion of delegated fundions 
is also an enhancement of the program. 

I would . go back to a comment that I made in my statement 
that we have not really had the opportunity to discuss with 
Members the background and the detail of the material that 
you have seen only in summary or heard referred to in 
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snatches and I am not at all surprised that you are not 
comfortable with what you hear. 

CHAIRMAN (Mr. Zoe): Thank you. Are you saying we do not 
have a document called "The N.W.T. Way"? This is only an 
outline, a summary? So there is no document that outlines 
"The N.W.T. Way"? That is my understanding from what I am 
hearing so far. 

DR. KINLOCH: Mr. Chainnan. A description of "The N.W.T. 
Way" is a description of the N.W.T. health care system and it 
was presented in document fonn initially in October of 1990, 
titled •Health and Health Services in the Northwest Territories". 
The tenn "N.W.T. Way" was not applied to that at that time. It 
is, in essence, what we are doing and the six points on page 
9 simply summarize what we are doing. 

CHAIRMAN (Mr. Zoe): Mr. Dent. 

MR. DENT: Just for clarification because I am not familiar with 
the document •Health and Health Services in the Northwest 
Territories" that you mentioned was presented in 1990. Would 
you characterize that as being the sort of thing that I would 
recognize es a business plan or a plan of action for the 
department'? 

DR. KINLOCH: Mr. Chainnan, no. I think you would 
recognize it as a restatement of what you have made this 
morning, that there is no plan, that we need to begin work on 
developing strategic goals for the system, we need to 
consolidate the gains that have been made re-examine what is 
going on end move on to the future. It was the beginning of 
the planning process which has been expanded over the past 
several years now, to an examination at a very detailed level in 
three areas to date; Fort Simpson, Fort Smith and Hay River, 
expanding this year to a review of the Baffin Region, the 
Keewatin Region and the lnuvik Region. The aim, ultimatety, 
is to produce a strategic plan for the N.W.T. 

CHAIRMAN (Mr. Zoe): Thank you. Mr. Dent. 

MR. DENT: I think it sounds amazingly like what we see in the 
Comprehensive Audit when they say the department is 
planning to plan end there is a problem. What is the timetable 
then for completing this plan end having a document that can 
be presented to legislators arid the public so we have some 
idea what the potential is for achieving some of the goats? 

CHAIRMAN (Mr. Zoe): Dr. Kinloch. 

DR. KINLOCH: Mr. Chairman, I believe that the expectat10n 
should be slightly different than that. I would expect that 
Members would be a part of the planning process since so 
much of what will be done depends on judgements which are 
made by you collectively. There is after all a working 
environment for whatever is done by the department in 
collaboration with the boards end it is equally important that 
the Government of the Northwest Territories should have a 
corporate plan within which the strategic plans of departments 
can be developed. 

Frankly, there has been an air of uncertainty hanging over 
many of the planning efforts that have begun and ere still at a 
very earfy phase. There are many uncertainties swirfing around 

every department in the G.N.W.T. There are conflicting 
demands, demands for consolidation here, decentralization 
there, movement to communities, land claims and the creation 
of Nunawt. It is difficult to find finn ground on which to stand 
and I think it is important that Members are involved in creating 
that finn ground so that there is an encouragement of the 
planning process and the prospect of having some consistency 
for long enough to produce the sort of plan that will produce 
action. 

CHAIRMAN (Mr. Zoe): Thank you. Mr. Dent. 

MR. DENT: Mr. Chainnan, I know that Or. Kinloch suggests 
that Members need to be involved in developing these plans. 
Given the fact that these hearings are taking place, that the 
Agencies, Boards and Commissions Committee has been 
reviewing the activities of hospital boards and that the Special 
Committee on Health and Social Services are all active this 
year indicates that Members of this Legislature are extremely 
interested and want to be involved in the process. 

I do not accept that the department cannot start generating 
plans. Or. Kinloch notes in his presentation that plans change. 
That is the implication if it started in 1957, and on page ten he 
talks about a new and improved version of -The N.W.T. Way". 
What it takes, I think, is the department starting on a small or 
piecemeal basis, but at some point in time somebody has to 
start putting together some detailed plans of action and then 
presenting them to the legislators to say here is what the 
department feels are our goals in this specific area, here is 
how we plan to achieve them and here is the timetable over 
which we think it is possible. At that point in time the 
legislators can say yes we think this is a good goal, we accept 
your method of getting there, but no we think your timetable is 
too short or too long or whatever. You cannot expect that the 
legislators are going to be ones who are going to say that this 
is what you should be doing. This is a situation where your 
department has the expertise and should be preparing a plan, 
even if it has to be on a piecemeal basis. I think the bottom 
line is that if you are going to wait for us to be out of tunnoil 
that may never happen. Government is always going to be, I 
think, from now on in a constant state of flux. Just as plans 
change all the time, governments are going to change all the 
time. Your work plan will have to change just as the 
government will have to change. tt we do not start putting 
down some ideas on paper, if we do not start fonnalizing 
where we are going or how we are going to get there and what 
the timetable is, we are never going to do anything except sit 
around end spin our wheels. 

CHAIRMAN (Mr. Zoe): Thank you. Dr. Kinloch. 

DR. KINLOCH: I think perhaps I should point out that the 
planning effort is primarily at this point directed to working with 
individual communities and boards rather than attempting to 
impose our judgement on what we think is best for the N.W.T. 
This is a necessary time consuming and sometimes painful 
pr008SS. It is necessary first of all to make sure that everybody 
is working from a common understanding of what the issues 
are. Given the difficulties of putting together infonnation on 
many subjects that in itseH is a task. I think an examination of 
the three documents that we have produced to date for Fort 
Simpson, Fort Smith and Hay River will indicate the broad 
nature of the exercise, the intention seriously to involve 
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communities in examining their own problems and how they 
are going to deal with them, and an effort to pull those 
individual plans together into ones that will initially serve a 
regional and ultimately the N.W.T. 

At the same time it is possible to look generally at the system 
from a departmental viewpoint to provide some general 
guidance for plans that might be developed elsewhere. We 
were authorized by a previous Minister to pursue the 
development of a "white paper" on health. This would set out 
the principles, goals and strategies for health services in the 
Northwest Territories. Since February of 1992 we have been 
working with a group of outside agencies and organizations to 
develop what we are calling guiding principles for the N.W.T. 
health system. These outside groups indude the N.W.T. 
Health Care Association, the N.W.T. Medical Association, the 
N.W.T. Registered Nurses' Association and the Canadian Public 
Health Association. We are close to condusion of a draft 
guiding principles which we would expect to take torward in 
the normal process through the Minister through Cabinet and 
the Legislative Assembly. We hope in this coming fiscal year 
to have a paper for diswssion with the Legislative Assembly as 

a "White paper" on health or as a •green paper" which might 
subsequently go for public discussion. 

CHAIRMAN (Mr. Zoe): Thank you. Any further questions or 
comments? Mr. Dent. 

MR. DENT: Thank you. Mr. Chairman, I could go on but I 
have another meeting to get to and I think some of the other 
Members have some comments they would like to get in 
before that meeting too. 

CHAIRMAN (Mr. Zoe): Thank you. Mrs. Marie-Jewell. Mr. 
Koe. 

MR. KOE: I have been an auditor in my previous careers and 
I can appreciate the work that the Auditor General and his staff 
have done in this audit. I can also reflect on the type of 
response that we received yesterday by the department. When 

a report of this nature, and I referred to it yesterday as vety 

serious, has many comments on how the department is or is 
not doing things, the department then comes bad< vety 
de1ensive in terms of questioning the role of the audit, the 
scope of the audit and not taking into consideration things that 
have gone on since 1957 or things that may go on in the 
future. The deputy minister mentioned that the responses were 
done quickly, possibly not without full due consideration and 
they will be preparing a summary of responses and comments 
on the audit. From my experience, when I look at the audit 

report and the management responses in no case do they 
question the issues that you raised in your response yesterday. 
In many cases they agree. 

At the end of the management response they agree wrth a 
recommendation or are doing something in agreement wrth the 
audit recommendations, but they do not queshon the 1SSUeS 

that you raised yesterday which I find strange. There was an 
opportunity for management responses to the audit 
recommendations and yet the report which is made public did 
not have any of the comments or tone of the comments that 
you made yesterday. I have to agree with the comments that 

Charles made regarding where we are at, where ere going and 

how we are going to get there. The plan has to be worked on 
and worked on quickly. 

I have one question, on page four of the Deputy Minister's 
remarks, you talk about ''more than ever before departmental 
activities have been affected by day to day events in the 
Legislative Assembly." No objective review of the department 
is possible without taking this fact into account. My question 
would be why would you be making this comment with the 
events that are going on, with the various committees that are 
looking at the Department of Health, various actions and 
decisions that have been taken by Cabinet in terms of 
amalgamation and devolution, with the federal government, 
devolution and the decentralization to boards and regions. An 
audit is a snapshot of events that are taking place in a certain 
timeframe. Recommendations are made on what auditors find 
at that time. I have to question Dr. Kinloch on why he would 
say that what is happening in the Legislature is aflecting and 
should have reflected in what is happening in the audit report. 
That is the question I raise. 

DR. KINLOCH: Mr. Chairman, I will only respond with one 
comment. During the last 12 months the department has 
served five Ministers of Health. 

CHAIRMAN (Mr. Zoe): Any further comments? Mrs. Marie
.Jewell. 

MRS. MARIE.JEWELL: Mr. Chairman, I have another meeting 
to attend so I will not make lengthy remarks. I apologize for 
coming in late however I was tied up on other issues. Mr. 
Chairman, I have general comments on the response. I took 
these remarks home and reviewed them. Yesterday when I 
heard the remarks I was questioning whether or not I was 
believing what I heard. I asked for a copy of these and 
reviewed them last night. I should not be surprised with the 
response but at the same time recognizing Dr. Kinloch's 
experience, I am still surprised at the type of response that he 
has given to the Auditor General's report. 

Maybe the reason for having five Ministers is his lack of 
sensitivity towards the Legislative Assembly. I do not know if 
he recognizes that we are the people responsible to the public 
for the way in which the Department of Health runs. Whether 
it is your Minister or not. we are the people who get a lot of the 
ftad< when things do not go right. 

I first looked at page three where you said the transfer of health 
seMCeS was not an event that occurred in April 1988. The 
transfer process was conceived in 1957 when the territorial 
government was not even started and set officially in motion in 
1981, which was 1 O years ago. It came to question in my mind 
if you started and the department said "set officially in motion 
in 1981 • when there was not even a department, this whole 
transfer should have taken place in a fairly smooth and efficient 
operation. Your department should be in tip top shape. You 
should have a plan and you should have goals set forth. You 
do not have either. 

My colleague commented more than ever before have they 
ever been affected by day to day events. You are questioning 
the fact that we take too much of your time in the department, 
then maybe we are not going to be doing our jobs. I think it 
is only right that if we do not find that things are right, which 
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obviously things are not right as a result of this Auditor 
General's report, that it had to take up our time to question in 
the Legislative Assembly. I get very irritated and irate when 
bureaucrats tell me what I should question and what I should 
not question, or to suggest such a thing. 

Further, Mr. ChaiITTian, I went through this report and oould go 
into detail on many of the ex>mments but I have decided not to. 
I just about called the pest Minister or the Government Leader 
last night and asked if she felt in her opinion that the 1988 
Transfer Agreement was pursued in haste because she was 
responsible for signing the document of the transfer. I do not 
know whether or not she would even appreciate that type of 
remark. I do not think that she does a lot of her work in haste. 

Mr. Chainnan, I find this whole response a very defensive one 
and I think that is the problem with the department, their 
attitude towards whatever suggestions you want in regard to 
developing and delivering your health services. That the 
department is too defensive. I do not know if you have taken 
over that attitude as a result of being a federal bureaucrat. 
Being in the territories now you should ex>me to some 
sensitivity towards delivering your services and try to make 
every effort to deal with those attitudinal baniers, because it is 
a barrier in delivering the health services. 

Mr. Chainnan, I have stated throughout the past CX>Uple of days 
while we were in meetings that there is no doubt, and I have to 
echo the ooncem of my colleagues, that there is a lack of plan. 
Until a plan is developed the department will oontinue in chaos. 
Until the altitudes are somewhat worked with to be enex>uraged 
to recognize board roles and responsibilities and to be 
sensitive to the people of the north and how they want to 
approach the health services, that we will be able to make any 
progress into the delivery of health services in the territories. 

I also want to state that in respect to management, they should 
make some effort and attempt to do pro-adive planning and 
management as opposed to crisis management which is 
always readive. I find that their crisis management is resulting 
in many b_end aid solutions to many problems. Overall this is 
costing the people of the north, not only through dollars but 
through time: That is probably when we resulted in such a 
terrible audit that the Legislative Assembly had requested. 

I know, Mr. Cheinnan, if I was one of those Minister of Health, 
which I was not, I would be ashamed of the type of audit that 
the Auditor General has produced. Mr. Kinloch has been in the 
department since the responsibility of the transter was taken 
over. I would suggest to him not to be so defensive but to take 
into oonsideration many of those recommendations end try to 
work with them as quickiy as he can. Thank you. 

CHAIRMAN (Mr. Zoe): Thank you. Any comments, Dr. 
Kinloch? 

DR. KINLOCH: Yes, Mr. ChaiITTian. The department does take 
the report seriously, Mrs. Marie-Jewell. We have 1nd1cated that 
we intend to accept and pursue the recommendat10ns that 
were made by the Auditor General recognizing that there are 
policy decisions which must be taken by Cabinet end 
resources allocated in order to pursue some of these maners. 

I would like to respond to one specific point that you made in 
teITTis of the transfer processing beginning in 1957. My 
reference there, and I think I made it later in the text, was that 
the medical services branch of Health and Welfare Canada 
agreed to set up the system with the clear understanding, right 
from the beginning, that it would be transferred to the 
Govemment of the Northwest Territories as soon as G.N.W.T. 
was in a position to take it on. That is the reference to 1957. 
The other dates refer to the initial, the second Baffin 
component of the transfer and then the final agreement in 
1988. There was no other implication. 

I would also like to apologize if there is any inference in my 
comment regarding the ability of the Legislative Assembly to 
question, to comment, or to criticize the activities of the 
department. I recognize that those are your responsibilities. 
I simply pointed out in my opening statement that the events 
of the past year have necessarily impaded on the department. 
It was simply for that reason. 

CHAIRMAN (Mr. Zoe): Any further comments? Mrs. Marie
Jewell. 

MRS. MARIE~EWELL: No, unfortunately our other meeting 
started at 10:15 a.m., and I am late for that one again. So I 
apologize, but I have to leave, Mr. Chainnan. 

CHAIRMAN (Mr. Zoe): The Chair will take a five minute break 
and reconvene at 10:30 e.m. 

-SHORT BREAK 

CHAIRMAN (Mr. Zoe): General comments. Mr. Ningark. 

MR. NINGARK: Thank you, Mr. ChaiITTian. The presenters of 
the report have made comments regarding how native people 
in the country and much worse off than our southern 
neighbour, in teITTis of health. We realize that. Mr. ChaiITTian, 
I would like to make a few points on some things that bother 
me very much, they bother other people, too. 

Given the scenario, Mr. Chainnen, the native population is not 
fully immune to many of the diseases that have been imported 
from the south. About 100 per cent of the non-native people 
in smaller oommunities, I am speaking for Pally Bay, Spence 
Bay, Gjoa Haven and other smaller communities, are very lucky 
because approximately 100 per cent of those people are 
employed. They are provided with housing, fumiture and 
everything else. About 80 to 90 per cent of native people in 
the communities are not employed, as opposed to the non
native people. About 80 per cent of the native people's homes 
are overcrowded. They are not provided with furnishings. 
About 100 per cent of the non-native people in the small 
communities do not, Mr. ChaiITTian, experience overcrowding 
in their homes. About 100 per cent of the native people, the 
population in the smell oommunities can afford good nutritional 
food that is provided in the local stores. 

Another thing that has been mentioned · in the report is 
sanitation. About 80 per cent of the native people in the smell 
communities who experience overaowding do not have 
adequate sanitation, basically because there are so many 
people in one household they oonstantly keep running out of 
water. It is basically the fault of the municipalities because 
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most of the municipalities in the N.W.T. do not have all that 
money to provide basic services in the small communities. 
Most of the native people who do not have, I am talking about 
80 per cent in the small communities, cannot afford to buy 
good nutritional food from the store. 

Mr. Chairman, we also talk about the N.W.T. having good 
medical facilities as opposed to our southern neighbours, but 
we do not have the specialists and doctors at our fingertips. 
It is not just a matter of having to look in your phone book and 
phone the doctor for an appointment, or going across the 
street and seeing a doctor. tt a native person who lives in an 
isolated community is not feeling well, that person has to go to 
the nursing station. If the nurse is not able to find out what is 
wrong with that person, he or she will have to make a long 
distance phone call to places like Yellowknife and Edmonton, 
and that person will have to wait possibly months before they 
are able to see a specialist. 

It has been only about 30 years, Mr. Chairman, that the native 
people in the small communities have been introduced to 
housing. It has been only 30 years since we have been 
herded into one central location. It has been only 30 years, Mr. 
Chairman, that we experience suicide. It has been only about 
30 years since we were introduced to many household items 
which have chemical compounds that native people are not 
aware of. Mr. Chairman, I am not saying that the modem 
technology is not welcome in our community. Each and eJVerY 
person who I talk to in my community appreciates the fad that 
government provides housing, education, infrastructure and 
whatever the government can provide tor our communities. Mr. 
Chairman, it has been only about 30 years since a lot of the 
artificial things have been introduced into our communities. 
Even pollution was unheard of about 30 years ago. We 
cannot undue the things that have been done in the past, but 
we have to realize that we have to give our people time to 
adjust. Because of the many things that were not there 30 to 
40 years ago, native people in the communities tend to get 
stressed. 

One of the many problems that we have, in our communities, 
are the lack of educational introduction to the new society to 
which we were introduced. 

People are very much aware that it is costing the government 
a great deal of money providing medical &eMCeS to them. We 
also have to realize that many of the diseases that we have 
today are imported from the south. Many of the facilities we 
have in the small communities are under utilized by the 
specialists. We do not have proper equipment to serve the 
people in the communities. We have specialists coming in: 
eye doctors, ears, nose, etc. They come into our communities, 
as most of the Members here know, for maybe two or three 
days. Many of the people who would like to see doctors do 
not get to see them because they are gone two or three days 
later. Whenever a person is seriousty ill, that person has to be 
medevaced to places like Yellowknife and Edmonton. 
Subsequently, that person is in a strange environment. H the 
person is unilingual the person does not have the proper 
communications. When I say communities, I would like to 
mention again the Natilikmiot communities: Pally Bay, Gjoe 
Haven and Spence Bay. We have been using the hospital here 
for maybe over 30 years. We have yet to see an 
interpreter/translator at the Stanton Hospital that speaks the 

Natilikmiot dialect. About three years ago when I became a 
Member, I brought that matter to the House. Up to this point 
in time, Mr. Chairman, we are still waiting for a person who is 
qualified and capable of speaking the dialect of Natilikmiot. 

Mr. Chairman, I guess one of the ways that we can provide 
better health care in our community is, first of all, to educate 
people. Secondly, to listen to the people in the community 
and find out what their concerns are. We have to find out what 
the problems are. We talk about smoking being the leading 
cause of cancer. I realize that. We realize that. We also talk 
about alcohol being one of the worst social problems in the 
N.W.T. among the native people. We realize that. I do not 
think we should be looking at what contributes to the social 
problem. I hate to bring this up but most of the people in the 
small communities love to gamble. I guess most of the native 
people like to gamble but I know parents that stay up all night 
until the morning. I am talking about between Monday to 
Friday and the kids are at home, either babysitting or not old 
enough to baby sit and have no baby sitter. That seems to be 
a small fraction of the social problem, I say. 

I think, Mr. Chairman, we appreciate and I would like to 
emphasize again all the help that we get from the federal 
government, the territorial government, in terms of medical 
care. I think the first thing we have to do is get into prevention 
as it was mentioned in the report. Secondly, education is very 
important for both the government of the day and the people 
who live in the communities. Mr. Chairman, I think that about 
covers what I basically wanted to bring up but, again, I would 
like emphasize very strongly- when we compare between the 
native and non-native people in terms of health, about 100 per 
cent of non-native people in our communities are employed. 
About 80 per cent of the native people are not employed and 
experience overcrowding at home, experience lack of sanitation 
and are not property represented in the system. 

tt we want to start improving the health, we have to start 
looking at other social functions like providing employment, 
providing better education in the area of health and providing 
very good medical tacilities, but they are under utilized, as my 
colleague Mr. Sam Gargan has stated. These medical facilities 
can be utilized by alcohol and drug workers. They can be 
utilized by the elders who know about the health in their own 
environment. Another thing we should start looking at is the 
cost of basic food prices at the local stores we have at home, 
especially the foods that are essential for an individual's health. 
As I mentioned eartier, about 80 per cent of the native people 
in the community cannot afford to buy good, nutritional food. 
Thank you, Mr. Chairman. 

CHAIRMAN (Mr. Zoe): Thank you. Just to remind Members, 
although I let Mr. Ningark condude his general statement, I 
would like to remind Members if they can kindly concentrate 
more on the auditor's report rather than the general health 
related issues. We are dealing with the operation of this 
department, how the department is operating and we are 
commenting on Dr. Kinloch's remarks that he made yesterday 
and we will get into the specifics of the report of the A.G.s 
office when we go chapter by chapter. I have let Mr. Ningark 
continue on because I did not want to stop him. It is a related 
issue. I do not know if Dr. Kinloch would like to make any 
comments in regard to what Mr. Ningark is saying. I felt it was 
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important enough to let him oontinue, that is why I let him 
oontinue. Dr. Kinloch. 

DR. KINLOCH: Mr. Chairman, I would like to thank you for 
thinking it important enough to let Mr. Ningark oontinue 
because I think the remarks are very important and I think they 
are the issues that we need to deal with. He has very 
eloquently amplified the summary remarks I made on page six 
of my response. It is important that we bear this in mind. My 
earlier reference to the apparent neglect of health promotion, 
disease prevention issues in the Auditor General's report is, I 
believe, still very much on target and I thank Mr. Ningark for his 
remarks. May I add one thing? I am advised that the Stanton 
Yellowknife Hospital does now have an lnuktitut interpreter, or 
an Inuit interpreter that speaks the Natilikmiot dialect. Is the 
response to your ooncem, Mr. Ningark? 

MR. NINGARK: Thank you, Mr. Chairman. Thank you, Dr. 
Kinloch. Mr. Chairman, during the last session, I asked the 
Minister of Health regarding the interpreting staff at the Stanton 
Hospital that speaks the Natilikmiot dialect. The answer that I 
got from the Minister was, yes, we do provide an interpreter at 
Stanton Hospital who speaks the dialect of my three 
oommunities and subsequent to that I checked the name of the 
person who is providing the interpreting for the people of 
Natilikmiot but to my disappointment the name that was 
provided to me is not original from Natilikmiot. The person is 
from Cambridge Bay and the person's name is Aida Todd, I am 
told. I do not know if we have hired a person who does speak 
the dialect. I do not know .. 

DR. KINLOCH: Mr. Chairman, just to oonclude·that. H, in tad, 
the services are not adequate as described here, we will make 
every effort to ensure that they are and quickty. Thank you. 

CHAIRMAN (Mr. Zoe): General oomments. Mr. Bernhardt. 

MR. BERNHARDT: Thank you, Mr. Chairman. That is one 
hour and 50 minutes ago. I would like to say a few words too, 
however, Mr. Chairman, like you said before, I am going to 
stick to the agenda. My oolleague and I, we do not have a 
hospital so our views on the Auditor General's report, I am 
echoing what he has already said. 

Because we do not have a hospital, because the region's 
population is so small, our views on the Auditor General's 
report are different than the other regions in the temtories. I 
give you an example, Mr. Chairman. When Dr. Kinloch was 
oommunicating with Mr. Dent, he never once mentioned the 
Kitikmeot region. Now where do we fit in this government? 
You see, that is what I mean. To the government, we do not 
exist. Rightfully, we belong in society in the government's plan, 
however, the majority of the time we are neglected, nghrtully or 
wrongly. The bureaucracy has to change. You cannot look at 
us as always the oonsumers. · We are the oonsumers of your 
jobs, yet give us a chance to improve so that we can take 
some of their jobs. I would like to make a few oomments even 
though it might be a little bit off the trad< or the agenda. I 
would like to find out from Dr. Kinloch how dedicated the 
Department of Health is on the high suicide rates which the 
territories are experiencing. I understand that the department 
is understaffed and we do not have any kind of trained natrve 
workers in the smaller oommunities to tackle this problem. Do 
you recognize this problem? I think the bureauaacy 1s the 

stumbling blod<. We have too much red tape. The decisions 
are made mainly on racial lines depending on where you come 
from. Am I a little bit browner than you or am native or non
native. It seems like the people who are employed have a 
better service than we do. I am sony to say this but this is the 
things I am seeing in my oommunities. 

On page six, we do not have a hospital and I would like to see 
your department work hand in hand with the Department of 
Social Services. You are going to have to now, like it or not. 
You have to improve the nutrition system. I see young mothers 
giving their babies pop for breakfast in their bottles. It is not 
getting better, it is deteriorating. Yet we cannot, like my 
oolleague said, afford it because our people are on the welfare 
scale of society. Although the native foods do exist people 
deserve a change in their diet. I think we have to go bad< to 
family values in the oommunity. Too many of our native people 
have a different focus on life now. They want to find a job yet 
they are unable to because they are not educated enough. 
When they do find work it is mainly based on nepotism. The 
mother and the father work and the next thing you know their 
child is placed with their relations or in daycare. This is where 
some of the problems come from. Our children are not 
experiencing the growth that the rightfully deserve, such as the 
hugs and the kisses and how to be intimate with their parents. 
Instead of learning it from other children in the daycare, they 
become more open to the general society. In the meantime 
the parents forget that they are losing that personal touch with 
their own child, which is so important. 

I lived in a convent. I was in the oonvent from 1 O months old 
until 15 years of age. I never once had a hug from a nun or 
from a father. Therefore I am stuck. I have to retrain myself on 
how to be intimate to my children. I think society has to 
change how we see health in general. Therefore, if we do that 
in the right way, in a manner which utilizes a lot of our native 
peoples with the skills that we have as a caring and sharing 
people, our problems are going to deteriorate slowly. We have 
to get our own people involved in the process not at the 
Yellowknife or regional level but at the oommunity level where 
all the problems do exist. 

If you are going to make decisions here it is not going to have 
a positive effect as it is supposed to. It will be your values and 
beliefs ahead of ours because you guys hold the dollar sign. 
It is like that all over the wortd. When you have money you 
have power and we are left with your decision-making. I think 
that we have to change that attitude. Thank you, Mr. 
Chairman. 

CHAIRMAN (Mr. Zoe): Thank you. H you listen carefully to 
what Mr. Bernhardt is saying it is basically touches all the 
ooncems that have been raised in the Auditor General's report 
m terms of planning, the attitude of the department, etc. Would 
you like to make any oomments, Dr. Kinloch? 

DR. KINLOCH: Yes, Mr. Chairman. I would interpret those 
remarks somewhat differently and I support them. I believe 
that Mr. Bernhardt oorrectly recognizes the need for activity at 
the family and oommunity level to deal with many of the 
problems now experienced in isolated oommunities. I 
apologize for omitting the Kitikmeot from the list of planning 
endeavours for the next year. They will certainly be included 
and it will be a planning exercise I think you will approve of. I 
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hope you will approve of. It involves community 
representatives initially in deciding what their problems are, 
what the options are for dealing with them, and how they 
would like to proceed. This is not something imposed from 
Yellowknife on the Kitikmeot. 

I have asked Dr. Ian Gilchrist the medical director of the 
department to join me. I would ask that he comment briefly on 
several of the specific items that were raised both by Mr. 
Ningark and by Mr. Bernhardt about imported disease and the 
specific issue of suicide which we do recognize as a very 
important problem. Would that be acceptable, Mr. Chairman? 

CHAIRMAN (Mr. Zoe): H he makes it very brief. Dr. Gilchrist. 

DR. GILCHRIST: Thank you, Mr. Chairman. I will try to be 
brief. I just wanted to say that I really appreciate the comments 
of Mr. Bernhardt and Mr. Ningark, and I think Mr. Gargan 
adually started off with this whole issue of prevention. To my 
way of thinking that is one of the areas that the Auditor 
General's report has failed a little bit on in the sense that we 
had a statement in the beginning that in fad soc:io-eoonomic 
issues were not considered to be a mandate. I think that as a 
Department of Health those are, as have been pointed out by 
the three Members, intimate parts of health systems. 

Secondly, with regard to the legislative part of it, the Auditor 
General's report also indicated that from their point of view the 
T.H.1.'S. Ad and the Financial Administration Ad were the 
important bits of legislation and the others are less important. 
One of these of course is the Public Health Ad which deals 
with the whole issue of environment which has been 
considered less important and has not received any significant 
consideration in the report. Also, not considered is the Disease 
Registry Ad which deals with cancer. I think there are lots of 
bits and pieces that are really important that in tad perhaps 
have not been able to appear in the report and have . been 
picked up by the Members. I appreciate that. 

I think personally the department has to recognize that health 
is not the department's responsibility. It is the responsibility of 
everyone. The department, the dodors and the nurses, are 
not going to $top suicides and they are not going to get rid of 
pollution in the environment, and they are not going to stop 
cancer. The only way we are going to achieve anything is by 
carefully sitting everybody down and talking. The doctors who 
have something to do with making people better possibly trying 
to prevent diseases with vaccinations and people who can 
adapt their life-styles. their culture and their knowtedge can 
bring people together. Those groups of people have to deal 
with these issues because health issues are b8SICally sooal, 
socio-economic and cultural issues. I think that these points 
which were raised by the Members are extremely important. 
Thank you. 

CHAIRMAN (Mr. Zoe): Thank you. To follow-up on what Mr. 
Bernhardt is saying I think that it does reflect in the section 3.3 
of the report. In that section the Auditor General points out that 
the budget allocations may not be meshing with each other 
and the need to target the cause of ill health. It says that 
health care staff and money are not atways invested in areas 
of greatest health care needs as indicated by the department. 
What it is saying is basically what Mr. Bernhardt is also saying. 

Can you comment on that paragraph under section 3.3? That 
basically follows up on what Mr. Bernhardt is saying. 

DR. GILCHRIST: I can only say that I agree with him entirely. 
This is one of the areas where we absolutely have to come 
together. This paragraph mentions Social Services. We have 
to come together with community Social Services and other 
departments and reallocate these resources to the areas of 
prevention and disease avoidance. I just agree entirely with 
the statement. 

DR. KINLOCH: Mr. Chairman, I would like to add one point, 
we can agree with the statement, effedive efforts to curb this 
tragic loss of life are unsuccessful. In part, they are 
unsuccessful because we do not know how to prevent suicide. 

CHAIRMAN (Mr. Zoe:) Are there any other comments 
pertaining to Dr. Kinloch's remarks 1rom yesterday? Mr. 
Gargan. 

MR. GARGAN: Well, just one, with regard to his last remark 
conceming to Mr. Ningark's statement that we do not know 
how to prevent suicide. We do know how to prevent suicide. 
I think it is the way we interpret the delivery of health to the 
communities and the physical, the mental and the spiritual well
being of the person is what I guess the Auditor General's office 
did not touch on, not realizing that we know what is causing 
these suicides and we know how to prevent it. 

The other thing, in your statement, Dr. Kinloch, you mention 
that the department believes that further improvement to health 
is dependent largely upon the achievement of socio-economic 
conditions that produce, 1or example, more employment 
opportunities, better housing, improved nutrition and better 
sanitation and the reclamation of traditional strength of families 
and communities. Effective intervention would require 
collaboration if it is between persons and groups within and 
outside the government. It is a good statement but what is 
your department doing? Like it stops there. It is not saying the 
way we are going to be doing it. It is just talk. It stops there 
and goes into the scope of these remarks. I guess I am finding 
a lot of problems but really no solutions, there is nothing to 
address them. 

CHAIRMAN (Mr. Zoe): Any comments, Dr. Kinloch. 

DR. KINLOCH: Yes, Mr. Chairman. The comments in my 
response to the Auditor General's report were necessarily brief 
and oould be expanded at great length. I think, initially though, 
the effort to establish health as something much broader than 
health services was set in motion with that 1990 report. It is 
continuing with efforts to work collaboratively with other 
departments in areas where they, we believe, can contribute 
more to improving health status than we can. It will continue 
through the development of these guiding principles I referred 
to ear1ier and to the preparation of a "white paper: 

CHAIRMAN (Mr. Zoe): Okay, general comments pertaining to 
the A.G.'s report and Dr. Kinloch's remarks. Mr. Whit1ord. 

MR. WHITFORD: Yes, thank you, Mr. Chairman. I just wanted 
to make a oouple of brief comments before we get into the 
meat of the A.G.'s report and other things that we need to do. 
I am new to the committee and I have listening carefully to my 
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colleagues and what they had to say about their concerns and 
I cannot speak, Mr. Chainnan, for the smaller communities 
because I do not live there, but I have been there. I have 
come out of a smaller community at one point in time and I 
have been to the smaller communities so I know that what they 
are saying is quite correct. The perspective that is being 
brought by my colleagues from the smaller communities is 
quite correct and, again, from my point of view perhaps and 
from my colleague Mr. Dent's, we live right aaoss the street, 
literally, from one of the largest and best equipped hospitals in 
the Northwest Territories and I may even say, the best 
equipped hospital anywhere. So we have a different 
perspective on medical care and medical services in the 
territories and I think that we have a unique system here that 
has been evolving. I said this yesterday, that we have got to 
recognize that it is an evolving system, this whole transfer of 
responsibilities from what was a very colonial operation to one 
that is self-contained is happening. Whether we recognize and 
agree with it or not, it is happening. There are going to be 
growing pains and we are experiencing those growing pains, 
but I think we need to recognize there will be times like this 
when everything seems that it is very disorganized and 
disruptive. I guess we just have to have faith in ourselves that 
we can see these things through these times and evolve into 
a system that is going to serve the oommunities like the 
communities want. 

To shed that mantle or cloak of paternalism that Ottawa used 
to have on the north is going to be a tough job that the 
department will, at some point in time, have to do and 
recognize that some control for the delivery ot health services 
must come from the oommunities and from the people that it 
is going to serve. I think for too long we had to sort of live with 
it, in any system that we had in the north, be it education, 
social services or health or highways, it was all something that 
was oonceived somewhere else and transplanted to the north 
and we have had to make these adjustments. I hope that what 
we are going through now is one of those times where we are 
going to experience difficulties with this transition but we will 
come out in the end. I am optimistic that we will come out in 
the end. 

I say these things quite awkwardly, Mr. Chairman, because I 
am in an awkward position. As I said, I do not live in a small 
community. I live in the largest of communities and, not only 
that, but with my colleague Mr. Patterson who was here 
yesterday, in a unique position that we were for a short time at 
least in the position of Minister Responsible tor Health and it 
was too short a period of time. I had great expectations 1or the 
department. I still have and I want to say it here that I will wori< 
to see those expectations oontinue on lo fruition. 

The Auditor General's report that we are disaJssing and which 
brings us here, raises some very fundamental, very important 
concerns. I think that it is quite important to look at those 
questions and those comments in the spirit of what the Auditor 
General's mandate is. He is to look at things from a stand 
back view, an independent point of view, and look at 

something and make these comments that are important and 
fundamental. I hope that they will p01nt out some of the 
problems that maybe we, being close to the scene. may not be 
able to recognize. It will help us to build a good seMce, a 
better service, ff you will, ff we recognize that no one system as 
perfect and it always needs improvement. I kind of sense that 

the department was defensive from the reply of Or. Kinloch's 
yesterday. I do not think the department should be de1ensive, 
I think they should be quite proud of their achievements over 
the past while. As this evolution has been taking place you 
have some very dedicated people working in a very complex 
system, you have hard working people and they are trying very 
hard to deliver a service in a touch environment. It is a cross
cultural thing, medicine is very oomplex to begin with and the 
heatth care system is very complex, has beoome more 
oomplex and will become even more so. 

I think one of the things we may have, and we are at fault here 
in the north too for not maintaining some of our uniqueness 
and things that could have blended with this. I think the 
transition was far too abrupt. We threw out the baby with the 
bath water so to speak when we neglected to incorporate 
some o1 the things we used to do. There is nothing wrong with 
putting Vies vaporub on your chest when you have a cold 
instead of going to get a shot of penicillin. Sometimes you just 
have to live with these things. There are old remedies that we 
have never incorporated into the system. Forgive me for 
saying the smaller communities, but the oommunities in the 
regions have not had an opportunity to introduce that into the 
system we have here now. 

We look now to a doctor and nurse as the only source of cure 
for all our problems. Maybe we have set aside something, we 
have lost something and that is causing some problems. I am 
not sure whether that is oontained in this report, but what I am 
trying to say here is that it should not be looked at as a 
criticism of the department so much as a reflection of what, in 
tact, is the perspective from the regions and a perspective of 
someone who is mandated to look at these things 
independently and unbiased. I think the department could be 
well advised to listen very carefully to that and work with some 
of those concerns in here towards making some improvements. 

Again, I say quite proudly that the department has nothing to 
be ashamed of. It has done, in my opinion, a magnificent job 
over the past in a very tough environment. In order not to 
reflect too biased one way or the other I would like to end this 
now and allow us to deal with some of the specifics. It is 
important to recognize where we have been in the past and 
recognize where we are now, in order to recognize and accept 
where we have to go. There is some point in time, I know 
there has been a lot of aiticism about the department always 
being in a planning to plan mode. Maybe we are planned to 
death. Maybe we are planning too many plans. Maybe it is 
time we stopped now and said "look, it is time to get on with it 
and move on with some of these things". I think it is 
incumbent on us to be able to support the department to move 
on with some of these things they may have done or want to 
do and to recognize the concerns and the aspirations of the 
people who you are delivering a service to. 

I presume I will have more time later on to elaborate on some 
of the things that my colleagues have been saying, that this is 
not and should never be recognized as somebody else's 
problem. My health is my concern. My health is my 
responsibility, and as quite oorrectly pointed out, a lot of things 
that we may not have had any say in is why we are ill because 
things have been introduced against our will through accident 
or neglect. I am referring to certain air contaminants and 
pollution and ways of lite. Some of the things that we are 
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suffering from and are going to suffer from are self-inflided. If 
I drink too much and I end up with liver problems, I have a 
problem. If I smoke too much and end up with lung problems, 
it is not your fault, it is my fault. I think we need to work not 
only just with the cure of that but also the education part of it. 
We are faced with a lot of things here that we have never had 
any experience before. Smoking is only one of the things, but 
the effects of certain types of food, are causing problems that 
were never a problem before because we had adapted to a 
certain way of dealing with and doing things. So education is 
very important and must be oontinued. 

I wanted to make these general remarks about what I see that 
we are doing here and I hope we do not just look at this as a 
kind of debate as to who is right, whether the Auditor General 
is right, whether the Department of Health is right or whether 
this oommittee is right. I think we have to look at these things 
because they are problems, and say "yesM there is a problem 
here that we must work to resolve. We must let people have 
more say. We agree with that, and this kind of thing, and we 
can start off from here in order to get there. Thank you, Mr. 
Chairman. 

CHAIRMAN (Mr. Zoe): Thank you. Dr. Kinloch, any 
oomments? 

DR. KINLOCH: Yes, Mr. Chairman, if I may respond. I thank 
Mr. Whitford for his oomments. There is one point I wanted to 
pick up on and that is in relation to the responsibility to the 
individual for his or her own health. That i& certainly true, but 
there are some limitations on that. In the example of smoking, 
for example, I think there is a ootlec:tive res~bility to make 
sure that young people do not have acx:ess inappropriately to 
tobacxx, and other addicting products that can oommit them to 
long-term health effeds. That is where society has a role to 
play in helping the individual make wise decislons. 

CHAIRMAN (Mr. Zoe): Thank you. I think most of my 
oommittee Members have made general oomments. I would 
like to make some oomments at this time. I want to move back 
because we have been moving off the topic a little bit which is 
related to all the issues that are in the report. A number of my 
oommittee Members have alluded to some of the points that 
were made by Dr. Kinloch. I need more darification, 
specifically on page seven of your remarks. You indicate that 
ihe first chapter of the report headed ·executive summary
deserves special attention because it is in many ways the most 
instrudive section. This is so because it provides ins,ght into 
the orientation and methods of the Auditor General, and 
provides a basis for assessing the r8'evanc:e and ob,ectMty of 
statements and recommendations made later.· 

Where you state that it is necessary to assess the ob,ectMty 

and statements and raoommendations, it is rather unfortunate 
that if you as a deputy minister of this government, to me rt 
appears that you are questioning the objec:tivrty of the Auditor 
General. I think this is very serious. That is why I am saying 
that I am going back because Fred, Jeannie and even Chartes 
alluded to it. We need this oommittee to darify what you were 
trying to say. Was the intent of your oomments yesterday to 
raise questions about the credibility of the Auditor General or 

were you suggesting that the audit had not been earned out in 
an objective way? Dr. Kinloch. 

DR. KINLOCH: No, I was certainly not raising that issue of the 
objectivity of the report or of the Auditor General, but simply of 
suggesting that the introdudory section in setting out its 
methodology provides an idea as to how the audit is 
approached. Indeed, let us go back to the initial oomment of 
the Auditor General in responding to my oomments in defining 
oomprehensive audit. To most people •oomprehensive'; has a 
perfectly straightforward meaning. It means all enoompassing, 
but that is not what Moomprehensive audit" means. Therefore, 
it is important that we should be sure of what the definitions are 
so that we can assess what oomes out the other end. H the 
report is viewed as a "oomprehensive" document, it is 
inadequate because it is not a "oomprehensive" document and 
the Auditor General has said it was not intended to be a 
•oomprehensive" document in the ordinary sense of the term. 
It is important that people understand that. I expect that this 
report is going to be read as an isolated document. It is not 
going to be read in the oontext of a knowledge of the 
background of the history of health services in the Northwest 
Territories, or an understanding that health is a lot more than 
what is set out here, or that there are many more ads that 
govern the activities of the department that are spelled out 
here. That was the reason for ooncluding my remarks by 
setting out those cautions for the reader. No more than that, 
Mr. Chairman. 

CHAIRMAN (Mr. Zoe): Any oomments? Mr. Dubois. 

MR. DUBOIS: Yes, Mr. Chairman. I understand and I agree 
with what Dr. Kinloch just said. However, I think his choice of 
words are as problematic as he says our choice of words are. 
We have problems on both sides are. We would take strong 
exception to a oomrnent that we are not objective in the work 
that we do. I am happy to hear that that is not meant here. 

I have tried to explain the limitation of the exercise that we did. 
We have to limit these audits to something that can be dealt 
with. It is impossible to do an audit of this nature -- I should 
not say impossible - but it would be a massive task to do this 
type of exercise and include an audit of all the socio-economic 
issues that surround health in a generic sense. That oould 
lead us into all sorts of fields which would include treaties and 
the obligations of Canada to our native people. There is no 
limit to that so naturally we have to c:ira.imsaibe. 

The other limitation which I explained at the beginning, and I 
thought was dear but still does not seems to be, is that we do 
not do effectiveness evaluations. We do not evaluate the 
effectiveness of services whatever they are, health care, health 
services, promotion or prevention. That is the responsibility of 
the department. I think we do oover the subjeds however. in 
the sense that throughout the report we make oomrnents on 
things that have to be or should be improved and chapter eight 
is qurte explicit in terms that we do not believe the department 
is doing the effectiveness evaluation of its services and we 
bebeve that it should. 

The audit is not an exercise that will do the department's work 
b' them. That is not the intent of auditing. We try not to get 
into the management process ourselves. We oomment on it 
and some say that is an easier job than to do the management 
itseH, and I do not necessarily disagree. Some of the problems 
we identify are not easy to resolve and they are going to need 
a lot of work and we recognize that. However, that is the way 
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it is and I do not see how I can change it. I thought the 
explanations were clear, but we seem to be continually going 
back to what we did not do. I think that is getting off the 
subject. I think the report contains enough substance to get 
into that and discuss it. If those deficiencies are corrected, it 
will help all of the other problems that have been tabled. I will 
stop there, Mr. Chairman. 

CHAIRMAN (Mr. Zoe): Thank you. There are a couple of 
other items in Or. Kinloch's remarks yesterday that I was going 
to touch on. One was pertaining to aiteria. After talking with 
my colleague, Mr. Koe, who knows about auditing and their 
requirement for aiteria I was not sure what Or. Kinloch was 
trying to say when he was talking about methodology with 
regards to aiteria for inclusion or exclusion of relative 
materials. I think what you were trying to say was what aiteria 
did the Auditor General use to draw the conclusions that are in 
the report. Is that. what you were trying to say? I questioned 
my friend Mr. Koe because he has a financial background and 
I said, "what is the norm when people do audits? Do they 
specify all the aiteria that they are using?" I do not think that 
is relevant in this case. I do not think it is necessary tor them 
to conclude aiteria. 

DR. KINLOCH: That might be acceptable to me if this report 
were being handled in the normal process tor an audit, tor 
example, going from the Auditor General to an agency for its 
internal use. This audit was done for the specific purpose of 
being a public document to be read by non-auditors and non
professionals. I could collapse the comments to which you 
referred earlier and these by saying it would have been very 
helpful if there were a more detailed explanation at the front 
end of the Auditor General's report to explain to the non
specialist precisely what was being done. In the absence of 
that, I felt it necessary to call attention to these things so that 
people might not get the wrong impression of what was being 
said simply because they were unfamiliar with the scope and 
nature of this audit. Again, tied to the use of ·comprehensive" 
which is unfamiliar to most people. 

CHAIRMAN (Mr. Zoe): I would like to move on to some of the 
comments. I have picked one out on page 15. Dr. Kinloch, 
under item 4, a.irrent and future strategy of the department it 
says •recognizing that management of the heaJth care sector 
is not an exercise which has failed but rather one that has not 
seriously been attempted: I am having a hard time trying to 
understand what you are trying to say with this. 

DR. KINLOCH: Virtually since the introduction of universal 
hospital insurance and partia.ilarly since the introduction of 
medicare it has been recognized by those admm1stenng and 
managing it that there were emerging problems. The failure to 
properly identify what was meant by neoessary medical 
services, by the failure to introduce the control mechanisms on 
payments, by the failure to develop information systems. and 
by the tailure to do a whole lot of things. Quite frankly there 
really was no serious attempt to manage those programs 
because times were good, the money was available, they were 
popular programs and there was not the political will to 
manage those programs. Over time they have gone out of 
control to some extent and I believe it is largely because we 
have a very tight financial situation that it has now become 
necessary and possible to take control of measures that could 
have been implemented 20 years ago. You will find this sort of 

statement set out in a whole range of publications in the last 1 o 
years or so about how to get control of Canada's health care 
system. Second Opinion is a more recent publication which 
goes into this in excruciating detail. It has been clear tor a 
long time that we were not managing the health care system. 
It is only now that jurisdictions across the country are starting 
to pay serious attention to it. 

CHAIRMAN (Mr. Zoe): Any comments from the Auditor 
General's office with regard to the explanation that we have 
pertaining to number four. I had a difficult time trying to 
understand what Dr. Kinloch was trying to say. Mr. Simpson. 

MR. SIMPSON: Thank you, Mr. Chairman. I think in the light 
of Or. Kinloch's elaboration on what he meant there, he points 
out yet again how to pick up on Mr. Whitford's comments, an 
audit like this which is independent can be a constructive 
doa.iment towards fixing the problems and building to the 
future. I would just like to endorse what Mr. Whitford said 
because I think as we explained to the department from day 
one, while there would be things that would undoubtedly come 
out as aiticisms of the department, the whole process is 
intended to be constructive and not combative or destructive. 
H I can put it in another way, we try to avoid becoming involved 
in urinary projection contests. I hope that we can continue 
through the rest of this hearing, Mr. Chairman, in the spirit that 
Mr. Whittord elaborated. That the objects of the audit report 
are to point out problems and diffia.ilties and to suggest ways 
that they can be improved for the future. I think if we all 
approach it that way there can be very positive results come 
out of it. H not we are just going to get •into the aforementioned 
contest and nobody wins. Thank you. 

CHAIRMAN (Mr. Zoe): I have a couple of more comments if 
committee Members will bear with me. Earlier today during our 
disa.issions Or. Kinloch mentioned that work has started on 
facility planning and you indicated that there were three reports 
which have now been completed: Fort Simpson; Hay River; 
and Fort Smith. I wonder if you can provide our committee 
with those three reports which have been concludes so that we 
can at least see what the department is doing in this whole 
area. 

DR. KINLOCH: Yes. Mr. Chairman, could I correct the 
impression that the reports are completed or that they are 
facility reports. They are health services reports and they 
represent the initial phase of a planning process which is 
designed to have communities or regions identify their health 
problems, the resources they have to deal with them, the 
options they have for the future, and the basis for conclusions 
and recommendations that might come along. The reports that 
we have prepared are called community profiles. They 
represent the outcome of discussions with members of the 
community about how they see their problems. These have 
been added to data available from the Department of Health 
and from other government departments that bear on these 
problems with a summary of findings but no recommendations 
or conclusions. That now goes back to the communities for 
further discussion. That is what I was referring to when I 
indicated that this process is lengthy, time consuming, and 
sometimes diffia.ilt. It is the only way to make sure that 
everybody understands what is being discussed. I would be 
happy to provide copies of those three reports to you. 
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CHAIRMAN (Mr. Zoe): Thank you. Another oomment that I 
wanted to make was a specific question pertaining to the 
Legislative Assembly. My oolleague, Mr. Koe, asked you a 
similar question. You mentioned that the department has been 
affected by the adivities of our LegisJative Assembly. When my 
friend asked you to elaborate on that you stated that you have 
gone through five Ministers in 12 months. I have been thinking 
about this while other Members were questioning you on other 
issues. That has sort of been bothering me all morning. I think 
that if the department had a well working plan and a better 
organization relationship between various boards and some of 
the other things that the Auditor General's office reoommended, 
then perhaps the transition at the political level would not have 
effected the department's operations. Would you not agree? 

DR. KINLOCH: Mr. Chairman, no I do not agree. Mr. 
Chairman, the transition from one Minister to another is a very 
difficult process, both for the Minister and tor the department. 
They must team to accommodate to each other and they must 
find out a basis for providing updating on an enormous range 
of subject material. The briefing binders are haH the length of 
one of the sections of this table. It is a time oonsuming 
process that interferes with other long-term oommitments. 
There is no escape from that. The Minister cannot do his or 
her job without that kind of preparation. A ministerial change 
during the oourse of the year disrupts the activities of the 
department no matter how well matters are planned. There are 
necessary adivities that have to take place at fN8fY transfer. 

CHAIRMAN (Mr. Zoe): I tend to not totally disagree with you 
but I do disagree to some extent. H you had all those well 
working plans in place and better relationships with various 
boards, and all the things that the Auditor General's report 
recommended, the problems should not be so great even 
though we do have changes at the potitical level. You have 
indicated that you have gone through five Ministers. I am sure 
that this will disrupt you a little bit but not to the extent as I 
think you are trying to say to us. You are trying to say that 
because of all these ministerial changes it has affected the 
department's operations. That should not be the case if all 
these other things were in place. That is the point I am trying 
to make. 

DR. KINLOCH: Mr. Chairman, I would agree. Hall of those 
things had been in place it would be less disruptive, but it 
would still be disruptive. 

CHAIRMAN (Mr. Zoe): Any further oomments? Mr. Gargan 
and then Mr. Ningark. 

MR. GARGAN: I wanted to make one comment wrth regard 
the changes in the political environment. Ounng the last 
election, life went on and I guess it did go on to a potnt where 
we ran into a deficit. I do not know how we managed to do 
that because even the Ministers out there on the campaign 
trail, and the Members were not aware. We had a meeting JUS1 
before the election in August sometime to deal wrth the 
petroleum issue. Even at that time, it did not look like we were 
going to have a deficit until after the fad. So what I sense you 

are suggesting is that it does cause a political disruptJOO but 
the operations of the department still goes on. If it did not, 
then we would not be into the situation where we are and that 
is the deficit was about $50 million by the time new Members 

go it. So I think that just to say it caused some, but not that 
much, disruption. 

CHAIRMAN (Mr. Zoe): Thank you. Mr. Ningark. 

MR. NINGARK: Thank you, Mr. Chairman. Just a short point, 
I did not see prevention in the report, Mr. Chairman. I would 
like to be very short, very brief, and say something about care 
givers, the nurses we have in our oommunities, which are very 
much a part of the health system. They are very important in 
our oommunities where we do not have doctors and hospitals 
and stuff. Now, some of the nurses we have had in the past 
have been overworked to a point where they are working on 
weekends, 24 hours a day, during a flu season going through 
a aisis when they are not adequately able to fundion. They 
get edgy, cranky and sometimes either they are not qualified 
to do the job or they are overworked. 

Many times we hear people in our oommunity, and from my 
other oolleagues, that the nurses sometimes tend to tell the 
patient to go home and take an aspirin or oome back and see 
me Monday. Today is Friday and I do not work on weekends. 
I am not putting all the blame on the nurses because 
sometimes you have only one nurse to a population of 400 or 
500 people and I think we should, if we really care about our 
health care system, seriously oonsider the well-being of the 
nurses we have in the system. 

When we travel to different oommunities from the Health and 
Social Services Committee, on three occasions we were told 
there were patients going up to the nursing station and told 
they were not sick. Many would find out later when they were 
diagnosed by the doctor that they were seriously ill. When we 
taJk about the health care system and do our report, we should 
keep in mind the care givers we have in our oommunity and 
find out from them, in their own words, what they think of the 
health system. I think they should be very much a part of the 
process, they are part of the process, and they should be part 
of the report. 

CHAIRMAN (Mr. Zoe): Before you respond, Or. Kinloch, I 
think the concern that my colleague is raising oould be better 
handled when we go into it chapter by chapter. Chapter three, 
under section 3.2 I think maybe you oould respond to my 
colleagues concern when we go into the chapter by chapter. 

DR. KINLOCH: After lunch? 

CHAIRMAN (Mr. Zoe): Well, because of the number of 
Members who have expressed an interest in making general 
oomments in response to Dr. Kinloch's statement this morning, 
we basically focused on that item. I think that has been a very 
valuable disaJSSion but I think we have to, for my oommittee 
Members here, reorganize our schedule, our agenda. I would 
like to suggest to my oommittee Members to reschedule the 
Department of Finance, Government Services and Personnel 
tor tomorrow afternoon and that way it will free this afternoon 
to do chapter by chapter with the Department of Health. Do 
you agree? 

SOME HON. MEMBERS: Agreed. 
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CHAIRMAN (Mr. Zoe): Well, with that, let us adjourn until 1:30 
p.m. We will proceed right away, after we reconvene, at 1 :30, 
with the chapter by chapter of the A.G. report. 

--LUNCH BREAK 

CHAIRMAN (Mr. Zoe): Good afternoon. I would like to call 
the committee back to order. We are dealing with the 
Comprehensive Audit of the Department of Health. We 
concluded the general comments and questions this morning 
to the remarks made by the Deputy Minister of Health. 

This afternoon we will continue on and go chapter by chapter 
on the Auditor General's report. Chapter one, we covered as 
it pertains to the executive summary of the report and chapter 
two deals with organizational strudure. Could I ask Dr. t(jnloch 
if he has any remarks pertaining to chapter two? 

Organlzatlon■I Structure 

DR. KINLOCH: Yes, Mr. Chairman. At your suggestion, I have 
invited appropriate directors to aocompany me for the chapter 
by chapter review. I would like to ask Mr. Nelson McClelland, 
who is the Director of Hospitals and Health Facilities to make 
some introdudory remarks. 

CHAIRMAN (Mr. Zoe): Thank you. Mr. McClelland. 

Department of Health Introductory Comments 

MR. MCCLELLAND: Thank you, Mr. Chairman. Mr. Chairman 
and Members of the committee, statements have been made 
by the Auditor General and some Members of the Standing 
Committee on Agencies, Boards and Commissions that the 
roles and responsibilities between the Department of Health 
and hospital and health boards are in confusion, that they are 
competing for power, that there is an inequity in the power 
amongst boards that may cause jealousy and resentment and 
that the root of the problem is the fundamental question on the 
model of how health care should be delivered in the Northwest 
Territories under a board structure or not a board structure. 

In the few ·minutes that I have been allowed introdudory 
remarks, I cannot fully address the issues in the report in any 
detail, but I would like to provide an initial background 
perspective that is very relevant but has not been mentioned in 
the report. Then I would like to spend some time going over 
the various sections that I believe the Members want to hear 
about. 

Looking et the bigger context it is essential to understand the 
broader perspective of what is happening in the health sector 
aaoss Canada as we are closely linked to that broader 
spectrum. Recently Caldwell Partners Amrop International 
contaded hospital board members aaoss Canada to survey 
their perceptions of issues and the results represent the 
informed opinion of 100 business leaders aaoss Canada who 
served as hospital trustees. In tad, these individuals have 
served for a great many years so they are not new trustees. 
Their report, which I will be glad to provide a copy of to the 
committee, is called "Governance in Canada, A Power Struggle" 
and it makes several relevant and informed observations. In 
the summary of key findings, the report makes this observation, 
the majority opinion of hospital trustees, and it says: 

"There are two distressing aspects of board service. The 
first is the slow bureauaatic decision-making process 
both within the hospital, or the health board, and 
especially between the hospital and the Ministry of Health; 

The second is the need to make tough resource allocation 
choices. Frustration results from having no control over 
your destiny. It is not like a business you are at the 
mercy of the Ministry of Health and they do not reward 
good management." 

The second section of the report, under government fiscal 
relations, a further relevant key finding is made and it says: 

"Trustees indicate significant and increased government 
involvement in determining operating budgets, capital 
spending and new program development. The Caldwell 
report notes that in the 1990s hospital trustees are faced 
with the challenges of severe financial restraint with 
consequential agonizing decisions over bed closures, 
program redudions, the postponement of technology and 
the postponement of capital construction." 

We, in the Northwest Territories, have been shielded somewhat 
from this and only in the past several years have fiscal 
restraints and a.rtbacks become a hard economic reality in the 
territories. With the system already struggling with the transfer 
process, which I will detail for you, you will appreciate that this 
news was not warmly welcomed either by the Department of 
Health or the hospital and health boards themselves. We have 
been tar too long in good economic times, Mr. Chairman, so 
this is why I am saying the news was not warmly welcomed. 

Mr. Chairman, there is much other evidence in the form of 
major health studies that have recently been completed by 
their provincial jurisdictions. These demonstrate that we, in the 
Northwest Territories, are not alone in the problems of a health 
care system in transition finding the right balance of controls to 
satisfy the public's expectation for fiscal aocountability and the 
competition for scarce resources in very tight times. 

For our next point of reference, Mr. Chairman, I would like to 
focus on the health transfer process. In his opening remarks, 
Dr. t(jnloc:h provided an overview of the transfer process and 
that it has been a long period of time. The most recent transfer 
agreement was by far the most complicated process and, to 
say the least, it was very stressful for members of the 
Department of Health, for the board members and their staff 
that had to make it all happen. Six months was clearly not 
enough time to do an adequate job. In my view as an 
operations person, a minimum of one year was needed to do 
the job correctly. However, that was not available. So both the 
department and the health boards did the very best job they 
felt they could under the time and circumstances available to 
make it happen. I could go into some details about how many 
job desaiptions we had to develop, how the pay package was 
worked and all of the myriad of details that had to happen in 
six months. There was a great deal of effort made by everyone 
concerned. The most important thing at transfer time we felt 
was that the individuals that were transferring to us saw that the 

salary and benefit package was equitable. You probably 
remember the discussions at the time that there was a lot of 
work going on behind the soenes with the unions and the 
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members to try and make sure that we had as many health 
people transferring over to us as was possible. 

The Auditor General, in the report, asks after four years has the 
idea, that is the use of health boards, worked. Given the jump 
start and the lack of adequate planning time, the comment I 
feel should rather be, it'is a wonder things have worked as well 
as they have. We were quite surprised by statements that from 
various discussions with department folks, board folks and 
other departments that the Auditor General had encountered 
an attitude that showed a lack of respect for board members 
end that the department wanted to retain all the control et 
headquarters. In fad the department has dedicated its efforts 
to the proposition that the delegation of management and 
control of health services operations through boards of 
management can be a most effective vehicle of administering 
the oomplex field of health care. 

Through the appointment of citizen trustees we envisioned 
local residents being involved in health matters in a meaningful 
way and for services to become more relevant to the 
individuals in the communities and the regions. We envisioned 
staff of the hospitals and health centres would become more 
sensitized to local issues because there was a board that 
would provide that infonnation, which was not happening 
under the Health and WeHare system. We also envisioned that 
there was an appreciation of how government funds were 
spent. However, not enough information was disseminated on 
how much health care costs end that kind of detail so that 
people did not have an understanding of that. We aJso hoped 
that many local issues oould be resolved at the local level and 
regional level as opposed to centrally in the Department of 
Health. 

We also envisioned that there would be a focal point for 
identifying the needs of the regions 59 that clear statements of 
their requirements oould be put forward to government. Mr. 
Chairman, there is a saying that when you are very busy 
fending off the alligators it is most diffiaJlt to remember that the 
original objective was to drain the swamp, or at least find the 
plug to drain it. Mr. Chairman, in the report the Auditor 
General refers to a number of ooncerns that basically boil down 
to these: the degree of autonomy for boards; the concern over 
resource allocation and the definition of the seMces that 
should be provided; the transfer policy arrangements and the 
effects that this had over the last oouple of years; and financial 
management and oontrol ooncerns. Dr. Kinloch has already 
touched on the legislative ooncerns so I will not go into that in 
my remarks, Mr. Chairman, but those are the key points which 
I would like to address each in tum, perhaps with a break in 
between so that Members questions oould be answered, and 
also so that I do not go rambling on without your input. 

The most common areas of hospital and health board 
disagreements with the Department of Health both here and in 
other jurisdidions fall in the areas of allocation of operation and 
financial fiscal resources, end the issue of oontrots and 
accounting for expenditures. Mr. Chairman, the department 
has always attempted to minimize disagreements with boards 
and their administrators. It is certainly in no one's best 
interests to have great discontent between the department and 
the boards. However, given the many problems that have 
been encountered with the recent transfer process, which I will 
go into, these fiscal resources have become more end more 

limited and the seeds of disoontent have been growing. You 
ere hearing about that in several of the oommittee meetings 
that you are participating in. 

Difficult and unpopular decisions have had to be made by the 
Government of the Northwest Territories in recent years 
because of our financial situation. The department has in tum 
had to convey these to boards. I mentioned before, Mr. 
Chairman, that the financial downturn has not been warmly 
received but it has not been warmly received by the whole 
government. Nobody felt it was as bed off as it really was. We 
have been hearing from our southern oounterperts, for a 
number of years, that they have had to tighten their belts. I 
guess it was only a matter of time before it hit us. When it did 
hit, with all of the other problems that we had, it just seemed 
to compound and make things more complex. 

The department realizes that there have been problems. We 
are also of the belief that the problems that have been 
identified are not beyond repair end that working together with 
our boards, our other colleagues in the department, and with 
the Legislative Assembly, we can find oonsensus on which we 
can build. Mr. Chairman, that ooncludes my short introdudion 
and if you have any initial questions I oould take them now. If 
not I can go into the next section. 

CHAIRMAN (Mr. Zoe): Instead of stopping here and 
questioning you in regard to the oomments you have made to 
chapter two, I think it will benefit Members, and save time, if 
you were to oonclude your presentation. I will then ask 
Members if they have any questions on your oomments. 
Please oontinue. 

MR. MCCLELLAND: The first issue that I would like address 
is the issue of board autonomy. At the time of the most recent 
transfer responsibility of health services to the Government of 
the Northwest Territories end the accompanying creation of 
new boards the respective roles of governments and the 
boards were felt to have been defined with sufficient clarity. 
The words were there but other perceptions and heightened 
expectations have coloured the interpretation end the 
application. Instead of concentrating our efforts in the last four 
years since that particular transfer, on ongoing development of 
a model and strategic plan for the future, with the appropriate 
infrastrudure to support the system, both we as boards and 
the department have engaged in an essentially sterile debate 
over the infringement issue or board autonomy. That is that we 
have been at a relative stalemate on the issue but there have 
been reasons end I will go into those. 

This continues to be the preoccupation but boards and the 
department recognize that we are all bound by statutes and 
regulations, by policies of the government and by budget 
allocation. Whet hes the government been doing in order to 
corred this particular problem and address board autonomy? 
During this development period some of the role confusion was 
attributed to the existence of two headquarters entities, the 
department and the Territorial Hospital Insurance Services 
Board. Two different creatures for boards to work through a 
system. During 1990-91 various bodies including the Standing 
Committee on Public Accounts, the Standing Committee on 
Agencies, Boards and Commissions questioned the role of this 
creature called the T erritoriel Hospital Insurance Services Board 
end whether or not it was necessary to continue its existence. 



lent teq( 7 1993 SI4NDING COMMOTEE ON Pl 161 IC 4CCQt INIS Page 18 

After carefully considering that matter the government dissolved 
the T.H.I.S. board and its powers were returned to the Minister. 
With this change the Minister was now in a position to deal 
directly and more comprehensively with hospitals and health 
boards without having to work through this other particular 
mechanism. That is the first step in the clarification process 
which has taken place. 

The next step was for Cabinet to clearly define the difference 
between boards of governance and boards of management. 
Some hospitals and health boards have viewed themselves as 
boards of governance, such as those in the south, and not as 
boards of management. In response to the recommendations 
contained in the report titled "The Review of Financial 
Arrangements Between Boards and Agencies" Cabinet had 
now clearty defined what the difference is between these 
boards and has affinned that N.W.T. hospitals and health 
boards are boards of management. 

Mr. Chainnan, if you would like I could provide a definition for 
the committees reference, if you wish. 

The third step in the process was that after Cabinet has 
solidified in its own mind what boards of management include, 
then the Minister of Health, mostly notably I guess, Nellie 
Coumoyea, met quite a few times with boards over the period 
of her involvement as Minister of Health. In her remarks to 
respective boards, she recognized the boards' legitimate desire 
for inaeased control over policy development and 
implementation over health services delivery and matters of 
funding and she clarified the context in which boards must 
operate. 

Mr. Chainnan, to dispel any misunderstanding of what has 

adually been said, I would like to quote from several speeches 
that Nellie has delivery over several different occasions to 
boards. • Boards are reportedly frustrated by what they view as 

the inability to fulfil their role because decisions taken by the 
board are questioned at times or overridden by the Department 
of Health." 

Nellie went on to say, •in my remarks, I will examine these 
concerns, but before I do, I would like to review with you, as 
members of the board, the nature of a<XX>Untability in our 
system. It appears to me that misunderstanding of this matter 
is the basis for much of the concern over autonomy that has 

been heard over the last several years. In our system of 
government authority is vested in the Crown, represented by 
the Commissioner. In our fonn of consensus government in 
the Northwest Territories, the Minister of Health is aocountable 
to the Legislative Assembly. In addition. the Minister 1s limited 
by the laws, regulations and customs of both the temtonal 
government and the federal government. The Minister does 
not have autonomy in carrying out her responsibilrties and what 
the Minister does not have, she cannot give to boards." 

She went on to say, "I have stated repeatedly that health 
boards in the Northwest Territories are not and cannot be 
autonomous bodies. Their adions are limited by the same 
legislation and policy that guides the rest of the government 
system. 

In perfonning its role, the department must ensure that these 
requirements are met because it is the department which 

present and defends the budget of the health system and 
which must answer to the Legislative Assembly for its 
shortcomings. There is considerable inter-dependence 
between the department and the board. 

While the health board system does pennit a certain degree of 
flexibility in management, the provisions of the health care 
services to a widely dispersed population can efficiently be 
achieved only with rational alignment of all administrative and 
professional fundions. We cannot have everyone doing his 
own thing. System anarchy would be the result. 

Boards have a responsibility to manage, through the day to 
day work of their chief executive officers. The chief executive 
officers are accountable to boards, boards are accountable to 
the Department of Health, and the Minister of Health is 
accountable to the Legislative Assembly. 

The so-called autonomy, or management flexibility issue, stems 
from the need not only to clarify departmental and board 
responsibilities but to accept that there is a limited range of 
adion for both. Limitations arise in respect to fulfilment of 
basic roles as defined with legislation, in compliance with 
territorial and departmental policy, to the definition of service 
content and delivery, in funding and financial control matters 
and the desire of boards to exercise management control over 
specific service fundions. 

The role of the board is to manage, control and operate 
facilities and services, but it must be done within legal, moral 
and ethical boundaries. u 

Then, Mr. Chainnan, she went on to clarify the legal 
responsibilities, the moral responsibilities and the ethical 
responsibility that health boards have. I can provide a copy of 
this infonnation for your committee. 

Mr. Chairman, the next item I want to speak about is the issue 
of resource allocation. Resource allocation and the definition 
of service content and delivery arrangements provides 
continuing opportunity for misunderstanding and disagreement 
within and between boards and between boards and the 
department. 

I mentioned previously that there were great expectations 
created at transfer time by the taking over of a system and 
everyone had a lot of ideas on how they would like to 
immediately change that system. Demands for the resources, 
the dollars, have been great upon the system and have 
included many requests to add more physicians to the system, 
to add more nurses, to add more support staff, to add more 
administrative staff, to increase the technology that is available 
and to expand or replace completely some of the facilities. 
There were many demands, in fad, millions of dollars worth of 
demands, if you cost them out. 

There are, however, some basic considerations which may 
toster a more collaborative effort to deal with these issues. 
Only those services which have shown to be effective should 
be expanded or added as new programs. Boards must 
appreciate that determining whether a service is beneficial and 
warranted is a complex exercise and that the service and the 
cost implications of seemingly trivial additions can be great. 
Assessment of effectiveness is generally beyond the 
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capabilities of the Northwest Territories and considerable 
reliance must be placed on investigations that are conduded 
in other jurisdidions. We do not have the abilities to 
investigate all the technology that might be used in the 
Northwest Territories so we have to rety on others in that. 
Results from these sources, however, must be reviewed from 
the Northwest Territories perspedive. 

It may not necessarily be appropriate to import some partiaJlar 
item here for our use. Even where a service is shown to be 
effedive, the additional benefit obtained may not warrant the 
inaeased cost. This must be determined separately through 
a cost benefit assessment. 

Additions to services incfude the changes and capabilities of 
Stanton Yellowknife Hospital. Recently we changed the service 
and added endoscopic cholecystedomy which, for a lay 
person, I would say, if you have ever had your gall bladder out, 
is fairly major surgery. I can speak from personal experience. 
This new method of doing gall bladder surgery is one that is 
the most recent technology. It uses a very simple technique 
and it virtually means the individual can get out of hospital in 
several days as opposed to a six week reaJperation period, I 
think I went under. 

So there are lots of considerations. Other ones are ultra
sound. Travelling ultra-sound cfinics have been requested in 
one of the regions. Saeening for breast canc:ar by 
mammography. 

There ere many technological issues that we have to deal with. 
Many health services aJrrently provided have not been 
assessed to determine their effectiveness, let alone the 
efficiency or economy on which they have been provided. So 
in dealing with the needs to contain costs, we should first look 
at the services which may or may not be effective or which 
could be provided in a more efficient way. 

So, Mr. Chairman, the point of this one is to raise the ~ that 
we need a collaborative effort. There are great demands and 
expectations out there in the public. They see that there are 
new techniques that they hear about on· T.V. and they wonder 
why that is · not necessarily being imported immediately up 
here. I am just saying there are many complex things that 
have to be look at in order to decide whether or not we have 
the abilities to carry out the technology which is being 
promoted. 

Mr. Chairman, the next item deals with the transfer policy. 
Since the 1988 health transfer agreement, a number of 
concerns have been raised about the requirement 1or new 
boards to use the full range of support servioes available trom 
the government departments which were already available ,n 
the various administrative regions. The application of Stm1lar 
arrangements to pre-transfer boards, we use the term the old 
boards which were under the board/commissioner agreement. 
was also envisioned as part of that transfer policy and also was 
a matter of considerable concern to the affected health boards 
at the time. 

Within the health system the differing arrangements of support 
services implemented for the new boards and the delay in 
applying the requirement to the pn~transter boards led to 
complaints about hospitals and health boards having different 

levels of autonomy and authority. In addition to the concern 
about how support services should be provided all boards 
sought clarifications as to which government policies would 
apply to hospitals and health boards. 

The Standing Committee on Agencies, Boards and 
Commissions conduded a review of support service 
arrangements with the health boards and presented their report 
to the Legislative Assembly. The report was disaJssed and a 
motion was passed that the Minister of Health, where 
requested by the regional health board, take all necessary 
steps to immediately discontinue the pradice of requiring 
regional health boards to use the services of the government 
departments. 

What has been done to cfarify this partirular concern, Mr. 
Chairman? There has been four main elements that have been 
undertaken. Cabinet has reviewed policies to address the 
concerns which had been raised in rasped to preferred 
arrangements for support services. Cabinet has reviewed the 
existing financial arrangements between health and education 
boards and the government. They have cfarified the definition 
of boards of management and have cfarified exadly what 
government policies apply to all hospitals and health boards, 
as well as education boards. 

To enable the government to answer financial arrangement 
ooncems the Financial Management Board had direded that 
a comprehensive review of those financial arrangements be 
undertaken. Some of you may recall the Peat Marwick report 
that was undertaken and this certainly was a good piece of 
information that helped us deal with the issue. As an integral 
part of this review process the consultant interviewed the board 
chairman and chief executive officers, and diredors of finance 
of the health boards, they also dealt with education boards, but 
I am not going to get into that side of it. They also spoke with 
department managers in the Department of Health as well as 
the Standing Committee on Agencies, Boards and 
Commissions. I believe they spoke with the Chairman at the 
time. The report was ciraJlated and responses were received. 
In a series of meetings the projed steering committee 
developed recommendations to deal with the ooncems that 
had been raised by Cabinet, by the Standing Committee on 
Finance and the Standing Committee on Agencies, Boards and 
Commissions, as well as the Auditor General. 

The steering committee's report was approved by Cabinet and 
cirrulated to hospitals and health boards. One of the key 
diredions given by Cabinet was this comprehensive 
Memorandum of Understanding being developed. In his recent 
address to the Northwest Territories Health Care Association, 
the tormer Minister of Health, Dennis Patterson indicated that 
the long overdue preparation of this role/responsibility 
clanfication document would be helped by the appointment of 
a person of stature in the health care field, to undertake this 
responsibility and to work with the parties to develop the 
master agreement that Dr. Kinloch has already referred to. 

We are happy to report, Mr. Chairman, that after disaJssions 
with the Health Care Association, which represents hospitals 
and health boards in the Northwest Territories, that a call for 
proposal for this project was drafted and was approved by the 
parties. The proposal call has been sent out. We have not 
received a response, which I hope the steering committee for 



Ian, sety Z 1993 STANDING COMMITTEE ON Pl 1B1 IC 4CCOI INIS Page 20 

the project will be able to deal with in the very near future. 
Besides Dr. Kinloch and myseH on the committee as members 
for the department there are three other health board trustees 
involved: Gloria Allen from the lnuvik Regional Health Board; 
Bette PaHrey from the Keewatin Regional Health Board; and 
Bea Campbell from the Fort Smith Health Centre. Mr. 
Chainnan, if the committee wishes I can provide you copies of 
an overview of what that project is all about. The Auditor 
General has already referred to it also. H you wish that as 
background infonnation I have that available. 

The next item, Mr. Chainnan, I would like to deal with is the 
issue of financial management and control. Funding and 
financial -control issues have dominated discussions between 
the department and the boards. Previous Ministers of Health 
have met on at least three occasions with the board Chair 
people and chief executive officers to impress upon them the 
magnitude and the seriousness of the government's financial 
situation. From the date of the 1988 transfer process it has 
been apparent that the structure and funding of the N.W.T. 
health services system was inefficient and that consistent 
management and program standards would be difficult to apply 
given that it was a "marriage" of two dissimilar systems; the 
health and weHare system and the G.N.W.T. system. This was 
presumed to be temporary but budgeting and control problems 
continue to exist. 

Weaknesses in the management infonnation systems were 
compounded by the difficulties in attracting and retaining 
competent managers. The result had been ongoing 
uncertainty regarding financial positions of the boards. Given 
the financial situation of the Government of the Northwest 
Territories as a whole this situation is both perilous and 
frustrating tor the department and tor the Legislative Assembly 
who are being asked for additional resources. 

There are two main elements that I would like to darify under 
this heading of financial management and control issues. The 
first is supplementary funding requests. That, in fact, was one 
of the reasons why the call tor this comprehensive audit started 
to begin with. There are others but certainly that was one of 
them. In the report the Auditor General has raterred to annual 
pilgrimages for supplementary funding. No mention was made 
of the considerable systems problems that were expenenoad 
or that there was full justification put torward with these 
requests. For the record, Mr. Chainnan, I would like to 
examine the primary reasons contributing to the funding 
difficulties that have been raised. In retrospect, there is 

considerable suspicion that Health & Wattare Canada was not 
entirely straightforward in its dealings with the Government of 
the Northwest Territories. Perhaps taking advantage of the fad 
that the Government of the Northwest T amtones had hmrted 
knowfedge of the health and welfare system. 

Client population and dient expectations have oontinued to 
increase, resulting in added work load and high demand on 
resources. Those resources are facilities, staffing costs, drugs 
and supplies. The effects of overtime and other retated 
provisions of the collective agreement have major 1mphcat1ons 
on the field activities which by their nature cannot be 
scheduled to take place during nonnal worx hours. For 
~mple, accidents happen, births happen, heart attacks 
happen, and many other things happen and they do not 
happen on a schedule. 

Mr. Chainnan, the nurse is the backbone of the community 
health centre delivery system. Nurse recruitment at the time 
and retention difficulties and consequent dependency on 

agency nurses was considerable after the health trans1er and 
during the period under which the report is made. 

Continuing cost ina-eases of drugs, medical supplies, x-ray 
supplies, lab supplies, food and travel have all contributed, Mr. 
Chainnan, to the requests for supplementary funding for the 
department. 

The next item under financial control deals with systems. The 
initial financial controls referred to in the report were 
established in 1982. After reviewing standard health reporting 
requirements of a number of provinces to ensure that the 
reporting requirements that the Territorial Hospital Insurance 
Service Board was asking were reasonable, these controls and 
reporting requirements have been reviewed and modified 
several times. Now, Mr. Chainnan, consider the scene where 
financial statements and variance reports are submitted and 
used by the department to make its year end projections and 
to adjust board budgets. In one recent fiscal year, I believe it 
was in 1989-90, the cumulative year end deficit for boards was 
$1.5 million. 

Both the Rnancial Management Board and the Standing 
Committee on Finance certainly raised questions of the 
Department of Health and have sought assurances from the 
department that the operations of hospital and health boards 
are affective and being carried out with due regard for 
efficiency and economy. The committee in its review process 
was quite aitical of the department not being able to provide 
comprehensive answers and because we did not have 
comprehensive answers we had to tum to the boards. There 
is a ripple effect to the particular question. Lack of adequate 
systems to provide timely financial infonnation and difficulties 
in implementing and maintaining adequate controls have been 
significantly contributing to our funding problems. 

Mr. Chainnan, here is an indication from one of the 
management letters that we received from auditors in this 
respect. As you know each hospital and health board has to 
have an annual audit. It provides a financial infonnation 
statement and also provides a management letter. I will read 
to you an extract from some of these letters and it will give you, 
certainly our acx:ountant friend Mr. Koe will appreciate some of 
the problems that are hara. One of the audit letters says ihe 
accounting systems controls and procedures were not 
implemented, as a result ·financial statements produced are 
materially inaccurate. Senior management of boards do not 
tormally meet to review the monthly financial -statements. 
Billings are three months in arrears. Bank reconciliations were 
not property completed. Manual pay cheques were issued but 
not recorded. At. one point over $100,000 in unrecorded 
cheques existed. Responsible managers did not receive 
regular monthly financial statements. FIXed asset listings were 
not maintained: Mr. Chainnan, the list goes on and on. I am 
rB1srng them simply to emphasize the magnitude of the work 
and the degree of frustration that these have caused both the 
boards and the department staff. 

In fairness to all concerned, all parties have been working 
diligently and collaboratively to rectify these differences and 
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diffia,dties. What actions have been taken by the department? 
First of all, the review of audited financial statements. On 
receipt of the boards' audited financial statements and the 
management letters I referred to, these are reviewed in my 
particular dMsion. Boards are asked to provide a year end 
variance report explaining their final year end position and any 
problems that they had. As well they ere asked to provide an 
action plan to address the concerns raised in the auditors' 
management letter. We review these and we provide the board 
administrators whatever support and recommendations we can 
to help them meet these. 

The second .item is the budget review process. Hospital and 
health facility operations dMsion, in collaboration with the 
board staff, engaged in fundamental but detailed research work 
on a number of the underlying issues and causes of budgetary 
problems in consultation with the board. The major findings as 
a result of this were concerns about management experience 
and abilities in the effective management of the operations, a 
need for baseline funding and standards development and a 
need for congruent management in1ormation and financial 
control systems. 

The current priorities that we are working on is this baseline 
operational review of the budgets. We are working with the 
boards on that. We are providing advice and we have had 
several workshops and ongoing telephone support to assist in 
the development of effective health managers and in the 
development of a congruent budgeting and health board 
management information system, which really, Mr. Chairman, 
is the key ingredient to long-term financial planning and proper 
forecasting. This is mentioned not only in the Auditor 
General's report but is also mentioned in the Strength at Two 
Levels Report. It is not new but, Mr. Chairman, it contributed 
significantly to the problems and the tension which has existed. 

You can appreciate that if you are the chief executive officer 
and trying to report to your board on what is going on in your 
operation and you are having systems problems and the 
reports do not come off on time, all of that frustration at your 
facility level filters down to the department. We then say, 1..ook, 
we have got to make projections for the Financial Management 
Board, where is your information?" Then we get the 
information and there are questions and concems about it, so 
you have questions about the reliability of the information. As 
I mentioned, Mr. Chairman, the managers in the field are 
working very hard to correct the deficiencies. It is not. Mr. 
Chairman, tor lack of trying. It has been a drffia.Jlt process and 
they are hampered by this key ingredient which they need, a 
management information system. 

The next item is the financial reporting and periodic variance 
reviews. The hospital and health boards prepare and submit 
a number of regular reports to the department on operation 
matters. For the most part these simply are copies of the 
routine management reports. They are monthly financial and 
statistical reports which they themselves must prepare tor their 
own boards and their own management use to perform the 
functions. As well there are certain reports that are statutory in 
nature, such as those demanded by Statistics Canada. 
Periodic detailed variance reports are submitted for routine 
monitoring to enable the deplltrtment to meet the Financial 
Management Board's variance reporting schedule. Of course 

they have to do that because they have to aocount to the 
Assembly for the funds that are being expended. 

In the past year, financial reporting requirements were reviewed 
with the chief executive officers and directors of finance and 
these have been revised. The current reporting requirements 
and time schedules have been reached by mutual agreement 
of the parties. 

Mr. Chairman, the fourth element of the financial management 
section deals with the ongoing consultation and support that 
my division can provide and does provide. Our personnel 
provide consultation and support as requested to assist board 
administrators on many operational issues. The division is also 
called upon on a number of instances to provide on-site 
support and assistance to boards who are experiencing 
financial management difficulties. For instance, it a board is 
having difficulty with preparing their variance report then I 
would send a team of financial folk or the health administration 
folk in together and they would work with the parties so that we 
could come up together with a variance report or a clarification 
that might be needed. 

Mr. Chairman, those are the main elements that I wanted to 
raise to the committee. In conclusion, I believe that the 
approach that we all want to take in dealing with the issues is 
to aeate an effective and constructive atmosphere, to clarify 
any perceptions that exist or misperceptions. We want to focus 
on the needs of both the boards and the department and how 
these can be met. We want to build a shared positive power 
arrangement so that both parties know what is expected of 
each other. We want to look to the future, but we want to leam 
from the mistakes and problems we have had in the past. We 
want to look at the option that we have available and we want 
to make a mutually beneficial agreement so that we can both 
get on with the tasks that we have ahead. I sincerely believe 
that the problems that have been referenced in the report can 
be resolved in the spirit of mutual cooperation and respect for 
the assigned roles that each of the parties has. 

Mr. Chairman, I think that concludes my remarks and I would 
certainly be open to any questions now. I am sorry it took so 
long but I wanted to put the whole scene before you because 
I think it is important when considering the report and the 
ramifications of it. 

CHAIRMAN (Mr. Zoe): Thank you. Dr. Kinloch, perhaps 
when you have your managers appearing before us who have 
long comments, like Mr. McClelland, I would appreciate it you 
could provide us copies so we can read and follow along, it 
was kind of lengthy. It did not only pertain to chapter two 
because it touched on the other chapters too, but I appreciate 
what you have done because in order to understand the 
various sections, you have to get the overall picture. That is 
why I let it go or else I would have cut you off earlier and 
asked you to highlight only specific points that you wanted to 
make pertaining to chapter two. That was the intent. What I 
wanted to do was fOaJS on specific chapters and get into the 
specific areas that have been highlighted in the report but 
since you have done an overall thing, I let is go because, in 
order tor the Members to understand, they have to understand 
the other components of it too. 
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Could I ask if your staff can provide us with all the quotes? 
You are making a number of quotes from Nellie's statements 
and there was another one too, yes, definitions and all those 
things you kindly gave to our committee. We want them. Can 
we get all those quotes? Dr. Kinloch. 

DR. KINLOCH: Mr. Chairman, you will be relieved to know 
that the other presentations are very much shorter. We did 
devote far more attention to this because it is after all the major 
focus, the board relationships, and Mr. McClelland's 
responsibilities do spill over into the other areas. 

CHAIRMAN (Mr. Zoe): Dr. Kinloch, if my understanding is 
right, you are using your staff as back-up on specific areas that 
they are experts in, right? For instance, possibly someone is 
here from human resource section and possibly someone is 
here from computer systems, those type of people. Right? 

DR. KINLOCH: Yes, Mr. Chairman, yes. 

CHAIRMAN (Mr. Zoe): They are not going to make a formal 
presentation are they? 

DR. KINLOCH: Perhaps a brief introdudion of the areas they 
will speak to. 

CHAIRMAN (Mr. Zoe): Very brief though, okay. We are going 
to keep it very brief. Okay, before I ask general comments of 
Members pertaining to Mr. McClelland's overview, because he 
jumped over all areas, could I go back to Auditor General's 
office, if they would like to respond to ex>mments they just 
heard. 

Auditor General's Office General Comments 

MR. DUBOIS: Mr. Chairman, there is not much to respond to. 
I think Mr. McClelland desaibes the challenge ahead. My 
understanding is it is a complex situation. It is difficult and I 
think we recognize that in the report and I do not have any 
particular comment or readion to what he said. 

CHAIRMAN (Mr. Zoe): Roger, have you got anything else to 
add? 

MR. SIMPSON: I would just like to compliment Mr. McClelland 
on a good presentation, Mr. Chairman. I thought rt was very 
good. 

CHAIRMAN (Mr. Zoe): General comments. Mr. Koe. 

General Comments 

MR. KOE: Just a quick one, a point of clarification, en 
response to Mr. Mc:Clelland's opening remarks. Early in his 
presentation, and I do not know exadly where, I thought I 
heard references to statements made by some Members of the 
Standing Committee on Agencies, Boards and Commissions. 
When the Standing Committee on A.B.C.s makes reports, 
obviously not everyone can present them so we do ask certain 
Members to make the presentations but the presentations are 
made on behaH of the committee as a whole and then that 
report is presented in the Assembly and subsequently 
acoepted and adopted by the whole Legislative Assembly. So 
it represents the viewpoints of the committee Members and 

then it is accepted by everybody, so it is not specific 
individuals. There may be a spokesperaon reading the report 
but it is a colledive endeavour. As you can appreciate. we 
may not all agree on everything but we agree on certain words 
that are presented and it is the colledive view of the 
committee. It is not individual people. 

MR. MCCLELLAND: Mr. Chairman, I do recognize that. I was 
referring to Hansard and the various comments that various 
Members had made. I realize that a report that is presented is 
unanimous in its presentation, but that was the reference I was 
making. That is all. 

CHAIRMAN (Mr. Zoe): Mr. McClelland, you made reference 
to the Agencies, Boards and Commissions report from the 1 1th 
Assembly and it did talk about eliminating T.H.I.S. Board but, 
atso, the recommendation was to repeal that T.H.1.S. Ad and 
to enad new legislation. I was the Chairman of that committee 
and I have a copy here of my report. It also indicated that we 
wanted new legislation to be enaded so that it could better 
reflect the government's philosophy of supporting regional 
economy. HaH of our recommendation has been implemented, 
but the other half has not. I just wanted to clarify that because 
your comments sort of alluded that you were following A.B.C.'s 
recommendations but it is not totally 100 per cent followed 
because they did only haH of it. The other half is not refleded. 
It was not done because, from just listening to your comments, 
it sounds like the government and the Department of Health 
have been· adhering 100 per cent to all the recommendations 
that have been coming from Agencies, Boards and 
Commissions. I wanted to make those comments just for the 
record. Only half of it has been done. Mr. Gargan. 

MR. GARGAN: The question I wanted to ask is in regard to 
the request from regional boards regarding these really high 
tech equipment; scanners and mammography machines I am 
just wondering, exadly who is asking for this equipment, which 
region? 

CHAIRMAN (Mr. Zoe): Mr. Mclelland. 

MR. MCCLELLAND: Mr. Chainnan, if I could respond to two 
things. First of all, with regard to your comment about the 
T.H.I.S. Ad that and the changes that need to take place in 
that. I think what we have been finding and discussing with 
our boards is that there is more than just the T.H.I.S. Ad has 
to be looked at. The other ad that hes to be looked at is the 
Public Health Ad which Dr. Gilchrist alluded to this morning. 
The T.H.I.S. Ad, it calls for the creation of boards of 
management. In the Public Health Ad, it calls for the creation 
of public health boards and so, because there are two ads 
calling tor creation of boards and we have only got one board 
in the territories called the board of management, the questions 
comes. which board has which authority over to do what? So 
it is a complex task of how do we clarify the roles and 
responsibilities? 

Mr. Chairman, we have mentioned the Memorandum of 
Understanding arrangement that we are pursuing. We had 
hoped that through sitting down with boards and department 
and others that need to be involved, that we would come to a 
very good understanding of all of the amendments we might 
have to make to these various ads to make it work. We are 
not negleding the recommendation of the committee, we just 
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have a timing problem that we felt we needed to deal with first 
in order to property clarify the legislation which would in effect 
legalize the whole arrangement. It is not a matter that we are 
wilfully tuming our back on the recommendation. It is simply 
the timing and we felt the logical approach was to deal with 
organizing the system the way that everybody felt it should be 
organized and then changing the legislation so that we could 
marry it and make it all legal together. 

In answer to the second question from Mr. Gargan, there are 
lots of demands for new technology. One particular region has 
said, we should be going and doing ultra-sound. We should 
have a ultra-so·und travelling clinic that goes around and does 
ultra-sound on all mothers at least four times during their 
pregnancy. I could defer to Or. Kinloch on this issue because 
he is the medical expert. I am not. If I could, please. 

DR. KINLOCH: Mr. Chairman, the whole issue of technology 
is very complicated. I do not think there is any point to be 
served in going into it. We would be happy to pursue this at 
some other time. 

CHAIRMAN (Mr. Zoe): I think what Mr. Gargan was asking 
was, which boards are making these requests. 

DR. KINLOCH: All of them, Mr. Chairman. Virtually all boards 
are seeking high tech. 

CHAIRMAN (Mr. Zoe): I think he wanted a list if possible. 

DR. KINLOCH: Mr. Chairman, there is an enormous array of 
high technology, or new applications of science coming on
stream every day so it is not at all surprising that we get the 
requests. The only ones that are of real concem are those that 
have vary large downstream cost implications. The acquisition 
of a piece of equipment may be a relatively minor item, 
however, the travel and the professional time that are required 
to utilize that piece of equipment may be significant. I think 
that is the point that Mr. McClelland was attempting to make. 

CHAIRMAN (Mr. Zoe): Are you satisfied with the comments 
of Dr. Kinloch? I think you were alluding to a list from various 
boards. Their wish list I guess. Mr. Gargan. 

MR. GARGAN: Yes. The thing is that presently, Mr. Chairman, 
there is a very broad role from boards being autonomous to 
boards that are primarily just advisory boards that I would think 
their requests for those type of things would be based on, like 
for the Baffin Region to have their own budget and they could 
probably handle something like this. I would think that the less 
autonomous those bodies are, then the requests would go to 
the management board. I would think so. I was just 
wondering which board it was and I was really interested to 
find out. Come to think of it, I guess it is difficult because of 
the capacity and the differences in the roles. 

CHAIRMAN (Mr. Zoe): General comments, chapter two. Are 
there any comments on chapter two, regarding boards? Mr. 
Whitiord. 

MR. WHITFORD: Yes. Concerning the boards and some of 
the problems that have been outlined in dealing with them. I 
want to say thank you, first of all, to Mr. McClelland tor his 
comments outlining the history and history is interesting and 

quite helpful. It has provided some understanding of where 
some of the problem area arise but it should have done more 
than that. I think that we need to focus on what we can do 
about it. We just cannot go on saying this is a problem and 
use it as an excuse. I want to go a step beyond that. We do 
not have a lot of time but we should go beyond, the ongoing 
problems that the department and board/department 
relationships are suffering from. What are we going to do 
about these problems? 

MR. MCCLELLAND: Mr. Chairman, in response, I believe 
what we have outlined is the development of comprehensive 
Memoranda of Understanding between the Department of 
Health and the boards. It will go a long ways to clarify the 
roles and responsibilities of each of the parties. Mr. Chairman, 
the Minister deliberately choose not to have Department of 
Health iolks in charge of the review. We set it up in such a 
way that there would be an independent person selected who 
both parties respected and this person would be, if you will, a 
mediator to bring the parties together, to talk about the issues, 
to talk about the role and responsibility of each and come up 
with a memorandum that satisfied both parties and that clarified 
all of the issues that had been elaborated in the report. 

We are not saying that the Department of Health is all innocent 
and that we have not done any wrong to the boards. We are 
prepared to take our lumps, if you will, and be counted as 
people who can learn from our past mistakes and make the 
changes that will make it work together smoothly. Rather than 
it be a possible confrontational approach where the department 
could be seen to be imposing this on folks, we have elected to 
select and independent, outside person to come in and work 
as a mediator to bring the parties together to provide that 
objectivity that we felt the Members of the Legislative Assembly 
would certainly want to see in the process. 

DR. KINLOCH: Mr. Chairman, could I just add to that 
comment. The M.O.A. will certainly provide some assistance 
by clarifying roles but, beyond that, we intend that there should 
be support provided to boards so that they can get on with 
their job and that may be as simple as bringing finance officers 
together on a regular basis so they can share their experiences 
and learn from one another, to the actual sanding out of a 
financial team from the department to the board to assist them 
in dealing with budgetary or other problems. We have to 
recognize that some boards have a continuing difficultly 
attracting and retaining qualified people and we have to 
provide whatever support is possible while encouraging the 
staffing of those units. 

CHAIRMAN (Mr. Zoe): Okay, thank you. Mr. Whitford. 

MR. WHITFORD: Thank you. I was just going to go back to 
something ear1ier on that Nelson had mentioned. You were 
discussing the differences between the boards of governance 
and the boards of management, and I might be getting a little 
bit confused here because there are so many boards and 
agencies that we are dealing with here, but just bear with me. 
The difference is the N.W.T. Health Care Association plays a 
role in this whole thing. Have you discussed the differences 
between the board of governance and the boards of 
management with this association? 
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MR. MCCLELLAND: Mr. Chairman, back some time ago when 
Peat Marwick was doing the study in the report they clarified 
what the concerns were· so that the steering committee took 
that into account in making the recommendations to Cabinet. 
I was a participant in that but the steering committee was of 
deputy ministers, and unfortunately, Bob Cowcill was our 
deputy minister at the time and he is not with us now. He 
could probably go into more background of what had been 
taking place at the time. Basically, the difference between 
boards of governance and the boards of management is that 
boards of governance down south are autonomous bodies that 
to some degree are controlled by government, but they are not 
last dollar financed by government. So if they over expend 
their budget they do not necessarily have the ability to go back 
to government for the funds. They might have to go to the 
municipality whic:h elected them in order to pay the deficit. 

Boards of·. management in the territories rely 100 per cent on 
government funding. There is a dose link in what the Minister 
has to do in his or her accoui:itability to the legislative 
Assembly that does not exist the same way in the south. 

CHAIRMAN (Mr. Zoe): Mr. Whitford. 

MR. WHITFORD: You mentioned that you did at some point 
discuss this with them, but you did not say what their response 
was. 

MR. MCCLELLAND: Mr. Whitford, I do not leave the 
impression that I personally disa.issed with the association or 
I was not involved in all the meetings. The topic did come up 
as to board members from the health care association saying, 
"Let us know one way or the other where we fit in the pidure, 
we have to have it defined.M So the report made some 
recommendations as to what the differences would be, and 
then it left it to Cabinet to make the decision on how it was 
going to fall out. 

MR. KOE: Thank you, Mr. Chairman. The reference has been 
made to the Memorandum of Agreement between the 
department and the boards. Again, I will refer back to 
comments made by the Standing Committee on Agencies, 
Boards and Commissions on this area. When we met with the 
members of the boards they were very dear that they wanted 
to be involved in the development of the terms of reierence 
and the development of the agreements at the initial stage, and 
not another top down type imposition, "this is what we want, 
here is the agreement, do you or do you not like it?' That is 
not invoMng them. We are at a stage where a tew months ago 
the Minister made a statement and said ~re it is, there are 15 

elements in this M.O.A.M. We have asked questions 1n the last 
couple of days to the Auditors whether these 15 elements were 
all-enex>mpassing and indude everything. We have yet to go 
to the board and their representatives and ask them i1 anything 
else should be included. Again, it is from the Minister to the 

N.W.T. Health Care Association saying these things should be 
included. I understand there are terms of reference which have 
been developed already which have gone out to the boards 
asking if they like the terms of reference. Again ex>ming from 
the department down, not the reverse. I think the attitude has 

to c:hange. We have to involve the board members and 
oommittees at the regional levels in the development of these 
things. I just want to make that point for the record. 

The other area of ex>ncem I have is the relationship between 
the boards and the department, again, I believe it is one of 
attitude. Again, maybe not of formal policy. In the audit report 
including the references on page 1 1 and 12, dealing with 
boards, it ex>mments "an attitude showing a lack of respect 
from board members from the department. They are not 
viewed as capable of understanding complex issues. 
Undoubtedly there are many inexperienced members, but a 
patronizing view of member's capabilities is really an excuse tor 
doing little to help them improve." 

On page 12, •during our interviews, departmental managers 
informed us that they do not plan to delegate more ex>ntrol to 
regions because they want to retain ex>ntrol in headquarters. 
This, to a large degree, negates the intent of setting up 
boards.• 

Can you elaborate and explain what your position is on these 
oomments, please? 

DR. KINLOCH: Yes, I would be happy. let me begin with the 
Memorandum of Understanding. In fact, the elements of the 
Memorandum of Understanding were discussed with and 
distributed to chief executive officers and board chairmen at a 
regularly scheduled meeting last year, with the intention that 
they should be reviewed by the boards and oomments 
returned. Remember these were the outex>me of an extensive 
effort that had been taken by the G.N.W.T., not exclusively the 
Department of Health, and that they have been reviewed and 
approved by Cabinet. So there is a certain element of a given 
here, having been approved by Cabinet. 

Subsequently the Northwest Territories Health Care Association 
offered to ad as a vehide for ex>nsolidation of opinions from 
boards and involvement in the development of this process. 
Since the N.W.T. Health Care Association is made up almost 
exclusively of the senior officers of boards, trustees and board 
c:hairmen, that seemed like a profitable route to follow. It was 
on that basis that a draft set of terms of reference were 
prepared by the department shared with the chairman of the 
N.W.T. Health Care Association who submitted, after 
ex>nsultation, some amendments which were inex>rporated and 
that became the R.F .P. that went out. 

Similarly, the N.W.T. Health Care Association was instrumental 
in putting together the representation from boards who would 
sit on the steering oommittee. In our view, we have made 
fN8ry reasonable effort to ensure that board opinion is 
represented in this exercise at the board chairman, board 
trustee and C.E.O. level. Short of establishing a ex>nstitutional 
convention of boards, I do not see that we can do a lot more. 
As I indicated, we are not entirely free in what we can indude 
m this M.O.A. Clearty it must be within N.W.T. law and 
regulation and be ex>nsistent with the other limitation that are 
imposed upon us. Other than that, everything is on the table 
tor discussion. We are looking forward to an open and 
constructive exercise under the c:hairmanship of an outside 
independent, objective, knowfedgable person. I cannot be 
specific at this point as we have not reviewed the proposals. 
We do expect to have a meeting of that steering committee 
within the next week to review the proposal and to get on with 
it quickly. 
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Secondly, we would be interested to team from the Auditor 
General the basis for the statements that Mr. Koe has quoted 
because those are not the position of the department of public 
health, they are not my position, and they are not the position 
of Mr. McClelland and I do not know whose position they are. 
lacking any further information I cannot really oomment. 

CHAIRMAN (Mr. Zoe): Mr. Koe. 

MR. KOE: Just for clarification, maybe the Auditor General can 
answer. Are you saying that because they are not yours or 
your staffs' position that those comments are inaccurate? 

DR. KINLOCH: No, Mr. Chairman, but It is not clear from the 
statement itseH whether they are attributed precisely to boards 
or to the department, in one instance. In the second instance, 
where department managers resist giving anything to boards 
because they want to retain the power themselves, I would 
dispute that. I have no evidence of that and I have no 
knowledge of it. It is not my opinion and it is not the opinion 
of anyone who I have spoken to on the issue. 

CHAIRMAN (Mr. Zoe): Quite interesting. Can I get the 
Auditor General's office to oomment. 

MR. SIMPSON: Thank you, Mr. Chairman. During our 
meeting with Dr. t(jnloc:h and his staff this partia.Jlar issue wu 
discussed. This is more of a pervasive type of attitude that we 
have picked up rather than sort of a hard boiled attitude that is 
institutionalized. It does not oome specifically from a group 
within the department or just from within the department. We 
have picked it up in talking to a number of people. Because 
it is a soft type of area, Mr. Chairman, I would not want to 
name names because I do not think it would be fair to do so. 
I think it is something that ooncemed us because it seemed to 
suggest a division between individuals with power and 
knowledge and those that perhaps needed to obtain power 
and knowledge. That is why we looked at the question of was 
there adequate training and development opportunities 
extended to board members. I think we found that realisticaJly 
there was quite a lot of things that could be done to assist the 
board members to gain the kinds of experience and confidence 
that they probably would enjoy having in order to play the 
kinds of role that both Mr. McClelland and Or. t(jnloc:h have 
indicated is a target for the future. That is all that I can really 
say. Thank you. 

CHAIRMAN (Mr. Zoe): Mr. Koe, do you have any additional 
oomments or questions? Mr. Koe. 

MR. KOE: Yes. As a deputy minister what IS your own 
assessment of the capabilities of boards to ·operate, manage 
and oontror as they are supposed to be doing tor those areas 
of the health system for which they have been delegated 
responsibility? 

CHAIRMAN (Mr. Zoe): Dr. Kinloch. 

DR. KINLOCH: Mr. Chairman, the capabilities of boards are 
clearly related to the amount of time they have spent 1n 
managing the operation of health seMCeS. The Baffin Board 
as an old board clearly has an advantage. It has gamed 
oonsiderable experience and sophistication. We should and do 
expect more of them. We recognize that there is a learning 

curve for everybody in this exercise, for trustees, for board 
chainnan, for staff in the field, on the boards and in the 
department. I think the capabilities vary across a spectrum but 
I for one have been oonsiderably impressed with the 
improvement which has taken place in the subject matter of 
board discussions, how discussions are handled, and the 
management of issues in boards over the relatively short time 
that I have been observing them. I think that we can expect 
the learning curve to continue indefinitely because the issues 
keep changing and because the terms of the board members 
do expire and new members oome on, and must learn from 
their fellow board members and from others, that the players 
change in the rest of the system as well. It is a oontinuous 
learning experience. 

It should be noted that the department oommissioned training 
programs shortly after the 1988 Transfer Agreement for the 
training of trustees and that some boards have oontinued this 
independently. Regrettably the turnover of board members has 
been greater than the training programs established for 
trustees, so there are now trustees who have not had exposure 
to the training program. Also, regrettably the documents which 
were prepared very thoughtfully at the time in preparation for 
the creation of boards have turned out to be perhaps less 
useful than they might have been. Rather too oomplicated, too 
long and in some instances not translated appropriately. It is 
my impression that we need to look at the whole trustee 
training program from the ground up in terms of trying to make 
it simpler and something that can be handled by individual 
boards with the quick translation for unilingual board members 
and for supplementary oontinuing education program for board 
members and sta1f members preferably oonduded jointly so 
that they can get the same perceptions of issues. 

CHAIRMAN (Mr. Zoe): Mr. McClelland do you have 
something to add to that? 

MR. MCCLELLAND: Yes, Mr. Chairman, I would like to make 
a point about the trustee orientation process. In the 
recommendations there is a suggestion that it should be the 
Department of Health that does this process. I agree that in 
the beginning it was necessary that we put it all in perspective 
because we were trying to get four new boards up, running 
and operating and giving them an idea of what there partiaJlar 
job was going to be. I think the Northwest Territories Health 
Care Association has a big role to play in this. The reason I 
mention that is that it is not normal that Departments of Health 
in the south would provide ongoing orientation for trustees. I 
believe the health care associations in the south feel that this 
IS their responsibility to keep their membership fully infonned 
on all the issues and to provide that level of ongoing training 
and orientation. I believe the position of the department would 
be that we would want to foster that through the health care 
8SSOCl8tion as opposed to doing it ourselves. We had offered, 
8V8f Since transfer time, to have individuals from the hospital 
operations division or others within the department would be 
prepared to go out and spend time on an orientation session 
1cx board members. Frankly the fire fighting on the many other 
issues has not given us the time that we would like to oomrnit 
to that kind of adivity. I think we need to visit this issue with 
the heaJth care association and perhaps the additional 
resources may be necessary for them in order to do a proper 
job of ongoing orientation. So we will be working with the 
association on that. 
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CHAIRMAN (Mr. Zoe): Thank you. Mr. Koe. 

MR. KOE: Just a couple of other comments. In this training 
and orientation, there should be some sensitivity in cultural 
awareness. I assume when you talk to trustees and exeartive 
directors, and C.E.O.s are included in these, the responsibility 
for training members is with the department and not the 
association. I hope that they are learning because they are 
similar to what we expect of directors. You say it is in a state 
of flux and what you had before is not necessarily appropriate. 
I assume you are working then with the Health Care 
Association end doing something. Is there a strategy or 
something in the works. 

MR. MCCLELLAND: Mr. Chairman, we have been talking with 
the President of the Health Care Association on the future role 
of the association. They are currently without an exeartive 
director. They have been working on the selection process for 
an executive director and we have asked them to clarify the 
budget issues with us and I believe that once they are able to 
do that for us we can work something out with them that would 
provide for this ongoing orientation, beginning in this particular 
year. I think their exea.rtive director finished at the end of 
October. 

CHAIRMAN (Mr. Zoe): Any further questions. Mr. Bernhardt. 
Chapter two. 

MR. BERNHARDT: Thank you, Mr. Chairman, I think we 
should take a break. We have been sitting down for an hour 
and a haH without any cushions. 

CHAIRMAN (Mr. Zoe): . Just before we do I wanted to ask 
another question pertaining to section 2.4 of the report. The 
Auditor General found that some of the department's managers 
believe that they have complete power control over the boards. 
Many of the department's policies and procedures reinforce 
this. Can I ask the Department of Health if they can provide us 
with copies of their policies and procedural guidelines related 
to budget control, capital funding, surpluses, year end audit 
financial statements, management incentive policies, working 
capital, deficits and also, earned interest, if any. 

DR. KINLOCH: Certainly, Mr. Chairman. 

CHAIRMAN (Mr. Zoe): With that, we will take a break, as 
suggested by Mr. Bernhardt. Five minutes. 

---SHORT BREAK 

CHAIRMAN (Mr. Zoe): I call the committee bad< to order. 
Are there any further questions or comments on chapter two? 
Mr. Bernhardt. 

MR. BERNHARDT: Thank you, Mr. Chairman, Doctor. The 
Auditor General has indicated that the department's attitude 
often conveys disrespect to boards. Would you consider that 
the failure to translate the trustee manual into lnuktrtut conveys 
a certain disrespect? 

CHAIRMAN (Mr. Zoe): Dr. Kinloch. 

DR. KINLOCH: Mr. Chairman, it might be interpreted that way 
but I think there was certainly no disrespect intended. Rather 

heroic efforts were made to carry out the translation. Perhaps 
I could ask Mr. McClelland to rejoin me here to give you some 
details of those efforts. 

MR. MCCLELLAND: We talked to the Language Bureau in 
Culture & Communications in Yellowknife and they indicated 
that they would not be able to undertake such a project at the 
time. Remember we are talking approximately four years ago. 
We then talked with several of the boards, notably the Baffin 
Regional Health Board and the Keewatin Regional Health 
Board, the Baffin Health Board took the manual and 
commenced the translation of it but, eventually, we were told 
they were not able to finish the translation of it and so, the 
Keewatin Regional Health Board folks offered to have their 
Language Bureau do some translation work on it. 
Unfortunately, they also fell behind and were not able to 
complete the project. 

Then, along came the changes with the Territorial Health 
Services Ad. which eliminated the Territorial Hospital Insurance 
Services Board and that meant a whole lot of changes would 
have to be made to the format of it anyways. So, we see this 
as one of the projects that we need to do, revise the manual 
for trustees, bring it up-to-date with all the events that have 
taken place, shorten it, simplify it and then have it translated, 
Mr. Chairman. 

CHAIRMAN (Mr. Zoe): Any further questions or comments, 
Mr. Bernhardt? 

MR. BERNHARDT: Thank you, Mr. Chairman. Chapter two, 
I would like to know if Dr. Kinloch can provide you with a 
breakdown of Kitikmeot allocation of $4,858,664 and also I 
would like to find out the increase from $4.8 to $4.9 million. 

CHAIRMAN (Mr. Zoe): Okay, I wonder if you can just provide 
that to our committee instead of... 

OR. KINLOCH: That is what I was going to suggest, Mr. 
Chairman. We would be happy to provide you with the budget 
details. 

CHAIRMAN (Mr. Zoe): Any further questions or comments? 
Mr. Bemhardt. 

MR. BERNHARDT: Yes, because I am a former resident of 
Mackenzie, on page five, does Mackenzie include Aklavik? 
Does that include Fort Norman? 

DR. KINLOCH: Mr. Chairman, Mackenzie includes those areas 
covered by the Mackenzie Regional Health Service. It does not 
include the locations you mentioned which are in the lnuvik 
Regional Health Board. 

CHAIRMAN (Mr. Zoe): Yes, it is separate. 

DR. KINLOCH: Yes, they are included in the lnuvik Regional 
Health Board totals. 

CHAIRMAN (Mr. Zoe): Ernie. Mr. Bernhardt. 

MR. BERNHARDT: Yes, Mr. Chairman, you mean lnuvik is 
separate? You have a board in lnuvik and one for Mackenzie. 
Is that two separate boards? 
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DR. KINLOCH: There are separate boards, yes, for lnuvik. 
There is no board at the moment for the Mackenzie. It is 
headed up by a public administrator. I would be happy to 
provide you with a map to show you where each community is 
located in relation to the boards. 

MR. BERNHARDT: Thank you. 

CHAIRMAN (Mr. Zoe): Dr. Kinloch, earlier on, Mr. McClelland 
made reference that you are doing a revision of the orientation 
training program. When is that going to be completed? 

MR. MCCLELLAND: Mr. Chairman, the reference I made was 
that we needed to update the trustee orientation manual and 
program but I also referenced that we felt that it should be 
worked on in collaboration with the N.W.T. Health Care 
Association. In fad, Mr. Chairman, they may want to take that 
on as one of the projects to assign to their executive director. 
I mentioned before that in the south it is normally telt that 
health care associations take on the role of orientation and 
working with trustees directJy rather than the Departments of 
Health. We feel it might be more appropriate to have them do 
that as a partia.dar project. We would certainly work together 
with them. Obviously funds are going to be nec:essa,y and 
input from the department is going to be necessary. As an 
association that wants to promote trusteeship in the Northwest 
Territories we feel we could work collaboratively with them to 
do that job. 

CHAIRMAN (Mr. Z0t1): When do you anticipate undertakjng 
this? 

MR. MCCLELLAND: It will really depend on when the 
association is able to attrad an executive director because that 
would be a fairly major responsibility for the executive diredor 
to undertake and get under way as a pro;ect. We certainly 
expect that it will be during this fiscal year, 1993-94. They have 
reauiting efforts out right now for the executive director but 
they have not made an appointment. 

CHAIRMAN (Mr. Z0t1): I would like to move along in the 
report. There were a number of comments which have already 
been made by the Auditor General and by Dr. Kinloch in our 
general disa.issions with regard to all the problems related to 
the lack of planning, etc. I think for those reasons I would like 
to suggest that we can move along to chapter four. Does the 
committee agree that we move to chapter four? 

SOME HON. MEMBERS: Agreed. 

CHAIRMAN (Mr. Z0t1): Is that okay with the Auditor General's 
office? I think we have heard enough through our general 
discussions on chapter three to move along to chapter tour. 
We will move along to chapter tour then. Is the Department of 
Health going to give us a brief opening statement on chapter 
tour? While you are at it, I see two new faces beside you can 
you please do introdudions for the rec:x>rd. 

Managing People 

DR. KINLOCH: Yes, Mr. Chairman. Providing the brief 
introdudion to chapter four is Bany Lange with the human 
resource division of the department and Maureen Morewood-

Northrup, the ading director of nursing services division, who 
will contribute as appropriate in the presentation. 

CHAIRMAN (Mr. Zoe): Please proceed. 

Department of Health General Comments 

MR. LANGE: Mr. Chairman, chapter tour is managing people 
and I do have a few brief comments. In section 4.2.1, 
aboriginal employment equity, the Auditor General's report 
emphasizes the department's 11 per cent aboriginal 
representation. Positions in the department are specialized 
performing a consulting and policy development role. 
Individuals require field experience and expertise before filling 
officer level or higher positions. Wdh so few aboriginal peoples 
trained in health care professions, it will be a long-term process 
to inaease representation at the higher levels. 

The department is pleased that the Auditor General's report 
acknowledges the. development of the registered nurse 
program which will seek to improve access for aboriginal 
students. The department is also pleased that the Auditor 
General is complimentary on the success of the community 
health representative, which is the C.H.R. Training Program. 

The use of traditional midwives is contingent upon the success 
of the Rankjn Inlet pilot project and as the Auditor General's 
report indicates there may be an opportunity in the long run to 
blend both traditional and modem pradices. 

Section 4.2.2 refers to the health bursary programs and 
aboriginals. The health bursary supplements other forms of 
student financial assistance. Wrth respect to the Auditor 
General's reoommendation that consideration be given to 
applicants who have been tumed down by other sources, this 
has been the standard pradice for several years. 

Section 4.2.3 is aboriginal employment in boards. The 
department is committed to increasing aboriginal employment 
and realizes that affirmative adion cannot address the need tor 
nurses and other professionals if aboriginal residents are not 
trained in this area. As previously mentioned the C.H.R. 
Training Program and the Nursing Diploma Program are two 
examples where this is currently being acxx,mplished. 

Section 4.3 reiers to boards hiring efficiency. Boards now have 
their own reauitment fundion. Staffing delays should be 
reduced. 

Section 4.4 refers to employee orientation. Cross-cultural 
awareness is a component of the G.N.W.T.'s generic 
onentatton. The Advanced Nursing $kjlls In-Service Program, 
also known as A.N.S.1.P., also contains a five day cross-cultural 
awareness module. Since the tall of 1991, 32 community 
nurses have participated in the module. Additional programs 
are planned. The Stanton Yellowknife Hospital recently 
commenced cross-cultural awareness workshops as well and 
most dired patient care staff and medical officers have 
attended these. Cross-cultural awareness will be part of the 
standard orientation provided to all new staff at Stanton 
Hospital. 



Ian, 1ec.y Z 1993 SJANDING COMMITTEE ON Pl 181 IC 4CCOI INIS Page 28 

The H.R.M. division complements but does not duplicate the 
advertising efforts of the boards. Boards have indicated a 
desire to maintain this relationship. 

Section 4.5 is monitoring staff performance. The completion of 
the staff performance appraisals is an area that requires greater 
attention. 

Section 4. 7 is reasons for staff leaving not known. An exit 
interview process for community health nurses has been 
implemented during the past year. Although turnover statistics 
have been kept on nurses, the exit interview data is insufficient 
for analysis to date. 

Section 4.8 is training and development. Section 4.8.1 
planning and funding and 4.8.2 inequitable training budgets. 
The Auditor General makes valid observations regarding the 
planning and funding of training and development. 

Section 4.9 is human resource management system. The 
Auditor General makes the observation about the benefits of 
having a standardized integrated information system. Their 
recommendation is fully supported. That <?O"cludes my brief 
comments. 

CHAIRMAN (Mr. Zoe): Thank you. Before I get into general 
comments does the Auditor General's office have any 
comments? If not, I will go to general comments on chapter 
four. Mr. Gargan. 

General Comments 

MR. GARGAN: I have comments on section 4.8 regarding the 
training dollars. The training for Advanced Nursing Skills In
Service Program is approximately $400,000. H you divide that 
amongst 365 nurses, you will have $1,100 per nurse. You also 
have doctors on contracts who have benefits of two to three 
conferences per year. This can add up to about $8,000 to 
$10,000. Can you explain why there is that discrepancy? 
Since the N.W.T. modules say that nurse praditioners should 
be taking the lead role in the delivery of community health 

services. 

CHAIRMAN (Mr. Zoe): Mahsi. Or. Kinloch. 

MS. MOREWOOD-NORTHRUP: I would like to respond to 
that question. You are correct. The Advanced Nursing Skills 
Program is specifically for community health nurses. The 
community health nurses are only a portion of the 365 nurses. 
We have a total of 365 nurses in the N.W.T., that includes 
hospital nurses, public health nurses and community health 
nurses. The A.N.S.I.P. program is primarily for community 
health nurses, approximately 164 nurses. The amount would 
be approximately $10,000 per nurse. 

CHAIRMAN (Mr. Zoe): I think the main point that my 
colleague is trying to make is that if you compare the dollars, 
partia.ilarly for the Nursing Skills In-Service Program, the 
amount of money averages out to about $1,100 per nurse. In 
contrast to that, if you look at the doctors, they are entitled to 
two or three conferences per year end the amount of money 
allocated for that is approximately $8,000 to $10,000 per 
doctor. I think my colleague is trying to ask why this is 

happening this way? The department is saying nurse 
praditioners should be taking the lead role. 

CHAIRMAN (Mr. Zoe): Dr. Kinloch. 

DR. KINLOCH: It is an apples and oranges comparison. As 
Ms. Morewood has indicated, this represents an allocation tor 
a much smaller number of nurses than is identified here. It is 
not the total expenditure that is related to the A.N.S.1.P. 
program. We take the point that there needs to be an 
appropriate allocation of training funds across the system, but 
the example which is used does not make that point. 

CHAIRMAN (Mr. Zoe): Mr. Gargan. 

MR. GARGAN: Well, Dr. Kinloch, make that point then. 

MS. MOREWOOD-NORTHRUP: Perhaps we should say that 
the A.N.S.I.P. program actually has $704,000 allocated to it. 
Wrth regard to the $400,000, I am not sure what that refers to, 
but I would like to restate that the A.N.S.I.P. program is not tor 
the total 365 nurses in the N.W.T., but it is focused on 
advancing the scales for those nurses who are in a nurse 
practitioner role or community health nurses which is actually 
164 nursing positions. 

CHAIRMAN (Mr. Zoe): Can I ask the A.G.'s office what has 
been reported on page 26 of the report under 4.82? Mr. 
Martin. 

MR. MARTIN: I would dired the question to Dr. Kinloch, 
whether it be 365 nurses or 165 nurses in which case he would 
just double up that figure from $1,100 to $2,200, the 
disaepancy is still there. H that example does not make the 
point, or there are other examples that might make the point 
better, then point to Dr. Kinloch. 

CHAIRMAN (Mr. Zoe): Do you have a better understanding 
of what the question is? 

DR. KINLOCH: Yes, seemingly there is a discrepancy in the 
training funds available to nurses and physicians, but I am not 
satisfied that that in itself is surprising or requires an 
explanation. The figure for A.N.S.1.P. is not the total cost of 
running the A.N.S.I.P. program. The total number of nurses is 
overstated and as a consequence the discrepancy is 
diminished rather dramatically. Recognize also that there are 
additional training opportunities available other than the 
A.N.S.I.P. program, including conferences and other 
attendances which have not been taken into account. We can 
certainly produce those numbers if that would be helpful to the 
committee, but I think the comparison made here does not 
serve the purpose intended. 

CHAIRMAN (Mr. Zoe): Thank you. I want to ask a general 
question of the department with regard to section 4.2. The 
audit report includes a finding in section 4.2 that the 
department has not significantly inaeased aboriginal 
involvement in health care delivery, although this is a policy 
obJective. Could I ask the department if they can explain the 
reasons why the department hes been unable to develop a 
better record of aboriginal hiring? 
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DR. KINLOCH: Mr. Chairman, I think it is important that we 
should make the distindion between the department, the health 
system and the boards. If the question and the comment are 
directed to the central administrative offices of the department, 
the figure of 11 per cent is the appropriate one. As Mr. Lange 
has pointed out, most of the positions in the central area of the 
department are management policy and consultation which 
require normally not only technical and professional training, 
but also considerable field experience in order that the benefits 
of that will be available to those with whom they consult in the 
field. The aboriginal representation in the rest of the system is 
considerably higher. You will see in board proportions 
approaching 50 per cent. The reason for the disaepancy is 
that the boards have a much higher proportion of entry level 
jobs. I am not satisfied that the normal route to obtaining 
experience to take on a senior job is going to inaease the 
number of aboriginal people in senior positions soon enough. 
The department intends to take advantage of programs that are 
supported by the Departments of Personnel and Education for 
training programs that would provide on-the-job experience 
gaining work for individuals who have acquired the technical 
and professional capability through post-graduate work, but 
who have not obtained appropriate field experience. 

This partia.Jlar program I am referring to has eight spots 
allocated to the central offices colledively for all departments, 
not for the Department of Health. We believe this might be 
supplemented so that individuals could undergo apprenticeship 
within the department to buttress skills they have acquired 
elsewhere and gaining the necessary experience so that they 
would be equipped to take on one of these senior posts. That 
is the route we intend to pursue. 

CHAIRMAN (Mr. Zoe): I have a lot of hands up here that want 
to interject. let me focus in specifically on headquarters then. 
I know for a fad that we have an Affirmative Adion Program in 
place. I do not know what the department targets are or what 
the percentage is, but the last time looked at it they were one 
of the lowest of all government departments. I still think they 
are. I do not know what the human resource unit has been 
doing to date. The thing that really bothers me is that it 
appears that this particular sec:::oon is not doing their job. Other 
Members here obviously know that, and it is not only in the 
field. At the local level there is some participation because we 
have C.H.R.s, interpreters, janitors and so forth. Their numbers 
are higher, but particularty in headquarters it is not. Especially 
in middle and senior management. The rationaJe that the 
Department of Health is giving us does not fty with me or any 
Members here. That is why you see a lot of hands raised here. 
I am not too sure what the problem is but, in my view, this 
particular department, even though it is a government-wide 
policy, I do not know exadly what they are doing. Maybe it 1s 
because of the overall plan that we do not have. The 
department does not know where it is going yet or where they 

intend to go. This whole section, particularty with aboriginal 
hiring, is not occurring in the department. I know that. I am 
sure you know that. Now, if I ask for a request for figures. how 
many people do they have at headquarters? I bet that there is 
not more than ten, or maybe not even that. Maybe five, three 
at the seaetarial level possibly. There are none in middle 
management or senior management. I do not know what you 
are trying to tell me but to get more specific, can you grve me 
some figures in relation to hiring of aboriginal people at 
headquarters. 

DR. KINLOCH: Yes, Mr. Chairman, I would be happy to that. 
We may have some numbers to give today. 

MS. MOREWOOD-NORTHRUP: Mr. Chairman, I previously 
made the comment that many of the positions at headquarters 
require seasoned professionals, people that have a fair bit of 
experience. Of course, our hiring pradice is determined by the 
government's Affirmative Adion Program, so that process is 
applied to any position that goes to competition. Many 
activities we are involved in have long-term implications. 

Not long ago, the human resource management division of the 
Department of Health prepared a Health Careers Promotion 
Booklet which I think has been introduced in the Legislative 
Assembly outlining health careers. We are trying to develop an 
interest among the younger generation about the availability 
and opportunity of health careers. Hopefully, while they go 
through the school system, they will have an interest and then 
they will get the training and then the field experience that 
come into those higher level paying department jobs. 

Other adivities where it can be shown that we are successful 
is the C.H.R. Program. Prior to April, 1988, there were less 
than ten C.H.R.s employed aaoss the territories. As of today, 
we have 43 C.H.R.s, either they are employed or they are in 
training to fill C.H.R. positions. Not a pay level 16 job, not a 
high level job, however, that is your entry level into the health 
care system with the development of the Nursing Diploma 
Program. Those are the potential feed stocks into the system 
to go further into the career ladder down the health road and, 
again, to fill those higher level paying jobs. 

For specific statistics on headquarters, I do have a chart here 
that I can provide you with. We are one of the lowest, 
admittedly, I think for the reasons previously stated. Adually, 
the information I received is as of October 1992. I got it from 
the Department of Personnel. I will hand this out to the health 
boards and leave it for the committee Members. The heath 
boards are substantially higher than headquarters. The 
Department is the third lowest. Stanton has a quite low 
participation rate also. The lowest is secondary education. 
Overall, although headquarters itsett is approximately 11 per 
cent, health boards are running better, so overall we have a 25 
per cent aboriginal employee figure. The government as a 
whole has about a 35. 

CHAIRMAN (Mr. Zoe): Mr. Whitford. 

MR. WHITFORD: Thank you, Mr. Chairman. It is an area that 
I have had concern with for some time. The chairman has said 
it quite clearty and there is a problem in this area. There are 
different perspectives how the department sees it and how the 
public sees it. Perhaps it is just as well that I was not allowed 
to say anything. They are using the same example the 
Department of Justice uses, we have a big organization but we 
do have a lot of native peoples and they are working in this 
one area. The Department of Justice does that with their 
Justices of the Peace. They say we have 200 J.P.s, but that is 
not the same as working in the department per se. 

I can understand it takes a long time to become a professional, 
a dodor or nurse but there are other areas, including the 
health centres and the hospitals. It is, in fad, one. They are 
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two different things you know. To be a doctor is one thing, to 
be an administrator is another, but they are related. 

To wait for people to migrate to the department is not the right 
approach. You have got to go out and head hunt. There is 
much to be said about, and I appreciate your oomments about 
the health careers promotion booklet. I have heard a lot of 
good oomments about it and it is a good thing but it is not 
enough. to get somebody to read this book end say that is a 
good idea. You have got to get in the schools and enoourage 
the kids that they must look at these things, to enoourage the 
seeds to grow. Those seeds are not going to develop for 
another 20 years. In the meantime, do we sit and wait for 
those seeds to grow? No, we do not. We go out there and we 
head hunt. You have to enoourage them monetarily or 
whatever way to get them into your department. You have got 
to set targets. You have got to be much more aggressive than 
the department is at the moment. 

Just for an example, the affirmative edion targets of 1989 were 
when the last affirmative action targets were set on page 21, 
second paragraph of 4.2.3. and it says, 'We have examined the 
department's and boards' affirmative action efforts towards 
aboriginal representation. The department in Yellowknife 
submitted its first and only plan in 1989." True, it is just 
beginning 1993, but surety there should have been some 
results and you oould have said, "Look, even that is not good 
enough: Maybe we have to focus our attentions on that. 
Now, of the senior people that are here, there is not one 
aboriginal person. If you go through the department and you 
look, it is hard to find. Other departments are doing it, and 
health fields and health administration must be attractive to 
people as much as MAC.A. and the Department of 
Transportation or other departments that northern people are 
migrating to. They must be doing something that is different. 
There is nothing scary about what you are doing. There is 
nothing distasteful about what you are doing. For some reason 
or other, people are not being attracted to it and I do not know 
why. Maybe it is, I hate to say it, but maybe it is a sense of, 
well, the Department of Health is here and we are here. You 
know, transportation is here, you know, as a perception only. 
I am not saying that this is the case but people look at the 
Department of Health as something that is unattainable. 

Now I say this because I think, as a northern person born end 
raised and educated in the north, never thought that I would 
ever acquire a degree in social work because it was something 
that somebody else did. It turns out now that I have got it, it IS 

really not that great, you know, not that big an achievement. 
The fad is, I did go out and pursue it and I think what I am 
trying to say here is that maybe people are saying I cannot 
ever attain that because there is all this expenence that req u,re 
doctors with degrees and such that I will never get. 

There are areas that can be ettradive, the technicians, that is 
a start. They do not seem attradive enough. I know from 
some examples that where you would want to attrad a 
technical person, bursaries were art off a little while ago. 
Those that are there are struggling to stay on and then they 
drop off because they cannot afford to live like that and they go 
to work as a plumber. You have to be able to get those people 
trained at a technical level and that will set the seeds with 
those already mature people to chase after something. I share 
that personal experience. I worked for many years before I got 

the bug to want to go to universir. to get that degree. There 
are a lot of mature people out there that you can attract to your 
department, but you have to go out and find them. You should 
use a program like Northern Careers did. It is going to oost a 
little money but in the long run, you can come back two years 
from now and say, "Look, this is what we have done. we have 
all these people working with us in these areas and we are 
training them in specific areas to do these jobs." 

I may have gone beyond what I should, but aboriginal 
employment in the department has to go a step beyond what 
I think the department is currently doing. I know it is difficult in 
these tough economic times to do that, but I think that there 
are a few people at this table right now who would not support 
your initiatives· when we can see something like we are trying 
to achieve now, much sooner than waiting for the seeds of 
your medical career promotion with the young students to 
develop later on. Go after some of the more mature plants and 
try and attrad them then. By example, people will be attracted 
to join your department in either the professional or 
administration fields in health. Thank you, Mr. Chairman. 

CHAIRMAN (Mr. Zoe): Any oomments, Dr. Kinloch? 

DR. KINLOCH: Yes, Mr. Chairman, I weloome Mr. Whitford's 
oomments and I will ad upon them. We are in the process of 
putting forward a proposal that would provide experience for 
individuals who have obtained training but are unable to 
acquire the appropriate placement for field experience. I would 
also like to note the proposal which is being developed for the 
aeation of an R.N. program in the N.W.T. I would ask that we 
follow-up on that because it is not specifically an R.N. program, 
but rather there is a front end to the program which brings 
people to a point where they can enter a number of program 
areas in addition to the R.N. Maureen. 

MS. MOREWOOD-NORTHRUP: This program is still under 
development, but we are looking at it as a type of access 
program into a registered nursing program. Currently those 
programs that we have in place when we are looking at those 
at the oommunity level are the Medical Training Program and 
the Community Health Representative Training Program, that 
is a professional training program. We are hoping with the 
nursing program that we can have an access area portion of 
that where it is a program to enhance those prior professionals 
to another level into a professional program where they will 
oome in and be able to meet the qualifications to then take the 
nursing diploma program. At the end of the nursing program 
they will also hopefully be able to transfer credits to go to a 
southern jurisdidion to be able to obtain their nursing degree. 

CHAIRMAN (Mr. Zoe): Mr. Whitford. 

MR. WHITFORD: Thank you. I wanted to clarify a point I had 
made about my social work degree not being that great. What 
I meant was not that great in effort to get it. The point I was 
trying to make there is that it broke the ice to so speak. I was 
able to obtain that, and by doing that it set an example for at 
least three other people to do the same things. They pursued 
things they had never dreamed of. They had never dreamed 
of getting a degree because it was only something someone 
else got. I set an example, and I think what I am hearing is 
that tt there were more nurses and doctors of native ancestry 
then there might be more native people pursuing that. 
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Look at the field of law, there was a log-jam there for awhile. 
There were no native lawyers and now there is a whole forest 
of them because somebody started the ball rolling. We now 
have five or six or seven lawyers who are of native ancestry in 
the north. tt is the same thing with your medical profession. 
There seems to be a bit of a log-jam, if somebody breaks that 
log-jam, and you cx,uld find that right person, you might be 
pleasantly surprised. I just wanted to clarity that and use that 
as an example. 

CHAIRMAN (Mr. Zoe): Maureen. 

MS. MOREWOOD-NORTHRUP: I would like to pick up on two 
points of that. When I mentioned about nurses and ending it 
with a degree, we are looking at them going and working back 
in the communities and nurses can move on. The training that 
is provided in the nursing training program does not mean to 
say they have to stay with nursing. Within the Department of 
Health we have a lot of nurses who are in diflerant poaitions, 
and they can move up into middle and senior management 
positions. We wouJd not be preparing northern nurses just to 
stay at the community lewt or within the hospital. It is certainly 
a good training program to ffl0Y8 into other areas. Thank you. 

CHAIRMAN (Mr. Zoe): Thank you. Mr. Gargan. 

MR. GARGAN: In order to .-ve at the heedquart.s level you 
do not have to become a dodor, a nurse or C.R. HOW8Y81', 
you must have the management skills and adminiltrative skills. 
Those are the kinda of people we should be looking for. One 
of the things I found out through my experience in wondng with 
the health protaaion is that one of the greatest diffiaJlties that 
I have found in regards to the hiring of people is in regard to 
their attitude towards human behaviour. I know in a lot of 
interviews we have had through the years that I have been 
involved with, one of the first questions a person will ask is how 
do you motivate human behaviour change? That is one area 
that has always touched me because it means that if you can 
force change then you get hired as opposed to your 
qualifications. I do not know whether that mentality has been 
broken as of yet, or are we stiH looking at people who can 
force change. 

CHAIRMAN (Mr. Zoe): Any comments from the Department 
of Health? Just to note for the Department of Health, we are 
also calling in the Department of Personnel. We will be 
questioning them on how they have been woric.ing with your 
department. Mr. Bernhardt. 

MR. BERNHARDT: Thank you, Mr. Chairman. Maureen, you 

said you were going to start a registered nursing program tor 
the territories. What kind of entrance requirements will you 
have? 

MS. MOREWOOD-NORTHAUP: In order to meet the nat>onal 
standards Grade 12 is required. We are providing up front an 
acces& program 1or anybody within the temtones that will 
upgrade them to the level that is required to go into a nurses 
training dipk>ma program. N::x:Jllllla before the program will help 
to upgrade individuals who do not have that requirement. 

CHAIRMAN (Mr. Zoe): Mr. Bernhardt. 

MR. BERNHARDT: Mr. Chairman, I grew up in a convent and 
the edµc:ation I received was the best that this world could 
otter. I received my education from the nuns and the pnest. 
To my belief, the money that we are putting into the education 
system now and the results that we are seeing do not match. 
The education that the priest, nuns and missionaries gave the 
north will never be equalled."" For the simple fad kids have no 
discipline at school or at home. To hear what you are saying 
about getting entrance requirements, I think you have to start 
at the elementary level these days. Do not start by saying "I 
will drop out of school for a while and I will be go baci< as an 
adult: We have got to have matriculated students right from 
the start. That is what I caJI good· quality education, not 
nepotism. The products we are producing right now do not 
equal the national standards. We, as natives, have just as 
much ability to obtain whatever we want. Yet, when we attain 
that goal, we are not even guaranteed a job. The bureaucracy 
is out of hand. It is not a fair govemment. It has become a 
power struggle of us trying to dominate our own people 
instead of you guys dominating and telling us what to do. That 
is why the section of human resources is very important to our 
native people. We need you fellows to give us a hand, and not 
for tear that you will lose your job, because no one lives 
forever. I just want a fair and equal opportunity for our people 
so that when they make it, they are guaranteed a job. It should 
be written somewhere in your manuals that if you come under 
affirmative action that you will have a job waiting for you. Even 
if it is at the expense of grandfathering off of someone. 

I would like to ask Or. Kinloch the usual length of stay for a 
nurse in a community? Can they stay there forever? Do you 
say after two years you have to go out for a year and get a 
refresher oourse, or are they allowed to stay for more than five 
years? 

CHAIRMAN (Mr. Zoe): Thank you. 

MS. MOREWOOD-NORTHRUP: Nurses are hired into 
indeterminate positions in which there are no time fadors. We 
do have nurses who stay a year, five years and seven years. 
There is no aduaJ time limit. For nurses who have been out in 
the isolated communities for any length of time we certainly 
encourage them to take courses and upgrade their skills to be 
able to continue woric.ing in that setting. 

CHAIRMAN (Mr. Zoe): Thank you. Ernie. 

MR. BERNHARDT: In my community I am getting complaints 
because our nurses have been there too long. They have 
become complacent. I will give you an example. My dad, who 
is over eighty, went to the nursing station last year because he 
could not pass water, he told the nurses that and for one 
month they made him suffer. It went into the second month 
and finaJly my dad had the courage to go back and sit there 
until the nurse saw him. It is a good thing I was not an M.LA. 
then. They finally sent him out to Edmonton and the doctor 
said to him, "you know old man, you only had four hours to 
live. ■ ,_.ow come they let you suffer at home?" That is the kind 
of thing that you people have to hear. It is not fair and I think 
some nurses are in the communities too long. Their attitudes 
change. For the money we spend on the nurses and for the 
sefVioas that we are receiving, it is not fair. There are other 

examples I could give you, but I am not here to aiticize 

everything. 
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~:HAIRMAN (Mr. Zoe): Thank you. Before the department 
makes any comment. Mr. Dubois the Deputy Auditor General 
has to catch a flight this afternoon. I believe Mr. Simpson is 
also going to be joining you, but Mr. Martin I understand is 
going to be staying for the next day or so. I know you are very 
busy, but before you go do you have any final remarks you 
would like to make, Mr. Dubois, before we see you again? 

MR. DUBOIS: That last word before I go out into the cold? 
No, I just hope that everyone will continue on positively to see 
solutions to a lot of these problems the next time around. I just 
want to repeat again that we understand the complexity of the 
issues and we know that some of them will take time because 
they have to do with attitudes more than just systems alone. 
That is why we kept stressing the need tor all the stakehokiers 
to sit do:m together and agree on what the health model 
should be for the Northwest Territories. H &verfon8 agrees to 
what it should ba then &verf0ne will start putting all of their 
efforts in the same direction and hopefully this will bring 
solutions to all the problems that are being disaJssed at this 
committee. Thank you very much and I hope to come back 
soon. 

CHAIRMAN (Mr. Zoe): I am sure I will be keeping in touch 
with you and Mr. Simpson on our report. We will give you a 
prefiminary draft report by the end of January or sometime in 
February. We still have our second phase of travelling to do in 
Rankin Inlet and lnuvik. We will see you then, and have a sate 
trip home. 

Dr. Kinloch, you were just about to respond to the comments 
that Mr. Bemhardt made. Would you like to comment ncNI? 

DR. KINLOCH: Yes, Mr. Chairman. I was just going to 
respond to the comments regarding complaints about 
perceived deficiencies in patient care. We encourage that 
complaints be made. We would like to see them doser to the 
time when the problem occurs and not so long after the tact. 
It is important that we keep in touch with how people are 
perceiving their health S8Nice. We have a prooadUf'II tor 
dealing with complaints. We try to make it known to people 
and we do it regularly because we know people forget. We 
would certainly encourage this. 

CHAIRMAN (Mr. Zoe): Mr. Bemhardt, any further comments 
or questions? 

MR. BERNHARDT: Thank you, Mr. Chairman. Maureen, can 
I get a list of your entrance requirements and the subjects that 
are required to get into your program? 

MS. MOREWOOD-NORTHRUP: Into the aocess program? 

has set any definite qualifications to enter into that access 
program because it is currently under development. 

CHAIRMAN (Mr. Zoe): It is still under development, Mr. 
Bernhardt, in conjundion with Ardic College. 

MR. BERNHARDT: I would like to see what they have done 
so tar. 

CHAIR~N (Mr. Zoe): Mr. Ningark. 

MR. NINGARK: Thank you, Mr. Chairman. Just to enhance 
what Mr. Bernhardt has stated, I would like to point out that we 
have some good nurses in our communities. Those nurses 
who are more popular seem to be transferred to other 
communities and they seem to come and go as quickly as they 
are needed in other communities. For example, we used to 
have a very good nurse in Spence Bay and Pally Bay. I am 
speaking of none other than Stella, who is sitting back there. 
She was one of the popular ones and I do not know why she 
left the area. 'There are other nurses who are not very popular 
in the community who seem to stay on forever. Mr. Chairman, 
I would like to know if the health care system has anything in 
place whereby the department and the officials can evaluate or 
monitor- the nurses in the communities, by the same token 
listen to their staff complaints and concerns, and also hear 
complaints from the conoemed residents in the system. H so, 
how often do you evaluate your employees within your 
department. I am ·speaking of the health profession like 
nurses. Thank you. 

CHAIRMAN (Mr. Zoe): Thank you. 

MS. MOREWOOD-NORTHRUP: Nurses, the same as any 
other employee within the government, do have performance 
appraisals done on a regular basis. There is usually initially a 
probationary performance evaluation done on the nurse within 
her first six months in the community, hospital or public health 
unit, and then the usual annual periormance appraisal. Unless 
there are specific complaints that are brought to the health 
board that serves that community, it would be done by the 
nursing officer at the regional health board. Unless comments 
or conoams are brought from the community to that person 
then we would not be aware there is a problem with t~t nurse 
and that she is not suitable or she is not reacting in the way 
that she should to the dients she is serving in the community. 
Certainly her performance appraisal is on her dinical skills, 
there are chart audits that are done in each of the community 
health centres, the nursing officers do visits and they interview 
the nurses and do chart audits to see that the nurses are 
following the appropriate assessments and treatments. 

CHAIRMAN (Mr. Zoe): Thank you. Any further questions or 
MA. BERNHARDT: Yes. comments? Mr. Gargan. 

MS. MOREWOOD-NORTHAUP: That is currently bemg 
devek>ped with Arctic College, so at this time we do not have 

a list of qualifications. The ao:::ess program will allow someone 
who does not have their grade 12 but has axpenenc:e in the 
health fiek:I or may be at a lower level than the grade 12 which 
is required nationally to get into a nursing diploma program. 
They can enter into the access program to be able to upgrade 
themsaNes to a grade level to get them into the nunnng 
diploma program. At. the moment. I do not think Arctic College 

MR. GARGAN: In regard to what Dr. Kinloch mentioned, did 
you say you hired a person who is a mediator to work on 
resoMng some of the differences between the boards and the 
department? I am not sure if you said that, but I am just 
wondering how soon do you expect him to finish his job and 
be consulted on it'? 

CHAIRMAN (Mr. Zoe): Dr. Kinloch. 



lea, 1ecv Z 1993 SI4NDING COMMITIFF ON Pl 181 IC 4CCOI INIS Page 3'.3 

DR. KINLOCH: We put out a request for proposal to three 
consultants who seemed to be very suitably qualified to ad in 
this role. We are going to review the proposal that has been 
received with the steering committee and would then let a 
contrad if the proposal is acceptable to this individual to 
moderate or chair the discussions leading to the M.0.A. We 
exped that would be completed by no later than May, 1993. 

CHAIRMAN (Mr. Zoe): Mr. Gargan. 

MR. GARGAN: I have one final comment in regard to the 
human resource management division within the department. 
What is your general assessment of the function perfonned by 
this division? Is it necessary or is it redundant adivities? What 
should it focus on? 

CHAIRMAN (Mr. Zoe): Or. Kinloch. 

DR. KINLOCH: Mr. Chainnan, we believe the division 
performs a useful fundion. I think the discussions this 
afternoon focus on what the preoccupation of that should be. 
We expect to pursue some of the suggestions we have heard 
here this afternoon. 

CHAIRMAN (Mr. Zoe): Are there any further comments or 
questions? Mr. Whitford. 

MR. WHITFORD: Thank you, Mr. Chainnan. I spoke briefly 
about the bursaries, making training and acquiring the skills to 
be involved in health care attractive. There are a lot of 
constraints in the north, as elsewhere, and people have to be 
able to live and they need a certain amount of .income in order 
to pursue these. In the area of the health care bursary fund, 
the Auditor General has made some excellent comments and 
recommendations about the health funding. However, when 
you read on it shows that the department seems to contradid 
some of the findings. The report recommends that the 

. department should ensure that eligible applicants are denied 
funding only if they are able to sea.ire support from other 
sources, not because they may be eligible for other funding 
sources. The department states that with respect to the N.W.T. 
Bursary Program the department has been following the 
recommendations. 8igible applicants were denied funding 
assistance only if they had received alternate funding. There 
seems to be a contradiction there, and I was wondering if there 
is in fad a contradiction? 

MR. LANGE: I cannot answer your question, Tony. The 
Health Bursary Program has a committee that makes the 
selections as to whom is going to be allocated funding. The 
Department of Education sits on that committee. A nomial 
source of funding for students would be typicalty through 
student financial assistance. When the Department of 
Education sits on our committee they are able to tell us 
whether or not a person will get funding from the Department 
of Education. H they can tell us during the selection process 
that the individual process will not get funding through student 
financial assistance, we are then able to give their application 
consideration. In my opening comments, I did say that we 
have been following the Auditor General's recommendations tor 
quite some time. 

MR. WHITFORD: So they are not denied bursaries simply 
because they may be eligible. You check with the Department 

of Education to see whether or not they are receiving it or they 
will receive it. The Department of Education says, "yes, this 
person is eligible and will receive it" then you do not duplicate 
it. 

MR. LANGE: That is corred, Mr. Whitford. 

MR. WHITFORD: I realize that you may be eligible for these 
types of funds, but if you look at the Bursary program it is 
spread thin and in fad may not be quite enough to sustain the 
cira.irnstances of individuals. I may be out of line .by saying 
that there is a need for duplication. Often times you do not 
want to say the person qualifies for both so they should get 
both, but there are circumstances where you do have a high 
flyer with special needs that may require that exceptions be 
made to ensure that you get success in the end and the 
person is not required to drop out because he cannot afford to 
live. I do not know whether you run into situations like that, but 
I have heard of them. You have answered the question in that 
you do check this out right away, but there appeared to be a 
contradidion. 

CHAIRMAN (Mr. Zoe): Regarding the bursary, in 1991-92 we 
committed $35,000 to this program. Out of 162 applicants, we 
approved 103 of which five were aboriginal people. My 
understanding of this program is to promote people that want 
to get into the health field, hopefully to utilize them within our 
own health system. My question to Mr. Lange is, are these five 
aboriginal people in our system somewhere? Even the 103 
that were approved, are they in the health system? 

MR. LANGE: Typically about haH the people that we approve 
funding for are employees in the health system and it is 
correspondence courses that they are taking. Of the other haH, 
I cannot honestly say exadly have stayed in the health care 
field. There would certainly be some. 

CHAIRMAN (Mr. Zoe): Are we monitoring all the people that 
are interested in getting into the health field as to where their 
career path is going? Obviously, they must have applied to get 
into the health field, otherwise they would not be applying for 
money. 

MR. LANGE: Yes, Mr. Chainnan. We do monitor our 
successful people through the health program. They are 
required a service pay back. That is they are required to give 
three months of service for every $750 of ·funding that they 
receive. Once they complete their program, we are in dose 
contad with them to say "how about the service pay back 
now?" We do monitor them for a period of time to see that we 
are getting paid back. After they do their service pay back, we 
do not pay a lot of attention to them. Hopefully they are still 
staying in the health care system as their chosen career. We 
certainly monitor their service pay back to see that we are 
getting our service. 

CHAIRMAN (Mr. Zoe): Mr. Lange, you indicated earlier that 
you were not sure of the 103 that we approved in 1991-92. 
You indicated that at least haH of them were government 
employees, and the other haH were others that were hoping to 
get into the system. 

MR. LANGE: Right. I have a detailed record as to who has 
applied and when. Since 1988 there have been 103. For 
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example, there is 26 this year. I could pull the records to see 
if they were employees or not, but it is about haH. The ones 
that do get supported are required to give service pay back 
once they complete the program. 

CHAIRMAN (Mr. Zoe): Earlier on Ms. Morewood talked about 
A.N.S.I.P. Could our committee get the breakdown for the 
training dollars on that plus other expenditures in training 
initiatives? You said there are other training dollars that are 
attached and we would like to get that information. H you 
could also provide a summary of the standard contrading 
arrangements for doctors' training, including doctors that we 
have we have a contrad with. There are only two or three that 
are direct employees of ours, so somewhere in our oontrad 
there must be a provisions to authorize their training. We 
would like to see that document. Anything further? H not, I 

would like to ask Or. Kinloch another question. Mr. Bernhardt, 
go ahead. 

MR. BERNHARDT: Thank you, Mr. Chairman. Maureen or 
Barry, has the flow of nurses from the British Empire stopped 
ooming into the territories? To my knowledge they were really 
good nurses. I am not oondemning the Canadian nurses, but 
these other nurses had something special. They knew how to 
treat the clients with care, dignity and respect. They had 
something to give you a good caring feeling when you went 
to the nursing station. 

MS. MOREWOOD-NORTHRUP: I would be delighted to 
answer that as a British trained nurse who has worked in the 
north. Unfortunately the immigration laws of Canada now are 
not allowing us to reauit directly from Britain. The only other 
way that we are able to obtain nurses from overseas is if they 
adually immigrate to Canada themselves and then apply for 
one of our positions in the north. That is quite unfortunate and 
I think part of it with the British trained nurses is that they had 
an extensive background in maternal and child care, which is 
one of our highest programs in the north. 

CHAIRMAN (Mr. Zoe): Mr. Bernhardt. 

MR. BERNHARDT: Thank you, Mr. Chairman. Maureen, I 
think they should hire a boat and oome in as boat people and 
then we will accept them. 

CHAIRMAN (Mr. Zoe): Thank you. Any comments? Hnot, I 
would like to ask another question pertaining to nurses. In 
section 3.2 of the report it indicates that there are problems 
with the allocation of human resources within the health 
system. Apparently there is a critical need tor an assessment 
of the nurse work load. This initiative has become stalled 
within the department. In the management response you have 
indicated that most provinces have not been able to develop 
appropriate work load measurement tools. 

Yesterday, Mr. Martin from the Auditor General's office provided 
a somewhat different viewpoint as indicated in your 
management response on this important issue. I noted at that 
time that Or. Kinloch was shaking his head when the Auditor 
General's office was responding to us. I wanted to bring this 
up now when we were discussing the management of human 
resources. I want to know if you would like to clarity or r8VIS8 
your management response which you have grven to us in this 
area. Dr. Kinloch. 

DR. KINLOCH: Mr. Chairman, I think it is a problem with 
semantics that the difficulty it appears is in the application of 
the tools rather than in the development of the tools 
themselves. I think that was the distindion that was being 
made by the Auditor General. I do not think we have any 
problem with that. Maureen can certainly amplify those 
remarks because she has been directly involved in this 
exercise. 

CHAIRMAN (Mr. Zoe): Any additional comments to make? 

MS. MOREWOOD-NORTHRUP: I think it is quite right. It is 
the application of the work load measurement tool. Whatever 
is in the south is difficult to apply to our unique situation in the 
north and that is why we are looking at developing our own 
work load measurement tool taking into consideration the 
demographics, the population, the different age groups, the 
gender and the different problems that we have to face as 
nurses in the oommunities and the type of role that nurses 
have to play in that oommunity setting. Certainly community 
nurses in the south have an entirely different role to the nurses 
in our isolated oommunities. Therefore, a work load 
measurement tool would have to be adapted to suit the needs 
of the nurses role here and the population that they serve. 

CHAIRMAN (Mr. Zoe): Dr. Kinloch, in addition to the nurses 
work load what do you see as the other main priorities for work 
load assessment within your department? 

DR. KINLOCH: Mr. Chairman, I think the whole issue of work 
load assessment itseH needs to be reviewed in terms of the 
appropriate application to our unique circumstances. One of 
the difficulties is that we are frequently operating in very small 
units where the number of persons required by the application 
of many tools would be less than one. However, it is not 
possible frequently to bring people in in numbers less than 
one. So, the application of some of these tools is not 
particularly helpful. What is the aitical element on deciding 
what is the appropriate work to be carried out by people with 
particular skills and qualifications. I think there is much more 
to be gained in that assessment than in pursuing tools which 
might be applied to give some uniform number of staff 
positions in various locations. For example, the inaeased 
delegation of fundions from physicians to nurses, from nurses 
to perhaps as yet an unnamed new health care worker, oould 
have a profound effect on how the system operates. I think 
those are some of the issues that we are going to be exploring 
in the near future. 

CHAIRMAN (Mr. Zoe): Thank you. Again, there is always the 
question of time frame. I understand that it will be nice if you 
can do all those type of assessments but what type of time 
frame would you be looking at? When are you going to be 
developing all this? When would we be able to see the adual 
results? 

DR. KINLOCH: Mr. Chairman, this is one of those elements 
that should be part of the oontinuing discussion on what model 
is going to be adopted for the future in the Northwest 
Territories. This is not something that we should design in 
isolation because it will require a consensus and an 
acceptance of the workers of the future for the system. H 
people will not accept them as qualified providers of care then 
we are doing a disservice by pursuing it. What we are 
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attempting to do is describing the system as we see it now, 
"The N.W.T. Way", indicating what we see as generally 
profitable avenues to explore and then seeking a consensus on 
that or seeking an alternative approach that would be deemed 
preferable by many people. On the time frame, we will begin 
this year. 

CHAIRMAN (Mr. Zoe): Good. In speaking about "The N.W.T. 
Way", over and over your department stated that "The N.W.T. 
Way" is an illustration of what we are doing and what we have 
done for the past several years. You have been saying that for 
the past two days. In your opening remarks on page nine you 
are saying that the sixth point is a goal for the future. That is 
not consistent. The fad of the matter is that ethnic, cultural 
and linguist groups have not been involved. There may be 
individuals on certain boards that think they are involved but 
the boards themselves feel they are not being allowed to 
manage the health system. The Auditor General's report states 
that the aboriginal hiring performance has been inadequate. 

Or. Kinloch, I would like to ask you to comment on two things. 
Firstly, on the inconsistency in presenting the six points as 
something we have been doing and secondly, your plans for 
inaeasing aboriginal involvement in the N.W.T. health system. 
Not a recognition of the goals, but your specific plan. Can I 

have you comment on those things? 

DR. KINLOCH: Yes. Mr. Chainnan, the six points represent 
the charaderistics of "The N.W.T. Way". Some of those are 
finnly entrenched, others are not and, cfearty, the number six 
is not. It is a charaderistic of the system that we intend to 
develop and pursue in a manner consistent with policies which 
are adopted for the G.N.W.T. as a whole in relation to 
affirmative action, but, also, in relation to our desire that there 
should be appropriate representation of the aboriginal peoples 
in all of the categories whether it is as trustees in boards, as 
providers of care, or as teachers. That is what we are working 
toward. 

The other elements of "The N.W.T. Way'" have been there for 
varying lengths of time. I think I indicated aartier that number 
five came about as a result of the 1988 Transfer Agreement or, 
actually, eartier than that but as a result of actions that were 
taken by the G.N.W.T. to improve the model that had been 
initially implanted by Health & Wettare Canada back in the late 
19505. 

So there is a core of elements of "The N.W.T. Way" that were 
brought in initially by Health & Welfare Canada, including those 
which have been slowly added over the years and there is 
number six which has been most recently added as a 
statement of intent. I expect that this desalption will change 
every few months as we come to a consensus on how the 
statement should be better phrased or as to the pnority that 
ought to be attached to these individual elements, taking into 
account where we are now and what opportunity there is to 
move forward. 

In terms of specific plans to inaease the number of aboriginal 
people in the health care system, there is no oomprehensrve 
plan but there are elements of a plan. You have heard one of 
them in relation to the R.N. program but I think, more 
importantly, in relation to the access program because the 
access program can take folks who have less than a high 

school graduation to the point where they can enter the C.H.R. 
Program, Ophthalmic Technician, the R.N. program and others. 
The aim is to overcome the difficulty that many students have 
had in making the leap not only into a training program but 
one that takes them far away from home. 

CHAIRMAN (Mr. Zoe): As you realize, Dr. Kinloch, it is 
aJready five after and we have not concluded with the balance 
of the chapters. I was hoping that we could get through it 
today but it does not look. like we will. There are other issues 
in the remaining chapters that our committee wanted to 
question your department on. I will get back to the department 
and let them know because we have some other groups 
appearing before us tomorrow, specifically, Stanton and St. 
John and our committee will discuss when we are going to call 
you back. It may be tomorrow to finish off and then call in 
other government departments, but I do not know what the 
committee wants to do yet. Since this concludes our agenda 
for today, we may be calling you tomorrow, after we deal with 
those other two agencies. So my staff will be in touch with 
you. We will adjourn until 9:00 a.m. tomorrow morning. 
Agreed? 

SOME HON. MEMBERS: Agreed. 

-ADJOURNMENT 
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STANDING COMMllTEE ON PUBLIC ACCOUNTS 

YELLOWKNIFE, NORTHWEST TERRITORIES 

JANUARY 8, 1993 

Members Present 

Mr. Bernhardt, Mr. Dent, Mr. Gargan, Mr. Koe, Mrs. Marie-Jewell, Mr. Ningark, Mr. Whitford, Mr. Zoe 

Chairman'• Opening Remark.a 

CHAIRMAN (Mr. Zoe): Good moming. Yesterday we 
conciuded with the Department of Health, however we did not 
condude the whole report with them. We have deferred them 
because we have made arrangements to hear from two public 
witnesses this moming. One is the management from the 
Stanton Yellowknife HospitaJ, and the other is St. John 
Ambulance will be appearing before us this moming. After 
they appear we will continue with the Department of Health to 
condude with them. At. this time I would like to call upon the 
representatives from Stanton Y ellowknite HospitaJ to come 
forward to the witness table to make their presentation. For the 
record would you kindly introduce yourselves. 

Stanton Yellowknlfa Hoapl1■1 Opening Remark.a 

MR. YAMKOWY: Mr. Zoe and Members of the Standing 
Committee on Public Accounts I am Don Yamkowy, Chairman 
of the Stanton Yellowknife Hospital Board of Management. I 
have with me Lynn Olenek, executive director of Stanton 
Yellowknife Hospital. We wish to thank the committee for 
extending the invitation for us participate in disaJssions 
concerning health delivery in the Northwest T emtories. The 
Stanton HospitaJ Board of Management is comprised of seven 
appointed members plus the Chairman. The board of 
management of Stanton directs the delivery of services to 
peoples of the western Arctic both in Yellowknife as well as 
their communities. 

Health care in Canada is under a great amount of review, 
challenge and debate. Future direction of health care 
nationally and internationally has been debated by all levels of 
government, agencies, health educators and the public to 
name a few. Through all of these debates and reviews we 
must not neglect to consider the needs of the acceptance of 
our servioes. We must always ask the question, "What we are 
doing make any difference to the health of our consumers?" 

The Auditor General's repc;,rt reviews a number of activities of 
the Department of Health, other departments and health 
boards. Though we do not live in ideal wortd we must 
recognize we have the foundation of a health system many 
across Canada see as the most viable option for their systems 
to move towards. 

Just this past week in the Globe & Mail an article was written 
on the uniqueness and success of a pilot project whereas the 
primary health care model was being applied to rural 
Newtoundland. The author of the article was reporting the 
success of this pro;ect in delivering health services to the 

population. The rest of Canada is now finding a strudure of 
health care delivery which we have had in the Northwest 
Territories for many years. It is not to say that we should sit 
and neglect any further improvements to our system, we 
should not lose sight of the goal of our system as we work 
towards the improvement of it. 

The Auditor General's report provides numerous 
recommendations for possible ways to improve and strengthen 
our system. In our coUec:tive efforts for improvement we should 
not dismiss the importance of addressing the needs of our 
consumers in this process. In our comments to the committee 
this morning we have identified what we feel are the key issues 
which require attention. 

Regarding roles and responsibilities for hospital and health 
boards, the process of developing M.O.U.s which will provide 
a dearer understanding of the board's role and responsibilities 
and those of the Department of Health is a aitical adivity to 
move forward on. We see this as a positive step in developing 
a clearer vision of a health care service organization. Having 
this sorted out will address many of the areas of confusion 
which have been identified in this report. The expectations of 
this pr008SS is that it will be a collaborative one. This type of 
approach will assist in the development of a positive working 
relationship. 

Regarding planning, although there is an OPPLAN pr008SS 
internally within the G.N.W.T. and the Department of Health, 
health and hospital boards are now entering the process. 
Stanton Board is nearing the completion of the strategic 
planning proc:ess. This is a process which the board has felt 
it has the responsibility to drive. This is not an easy process 
but it is a process which is definitely needed it boards are to 
manage and impact change on the long-term. What is lacking 
is an overall plan from the G.N.W.T. 

With regard to health care, boards need dearly defined and 
measurable health outcomes. The recent turnover of Ministers 
in the Health portfolio had blurred the strategy for health. We 
sincerely hope our a.irrent Minister will be able to weather the 
storms of the Assembly and have the time to work towards 
defining these goals. 

Regarding information and financial systems, we support the 
comment in the report which indicates resources between the 
Department of Health and Rnance be pooled and strongly 
recommend that these come under the direction of the 
Department of Health. We suggest that the Department of 
Health work with the boards to develop integrated, 
standardized, financial and patient information systems which 
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would meet both the needs of the board and the Department 
of Health. Without leadership from the Department of Health, 
especially in th$ areas of patient in1onnation systems, boards 
will develop stand alone systems which would only meet their 
needs and which will not result in regional-wide data for long
tenn planning. This needs to be made a priority and 
supported with dedicated resources committed to achieving 
these activities in a timely fashion. Without achievement of 
these activities we will oontinue to make decisions without the 
supporting data and we will be unable to verify the impact of 
our decisions. By having systems which are structured to 
provide the data we need we can move away from the detailed 
oontrol orientated process we are all plagued with and which 
irritates all of us and utilizes inappropriate amounts of staff 
time. 

Regarding the surplus retention policy, there is need to develop 
the surplus retention policy which will pennit boards to have 
some flexibility in funding special projects. In the current 
system we are trying to work towards financial stability but 
there is no reward in the present system for doing so. 

Regarding board appointments, this is an area of ooncem 
which our board has experienced. We recognize that this is in 
part a function of the current process of government as a 
whole but would like to request if not a change then at least an 
awareness of the impact of the process. The length of time 
which it takes for an appointment to proceed through the 
system is extreme. The length of time aeates problems when 
only a few members remain· to carry on the functions of the 
board. This summer we had a board that was deaeased from 
15 to four and so the function of the hospital moved to a aawl 
until we had four more people appointed. 

Regarding aboriginal awareness, the Stanton Board of 
Management has recognized a need for further cultural 
awareness and sensitivity in both services and programs of the 
facility. To this end the senior management team is working on 
a cultural program for the facility. Eighty employees from 
various departments of our facility, induding physicians, 
attended a aoss cultural workshop in December. We are 
planning to structure a program which will be delivered on an 
ongoing basis within the next few months. All staff will be 
required to participate. Also, the board has put forward a 
proposal to restructure the Stanton Yellowknife Board to better 
reflect the regions and the people to whom it provides service. 
The objective is to provide a means for direct input and 
participation by regions and boards where our consumers 
come from. 

The board is investigating the establishment of a board 
aboriginal services review oommittee. The mandate of the 
board oommittee would ~ to examine programs and services 
we provide at Stanton and through Stanton to ensure that we 
are sensitive to the issues of the various peoples to whom we 
are now delivering services. In the last year or so our hospital 
has changed from a Yellowknife based hospital to a referral 
hospital for the western Arctic. Our population base is not 
Yellowknife any more. It is 50 per cent from the communities 
in the western Arctic and 50 per cent from Yellowknife. So, we 

have to change also. 

In condusion, we appreciate the opportunity to be here with 
you today and to express our oomments on the report. The 

short notice of your invitation may be reflected in the 
completeness of our response. Lynn and I are quite willing to 
answer any questions that you may have in regard to the areas 
of the report we did not comment on specifically. Thank you. 

CHAIRMAN (Mr. Zoe): Thank you, Mr. Yamkowy. A very well 
thought out presentation even though you were given short 
notice. Do Members have any general comments? Mr. Koe. 

General Comments 

MR. KOE: Thank you. The audit makes reference to "The 
N.W.T. Way" and there were questions to other witnesses 
during the week on this. What is your understanding of "The 
N.W.T. Way" and do you feel that it is a model on which to 
base new initiatives and development at Stanton? 

MR. YAMKOWY: I came on board as a Chainnan of Stanton 
after "The N.W.T. Way" proposal was developed and put 
forward and I am working on that model. I feel Stanton is 
oommitted with "The N.W.T. Way" and we are working on that 
process. I do not have any aiticism for it. I guess I am 
pragmatic and I look at it and I say, that is the best way that we 
should provide services to the territories. · 

CHAIRMAN (Mr. Zoe): Thank you. Mr. Koe. 

MR. KOE: Thank you, Mr. Chainnan. Chapter two also makes 
statements about relations between health boards and the 
department and I quote 1rom the audit report, ''There seems to 
be a lack of trust in Ol'Mrway paper flow, poor communication 
and inappropriate controls by the department. In our view, 
what should have been help in monitoring has turned into 
oontrot. • Are these statements by the auditors accurate from 
Stanton's perspective? 

MR. YAMKOWY: I would say they are. In the recent past, 
there has been line by line control on our budget by the 
department staff. We are bulked in, I guess, as a hospital with 
all the other health boards and hospital boards but, because of 
our sophistication and the degree of skills of our chief 
executive, of our financial people and that, we feel that we have 
the expertise to do management oontrol, financial oontrol. 
Some of the policies that have been coming out on line by line 
budget control takes away that responsibility from what we feel 
ere very highly skilled staff that run a very good facility and run 
a facility with good managerial control. We ere captured in an 
overall policy that may be there because of some other boards 
or some other institutions so, yes, we are hindered by some of 
the detail. 

CHAIRMAN (Mr. Zoe): Mr. Koe. 

MR. KOE: The auditor also mentions, or talks about, the need 
to build a partnership between the boards, departments and 
stakeholders. In your view, what is the best way to achieve this 
partnership and what steps should be taken to do this? 

MR. YAMKOWY: Well, a partnership means that there has to 
be two people in the decision-making prooess and two people 
have to agree with the outcome and that is what we are hoping 
for. We are hoping for a relationship with the department that 
is a oollaborative one where we can sit down and discuss 
things so we do not get directives that oome down so we are 
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a part of the decision. I think that is the first step that we have 
to solidify. It 1s working towards that now. We have a good 
relationship with the Department of Health. I think we have the 
trust. 

CHAIRMAN (Mr. Zoe): Thank you. Mr. Koe. 

MR. KOE: In terms of the M.O.U. or M.O.A. that is in the 
process of being developed in the interim report of the 
Standing Committee on Agencies, Boards and Commissions. 
We commented on that initiative and I see in your presentation 
you have commented that you see this as a positive step in 
darifying relationships between boards and the departments. 
I would like to get a feel from you as to what your assessment 
of this process is and how it is proceeding. Do you feel that the 
Stanton board is participating as a full and equal partner, as I 
mentioned yesterday, or is this another top down· exercise? 

MR. YAMKOWY: Well, I am pleased that the department has 
come out with the initiative of a Memorandum of Understanding 
to darify the rules and the roles between the board and the 
Department of Health but, when it was presented at the N.W.T. 
Health Care Association, it was the first we heard about it. So 
we were not a part of the creation. Nor, up to now, are we a 
part of the progress of it. The Department of Health is still 
directing it as a top down operation. They are hiring a 
consultant or a project manager, I do not know what they are 
calling it, so from the initial presentation given to us of what the 
outline of the M.O.U. is going to be, we have not been 
participating in anything as of yet. 

CHAIRMAN (Mr. Zoe): That is very interesting. Any further 
questions, Mr. Koe? Mr. Gargan. 

MR. GARGAN: Thank you, Mr. Chairman. Mr. Chairman, on 
section 2.7 of the Auditor General's report, it suggests that 
many of the financial monitoring functions within the hospital 
and health facilities division and the health insurance division 
should be consolidated within the finance and administration 
division of the Department of Health. What implications would 
this sort of organization have for you? Would it become easier 
to deal with the board if that were the case? 

MR. YAMKOWY: HI can ask our exeaJtive director to answer 
that. 

MS. OLENEK: I think what we would see happen out of that 
process would be just less people to go through. It would 
consolidate and speed up requests when working through the 
process and you would have everyone sharing the same 
information base which is really important in decision-making. 
So I think it would facilitate that process. 

MR. GARGAN: So you support it then? 

MS. OLENEK: In the general process of the comment the way 
the comment is written, I would not say I have a sense as to 
how, but the concept, yes, we would support. 

CHAIRMAN (Mr. Zoe): Thank you. Mr. Gargan. 

MR. GARGAN: Thank you, Mr. Chairman. Mr. Chairman, on 
section 2.8, the section comments on communications with the 
boards. Are there areas for improvement and what kind of 

review, if any, would be useful in addressing the concerns 
outlined by the Auditor General? 

MR. YAMKOWY: Well, we feel that the Memorandum of 
Understanding is the key issue there. To improve 
communications between the Department of Health and the 
boards, we 1eel the· M.O.U. will put down the rules, the 
perimeten;, the understanding and even the process we will be 
going through when we start to work on the Memorandum of 
Understanding will darify our roles then when it finally comes 
out. We will know what our roles and responsibilities are. I 
think that is key. That is why we are saying we would really 
like that to go ahead. 

CHAIRMAN (Mr. Zoe): Thank you. Mr. Gargan. 

MA. GARGAN: Mr. Chairman, on chapter 2.11, the Auditor 
General is very sharply commenting on the lack of resources 
for board training and development. What are your views on 
this matter? Can you give us some examples of the sort of 
training and development needs which presently exist on your 
board and outline how efficiency and effectiveness . could be 
increased if these needs were met? 

MR. YAMKOWY: That is a very key question. Our board is 
struggling with that now. How do we provide education to the 
members, because we have just hed three or four members 
appointed to our board and, also, how to do the evaluation to 
find out whether the board is functioning property in our own 
eyes, and the board has had some discussions on this of how 
we should do it. We have board packages that go out. We try 
to send our board members on outside conferences but there 
is really no defined board orientation for members that the 
Department of Health or the Stanton has. We are trying to 
develop one and we are wrestling with that right now and we 
are wrestling with, also, board evaluations of how effective the 
board is. We have, in fact, as of last week, talked about a two
prong process and the two-prong process would be: one, that 
we do a sett evaluation; and, we would ask a third party to 
come in and have a look at it to give us advice to say we are 
fundioning property or here is what we should improve on. So 
that is an area that, we, Stanton has to improve on and the 
Department of Health, of course, would like guidelines on it if 
they could provide some help. 

CHAIRMAN (Mr. Zoe): Thank you. Any further questions, Mr. 
Gargan? 

MR. GARGAN: Yesterday, Mr. Chairman, the director of 
hospitals and health facilities explained to the standing 
committee that there are differences between boards of 
governance and boards of management. What is your 
assessment of this distinction? 

MR. YAMKOWY: Are you saying boards of health and boards 
of ... 

CHAIRMAN (Mr. Zoe): Board of governance and boards of 
management. 

MR. YAMKOWY: I cannot answer that. I am unfamiliar. I am 
under a mandate as a board of management and I have the 
aiteria that I follow and the board follows and I do not have the 
answer of what the difference is. 
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CHAIRMAN (Mr. Zoe): Thank you. Any further questions, Mr. 
Gargan? 

MR. GARGAN: Yes, Mr. Chainnan, just one. One of the 
things that you said was that political developments have been 
mentioned, you are the second person that said that it had 
been mentioned in the Globe & Mail. On page five, I am 
interested in what you said about hoping that the aJrrent 
Minister will not be able to weather the stonn. It is interesting 
that if things were working out the way in which they would be, 
I do not see the Ministers as having any problems. It is 
interesting that you should make that kind o1 a statement. 

MR. YAMKOWY: I have only been the board Chairman for 
about a year and a haH, I have had various Ministers but not for 
very long. It is like a child and parent situation where you are 
looking for guidance and leadership from the elder and when 
the players keep on changing there is a pause where you are 
waiting to see :if there is a change in the strategy of health or 
if there is a redirection. We have had a lot of players. I am not 
aiticizing how the appointments or how the Ministers are 
chosen, I am just saying that we have had different faces for a 
period of time and that hes blurred the vision. 

CHAIRMAN (Mr. Zoe): To follow-up on what my colleague is 
saying the operation itself of the Department of Health and all 
the operations should not be affected by what happens at the 
political level. The overall operations of the Department of 
Health and the boards should not be affected dramatk:ally. We 
should be able to switch the Minister everyday and that should 
not affect the operation of the department or the boards. I 
think that is what my colleague is alluding to. By the changes 
occurring at the political level Stanton is suggesting that it 
appears to be causing problems at the senior level within the 
Department of Health. This is the way I read your statement. 

MR. YAMKOWY: Also during that period we have had a 
change in the senior bureauaats in the sense that we had a 
change in the deputy minister. We are going through a 
process of the strategic plan. We are going through a process 
right now of a functional review. The hospital is changing from 
a Yellowknife based hospital to a regional referral centre and 
we are out there looking for answers. We are asking what is 
the hospital going to become? What are we going to be when 
we grow up? Are we going to be a full fledged regional 
hospital? Are we going to be a teaching hospital? Are we 
going to have all the specialists? Are we will on the right 
track? That is all that I was trying to say with that statement. 

CHAIRMAN (Mr. Zoe): Before I go to Mr. Bernhardt, my 
colleague from the Kitikmeot, can I please backtraci< on the 
comments my colleague, Mr. Koe made with regard to "The 
N.W.T. Way". Do you UJ)qerstand what "The N.W.T. Way" is? 
Do you have a single document that describes what "The 
N.W.T. Way" is? Do you know what it is or do you know where 
it came from? Ms. Olenek. 

MS. OLENEK: What we are making our comments based on 
are some draft documents that all boards were asked to 
aitique at one of the senior management meetings. We were 
given draft doa.iments of the proposed "The N.W.T. Way", 
which were tabled at some point in the Assembly. If you are 
asking for our understanding, we have sat and discussed it to 
try and understand what that means to us and we have 

provided feedback. I think the basic tenet of it is another term 
which is used and that is primary health care delivery which is 
the service being delivered as close to the individual by the 
right people 1or that service, who have the right skills, in the 
right place and with the right resources. It requires a 
community driven 1ocus. Very much it is driven by the needs 
o1 the individual from the community as a whole and they have 
a very key role in the decision-making process about 
decisions. I think those would be the basic tenets that our 
board and our staff at the senior level have grasped from that 
doaJment. Those would be our foundations. How far that 
goes and how other people may view that, I think everybody 
is still grappling with. Does that answer your question? 

CHAIRMAN (Mr. Zoe): Thank you. To follow-up on the 
comments made by my colleague, Mr. Koe, earlier with regard 
to the M.O.U. or M.O.A., on page four of your statement it 
appears that Stanton does not have an M.0.A. or M.O.U. with 
the Department of Health. You do not have one yet right, is 
that correct? 

MR. YAMKOWY: We fall under the Commissioner's 
Agreement. Yes. 

CHAIRMAN (Mr. Zoe): Lynn hes indicated that at the Health 
Care Association's meeting that this was the first time you had 
heard of the major elements of the M.0.U. There were 15 
elements within the address that the Minister made during the 
Health Care Association meeting. Are you satisfied or are you 
happy with what is in those 15 components, or should there be 
additional things included? 

MR. YAMKOWY: That was my answer, Mr. Chairman. That is 
the first time that we were presented with the M.O.U., when Mr. 
Patterson, the then Minister, made his presentation at the 
Health Care Association in September. The 15 points which 
were presented, or the major elements, were part of his 
presentation, we took these as a starting point. We took that 
from that point we would be a part, we being all the boards, of 
drawing it up and developing the memorandum of 
understanding. I did not take from his presentation that this 
was it and that these were the only 15 points. I took it as a first 
draft document and that we were all going to work together. 
The Department of Health was going to hire a consultant, a 
facilitator and we, all of the boards and the Department of 
Health, would develop an M.0.U. that we could live with. So, 
we did not take it any further than the 15 points because we 
have said that this is a good starting document and we would 
then be working with the Department of Health to add to it, 
delete, or change. · 

CHAIRMAN (Mr. Zoe): Thank you. Are there any further 
comments? Mr. Bernhardt. 

MR. BERNHARDT: Thank you, Mr. Chainnan. The Auditor 
General comments that targeting and planning for affinnative 
adion hiring has been inadequate throughout the health 
system. What are you going to do about it? 

I know of a well qualified person who applied and yet that 
native person and one under the gender equality, she never 
got the position that she applied for. These are things that I 
am concerned about with regard to affinnative action tor our 
native people. H they are qualified, why are they not given the 
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positions at the hospital. Our reoords show that you have the 
least amount of aboriginals at the hospital yet you cater to 
them. The majority of your patients are native people. 

CHAIRMAN (Mr. Zoe): Thank you. Ms. Olenek. 

MS. OLENEK: I cannot comment on the specific situation, and 
I em not aware of which one you ere referring to. I would like 
to point out that our personnel director is considered a priority 
one, I believe. She is a native, aboriginal woman end she 
holds the Hay Plan position in our facility es the manager end 
director of our personnel division for the hospital. As well, 
several other departments report to her. She is a member of 
the senior management team. 

We have affirmative action statistics that show that 11.4 per 
cent of our employees fall under the affirmative action policy of 
the G.N.W.T. Seven of our 43 management positions are held 
by affinnative action individuals, classed under the affirmative 
adion, and of those seven, four of them are at a senior 
management level. So we feel we have made some steps in 
the senior management aspect of employing and supporting 
that policy. 

Part of our other problem in the process is that a very great 
majority of our positions at the facility are of a technical nature 
that there is no training here in the territories for. A lot of our 
N.W.T. people, whether they are aboriginal people are very 
poorly represented in these occupations even when people go 
out for education. We are not well represented in those 
training schools or in those training programs, so that aeates 
a problem for recruitment into those positions. We strongly 
support any initiative that would further assist and help people 
stay in school or return back to school to get the education 
that is needed to hold those jobs in that partirular sense. 

MR. BERNHARDT: The commitment seems there but I think 
it is just like Mickey Mouse. You could strongly support it but 
is the commitment there and the guarantee for trained technical 
native people in senior management and middle management? 
We have to have that guarantee. You could have all the 
commitment you want in the world but if the jobs ere not there 
for this qualified native person, for me, as a government, we 
are not living up to our obligation. We have to put our people 
in key areas where we think we have a responsibility to. 

MS. OLENEK: I would like to say that, yes, the commitment 
is there. We do not do training. The hospital or the board 
does not have a responsibility for training. We can only 
employ people. tt they are trained, they are employed. 

CHAIRMAN (Mr. Zoe): Just to follow-up on my colleague's 
statements. My colleag~ Js trying to say that within the whole 
health system, it appears we are not doing a good job. Now, 
in the Auditor's report, the Auditor pointed out that the boards 
are doing better than the Department of Health itseH. Now, it 
is stated under the managing people section, under section 
two, that boards have adually done better. 

Now, my question to you would be what type of advice can 
you give the Department of Health in order to increase native 
employment, partirularly in middle and senior management? 
As you indicated just now, Ms. Olenek, you have got four out 
of the seven in management positions. Obviously, your board 

is doing better than the Department of Health, as stated by the 
Auditor General. Obviously, you are doing a good job in that 
area. What kind of advice could you be giving to our 
committee, through us, to the Department of Health? 

MS. OLENEK: I do not know what we did. This is a board 
policy that is strongly supported by the board and that I am 
answerable to the board on. We have a strong commitment 
that that be something we incorporate in our management 
process. We asked the Department of Personnel to work with 
us when we sought to replace our person in the personnel 
department and we seconded an individual, so we worked very 
closely with the Department of Personnel. We have very good 
working relationships developed with the Department of 
Personnel to assist us, so it has been a collaborative effort with 
the board giving that very firm, strong commitment end 
direction to the senior management team. We are building 
those relationships with other departments and making the 
whole issue en awareness throughout the organization that the 
persons we provide the service to, and I think Mr. Yamkowy 
has made that throughout his presentation, we always have to 
remember who we are providing our services to. That has to 
be part of all of our decisions, how we deliver the service and 
who is hired into the process. We have to make that a key part 
of our decision-making process that the consumer,. the 
alstomer and the individual that we provide the service to, has 
to come first. We have to have that as a very, very basic tenet 
and I have to oommend the board on maintaining that visual 
component and that oommitment. We have tried to work those 
components through in our organization and the board has 
been a leader in that role. 

CHAIRMAN (Mr. Zoe): Thank you. Mr. Bernhardt. 

MR. BERNHARDT: Thank you, Mr. Chairmen. Going back to 
the chairmen's presentation on aboriginal awareness. Can I 

have the name of who is giving out this orientation on the 
rultural program for your facility? Who is that individual? · 

MS. OLENEK: The program will be under the direction of our 
personnel department end our manager of our personnel 
department is Melody Mcleod. She is a native, aboriginal 
individual end the program is under her responsibility. We 
have not hired a partia.Jlar individual to do any of the delivery 
yet but it is under her review. · 

MR. BERNHARDT: I know the lady but she is a Dene. How 
about getting one of ours from the east? It is two different 
cultures you are dealing with. 

MR. YAMKOWY: We have close contad with the other boards 
including the Kitikmeot board that deals with health and the 
Mackenzie or the lnuvik board. We are asking, and visiting all 
the time, saying what can we do to improve? We have had 
meetings with Pat Lyall, the Chair of the Kitikmeot board. What 
more do we have to do? We do recognize that it is not just 
one of the rultures that we serve here. We S8IV8 a lot of the 
aboriginal rultures and we are really aware. The board is 
made up of a lot of long-term residents of the north who want 
to stay in the north. They are not here on terms end they are 
driving changes and we are not happy with what we have got 
so far. 
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We want to continue to make changes, so we are asking the 
question, what more do we have to do? In the interpreters, we 
are looking at that and we are trying to get the aboriginal 
members on our board to be very, very honest with us so we 
can make the change. Fifty per cent of the people who go 
through that hospital now are aboriginal people. And I know 
I am not happy when I walk in the front door and the first 
person that day you hit is a non-aboriginal person. That has 
to change too, all the way. We have to look at how we deliver 
services and how services are perceived by our a.istomers. 

CHAIRMAN (Mr. Zoe): Thank you. Anything further, Mr. 
Bemhardt? 

MR. BERNHARDT: Yes, Mr. Chairman. How long is your 
orientation for your staff on aoss-a.ilturel awareness. 

CHAIRMAN (Mr. Zoe): Ms. Olenek. 

MS. OLENEK: Everybody in the facility gets one day of 
orientation but what we hope to do, with devising a specific 
program for aoss-a.ilturel, is that it becomes ongoing, that 
there is education all the time happening so that it is not just 
one day. One day is not going to teach and bring that 
sensitivity and awareness. We want to make sure that we have 
programs offered consistently so that we keep bringing it back 
to our staff, making that a highlight. We went out and asked 
other groups in the City of Yellowknife and the other boards to 
identify to the resource people of the various a.iltures, not just 
the Dene a.ilture, but of the various a.iltures, who could assist 
us in being teachers, who could come and work with one 
group of individuals about their aboriginal group or their 
a.ilturel views. So we have been asking for resource people to 
be identified to assist us in this. It is not just one person. We 
want a group of people that can be the resource to the 
hospital, that we can call on. We have also restructured our 
interpreter process and we have an individual who is 
designated now for that program. That person has done an 
awful lot in the last eight to ten weeks gaining awareness of the 
various different individuals whom we serve, and having 
dialects identified appropriately and drawing much . heavier on 
the interpreter skills of the language bureau. That person has 
also brought more people into the facility to assist with the 
interpreting to· improve that service. We see that department 
having changed and having become much more sensitive to 
the needs of the individuals. Already we ere starting to get e 
response back from some of the communities with concerns, 
specifically Spence, Pally and Gjoa. We are now employing an 
individual that does speak that dialect end also sign language 
in that area. We are starting to use our resources end get e 
sense of who is out there. We are certainly using the language 
bureau much more then we did before. 

CHAIRMAN (Mr. Zoe): Thank you. Mr. Dent. 

MR. DENT: Thank you, Mr. Chairman. As I have mentioned 
yesterday the key thing that I get out of the Auditor General's 
report is that the Department of Health does not seem to have 
en overall plan. I know the Standing Committee on Rnance, 
of which I am a Member, said this over more than a year ego 
while we were reviewing the capital budget for the first time. 
Although the department has presented "The N.W.T. Way- as 
being a plan it does not satisfy me as being that because it 
presents some goals and objectives which may be admirable 

but it does not set out a method for achieving those goals and 
objectives, and it does not set out a timetable. 

I would like to hear from the Stanton Board if their assessment 
is similar to that of the Standing Committee on Finance and the 
Auditor General that the department does not appear to have 
an overall plan. 

CHAIRMAN (Mr. Zoe): Don. 

MR. YAMKOWY: The board hes felt in the last year since we 
have been moving on our strategic plan and our functional 
review that we were probably the main instrument in the 
Department of Health's plan. We were driving it because when 
we started to develop our mission statement end looked for 
assistance where the Department of Health thought that 
Stanton should be in the next five years, it did not seem to be 
dear and we were developing our strategic plan. At times the 
board felt that it may have been, and why we are doing ours is 
that maybe it could have been the Department of Health's 
strategic plan that we were working on, because we are the 
largest institution. I would have to agree with the Member that 
I do not think the Department of Health has a very dear definite 
plan. 

CHAIRMAN (Mr. Zoe): Thank you. Mr. Dent. 

MR. DENT: You mentioned earlier that you felt a lack of 
leadership from the department and you have just indicated 
that this was felt when you were going into your strategic plan. 
What other areas has this lack of leadership impacted on the 
Stanton Board? 

CHAIRMAN (Mr. Zoe): Mr. Yamkowy. 

MR. YAMKOWY: The board, as they started to move on the 
strategic plan, developing a mission statement of where we are 
going to be in five years, lacked some direction on whether or 
not we were going to become a teaching hospital, a full referral 
hospital, what type of specialists we need, and tried to grasp 
to the Department of Health saying what do you see in five 
years for this institution. We then started to gather the 
information and started to try to find out if there is e plan for a 
master infonnetion system, a master financial system. Boards 
use different systems of reporting, different computer systems 
or manual systems, and for data gathering and we had some 
diffiwlty to find out if there was leadership shown on an 
information system. We could not find that either. I think that 
is another area. There is no direction of where that should be 
taken, or it has not been projected to us. I cannot speak tor 
the department. It just has not been projected to us. 

CHAIRMAN (Mr. Zoe): Thank you. Mr. Dent. 

MR. DENT: One of the other things that the Auditor General's 
report talked about is that this lack of leadership or planning 
could have implications 1or boards, in that they may find 
themselves in similar situations. Do you think that the Stanton 
Board has overcome that diffia.ilty? Do you think that your 
planning process is as far ahead as it could possibly be, or do 
you think you have been somewhat stymied? Has it rubbed off 
on you, the planning to plan mode? Do you spend more time 
talking about what your plans should be rather than ac:tua_lly 
getting to work and accomplishing the plans? It seems to be 
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pretty dear from the Auditor General's report that they feel that 
this maybe something that rubs off on the boards. 

CHAIRMAN (Mr. Zoe): Don. 

MR. YAMKOWY: I do not see that because our board is made 
up of a lot of business people, community people, people that 
are driven. What you find is that if you do not have dear 
direction you will make your own path. We are proceeding on 
our strategic plan and we are proceeding on a functional 
review. They are not completed yet so we do not know 
whether they will be rejected or not. We feel that the 
Department of Health has been monitoring our progress. The 
lack of any sign that says change direction means an approval. 
I do not know if I can agree that it has really hindered us 
because we are proceeding with our admission statement with 
some assumptions. ff we find out that we are wrong than I can 
answer that question batter. 

CHAIRMAN (Mr. Zoe) Mr. Dent. 

MR. DENT: It reminds me of one of Mr. Todd's favourite 
sayings and that is "Keep doing what you are doing until 
somebody says stop.• However, I guess that does mean that 
the board could in some point in time find that they have been 
wasting a lot of time if a change in direction should come 
about. 

Since Mr. Yamkowy mentioned financial systems, I would like 
to ask a question in that area. I was interested in the way in 
which you put it, Mr. Yamkowy, and that was in tenns of the 
leadership. We know that there are several different 
accounting systems used, whether it is M.H.O. or H.B.I.S., and 
I think for the most part there is a concern that perhaps 
decisions about what unified system, most people now agree 
that a unified system would be better in terms of gathering 
information which could be useful in the future, but it seems 
that you are almost recommending a top down approach in 
terms of getting the leadership from the department. Would 
you not prefer to have an approach where the users says this 
is the information we are gathering, this is why we are 
gathering it, and try and justify which system to the department 
to have some input. 

MR. YAMKOWY: There are various boards that funnel their 
information in through the Department of Health's system. Why 
I would suggest a top down approach is because we should 
be on the same system as all the health boards, and we should 
be on the same system as the Department of Health, and we 
should have compatible equipment. We should have the same 
knowledge base and the same training, and we should be able 
to transfer people from the Department of Health to other areas 
to understand the system_. , The information then comes out in 
a correct form. I am indicating that the direction has to be top 
down to say that this is the system that all of us will use, we 
are all happy with and this is a system that will give us what we 
want. Now with everybody using various systems, even down 
to the terminal equipment, different hospitals that have different 
terminal equipment will not talk to each other. Stanton 
Yellowknife is not on the electronic mail system to the 
Department of Health yet. We should be able to have an 
information system that gathers financial information, but also 
communicates with the various boards on the electronic 
highway. I am saying that something like that takes 

commitment in finances; and the desire to gc;> with one 
common system. 

CHAIRMAN (Mr. Zoe): Thank you. Mr. Dent. 

MR. DENT: Would you not have some concern that perhaps 
what system might be arbitrarily imposed from the top down 
might not work because it would be too complex? In other 
words, in a small board or a small facility, perhaps the people 
are going to have expertise available to them to use a package 
like ACC,PAC but you start making them have to use the 
M.H.O. system, they may be totally lost. They may never get 
the codings right and cause more of a problem in the long-run. 
So I guess the question is, should there not be something at 
least from the Trustees' Association, the Health Care 
Association or 1rom the boards a meeting of the minds as to 
what oomplexity of a system is required. I agree that 
everybody should be on the same system but I think the 
concern is that you are liable to have something imposed 
which may make sense to a computer whiz in the Department 
of Health but may not make sense at the nursing station. 

MR. YAMKOWY: I agree with your comments and I guess 
going back to an eartier comment of yours, we have hired an 
information officer and his new mandate is to start driving this 
with the Department of Health. We are trying to become a lead 
agent, a change agent, in this because there has not been any 
movement in the last year so we are trying to move it from our 
end. We hope the whole prooess is going to be a process that 
we all work together. It is not going to be a big financial 
system that a nursing station cannot ac:c:ess because we need 
the infonnation 1rom the nursing station also. It will not be a 
system that a small board cannot access. We are hoping the 
information person we have hired, who is now starting to work 
with the Department of Health, will be one of the change 
agents and will start to drive from bottom up until the spark is 
there. I hope that answers you. 

CHAIRMAN (Mr. Zoe): Thank you. Any further questions? 
Mr. Yamkowy, you indicated - I am not sure if you indicated or 
not - the electronic mail, are you saying that Stanton is on a 
different system than Health and other boards? 

MR. YAMKOWY: Yes. We have our own system, computer 
system, word processing system, and we are not connected as 
yet with the main government E-Mail System. I feel, as the 
chairman, that all hospitals should be connected on the 
electronic highway for the interchange of information, the 
interchange of financial information and we are working 
towards that. tt everybody buys a different system, it is going 
to be hard to link them all together. That is why I am saying 
the top down situation, is what the hospitals will get, because 
money, the finances, are controlled by the G.N.W.T. so they 
have the desire to say let us not waste any money. This is the 
standard they are going to put in. 

CHAIRMAN (Mr. Zoe): My understanding of the electronic 
mail, I know lnuvik got it, other boards have it, electronic mail 
and I understand it is not that expensive so I am just 
wondering why Stanton did not get on that same system as the 
others and it is not that expensive. It is not hard to get, it is 
called H.P. Desk I think. 
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MR. YAMKOWY: I will ask Lynn to answer that. She has got 
some history on that. 

MS. OLENEK: I think this is what Mr. Yamkowy was talking 
about when he was answering Mr. Dent's question about 
leadership. Decisions were made before both of our times on 
purchasing of equipment. There was no standard agreement 
or direction agreed upon with the boards and the Department 
of Health as to what kind of equipment would be purchased 
and what would be the outoomes of purchasing that 
equipment. By having oommon equipment, what would we be 
able to be working towards and this is what Mr. Yamkowy is 
trying to say with the leadership idea. For lack of having that, 
boards went ahead and purchased what they needed for their 
own needs and that is what happened at Stanton. Again, this 
is history. That was before our time. We do not have 
oompatible systems in that particular sense and that is basically 
what we are fearful will oontinue to happen. We will CX>ntinue 
to get inoompatible systems and you have put a lot of money, 
the G.N.W.T.'s money into those purchases, and it is not the 
process. Leadership and agreement, we have to work to have 
that agreement. Okay, this is the type of equipment we will all 
use so down the road we can share mail, we can share 
information. That is what that leadership has been lacking and 
now we know it because we have run into the problems and 
now we are working to try and correct the problems. That is 
the leadership issue that Mr. Yamkowy was addressing and the 
cost of the actual hook-up is not the issue. It is the tad of 
oonnecting equipment that is not oompatible at this point in 
time. 

CHAIRMAN (Mr. Zoe): I agree with you. It is because of the 
lack of leadership within the Department of Health. Again, it 
goes back to planning. The theme that is ooming out of the 
A.G.'s report is that there is no overall plan at all within the 
Department of Health, and I understand better now after your 
explanation, that it goes back to planning again. Mr. Whitford. 

MR. WHITFORD: Thank you, Mr. Chairman. I was going to 
make a oomment on the item on the bottom of page five but I 
figure it might be inappropriate. I am just going to say though 
that I hope you are going to do more than just hope, that you 
provide good information to the Minister and the Minister will 
be able to answer questions. With that little shot, I guess I will 
move on. 

There have been problems between boards and the top, a lack 
of oommunication, and you quite oorrectly state that but I 
remind you that it is a two-way street, the wait tor things to 
happen before they happen. The question I would be 
ooncemed with follows on with what Charles was dealing with, 
your oomments on the bottom of page six where you talk 
about endless amount. ,of details being asked by the 
department. You use the word "plagued" by oontrol requests 
for detailed information and you also stated that it takes up an 
inappropriate amount of staff time. Do you have an idea of 
how much time this takes up in terms of staff time and other 
resources? Time is money. You know we have got somebody 
working on that and it costs money. Do you have any idea 
how much money we would have lost on this? 

CHAIRMAN (Mr. Zoe): Ms. Olenek. 

MS. OLENEK: I cannot say days, or hours, or that. I will use 
this as an example. You go through a budget planning 
process and you have your background supporting doa.iments 
and then you end up doing it, piece by piece, throughout the 
year. You end up recycling your arguments or your 
doaJments because it needs to appear for a different 
committee or a different process, in that particular sense. It 
has improved and I would like to say that. We have managed 
to make some strides I think and like you said, it is a two-way 
street, with Stanton and the officials of the Department of 
Health working towards trying to build a sense of trust so that 
we do not have to detail everything, that when we say this is 
what we have done with the dollars, there is a trust. That has 
certainly assisted us in deleting some of that time. I cannot 
give you repetitive kinds of hours and that but I do know 
justifying, for example, oollective agreement inaeases has 
taken a lot of time over the last year. When you think that X 
amount of dollars inaease, you multiply it by your staffing 
budget, why would we have to do it all over again? 

Part of it is because we are working with manual systems and 
then inputting them as, again; we do not have the capability of 
exchanging that information by oomputer links. That also ties 
to that particular process and I am not sure what the other 
boards would be able to answer in that particular sense. A lot 
of back-up, a lot of documentation preparation when you have 
said it before in that particular sense. I would like to stress that 
we have managed to work towards deaeasing some of that by 
developing time and developing trust. It certainly takes a two 
way street to do this so that everybody is clear. We do not 
have any parameters and we do not have any specific 
agreements from a system-wide approach as to how financial 
information should appear. We are working and there have 
been in the last year changes ocx:urring with the Department of 
Health so that we know a time schedule when reports are due 
and we know the formats for the reports. We have worked to 
these agreements. These were not there before which required 
duplication of efforts. I cannot give you dollars and time but it 
certainly has deaeased although it is still there. 

CHAIRMAN (Mr. Zoe): Thank you. Are there any further 
questions? Mr. Whitford. 

MR. WHITFORD: There seems to be a suggestion that we are 
not speaking the same languages, oomputer wise, system wise 
or people wise. In order to not ask a secx:,nd question the 
person has to understand the first answer. Maybe whomever 
is asking the question is really not understanding what is being 
said. You have suggested perhaps that oompatible systems 
might go a long ways to doing this but does the board not 
have enough autonomy to go ahead and do this or does one 
sort of depend on advice or clear direction from the 
department to be able to adapt a system. Surely the hospital's 
long experience would know what kind of systems would work 
best and then match them up. With reference to oomputers 
and the electronic age we live in, we have a whole department 
that does things like that, why can this not have been done 
already. Stanton has been operating for a while and the 
systems are not that seaet. We have a oommunications expert 
on the board. Do you have the authority to do these things on 
your own, in order to oorrect some of these things? 

CHAIRMAN (Mr. Zoe): Ms. Olenek. 
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MS. OLENEK: No, I would have to say no we do not as a 
board. · Part of that you have to reflect is not strictly the 
Department of Health. It is requirements of how funding is 
flowing to meet the Rnancial Administration Act, the Rnancial 
Management Board's directors. We cannot just isolate the 
Department of Health when we talk about information systems 
and financial systems. We have to look at the other acts that 
have a specific requirement as to how reporting occurs in that 
particular sense. We have to be able to report to the 
Department of Health on certain parameters that are set down 
in a number of other acts in that particular scenario when we 
present. The best example I would use is that we run a fairly 
hefty budget at that facility and the budget is compiled on a 
line by line basis. Anyone of you gentlemen and ladies around 
the table would know when you are dealing with that, that has 
to occur at some point in the facilities, and yes you must have 
appropriate checks and -baJances to ensure money is being 
spent and handled appropriately and correctly with the acts 
that govern. When you start preparing a budget at that level to 
submit and then go through it line by line, you spend a lot of 
time in that particular sense. Part of that again though and I 
have to stress comes back to developing a trusting 
relationship. There is a lot of concern if you move money from 
one line to another. Part of that is a reflection of the other acts 
that are in place. It is to try and develop a sense of trust of 
what level of detail is needed so that the Department of Health 
can answer their questions to their Financial Management 
Board and to the Assembly, but at the same time allow the 
board flexibility to make some internal dec:isiOO:.making 
processes. How much detail do people need? I think we are 
trying to establish that level of comfort and that level of trust. 
I think that is what a lot of us are working towards. How much 
detail does the Department of Health need to carry their 
arguments forward for the Rnancial Management Board, tor 
example, for them to in their budget planning process be 
comfortable with the numbers that are being granted. It is not 
just us and the Department of Health, there are other 
departments. No, we do not have a great deal of autonomy or 
authority to make some of those decisions. 

CHAIRMAN (Mr. Zoe): Thank you. Mr. Whitford. 

MR. WHITFORD: I would like to be able to get a list of the 
board members, their names and where they are from and if 
there are any vacancies. 

MR. YAMKOWY: We will provide you with the list this 
afternoon. 

CHAIRMAN (Mr. Zoe): Mrs. Marie-Jewell. 

MRS. MARIE~EWELL: Thank you, Mr. Chairman. I would 
like to ask a few questi~. First of all I would like to ask in 
regard to the Stanton Board, Mr. Yamkowy had indicated that 
they have a 15 member board complement. What is the 
current number of board members? 

MR. YAMKOWY: In the last weeks we have worked towards 
an agreement with the G.N.W.T. where we now have six 
members on the board. The six members are all from 
Yellowknife, with one from Rae-Edzo and one that represents 
Dettah. We have suggested through the various standing 
committees and presentations to the government that a better 
representation would be a match to our customers. Our 

customers are 50 per cent from Yellowknife and 50 per cent 
from the communities. We would like a board structure based 
on that. We have made some suggestions. One of the 
suggestions was to appoint the chairmen of the boards that 
use our services, which are Kitikmeot, Fort Smith and Hay 
River, and make them automatic on our board. I guess that 
has been debated and the answer that we got back was a 
structure close to that. The structure is that it would be a 12 
person board, six would be from Yellowknife and six would be 
from the regions. We will be working with the department on 
how the regions will be selected. The regions will now be in 
categories of South Mackenzie, Central Arctic and lnuvialuit. 
I do not have the letter with me because it only came in within 
the last week. We think we have an arrangement now that will 
deal with 50 per cent from Yellowknife and 50 per cent from the 
communities that will capture the areas that we now serve. We 
also have an opportunity to work with the department of how 
these people will be seJected. Not that we will be doing the 
selection but we have been asked to comment and work 
towards how the process could work. We are quite pleased 
now that we have a structure we can work on. We are up to 
six members. When you run an institution as large as ours 
with a budget in excess of $20 million there is a lot of 
committee work, financial work and monitoring that goes on, so 
you really need the board members to attend the committees 
and add the guidance to set the direction tor the hospital. 

CHAIRMAN (Mr. Zoe): While we are on the subject of boards, 
can we get something from you in writing with regard to this 
new structure that you make reierence to? 

MR. YAMKOWY: Yes, I can give you a copy of the letter we 
have received. I do not think it is confidential. 

CHAIRMAN (Mr. Zoe): Thank you. Mrs. Marie-Jewell. 

MRS. MARIE~EWELL: With respect to the boards, there is 
currently a process being developed for the way appointments 
are being made and in the past, there has been no process. 

MR. YAMKOWY: I was not aware ·of the process. The process 
was we, at Stanton, had a nomination committee. We would 
submit names to the ministry of people we thought had the 
skills and would represent the interest groups and that would 
provide guidance to Station. We would submit this to the 
ministry. The process that the department or the ministry went 
through or the government went through is not one that we 
were privy to. 

CHAIRMAN (Mr. Zoe): Mrs. Jewell. 

MRS. MARIE~EWELL: Further to that, Mr. Chairman, I would 
like to ask what is the normal time frame for an individual to be 
appointed once your Stanton board recommended individuals 
to the minister's office? 

MR. YAMKOWY: The appointments were two and three years. 

MRS. MARIE~EWELL: No the time that it took to be 
appointed. 

MR. YAMKOWY: That is a very difficult question because we 
have submitted names to complete our board to 15 which have 
not been filled yet. We have submitted names that went into 
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a void. So there is no time limit that we are aware of, whether 
it is five minutes or five years. I do not know. There was no 
guideline given. We would just submit a list of people that we 
thought had the skills and we would wait and write letters. 

MRS. MARIE.JEWELL: I guess what I am trying to find out is, 
once you submitted those names, did you submit them once 
every year and, further to that, if you did submit them once a 
year, did you get a response six months later, three months 
later. What was the time frame to appoint board members. 

MR. YAMKOWY: The names were submitted when there was 
a vacancy and a pool of a tew names were submitted saying, 
these were the candidates selected by the nomination 
committee of Stanton that we feel could fill the vacancy and 
they were submitted to the department. So it was not once a 
year. It was when a vacancy came up. It is a very difficult 
question because there are some names that have sat there 
with no response for periods of up to six months. We had a 
board mandate of 15 members and we .are only at six now, so 
we have been submitting names. Here are some people that 
could fill the vacancies. There were some there that were 
frozen. Some board seats for the regions were frozen because 
of some discussions on how that representation would be 
covered. I am referring to the Mackenzie health board 
coverage and Kitikmeot. We were in a critical situation in the 
summer because we were very, very short. 

MRS. MARIE.JEWELL: Under your hospital regulations or 
guidelines, what constitutes a quorum on your board? 

MR. YAMKOWY: A majority of one. So it we had three 
appointed members. It is a simple majority. If we had three 
appointed members and two were, that would be a quorum. 

MRS. MARIE.JEWELL: That is interesting. So you have never 
really had a 15 member board at any point in time? 

MR. YAMKOWY: Not during my tenure. I cannot tell you. 

MRS. MARIE.JEWELL: I just wanted to get more information 
on that, Mr. Chairman. Further to that, I wanted to ask in 
regards to the area of training. I believe chapter tour of the 
Auditor's report, indicated a lack of training tor the nurses, that 
there were more training dollars tor the doctor.;. Can I ask you, 
in your assessment, do you feel that type of statement towards 
lack of training for nur.;es in comparison to doctors is 
accurate? 

MR. YAMKOWY: I would like to refer that to the exeartive 
director. 

MS. OLENEK: I am tryir;ig to think of how to answer that. 
Physicians in our facility, the majority are private practice 
physicians, so they are not employees of the board. Their 
training is their own responsibility. The board supports some 
of their training by use of facilities or we may jointly sponsor 
adivities in that particular sense. We do have some physicians 
that work on a contract basis but they are very specific 
positions and there are some dollars designated for those 
positions. If you are asking me to respond from our facility's 
point of view with our physicians, and you must keep in mind 
that use the Stanton Yellowknife Hospital are private 
practitioner.;, I may not be the best person to comment on that. 

Commenting in general, for our staff, which are nurses in our 
facility, I think that we have managed to protect the dollar.; for 
training end I am using the term protect because we have ell 
gone through budgets where we have had to consolidate them 
down, always looking where we are spending the resources 
end your first indication often times is to cut the training dollar.;. 
Our board and our senior management have certainly fought 
and made that a commitment, that this is important it we are 
going to keep people. 

H we ere going to keep staff and we are going to work at 
reducing our turnover, it is very, very critical that those dollar.; 
be there, be protected and be supported and that support is 
there. Often times, when you are looking at saving money, that 
is the first thing that you might look to do. That would be the 
only way that I feel I could comment on that, back to that 
particular sense of the support, when you are committees and 
you ere looking et how dollars ere spent that training dollars 
are really important to keep, because that helps us keep the 
people that we are investing money into. That is how we 
address the training. 

For our facility, I think we are fairly comfortable in that but, 
again, I cannot comment on the general system in that 
particular sense. For us, again, the majority of our physicians 
are in business in their own private dinic and their training is 
largely their own responsibility. We do not have a great deal 
of dollars dedicated to that. , 

MRS. MARIE.JEWELL: Does the Stanton board retain a lot of 
salary positions as opposed to contract positions? I guess 
what I would like to know is, how many salaried positions do 
you have on staff, as opposed to private physicians utilizing the 
hospital? 

MS. OLENEK: We have between 10, I think it is 12, full time, 
we call them contract positions, and those are our specialists 
that work for the facility. The rest of the physicians that work 
through the Stanton Hospital are private practice physicians 
from the clinics in town. We may, on occasion, for some of our 
visiting services, arrange for that individual from Edmonton 
perhaps to come to do a clinic three times a year. We 
basically just make the arrangements and provide the space. 
We do not pay their salary. They are paid through the 
Medicare Plan. In the City of Yellowknife, full-time family 
practitioner.;, we have between 18 to 20 and there are some 
that come to the clinics to cover for maternity leaves and 
vacations so those numbers will fluduate depending on whet 
the various clinics around town are doing in that partia.alar 
sense. So you are in that neighbourhood of between 18 to 25 
family practitioner.;, full-time. There are some that also work 
part-time. 

MRS. MARIE.JEWELL: You do not have any salaried 
doctor.;? 

MS. OLENEK: We have no salaried family physicians. Our 
contract physicians ere part salary end part fee tor service, at 
this point in time. 

MRS. MARIE.JEWELL: Mr. Chairman, I guess the comment 
that I wanted to make is in regards to the utilization of the 
hospital. The report has indicated, a 38 per cent utilization of 
the Stanton Hospital and en average of 40 per cent over the 
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territories. Have you found the utilization rate of the hospital 
over the past year has increased in comparison to the Auditor's 
report? Also, have you developed other options or planned to 
look at ways of increasing that utilization rate? 

MR. YAMKOWY: The last information that I read on the 
occupancy rate showed an increase, one of the few hospitals 
in the Northwest Territories that has increased in the last three 
years. The occupancy rate is going up compared to others. 
Since the hospital was conceived and built we have found a 
change in how we handle patients. The out-patients have 
really increased. People are not staying as long for operations 
or surgery in the hospital. They are in and out of the clinic a 
lot faster. Because of that the hospital was built at 135 beds 
and we are now down to 99 beds. We have done some 
renovations to increase the out-patient facilities of the hospital. 
We have dosed down one operating theatre because we do 
not need it because of the out-patient facility. We are going 
through that change all the time. We are modifying and 
changing. We are going through a functional review process 
right now saying what do we need for the next two, three, four 
or five years. How should the hospital change because 
techniques are changing? The utilization of the hospital is 
being examined and looked at all the time so that we can get 
that number up and aJso if we have vacant wards, operating 
theatres are shut down during Christmas periods and we try to 
utilize the hospital as best as we can. 

CHAIRMAN (Mr. Zoe): Mrs. Marie-Jewell. 

MRS. MARIE.JEWELL: Mr. Chairman, I make this comment 
because on other committees we have heard a significant 
concern of the amount of dollars that are being used and flown 
south to rehabilitate many workers' compensation cases. I 
have wondered whether there has been any effort on the 
hospitals part to meet with the Workers' Compensation Board 
to consider looking at a rehabilitation area of the hospital to 
meet the needs and thus avoiding workers' oompensation 
cases going south for rehabilitation. 

CHAIRMAN (Mr. Zoe): Mr. Yamkowy. 

MR. YAMKOWY: Mr. Chairman, that is one of the mandates 
that we are looking at in the functional review. We are looking 
at the huge amount of dollars that Workers' Compensation 
pays out of the territories. If we can repatriate some of that to 
our hospital then we can add to the services and to the 
specialists. This is one of the items that the functional review 
is looking at. We are looking at that and we are looking at the 
possibility of St. John Ambulance putting their facilities 1n our 
hospital. We are looking at all of these things so that we can 
use that facility. It is a great facility. It oost the residents of the 
Northwest Territories, I ~qould not say the residents of the 
Northwest Territories, but the residents of Canada a lot of 
money. We want to utilize it to the maximum. The functional 
review is looking at all of that to see what we can do and what 
we can repatriate that is going across the border. Workers' 
Compensation is one and that was one that was given to the 
functional review oommittee to look at. 

CHAIRMAN (Mr. Zoe): Thank you. 

MRS. MARIE.JEWELL: Further to my comments, Mr. 
Chairmen, I would like to go back to the Auditor General's 

report, in chapter six it stated that there were ooncems and 
problems oontrolling assets within the Department of Health, 
not specifically boards or hospitals. Do you find this an area 
that is diffiailt to address? What ere your comments in respect 
to oontrollable assets? 

CHAIRMAN (Mr. Zoe): Lynn. 

MS. OLENEK: We have our own system to menage our 
assets. The board manages them on behalf of the G.N.W.T. 
We ere comfortable that our asset control mechanisms are 
appropriate and they meet our insurance oompanies aiteria for 
insurable policy. We do not have a problem. 

CHAIRMAN (Mr. Zoe): Thank you. Mrs. Marie-Jewell. 

MRS. MARIE.JEWELL: Thank you, Mr. Chairman. That was 
all of my comments, Mr. Chairman. 

CHAIRMAN (Mr. Zoe): Are there any further oomments or 
questions? Mr. Whitford. 

MR. WHITFORD: Thank you, Mr. Chairman. I would like to 
make a comment on board appointments. I do not know 
whether or not Stanton is. aware or if any board is aware where 
the bottleneck is. There is Cabinet direction that says no 
appointments unless Cabinet approves. The Minister may wish 
to appoint but has to get Cabinet approval. For a point of 
clarification or information some of the things are not entirely 
the Ministers fault or even the fault of the department. Cabinet 
has given direction that there will be no appointments to 
vacancies unless they get full approval of it. 

CHAIRMAN (Mr. Zoe): Thank you for your comment Mr. 
Whitford. I have one question before I let the witnesses go. 
With regard to capital assets, last year the Standing Committee 
on Public ACXX>unts made a government-wide recommendation 
pertaining to capital assets. Again, the Auditor General, when 
he took a look at the Department of Health, picked this same 
item up. You indicated ear1ier on that you have your own 
system in place and that you manage your own assets. My 
understanding from the Department of Health yesterday was 
that they are in a process of developing a new mechanism to 
oontrol their assets because all the things that the boards have 
belong to the government. Is Stanton involved in that process 
as they are trying to set up this new system? Are they 
oommunicating with you? Are you involved in what they are 
trying to set up for the tracking of all capital assets? Lynn. 

MS. OLENEK: Yes. In early December they had sent out 
some information and ask us to provide them with some 
teedback es to what processes we presently employ. They 
have involved us in the initial pert on the data collection of what 
the sys1em would have to have, so that we are not duplicating 
the input of the information. Yes, we have been involved. The 
only caution that we have said on that partiailar process is that 
you have to have a financial system as well that is compatible. 
We would like to see that occur perhaps first, in our minds, that 
is where the importance may lie. I know that other committees 
have made the suggestions about capital assets on whole for 
the department but you need to have _your financial system tied 
into that. Yes, we have been involved. 
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CHAIRMAN (Mr. Zoe): Are there any further comments or 
questions for Stanton? H not, I would like to thank the Stanton 
management team who are with us today, Mr. Yamkowy and 
Ms. Olenek for appearing before us. Thank you very much. 
We will call on our next witnesses, the St. John Ambulance. 
Before I do that the committee would like to break ior five 
minutes. 

--SHORT BREAK 

CHAIRMAN (Mr. Zoe): Our next public witness is the St. John 
Ambulance people. I believe we have here from St. John 
Ambulance, Brian McCluskey. Mr. McCluskey, can you 
introduce the people that you have here with you for the record 
and proceed with your presentation. 

St. John Ambulance Introductory Remark.I 

MR. MCCLUSKEY: Thank you very much, Mr. Chairman, 
honourable Members, ladies and gentlemen. Let me first 
introduce those here today representing St. John Ambulance. 
My name is Brian McCluskey. I am President of the tenitorial 
council for St. John Ambulance. To my left is Warren St. 
Germaine who is· our Senior Vice-President, Administration. 
Next to me, on the right, is Mr. Don Irwin, our E.xeartive 
Director and to his right, is Mr. Max Rispin, Tenitorial 
Commissioner for our various brigade and cadet corps. 

St. John Ambulance appreciates your invitation to appear 
before you today. Wrthin our allotted time, it is our intention to 
provide you with a little background information about St. John 
Ambulance organization, as well as commenting on seven 
aspects of the department operation as requested in your 
letter. 

The mission of St. John Ambulance in Canada is to improve 
the health, safety and quality of life for Canadians through the 
provision of education and skill training programs in first aid 
and health care and through related community services by the 
brigade and to support the operation of St. John Ophthalmic 
Hospital in Jerusalem. 

lntemationaHy, the Most Venerable Order of the Hospital of St. 
John of Jerusalem provides first aid, health care training end 
community services throughout the British Commonwealth and 
into many of the countries in Western Europe. The ament 
organizational distribution reflects its roots, the establishment 
of a hospital . for Christian pilgrims in Jerusalem by the 
Benedictine monks in the 11th century. This founding group 
was known as the Brothers of the Hospital of St. John. 

The charitable organization has been functioning in various 
fonns since then, making, it the oldest charity in the world. 
Today, the hospital in Jerusalem treats in excess of 50,000 
patients annually for the eye diseases and injuries that ere so 
prevalent in the Middle East. Mobile dinics travel into the West 
Bank and the Gaza Strip to provide diagnostic care services tor 
those denied access to the City of Jerusalem. The passport for 
admission to the hospital was, is and always will be the need 
for eye care. Considerations of religion or politics are finnly 
excluded. An average of 20 practical nurses are trained each 

year at the facility, plus eye surgeons who bring their new 
found skills back to their home countries. St. John Canada 
funds, through a number of corporate donations from southern 

companies, one doctor and one nurse position annually at the 
hospital. 

Nationally, St. John Ambulance's influence and prominence in 
the field of health care training and community care services is 
extensive. On an annual basis, the organization trains 470,000 
Canadians in first aid and health care throughout a network of 
9,200 certified instructors. There are approximately 1 1,000 
uniformed brigade members providing skilled first aid care at 
public gatherings and disaster sites, all on a volunteer basis. 
Supporting them in program development are another 12,000 
non-uniformed volunteers. There are approximately 300 full
time staff providing business services to this organization 
through our national office in Ottawa and in the provincial and 
territorial councils. As a quick aside, Mr. St. Germaine, myseH 
and Mr. Rispin are volunteers and Mr. Irwin is our staff 
member. 

In the Northwest T enitories, we have about 150 non-staff 
instructors. This cadre of people trained a total of 5,530 people 
in 1992. The majority of the persons taking a course took our 
standard first aid and C.P .A., or cardio-pulmonary resuscitation 
programs. Others participate in our baby sitter, child care, 
family health and in professional oourses such as, basic trauma 
life support program. As you can see, this means that St. John 
was involved in some way with one person in 1 O who live in 
the Northwest Territories. Further, our national office has done 
some research which demonstrates that those persons who 
participate in a training program are less likely to be injured 
either at home or on the job as a result of increased attention 
to safety and health issues. 

Our 100 cadet and brigade members aaoss the tenitory put in 
just under 8,000 volunteer hours last year. These people 
provided service at 44 sports, reaeational events and special 
gatherings such as, the Ciraimpolar Conference in lnuvik, 
Black Bear Jamboree in Norman Wells, Denendeh Conference 
in Rae and the Canadian Injury Prevention Association's heroes 
presentations last fall here in Yellowknife. 

In addition to the volunteer work, St. John's provides contract 
sel'Vices in three communities. These include: ground 
ambulance/hospital sec:urity/handivan transport services in 
lnuvik; ground ambulance services in Rae-Edzo; and, handivan 
sel'Vioes in Yellowknife 

Also, we provide air medevac contract service for the western 
Arctic on a round-the-clock basis. We employ five qualified 
nurses who have been specially trained in patient care in 
aircraft operating environments. The Air Medevac team utilizes 
aircraft charter by the territorial government and this service is 
paid for through the Department of Health. 

The territorial council draws on extensive knowledge and 
experience with the national and international St. John 
Ambulance resources to fulfil its mission here of improving the 
quality of life for northerners through education and skill 
development in health care. We know that the efforts made in 
health care education produces significant savings in future 
year health care costs. Experience has demonstrated 
repeatedly that people trained in first aid and health care have 

fewer accidents and generally lead a healthier life style. In 
short, we are convinced that those persons who participate in 
one or more of our training programs enjoy a better quality of 
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life because they are more able to make an infonned choice 
about the many factors that impact on their lives. I should add 
that a lot of the training programs that we have developed here 
in Canada have gained international reputation and have been 
exported to other countries. -Our health care, family care and 
baby sitter courses have been exported to Britain. 

Recently, some of the courses were sent to South Africa and 
we have just concluded an agreement with Cuba who have a 
fairty advanced and progressive health care program. They are 
very interested in some of our programs and are taking them 
down there. We are giving these at most cost to them. This 
is the national office I am talking about, I am not talking about 
the territorial council. We are giving these courses in return for 
them translating them into Spanish. These Spanish courses 
will then come back to our national office in Ottawa and are 
being sent down to a new St. John Ambulance Council which 
is being set up the first in the United States in Houston, Texas 
and will be used for oil and petrochemical workers down in that 
area and also for fire fighters. So the courses that we do have 
are recognized internationally. 

I regret having to take so much of our allotted time to share 
with you some of the basic assumptions under which St. John 
operates but I believe it is necessary to help put the following 
comments on the report in perspective. 

We support the concept that health care services which are 
reasonably close to the wstomers are more likely to be 
sensitive and responsive to the wishes of the people they are 
intended to serve. Like the department, we, at St. John have 
struggled with the concept of how best to empower our cadet 
and brigade units in various communities. In spite of the 
diffia.,lties, we continue to believe that this is the path to follow. 
Like the department we have had diffia.Jlty identifying qualified 
aboriginal employees. We believe that our commitment and 
our efforts are worthwhile in the long run. We have had some 
success. For example, four of the five persons hired for 
ground ambulance service operated in Rae-Edzo are 
aboriginal. Three of the four have been employees for more 
than a year. All four have acquired their instructor status with 
St. John Ambulance. The two younger members appear to 
have developed a nucleus for a cadet corps and within this 
younger group we sense the development of a sense of pride 
in their aoc:omplishments. 

While I acknowledge that Fort Rae is our most notable success 
to date, there are every indications that a similar pattern is 
occurring in other communities. For example, one of our 
instructors in Pally Bay has assisted us in translating a good 
deal of the teaching material into lnuktitut to facilitate our work 
in the eastern Arctic. We are convinced that it is possible to 
foster such local initiat~, while, at the same time, work.mg 
within the guidelines established both by our national 
headquarters in Ottawa and by the territorial office here in 
Yellowknife. We would encourage the department to continue 
its efforts to define the roles and responsibilities of its 
coordination function with the sefvice d8'ivery roles of the 
various boards. We believe that the short- tenn pains in sorting 
this out will be well worth the gains made in the long run. 

Planning for the future is diffia.,lt in a world that is changing 
rapidly. We all want a better quality of life. As I indicated in 
my opening remari<s we, at St. John's, are convinced that one 

of the component parts of achieving this objective is the 
acquisition of knowledge. For this reason, we have developed 
health courses aimed at assisting people in dealing with the 
family and child health care and how to care for the elderly and 
the infinn, as well as to deal with life's emergencies. We know 
that emphasis on preventive measures including health care 
training improves the quality and safety of one's life-style 
resulting in a lower demand on the health care system in future 
years due to such things as poor health conditions and injuries. 
We are disappointed that the department decided to change, 
rather drastically in our opinion, its training priorities in 1991. 
Prior to that year the department was prepared to fund all 
training for aboriginals, youth and their leaders. This practice 
of funding aboriginal training was tenninated for what we 
understand was financial reasons. We believe that the focus 
should be on the youth, for if we as a community can instill 
healthy living values in this group, we all will benefit. 

At the same time day to day problems remain. We had a 
recent request to train five lay dispensers working at various 
communities around Fort Simpson to become health care 
instructors in their communities. To date the resources have 
not been identified. It would appear to us, at St. John, that the 
emphasis on increasing local training skills should be a priority 
as these individuals could be an excellent resource for the 
community health personnel attached to the various health care 
centres in the local communities. 

Regarding managing people, St. John Ambulance in the 
territories is interested in expanding its role by providing more 
of the proiessional training for health care professionals. Over 
the last two years a faaJlty has been established to teach the 
basic trauma life support sequence. To date a total of 150 
nurses and emergency medical technicians have participated. 
Consideration is being given to expanding this role to include 
the paediatric, neo-natal, and advance life support programs. 
These are costly programs right now that all of the participants 
have to go south to receive their training. St. john Ambulance 
can provide such training in the territories thus keeping the 
funds in the north and inaeasing the north's capabilities to 
handle our own health training requirements. The support of 
the department is imperative if the north is to succeed in this 
initiative. 

Regarding human resources, I do not expect that you will 
disagree with me if I were to suggest that our human resources 
are our most valued and our most expensive item when we 
oonsider our respective budgets. Again, we are of the opinion 
that we need to target our youth if we are to realize the 
improvements towards a more healthy standard of living. Such 
programs are not cheap. For example, for a volunteer, the 
brigade members first year of service, we are talking about a 
volunteer not a staff member, we provide training in emergency 
and first aid cardio-pulmonary resuscitation and if the person 
wishes, training as a provider of advanced first aid. Add to this 
a uniform and the cost to St. John Ambulance is over $800 per 
person per year. For this outlay however, we obtain the 
services of an individual who is prepared to contribute on a 
volunteer basis a minimum of 60 hours per year in providing 
public health services. I think this is a significant impact if you 
apply this back into the community level. 

While we encourage all our cadet and brigade members to 
oonsider careers in health we would be partia.,larly pleased if 
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that person were of aboriginal origin. In our opinion the St. 
John Ambulance brigade program is providing a oommunity
based educational opportunity, and a nurturing environment in 
which an individual can develop self.esteem, pride of 
accomplishment, training and health care skills leading to a 
possible career in the health care field. This can be done from 
within the local oommunity with cadets providing local training 
and at the same time health care services to their oommunity. 
While they are developing their own individual life skills they 
are also oontributing to the benefit of the oommunity as a 
whole. 

SL John Ambulance's experience and organization, working 
with the Department of Health's oommunity-based programs, 
can provide a career opportunity at the local level tor our 
youth. At. the same time these programs provide a way of 
improving the quality of life from within the oommunity. We do 
not all start off as doctors. As of now we have several 
instructors and ambulance attendants of aboriginal origin. 
Perhaps one of them will be enoouraged enough to oontinue 
on to become a medical technician, a nurse or a doctor. St. 
John Ambulance can provide an opportunity. 

Regarding capital costs, the issue of capital assets is of interest 
to us at St. John. We believe that it is absolutely necessary 
that the department develop some system of dealing with this 
issue in its oontractual relationships. We have operated the air 
medevac oontract now for eight years. Provision is made in 
the oontract for the replacement of oonsumable medical items 
but not tor other capital equipment. We have held fund raisers 
and we have utilized the nursing staff in training with their 
honorariums going to the purchase of capital items to name 
but two ways that we have addressed our funding problems. 
The department has made some capital equipment available 
following a aitical incident and only recently an agreement has 
been reached on replacing some items, such as the original 
patient sleeping bags in which people are transported. 

In one ground ambulance oontrac:t, provision was made for 
such basic capital equipment as an ambulance. In the other 
oontract there is no mention made of the vehicles to be utilized. 
You have to recognize that this says a good deal about our 
own abilities to negotiate a reasonable oontrac:t. Perhaps it 
might best be left by our suggesting that as these oontrac:ts 
oome up for renewal, the capital cost issue for replacement is 
one that we will want to inoorporate into those oontrac:ts. This 
is a vital issue when you oonsider that an item such as an 
ambulance probably will not survive beyond three to tour years 
here in the north because of the harsh climate and the road 
oonditions which we have up here. In replacing an ambulance 
every four years you are talking about a tum around of $50,000 
to $60,000 by the time you get a fully equipped kit. This is a 
significant amount of mor:,,y for a charitable organization such 
as ourselves. 

Regarding financial issues, St. John Ambulance has had a 
training oontrac:t with the department for the 20 years that we 
have been established here in the territories. The size and the 
purpose of this oontrac:t has changed somewhat since the 
initial agreement was made. These changes have been made 
on occasion with littJe or no input from us and sometimes well 
after the start of the fiscal year on current year issues. This 
makes planning difficult. St. John Ambulance is a non-profit 
service agency dedicated to the improvement of the quality of 

life through education and oommunity service. We do not have 
cash reserves so we lack the ability to absorb financial shocks 
caused by the lack of long-term planning, the lack of adequate 
notice on program changes, delays on decisions regarding 
program issues and administrative procedures, end by late 
payment of invoices. Greater effort is required on both our 
parts to rectify this situation. 

The financial issues with respect to the health care matters are 
oomplex indeed. We are surprised that the Auditor did not 
axamine the air medevac transport given the amount of money 
involved in this aspect of health care. We are pleased to 
advise that the department has responded positively to our 
recent concerns that standards be developed and implemented 
on air medevac air transport. We were running into some 
situations where we had air charter oompanies chartering 
airaaft to us that we felt were operating under limits, not safe 
air practice certainly. Other cases were where the insides of 
the airaaft was just not suitable for carrying patients, maybe 
the door was not wide enough so that we could get a stretcher 
in, things of this nature. 

We are ooncemed about ambulance cost for non-native 
persons residing in the north. Our outstanding bills to date 
over the last six years amount to about $30,000 of unoollec:ted 
fees. This is a large sum for a non-profit agency with no cash 
reserves. That is two thirds of the cost of an ambulance. 
Again, the department has agreed to address our oonc:ems in 
this regard. 

In summary, we at St. John Ambulance are oonvinced of the 
value of health care and safety training. We believe that 
training will lead to a better quality of life tor all who participate 
and lessen the future demands on the health care system. We 
can demonstrate that training reduces significantly the time lost 
from jobs as a result of accidents and poor health. We 
recommend to you that the department set preventative 
education and local health care programs as a high priority in 
its long range plans. St. John Ambulance enoourages joint 
initiatives with both the department and the various boards to 
take advantage of our training resources to bring life-style 
improvements to local oommunities in a cost- effective manner. 
We are prepared to encourage and support the department 
and the boards in their efforts to develop oonstruc:tive working 
relationships. Thank you. All of us are of oourse prepared to 
respond to any questions you might have in spite of the fact 
that I have done most of the talking. 

CHAIRMAN (Mr. Zoe): Thank you. I like the presentation that 
you have made this morning, Mr. McCluskey. When you make 
reference to the outstanding bills, is your oontrac:t with the 
boards or with the department? 

MR. MCCLUSKEY: This is a mixture of the two. In some 
cases we have our oontrac:ts, in lnuvik for axample, the 
oontrac:t is with the boards. Down here in the Mackenzie, it is 
the Mackenzie Health Board. 

CHAIRMAN (Mr. Zoe): Is it generally both the department and 
the board that you are having problems with then in terms of 
late payment? 

MR. IRWIN: Mr. Chairman, it is a oombination of both. The 
payment from the health boards, and the one we have been 
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having the most difficult with has been lnuvik over the last, well, 
to be quite blunt, part of the dilemma for us oc:x:urs with the 
non-native person who is carried by that vehicle and submitting 
the bill for a claim. The billing, of course, for native folk goes 
through with a minimum of difficulty and then it is simply a 
matter of speeding up the tum around time to try and meet that 
20 day time frame that we would like to achieve. 

CHAIRMAN (Mr. Zoe:) Okay, any general comments or 
questions from members? Mr. Whitford. 

MR. WHITFORD: Thank you. I just had a couple of short 
ones. I appreciate, Mr. Chairman, the concise and thorough 
nature of the presentation, it does speak well for St. John 
Ambulance. It shows dedication that they have to their role. 
I just wanted to comment on, they are not numbered, human 
resources. I was very appreciative of the comment that was 
made towards the end of that paragraph, that we do not all 
start off as doctors. As of now we have several of our 
instrudors and ambulance attendants who are of aboriginal 
origin. Perhaps, one of them will be encouraged enough to 
continue. I know of a couple of people personally that have 
taken courses there and I consider have gone on to other 
things related so, you are quite correct. Yesterday, I 

mentioned to the Department of Health that we have got to 
focus our attention not just always on the little seeds but 
sometimes the saplings and more mature persons as well. It 
is certainly a good start for those young people that I know of 
and other persons I do know of that have gone on. So I 
appreciate that comment very much. 

CHAIRMAN (Mr. Zoe): Thank you. 

MR. MCCLUSKEY: Mr. Chairman, can I add to that please? 
I think we all realize that education is probably one of the 
biggest problems that we have in the north and it is very 
difficult to get people sufficiently trained so that they will be 
skilled to be employed in jobs either in the north or in the 
south. This came home time and time again at the Prospects 
North Conference last year in Edmonton. St. John Ambulance 
sees a tremendous opportunity here. We do not see us doing 
this by ourselves. We see this as a joint initiative between the 
Department·. of Education, the Department of Health and 
ourselves. When I speak of a nurturing environment, I am 
talking about bringing somebody in as a cadet into the 
brigade, if they have any interest, any incfination at all to 
helping out their fellow man, and. going into the health care 
system. We can provide them with a start in the health 
education field. 

The brigade service can carry a person through from nine to 
ten years of age through until they are 50 or 60 or whatever. 
They can always be tied ,ir;ito one asped or another. We see 
joint venturing programs with community health programs in 
the communities themselves where we can bring people along 
and bring them into perhaps a modified candy-striper program. 
Maybe they can be an assistant of some sort in the community 
health or in the public health station in the smaller communities 
and this being complementary to the training that they are 
receiving in St. John Ambulance. 

This can continue as they develop through their adolescence 
and teenage years so that by the time they do finish high 
school, if they are really interested in a program in the health 

care field, then the Department of Education certainly has 
bursaries and scholarships that can take them further. They 
can become the medical technicians, the nurses and the 
doctors to come back to the north and back to the their home 
communities where they would like to be. This is basically 
what we see, a nurturing environment. where we can bring 
somebody along, not by ourselves, by working jointly with the 
various govemment departments. 

CHAIRMAN (Mr. Zoe): Any further general comments or 
questions from Members? Mr. Dent. 

MR. DENT: Thank you, Mr. Chairman. A good part of the 
Auditor General's report seems to deal, to me, anyways with 
the leek of overall planning in the Department of Health. The 
department has what they call "The N.W.T. Way" as their stated 
goals and objectives. I am just wondering does the St. John 
Ambulance have a clear understanding of what "The N.W.T. 
Way" is and where St. John Ambulance fits in that. Are you 
satisfied with your relationship with the department in that 
aspect? 

MR. MCCWSKEY: Personally, I have not read "The N.W.T. 
Way" so I cannot comment on that. 

MR. ST. GERMAINE: There is a doa.Jment stating what "The 
N.W.T. Way" is and the Department of Health is responsible for 
developing that policy with the boards and implementing it. 
There has been no dialogue with groups such as ourselves as 
to how we CX>Uld fit in. H we have to change our method of 
delivery or our programming, there is no reason we cannot do 
that but unless we are part of the process of defining how "The 
N.W.T. Way" is going to be implemented it is going to be very 
difficult for us to adapt. .1 guess my fear is that at some point 
in time this is what the department is going to be doing and 
how they are going to deliver health care and we are on the 
outside sort of looking in and not able to adjust in time. As 
Brian mentioned, we have not got the financial resources to 
wait six months to adjust. That would put us out of business. 
So I think we have to be very much involved with that process 
as it goes on. · 

CHAIRMAN (Mr. Zoe): Thank you, Mr. St. Germaine. Mr. 
Dent. 

MR. DENT: So basically, there is at present almost no 
dialogue between the department and St. John Ambulance. 

CHAIRMAN (Mr. Zoe): Mr. McCluskey or Mr. St. Germaine. 

MR. MCCLUSKEY: No, there is plenty of dialogue between 
ourselves and the Department of Health, the majority through 
the executive director and through to the diredor levels into the 
Department of Health. Right now, of course, they are in a state 
of flux and that has been part of our problem. Perhaps they 
ere trying to sort out just exadly how they are going to fit their 
programs into "The N.W.T. Way". I am speculating here when 
I say that. 

For ourselves, in terms of long range planning, probably one 
of the most urgent things we are pushing with the department 
is that we have to know long range with them just where we 
stand in terms of our contrads. It takes time for us to build up 
a skilled staff of instrudors. It takes time for us to bring in 
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equipment. On the ambulance contracts, for example, we 
would like to have five year contracts. H we have a five year 
contract, we can lease an ambulance cost-effectively for four 
years. H you only lease an ambulance for one year, then you 
are going to pay through the nose and nobody is going to win 
on a situation of that nature so we do like and ere favouring 
long term commitments. At this point, they cannot give long 
term commitments because they do not know just exactly 
where their priorities end programs are. 

CHAIRMAN (Mr. Zoe): I think my colleague, Mr. Dent, is 
actually saying, in terms of dialogue between the department 
and your group, in terms of planning for the future, that there 
is none. There is no dialogue between your group and the 

· Department of Health. Although you do have a lot of dialogue, 
it seems like it is in a aisis situation, on the day to day 
operations and in terms of long-term planning and getting your 
input into their overall plan. I do not think that dialogue is 
happening from listening to Mr. St. Germaine and to you and 
to your statement that you made this morning. Am I correct? 

MR. ST. GERMAINE: Yes, I think you have interpreted that 
correctly, yes. It is the long-term planning dialogue and our 
anticipation or input is what is absent. Because of the extent 
of the contracts, we do talk a lot about contracts and we make 
our pitch to tie into a long-term oommitment but it is always, 
well, we are still thinking about how we are going to do this so 
we want a two year contract or whatever. So you ere right. 

CHAIRMAN (Mr. Zoe): Have you any further comments? Mrs. 
Jewell. 

MRS. MARIE.JEWELL: Thank you, Mr. Chairman. What is the 
time frame for your contracts with the Department of Health? 

MR. IRWIN: They vary, Mrs. Jewell. At this point our medevac 
contract for the western Arctic will expire on March 31 of this 
year. Our ground ambulance service in lnuvik and the ground 
ambulance service in Rae-Edzo will expire March 31, 1993 our 
ground ambulance service in lnuvik and the ground ambulance 
service in Rae-Edzo will expire on March 31, 1994. We have 
been given every indication to believe by the deputy minister 
of Health that the air medevac contract will be renewed. We 
requested, as Mr. McCluskey has suggested, for five years. 
We were told that we should be thinking for a shorter period of 
time that than. 

CHAIRMAN (Mr. Zoe): Thank you. Mrs. Marie-Jewell. 

MRS. MARIE.JEWELL: Maybe I did not ask clearty but what 
were the length of the contracts? Were they two year 
contracts? 

,, 
MR. MCCLUSKEY: The length of the air medevac contract 
was three years and the two ground ambulances were for three 
years also. 

MR. ST. GERMAINE: I was involved heavily with these. The 
air medevac was a three year contract. The lnuvik contract· is 
a three year contract. The Rae-Edzo contract was for three 
years but it was renegotiated last fiscal year end it is now a two 

year contract. 

CHAIRMAN (Mr. Zoe): Thank you Mr. St. Germaine. We are 
recording all of the proceedings so once the chair recognizes 
you, if you pass on further additional comments by another 
member of your team I would appreciate if you can indicate 
who will be making the additional comments. This is for the 
record in order for our transaibers to be aware of who is 
speaking. Mrs. Marie-Jewell. 

MRS. MARIE.JEWELL: What has been the Department of 
Health's excuse for not extending these contracts from two 
years to five years. What has prevented them from giving a 
five year commitment? 

CHAIRMAN (Mr. Zoe): Mr. McCluskey. 

MR. MCCLUSKEY: I believe, Mr. Chairman, that the reason 
they do not want to go long-term at this point is that they are 
in a state of flux themselves in defining their own roles and 
responsibilities in relation to the boards. Until their own 
priorities and programs are sorted out then they would like to 
keep the terms of the contracts that we do have on an interim 
basis. They are classifying them as interim contracts and keep 
these short term. 

CHAIRMAN (Mr. Zoe): Thank you. Mrs. Marie-Jewell. 

MRS. MARIE.JEWELL: St. John Ambulance has provided the 
service for a number of years and there are some essential 
servioes that without question we oontinue to take, for example 
water and sewer, electricity, etc. It seems to me that just 
because there was a change of Ministers that there would be 
a reluctance at the bureauaacy level to want to request that 
these services be provided in the future. We know that as a 
result of the Auditor General's report the department is in a 
state of chaos. This department was in a state of chaos long 
before the change of Ministers came about in the past year. I 
cannot see, from my viewpoint, why the department is so 
reluctant, this is an essential service which will only enhance 
the service to the public of the Northwest Territories. I find this 
reluctance of concern regarding en extension of contracts or to 
be able to sit down and plan accordingly. This is somewhat 
not surprising but disappointing. It does nothing but add to 
the chaotic situation that they are in. It is interesting to note 
that there is a reluctance to look at a lengthy term as opposed 
to a two year to a four year term where you can do some long
term planning. I believe that this has been one of the areas 
that has been pointed out to us legislators the tact that the lack 
of planning and how it affects so many other organizations has 
such a ripple effect, detrimental to the delivery of health 
services to the people of the north. Thank you. There is no 
questions, Mr. Chairman, just some comments as a result of 
our findings. 

CHAIRMAN (Mr. Zoe): Thank you. I agree. Are there any 
comments from the remarks that were have heard from Mrs. 
Marie-Jewell? 

MR. IRWIN: I will just add to that to explain to the Members 
that part of the reason we are in contracts is complementary to 
our mandate but it also provides some financial support so that 
we can support our brigade functions, which is what 
Mr.McCluskey was referring to ear1ier with the cadets and 
nurturing a system where people may work with the health care 
system. H our contacts do not provide enough financial reward 
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to our organization then other areas of the organization suffer, 
it is not just the oontrad itseH that hurts. Thank you. 

CHAIRMAN (Mr. Zoe): Thank you. Mr. Whitford. 

MR. WHITFORD: Thank you, Mr. Chairman. I get a feeling 
from what I have been hearing it is suggested that you are not 
being treated like a partner in the whole scheme of health. I 
was wondering H you feel this, that your organization is not fully 
involved in the initiatives for human resource development and 
that you are not being treated as a partner in tenns of 
tenitorial-wide strategy for the services that you are delivering. 
Is this a oorrect assumption or feeling? 

CHAIRMAN (Mr. Zoe): Mr. McCluskey. 

MR. MCCLUSKEY: Mr. Chairman, I guess you oould say that 
it varies from oontract to contract. In some cases it is not a 
fifty-fifty partnership. We do have to work hard to keep some 
of the contracts going. We have had contracts in the past 
where we have had to carry burdens of a significant financial 
impact which has really hurt St. John Ambulance and put us on 
the point of dosing our doors. We are still struggling right now 
to try and get out from under a significant debt which is 
hampering us in the work that we are doing. When we do 
have items as such as not being able to collect on ambulance 
fees and when you build up such as the $30,000 in past tees 
that we have not been able to collect, or another example has 
been on renewal of a training oontract, this was delayed for 
three or four months. The department kept telling us that the 
oontract would be renewed. This went on for three or four 
months and we had staff that we had to continue to pay but 
they said that we could not train anybody for the time being. 
We had to absorb those salary costs for a three to four month 
period. It was a significant amount of money and has really set 
us back. It is basically an administrative delay within the 
department. If they had been able to tell us that they were not 
going to renew the oontract or that they did not see that they 
were going to do something within a six month period, then we 
oould have laid-off the instructors and saved ourselves those 
wage costs. We do not take any dividends out of St. John 
Ambulance. The money that we get in goes right back to the 
oommunities. We have no cash reserves, no building fund, not 
anything. As a result when we get into situations like this then 
this is a debt that we have to absorb and it hampers everything 
else along the lines. It varies from contract to oontract. In 
some it is a fifty-fifty partnership in others I would not say that 
it is fifty-fifty, we are doing more than our share to keep the 
oontracts going. 

CHAIRMAN (Mr. Zoe): Mr. McCluskey, maybe I will put it in 
another way. What I think my colleague was saying is that as 
a stakeholder in the healtp,field, overall we sense that St. John 
Ambulance is not treated as a partner in the health field. Your 
involvement with boards and with the Department of Health 
appears that they are not keeping you as much involved as 
they should be and do you agree with our assessment. From 
the statements that you have made and from what you have 
been saying to us it appears that the working relationship is not 
there. They are not keeping you as much involved as you 
should be, is that the correct assessment? Would you agree 
that is the way things are? 

MR. MCCWSKEY: Mr. Chainnan, in general tenns, yes, I 
agree. 

CHAIRMAN (Mr. Zoe): Does that darify it better, Mr. Whitford. 

MR. WHITFORD: Yes. 

CHAIRMAN (Mr. Zoe): Any further general comments or 
questions for our witnesses? Mr. Gargan. 

MR. GARGAN: Just one and that is, when you made your 
presentation, you focused a lot on the local level. I am glad 
that a lot is being done by St. John Ambulance with that. One 
of the areas in the presentation that was made by the 
department was that we do not have enough prevention or 
response to emergencies type of initiates by the department. 
A lot of the aiticism is based on the fact that the administration 
of health and the delivery of health could be more effective and 
efficient. One of the statements that was made by the Deputy 
Minister yesterday is that the Northwest Territories has one of 
the best health systems in the wor1d. I am just wondering, with 
your international experience, what do you make of that 
statement? 

MR. MCCWSKEY: Mr. Chainnan, Brian McCluskey. That is 
a real mine field that one. I have not seen any statistics which 
would give me an opportunity to compare our systems with 
others so I really cannot comment knowledgably on that. 

CHAIRMAN (Mr. Zoe): Thank you, Mr. Chainnan. Just one 
final comment. With regard to your grass roots experience, 
what is your opinion with regard to emergencies and that? I 
mentioned yesterday that we need more paramedic type of 
programs, emergency response kind of programs, as opposed 
to maybe the administrative role of the department. We need 
to look in those areas and I think that maybe with your 
background in those areas, have you ever discussed this with 
the department at all? When an emergency occurs, it is more 
than just a medevac issue you know. It sometimes means ltte 
and death right there and then. This is an area in which I have 
had a lot of problems with the department because, in most 
cases, it is a two or four hour medevac flight and it is a aitical 
part that is not really being addressed at the local level. We do 
not have that kind of expertise to deal with it there and then. 
I just wonder H you might want to comment on that since I 
have not been satisfied with any kind of response that was 
made by the department in this regard. 

CHAIRMAN (Mr. Zoe:) Any brief oomments, Mr. McCluskey. 

MR. MCCLUSKEY: Thank you, Mr. Chainnan. I think maybe 
we are looking at two issues here. Number one, I will take the 
first one in the context of medevac. In some discussions with 
the deputy minister last month on the overall problems in tenns 
o1 training of personnel to adequately handle a situation where 
somebody has been serious injured or is very ill out in the 
communities showed that for delivery of that patient to a 
regional hospital or to the south, 70 per cent of the treatment 
that is done for that patient to anive at the final place of care is 
going to be done on the ground. The other 30 per cent is in 
the air medevac itself. That is really not an issue at this point 
that St. John Ambulance is getting into other than the fact that 
we are offering our services to provide advanced training 
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programs tor the community health nurses if that is the 
direction that the department wants to go. 

The second point is in terms of what I had brought out in the 
paper and this is to try and prevent those injuries and the 
serious illness from occurring in the first place through proper 
education. Really, it is preventive health issues. It is two 
different issues there. So, with St. John Ambulance looking at 
the preventive health care on the educational side, on the 
longer range and the short range we are able to provide 
advanced training courses, if the department wishes, for the 
people in the health care stations in the communities. 

CHAIRMAN (Mr. Zoe): Mr. Ningark, we have five minutes 
allotted, five minutes remaining in the allotted time. 

MR. NINGARK: In Mr. Brian McCluskey's opening comments, 
under managing people, he stated •providing more of the 
training for health care professionals.• Now we have C.H.R.s 
in most of the communities in the territories and their 
contribution to health care is as important as the other health 
care professionals, like the doctors and the nurses. In fact, 
they are the essential link between the doctors and the public. 
Now, Mr. Chairman, I am wondering if St. John Ambulance has 
provided training for the C.H.R.s? Thank you. 

MR. MCCWSKEY: Thank you, Mr. Chairman. Brian 
McCluskey. Subject to correction here from the staff, I am not 
aware of any training that we have given to the community 
health workers or community service workers at this point. Our 
initiatives in the future are that we would certainly like to get 
involved in that as part of this nurturing environment for the 
cadets coming along. We would like to involve them. H a 
community only has one community health worker, I think there 
are enough families out there and enough of a work load that 
one person alone cannot handle. H they have an assistant to 
help them along, then that is excellent. That is where we 
would like to be involved. 

CHAIRMAN (Mr. Zoe): Mr. Irwin, do you have additional 
comments to make? 

P,,1R. IRWIN: HI might, Mr. Chairman. We just completed a 
training program with nine of the community health 
representatives so, Mr. President, I am sorry. We see this as 
a very vital role and I think as we have tried to indicate in our 
presentation, we would like to enhance the role of the 
community health representatives, the lay dispensers. We see 
the training for these people as absolutely essential for the 
delivery of health care services throughout the territones. As 
Mr. McCluskey has already suggested, we have a faculty for 
this basic trauma life support course. It is taught as part of the 
A.N.S.I.P. program. It is wade available to nursing staff in the 
hospitals. We are prepared, as an organization, to examine the 
financial reality or feasibility of getting involved in the neo-natal, 
the paediatric and the advanced lay support people. This is 
the training that would be right there in the community at the 
health centres which is the point of entry for most of us, in the 
north, into the health care system. 

CHAIRMAN (Mr: Zoe): Thank you. I would like to thank the 
St. John Ambulance group for making their presentation to our 
committee this morning. We are very appreciative. We wanted 
your involvement and you did come forward so our committee 

would like to thank you for making your presentation to us this 
morning. Mahsi. Wrth this the committee will adjourn now and 
reconvene at 1 :30 p.m. with the Department of Health. 

-LUNCH BREAK 

CHAIRMAN (Mr. Zoe): I would like to call this meeting to 
order. We will continue with the Department of Health to 
conciude with the Auditor General's report. Yesterday when 
we conciuded with the Department of Health we were on 
chapter four, the managing of people section. Are there any 
further comments or questions pertaining to chapter four? 

Or. Kinloch, in regard to this particular section, each year when 
we do our budget line by line there is an objective that is set 
out in the S.C.O.F. estimates which the department would like 
to carry out for that particular year. Wrth regard to human 
resources, those objectives that you have set out, have they all 
been completed or worked on as stated in the S.C.O.F. 
document? 

DR. KINLOCH: Mr. Chairman, the document sets out those 
areas which have been identified by the department for that 
particular year. It is the intention when that document is 
prepared that the department will pursue those objectives. 
Occasionally events intervene, priorities change and they are 
not all pursued completely. Normally there is some progress 
in each of those areas set out in the document and we report 
annually on progress in those areas. We will be doing so in 
the S.C.O.F. again this year. 

CHAIRMAN (Mr. Zoe): For my own and the committee's 
curiosity, through the research department, I pulled out the last 
four years of our main estimates. In 1989-90 one of the 
objectives for this particular· section was to develop an 
orientation and training program for staff on health insurance 
services. There was another one to develop, in conjunction 
with the regional health boards, an affirmative action strategy. 
That was in 1989-90. Where is that work? How far have we 
gone on that particular work? Mr. Lange. 

MR. LANGE: Thank you, Mr. Chairman. _In 1989-90 that was 
one of the stated objectives to work with the boards on 
affirmative action. There was not a lot of progress made 
towards that. A lot of this has to do with the overall 
government's strategy and plans about affirmative action. They 
have been somewhat not conaete over the last number of 
years. That is not to say that we should not be doing our own 
thing but we also work in conjundion with the Department of 
Personnel's issues for overall government objectives. 

CHAIRMAN (Mr. Zoe): I understand that. In this particular 
year that was one of your objectives that you set out to do. 
You were asking for money to do these objectives. There is 
another one which says that to design and introduce, in 
consultation with the regional health boards, a process for 
human resource planning. I do not know if you developed this 
process for human resource planning. This was another 
objective that you stated in 1989-90. 

MR. LANGE: We do not have overall written firm plans in 
place. We had been working on various projects and specific 
activities, such as the C.H.R. program. We do not have an 
actual hard copy of the overall plan at this point in time. 
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CHAIRMAN (Mr. Zoe): I could go on and on. In the aJrrent 
year, 1992-93, another objective pertaining to your section was 
to implement a strategy for ettrading northerners into health 
care careers. Again, another one is to assist in the design of 
northern registered nurses education program. I know that this 
one has been worked on for the last number of years. In this 
area what strategy are you talking about implementing? It says 
to implement a strategy for attrading northerners into health 
care careers. Do we have a strategy? 

MR. LANGE: Thank you, Mr. Chairman, a lot of the adivities 
we do ere project related. I guess one of the things that I was 
alluding to yesterday, which I think people are aware of, is our 
health careers brochure. That was one of the more conaete 
things that we did. I think that has been positively aocepted by 
quite a few people. That is one of the ways in which we have 
been attempting to influence health careers tor the younger 
generation. One of the more positive conaete things we do is 
the C.H.R. program, which has been very successful. A lot of 
specific projects are working towards our overall strategy. 

CHAIRMAN (Mr. Zoe): On your overall strategy that you are 
referencing to, can we get a copy of that? The one you just 
alluded to. 

DR. KINLOCH: Yes. 

CHAIRMAN (Mr. Zoe): Would you agree that, within the last 
four years, the objectives that were set by the human resource 
section have not been met or have not been met completely? 
Would you agree that the objectives which have been set every 
year have not been met? 

MR. LANGE: No, I would not agree that our objectives have 
not been met, Mr. Chairman. I will, however, agree that they 
have not been met 100 per cent. I think there are a lot of 
edivities that we have done towards all the stated goals that 
we say we are trying to achieve. 

CHAIRMAN (Mr. Zoe): In your view what percentage of your 
objectives have been met? 

MR. LANGE: For the type of work we do, Mr. Chairman, we 
cannot measure at the end of a certain period of time that we 
have produced ten widgets. A lot of the things we ere doing 
ere policy type of developments, ongoing adivities such as 
trying to maintain the C.H.R., producing some things that are 
conaete. A lot of the things that we do produce are not 
conaete such es you can hold them up and show people. I 

think we ere making progress towards all our stated edivities. 
They may not be 100 per cent complete but I think we work 
towards ell of our goals that we say we are attempting to 
achieve. 

CHAIRMAN (Mr. Zoe): Would you not agree as the Auditor 
General's report indicates that we have no mechanism in place 
to do these measurements, to measure success. We set up 
objectives and we try to reach that end result. How can we 
measure that if you have nothing in place to do this. How do 
you measure your success? 

MR. LANGE: In our case if we can show, that over a long 
period of time, we have a gradual inaease in the number of 

aboriginal people in health careers, that will be a direct 
measure of our success. 

DR. KINLOCH: Mr. Chairman, if I can comment also. 

CHAIRMAN (Mr. Zoe): Dr. Kinloch. 

DR. KINLOCH: I think it is also important to recognize that we 
are not working alone in this exercise. We are working in 
collaboration with the Department of Education and with Ardic 
College and others. The success in attrading aboriginal 
people in to health careers is dependent on the success of the 
Department of Education preparing students for entry into 
those programs. We are faced, as you know, with the bad 
situation of a 68 per cent drop-out rate in secondary schools in 
the Northwest Territories which is well over twice the average 
of any southern province. ff we cannot do anything about that, 
then the efforts to propel people into health careers is going to 
be seriously handicapped. In addition to that. we are pursuing 
lines that were described to you yesterday by Maureen in terms 
of setting up an access program that will draw people who 
have not successfully complete high school to upgrade their 
skills to the point where they can enter a number of the careers 
that are set out in this document. For that reason, it is diffiaJlt 
to assess the success or otherwise of the work of the division 
because they share either the glory or the blame with other 
units and other departments. 

CHAIRMAN (Mr. Zoe): I understand that. Dr. Kinloch, you are 
using the rationale again that your problems are because of the 
education system with 65 per cent failure but our statistics 
show that the number of graduates have been on the inaease 
for the last number of years. So how can you use that as an 
argument for saying that is part of the reason why we have not 
attraded as many people into the health career area? 

DR. KINLOCH: Mr. Chairman, I was not making that 
argument. I was just saying it is a consideration. We need the 
educational system to produce more graduates, and not just 
more graduates at the general academic level with a general 
high school diploma, because that frequently does not prepare 
you for entry. You need a matriaJlation diploma. 

CHAIRMAN (Mr. Zoe): Getting back to my objectives again. 
It is my understanding that any objectives that any department 
sets are supposed to be measurable. Now, your department 
is saying, well, some of the objectives we have set for 
ourselves are not measurable. That is what I am hearing from 
you. 

MR. LANGE: Mr. Chairman, maybe I can respond to that. Our 
objectives are measurable, more meaningful on the long-term 
rather than on a short-term period and, I say, it is probably not 
something that is measurable over the course of one year 
when you are trying to promote the entry of people in the 
health careers. 

CHAIRMAN (Mr. Zoe): Well, do we not have a system called 
management for results system in place to do that? 

MR. LANGE: Again, some of the objectives we are trying to 
achieve are not achievable in the short-term. They are more 
achievable in a long-term process. 
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CHAIRMAN (Mr. Zoe): I will get to you, Ernie. One more 
quick one, if I oould. tt the objectives are long-term, and I 
mentioned some of those objectives that were set, should they 
not be measurable by now in your terms? You are saying, 
well, some of them are long-term. I went back as far as 1989-
90 and some of those must be measurable by now, would you 
not say? 

MR. LANGE: Well, I guess we measure them every year but 
the progress would be slow. The definitive objectives also in 
the main estimates, your are right, are supposed to be 
oompleted in one year. As you say, in 1989-90, we were to 
have worked with the boards to develop an affirmative action 
strategy. That was not done. No, that was not achieved in that 
year. I think that is what you are trying to say, the definitive 
objectives are to be achieved in that year. You are right. We 
did not achieve all our objectives. I think we made progress 
towards achieving part of them I guess. 

CHAIRMAN (Mr. Zoe): Mr. Bemhardt. 

MR. BERNHARDT: Thank you, Mr. Chairman. Dr. Kinloch, I 
think just by listening to you say we have to get our people to 
go from general education to advanced education. We have 
to stop saying that. We have to start saying, along with your 
department and all the govemment and the parents and say, 
stay in school, do not drop out, rather than what we are trying 
to do now. We are trying to make good products with drop
outs and putting them in only selected areas and I think that is 
really wrong. After all, your department is about the most 
sophisticated and the most technical field when it oomes to 
dealing with humans. The terminology, everything is so 
oomplicated for us to understand. You are setting the aiteria 
for entry too low. You are not setting your standards high 
enough so that we can tell our people to go into it. 

I really disagree when you say, well, some of them drop out of 
school but in order to gain something you have got to saaifice 
your pleasures for a few years. This is where I do not 
understand this govemment. It is telling our people, okay, 
drop out of school, go on the wettare system tor awhile and 
then, after you have finished having fun, go back to school. 
That is not true. We cannot go on like this. We are not getting 
our money's worth when we say go into general education. I 
think it has to start at the oommunity level with the teachers 
and the parents saying there are two kinds of grade 12, 
advanced and matria.,lation. We have to get that otherwise we 
are just living on dreams. We do not have visions but we only 
dream and I think that is wrong in society. 

CHAIRMAN (Mr. Zoe:) Thank you. Any oomments, Dr. 
Kinloch? 

DR. KINLOCH: Yes, Mr. Chairman. I think Mr. Bernhardt may 
have misunderstood me. I was not suggesting that 
preferentially we would look to people who had dropped out of 
school and required upgrading, but I do not think we should 
ignore those people either. We certainly support every effort 
to have children stay in school, to have their parents value 
education, to have oommunities value education, to have 
society value education such that, over time, we are going to 
have a large cadre of well qualified people who can manager 
this system, direct providers of care and teachers of others and 
the sooner the better. 

CHAIRMAN (Mr. Zoe): Before I go to the Member, I would 
like to get back to the accountability objectives. Can I ask, Mr. 
Martin, whether the Department of Health is describing an 
appropriate use for definitive objectives within the management 
for results system? Are they avoiding accountability by 
bringing forth objectives that cannot be measured? Can I get 
you to oomment on that, Mr. Martin. 

MR. MARTIN: From my personal experience, I would think 
that an objective, for it to be useful, would be able to tell you 
what is going to be achieved within a specific time frame. In 
other words, it is like a plan of action. I would be oonoemed 
in putting down your objective, you have specific goals that 
you propose to achieve within a specific time frame that are, 
indeed, measurable and, it that aiteria is met in putting down 
a specific objective, then that is a useful objective that you can 
then look back on and see whether or not you did, indeed, 
achieve what you set out to achieve. Thank you, Mr. 
Chairman. Does that answer your question? 

CHAIRMAN (Mr. Zoe:) Not really. Let me try to put it another 
way, if I oould. Now, the objectives that they are setting, they 
do that each year. My question to you is, are they avoiding 
accountability by bringing forward objectives that cannot be 
measured? If they cannot be measured, then why bring them 
forward? 

MR. MARTIN: I think you just answered the question, Mr. 
Chairman. 

CHAIRMAN (Mr. Zoe:) So, in my view, the objectives that 
have been set for the last number of years, the majority of them 
are not measurable. Even Mr. Lange attested to that, so I 
would have ooncems about how the objectives are written and 
how achievable they are. We have to be able to see, they have 
to be measurable. Dr. Kinloch. 

DR. KINLOCH: Mr. Chairman, I agree entirely and I would 
also agree that many of the objectives that have been set in the 
past by the department have not been well framed in terms of 
the ability to describe progress and to measure it quantitatively. 
We have begun a process to bring objectives more into 
alignment with what is oonsidered to be an objective. That is 
something that Michael has desaibed. In addition to that we 
have described and set out for ourselves some of the 
characteristics of the indicators that we would use for 
measuring the results. Briefly those are that the indicator must 
be valid. It must measure what it purports to measure and that 
is not as easy as it sounds. The characteristic must be 
objective, reproducible when measured by somebody else. It 
has to be sensitive in reflecting actual change and it has to be 
specific, ie. responding only to the subject that you are 
studying rather than something else. We recognize that there 
are very few indicators that oomply with all of these easily and 
that they have to be tempered, nonetheless it is our aim in 
1994-95, to submit a whole new set of objectives that meet 
these aiteria. 

CHAIRMAN (Mr. Zoe): Thank you. Do you have any 
comments, Mr. Martin? 

MR. MARTIN: A quick oomment, Mr. Chairman. To be fair to 
the department during our audit the weaknesses of the 
M.F.R.S. system was recognized by all parties ooncemed and 
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they were aware of the kind of work that needed to be done to 
those objectives to make them more measurable. The problem 
was recognized. It is not one that can be solved overnight. As 
Dr. Kinloch has stated work is proceeding to ensure that 
objectives can be made more measurable. That is not an easy 
task in some cases. Thank you, Mr. Chairman. 

CHAIRMAN (Mr. Zoe): Are there any general comments on 
chapter four, managing people? Mr. Dent. 

MR. DENT: Thank you, Mr. Chairman. I wanted to go back to 
the whole thing of education getting more northerners involved 
in health services. Yesterday in talking with the Deputy Minister 
of Health and Social Services of the Yukon she suggested that 
the problem was not just the number of graduates you are 
getting but, as you have alluded to, the number of graduates 
who are coming through the system with math and science. 
There is a real problem when you get somebody who has to 
spend two or three years upgrading before they can even start 
training to get into the field. It is very tough. I think this brings 
us back to something that Mr. Gargan was bringing up ear1ier 
and that is, is there some way to start getting people into the 
system so that they get hooked on working in the health field, 
and then over time upgrade, whether it is from C.H.R. to 
nursing assistant to registered nurses, etc. Has the department 
worked with the Department of Education to see whether or not 
there might be a way to set up a program which takes into 
account the problems that we have with getting qualified 
graduates in the north. What is happening with this? 

CHAIRMAN (Mr. Zoe): Dr. Kinloch. 

DR. KINLOCH: Mr. Chairman, I will ask Maureen to respond 
to that. 

MS. MOREWOOD-NORTHROP: I think that going back to the 
proposal for the nursing diploma program that we were talking 
about yesterday, Mr. Dent, when we were talking about an 
access into the nursing diploma program, we were not just 
looking at an access into that program but an access into a 
health career within the system. We may be looking at people 
accessing that to go into C.H.R. training, medical interpreter 
training, nursing assistant program, to move on into another 
area, and then on into the nursing diploma program. People 
could then have some experience in the health field as a 
C.N.A. or a C.H.R. and then go back into the acoess program 
and take some more oourses in order to move into the nursing 
diploma program. That is just specifically to the nursing 
diploma program, I recognize that. There are exit points that 
they can take at the access to exit into a C.N.A. program or I 
think even Arctic College want to oombine the social worker 
diploma program as well. They are looking at a whole heatth 
career program. The n~csing diploma program is the actual 
end product with credits going on to get a degree in nursmg. 
I think that Arctic College may be looking at some of the health 
careers to oombine with the sciences. 

CHAIRMAN (Mr. Zoe): Thank you. Mr. Dent. 

MR. DENT: It sounds like you have a start on the way. What 
I am hoping to hear is that you are going to actively work with 
Arctic College to try and develop a continual program which 
will provide better access to get northerners into the system 

and to stay in the system. That obviously has to be one of the 
long-term solutions to part of the problem. 

CHAIRMAN (Mr. Zoe): Thank you. Mr. Gargan. 

MR. GARGAN: Mr. Chairman, I have a oomment in regard to 
the whole question of efficiency, effectiveness and economy. 
Two years ago the health budget was about $170 million, and 
it has since gone up to $250 million if you include the deficit, 
the $80 or $90 million which still has to be repaid by the federal 
government. Mr. Chairman, this is one measurement that I 
could use as an example that the Department of Health has 
done a substantial amount of expenditure and the increase is 
not five per cent. It tells me that we do have a situation in 
which the cancer rate is going up, aloohol problems are rising 
and suicide rates are increasing. There are a lot of problems 
within the communities which are not being addressed. We 
seemed to be incurring more and more costs and we are not 
living within our means. I would like to see the Department of 
Health taking the lead role in that area to ensure that since next 
year we ere going to have another deficit, or maybe not I am 
not too sure, the department should be able to say that we are 
spending way beyond our means and we do not have that kind 
of dollars any more. We should be looking at that. I keep 
hearing responses that leave me in limbo because they say 
that if we had trained C.H.R.s that would be a measurement of 
suc:oass. What does that mean? Everybody graduates. Even 
though you poke a person in the behind with a needle, is that 
a sucx:ess? You are telling me success stories that really do 
not mean anything because it is still wide open. We are in a 
situation now where it cannot be tolerated any longer. We are 
taking this so lightly. You are responding so lightly, life goes 
on. It is the communities· who are going to take the brunt of it. 
It is easy for the department to sit up here in Yellowknife and 
say all those things but we are not doing anything for the 
communities. St. John Ambulance was here and they have a 
lot of good initiatives at the local level. We should be doing the 
same thing but we are trying to measure things. Start doing 
some measurements out there. Start increasing the health of 
the people out there. The administrative part is good but that 
is not where we should be concentrating on. 

CHAIRMAN (Mr. Zoe): Thank you. Any comments, Or. 
Kinloch. 

DR. KINLOCH: Yes, Mr. Chairman. At. the risk of being 
repetitive the department does place a great deal of importance 
on health promotion and disease prevention and protection of 
the public. These are not emphasized in the report end that is 
why we ere not talking about them es much as we should be. 
The bulk of our efforts in the communities are in the health 
promotion and disease prevention areas. They ere not as 
visible. They are not as easy to measure. They, nonetheless, 
remain the first order of effort if we are going to improve the 
health status of the population. 

CHAIRMAN (Mr. Zoe): Mr. Whitford. 

MR. WHITFORD: Thank you, Mr. Chairman. I guess we have 
kind of moved away from it a bit but I just wanted to come 
beck again to make a couple of suggestions to the department. 
H nothing else, they could give it some very serious thought 
and that comes in the way of encouraging more aboriginal 
peoples to participate in the Department of Health's activities, 
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be it administration, in the medical field or the community area 
in some way. Is to take the .suggestion and step back a few 
years in time and, as I referred to yesterday do a little head 
hunting, and I think you are quite successful in some areas and 
that might be a step in the right direction. You are going to 
have to h·ave someone to start things off and maybe design a 
program with the cooperation of Arctic College, or the 
Department of Education, or Personnel, based on what the 
Northern Careers Program was doing. I think that had a lot of 
merit then and it may have fallen on some tough times since. 
It will attract people to do things that you want to do further 
down the road but they have to have some inspiration 
somewhere. I ·think it would be money well spent if the 
department did head hunt and find some high flyers and 
specifically train them for sorne area. You know, make a job 
target three of fours years down the road so they go in there 
with full vigour to train that person to take my job so to speak 
because they know they are going to move on to something 
else anyway. 

I know that it has worked well in other areas and I just want to 
say maybe at this time we dust it off and look at it. I realize 
there are shortcomings in the educational area, and I know that 
is probably the feeder for other professions along the way. 
They have to get this basic background. Now we should not 
short change the potential of people and say, well, simply 
because you are from the north you do not have to do all the 
things and we will give you something easier. Not that at all. 

It is just that there are some times you might have to take a 
person and give them that on-the-job training experience. It 
will attract other people to get in step further on down the road 
because they know what effort is. You have to be careful who 
you pick, too, because there is a lot of work too. Let us do 
that. We should introduce that. I am not sure what areas they 
can be introduced into right now, Dr. Kinloch, but there is a 
way of examining where the turnover is and where some of the 
key areas would be t~at you can do that. 

I know you will not get a surgeon in there right off the bat but 
you are going to get an administrator. You are going to get a 
human resource officer. You are going to get many functions 
within headquarters that can be done through that method. It 
is kind of like seeding the department with people who will set 
an example. In the medical field too. I do not know all of the 
jobs but surely there are ways of doing it using that method. 
I would like to encourage the department to visit that and I 
certainly would be, and I am certain this committee would be, 
available to help that along the way. It is an old idea that 
needs to be revisited. Education will do its part but maybe we 
have to take it a step further. 

CHAIRMAN (Mr. Zoe): I agree with what my colleague is 
saying and there are programs available to supplement exactly 
what my colleague is saying, for instance, in-seMce training 
program. Now I do not know if the department 1s utilizing that 
particular program, particularly at headquarters. I know the 
other departments are. That is why it is there but I do not 
think your department has gone out, acquired and taken 
advantage of that particular program that our own government 
is offering. So I do not know if your department even 
considered getting into the in-service training program and 
attach it to a various position within the Department of Health. 
There is an avenue there that could be utilized and I am not 

too sure if the department is utilizing it or not. Dr. Kinloch 
would you like to comment on what my colleague and I are 
saying? 

OR. KINLOCH: Yes, I am happy to hear those comments. We 
will certainly pursue them. We are, in fact, intending to take 
advantage of the in-service training program. There are eight 
allocated positions for h~dquarters each year and we are 
intending to take advantage of that program. I have also 
suggested to the Department of Personnel that, in addition, 
there should be the creation of additional positions within 
health so that we can proceed a little more rapidly along this 
path. The eight positions are spread pretty thinly across a fair 
number of departments and that is going to take a long time. 

CHAIRMAN (Mr. Zoe): Are there any other comments on 
chap~er four. If not, I would like to go on. Agreed? 

SOME HON. MEMBERS: Agreed. 

CHAIRMAN (Mr. Zoe): Dr. Kinloch, have you any additional 
comments that you would like to make other than the ones that 
have been recorded in the report? 

DR. KINLOCH: Mr. Chairman, I would like to introduce Darrell 
Bower, Director of Finance and Administration and Linda 
Jackson, Director of Health Insurance join me at the table, if I 
may. Mr. Bower will make some short introductory remarks. 

CHAIRMAN (Mr. Zoe): Thank you. 

MR. BOWER: Thank you, Mr. Chairman. On chapter five, the 
department recognizes the need for information to support 
planning to monitor results against plans. It is agreed that the 
health information system or H.I.S. System as it is referred to 
and the community health information systems, C.H.M.I.S., do 
not now fully meet that need. However, the two systems do 
provide useful data and they do provide a useful resource for 
comparative purposes against data from other sources. 

The report notes that H.I.S. functions mainly as a billing 
system. In trust, that is what it is and it works quite well in that 
capacity. Currently, the Department of Health is looking at the 
health profiles of various areas which was mentioned ear1ier to 
you yesterday, not only at what exists in the way of services 
but what exists as data to provide the profiles. One component 
of this effort is to arrive at a determination of the data required 
to monitor and evaluate and plan. This will provide the 
department the basis for evaluating its systems needs. It is 
likely that a proposal for an overall system change will not be 
brought forward until 1994. 

Throughout 1993, the majority of system time and resources 
will be going into the decentralizing of the existing insurance 
plans to lnuvik and Rankin Inlet. The time frame for the system 
to be on the ground is November of 1993. There will be 
benefits to the effort going into the decentralization of the 
existing insurance plan. C.H.M.I.S., as a system, will be 
integrated with the H.I.S. system. Needs of users will be 
looked at closely and incorporated where possible. 
Encounters, under various insurance programs, will be linked. 
The resulting system will have been designed with the flexibility 
of making further changes. 
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In the meantime, an important area to be worked on is the 
determination of board data needs. The effort and cost to 
collect all data would be prohibitive. However, the 
determination of the basic data for planning and monitoring 
would assist in department system re-designs. This combined 
with health profiles should form a core list of requirements. 
Interim steps, however, will be taken to provide various data 
from existing sources based on board requirements. The 
Auditor General's report recommends that the department 
improve its ability to have only a.urent eligible residents 
registered in the health system. The department is examining 
methods being explored by other provinces but these are in 
the test phase only and are expensive to undertake. The 
N.W.T. has one of the most mobile populations in Canada 
making the task difficult. 

The G.N.W.T. is party to a provincialAemtorial reciprocal billing 
agreement which addresses payment for insured services 
obtained in other jurisdictions in Canada by N.W.T. residents. 
This ensures portability of eligibility for health care in any 
locality in Canada. It has eliminated the difficulty that used to 
exist for a resident in obtaining needed services while they 
were in the south. 

The aspect of research has been commented on in the Auditor 
General's report. Exception is taken to the statement that the 
department has no research resources of its own and research 
data are pooriy managed. True the department has no fixed 
laboratory research resources. However, it undertakes various 
research efforts into various issues and quite often with existing 
staff. The department has been actively invotved with and has 
liaised on a regular basis with the Science Institute of the 
Northwest Territories. 

The department recognizes that information sharing within the 
department and between the department and health boards 
could be improved. However, there is a great deal of sharing 
already. In fad there are daily exchanges at all levels that are 
a form of sharing. Reference is made to the information held 
by hospitals and health facilities. This information is shared 
and is referenced on a regular basis. 

In reference to the policy and legislation division I would like to 
note that the division has been extremety busy over the last few 
years updating existing policies, legislation and working on 
new policies. The amount of effort required on each on of 
those adivities is extensive. 

Wrth regard to references made to the T.H.1.S. Ad and its 
regulations, the department will be establishing a Memorandum 
of Understanding, which Mr. McClelland noted to you 
yesterday, over the next few months in conjunction wrth health 
boards. Once this has . been established it will serve as a 
catalyst for needed changes to the T.H.I.S. Ad and regulations. 
As indicated in the management response the fundionality and 
mandate of the legislation and policy division will be 
determined in overall review of the department's fundions and 
roles. 

The department recognizes that the assortment of financial 
systems and charts of account is not in the best interest of the 
health system overall. To this end the Department of Health 
and the boards have been determining needs and daritying the 

process that would lead to a common system. This process is 
tentatively scheduled to end in the summer of 1993. 

In regards to a common chart of accounts, this is being 
addressed and will be presented to the diredors of finance for 
the boards and the department in the spring of 1993. Mr. 
Chairman, that concludes my opening comments. 

CHAIRMAN (Mr. Zoe): Thank you. Mr. Whitford. 

MR. WHITFORD: In the Auditor General's report it was 
obS8fVed that the Department of Health has not been able to 
take full advantage of the range of health research projects that 
have been completed in the territories. You did mention that 
you liaise quite a lot with the Science Institute. Research is the 
Science lnstitute's responsibility. Is this relationship still what 
was intended? Is it serving the needs that you may find 
necessary, not having the resources yourselves? 

CHAIRMAN (Mr. Zoe): Dr. Kinloch. 

DR. KINLOCH: Mr. Chairman, yes. The relationship with the 
Science Institute has been fruitful. Some of the deficiencies in 
obtaining information about completed projeds has not been 
a result of a lack of liaison with Science Institute but rather a 
lack of fulfilment of reporting requirements by some 
researchers. We have not always received, in a timely manner, 
the output of projects that have been licensed under the 
Scientist Ad. The department reviews health related research 
proposals that are to be considered for a scientific research 
licence and is free to comment on those and to contad the 
proposer if there are questions which need to be addressed. 

I think that the relationship is one that should continue. I think 
it is important that there should be a screening of proposed 
research in the territories because the implications are not 
always clear to the proposers particularly if they have no 
northern experience. I think the arrangement whereby health 
acts as a general filter for such proposals is a good one. 

CHAIRMAN (Mr. Zoe): Thank you. Are there any further 
questions? Mr. Whitford. 

MR. WHITFORD: I have a document titled "Health Research 
North of 60 Workshop•. On page 17 there are a list of criteria. 
It stresses community involvement, research evaluation and 
investigation to help northerners to see how well they are 
doing. It does stress an awful lot of community involvement. 
Is this still ... 

DR. KINLOCH: Yes, Mr. Chairman. It is and the Science 
Institute is the vehicle through which this community 
consultation is obtained. The proposals are reviewed by the 
Science Institute through a panel and then into the region or 
community depending on the nature of the project. Some of 
them are clearly local and some regional and some territorial
wide in their implications. The appropriate area for consultation 
is determined by the Science Institute. 

CHAIRMAN (Mr. Zoe): Are there any questions or comments 
on chapter five, information management? Mr. Dent. 

MA. DENT: Thank you, Mr. Chairman. I know that the Stanton 
Board told us today that they were quite interested in seeing a 
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system set up which would be consistent. For instance, using 
the same chart of accounts and the same sort of accounting 
system, so I am pleased to hear Mr. Bower say that they are 
going to be presenting a chart of accounts this spring. My 
concern, and it was one shared by the board, is that perhaps 
the department might be imposing a system rather than using 
a consultative process to arrive at a system which would suit 
all the potential users. H you make your chart of accounts so 
complex that somebody in a nursing station cannot use them, 
then you cannot access their files as easily as might otherwise 
be the case. You inaease the chances for mistakes to take 
place and that makes your information less useful. My 
question is that when you say you are going to present this 
chart of accounts in the spring to the financial officers of the 
boards, are you planning to present a "fait accompli" or are you 
in fact engaging in a consultative process right now to ensure 
that what is going to come about and be proposed is one that 
is going to be bought into by the majority of the boards? 

CHAIRMAN (Mr. Zoe): Mr. Bower. 

MR. BOWER: Thank you, Mr. Chairman. I could have 
elaborated a little bit more ear1ier. There is a directors of 
finance group of the boards and the Department of Health that 
meet. They have been meeting on a regular basis. There is a 
working group established underneath of that looking at this 
issue in itseH. That is primarily made up of directors of finance 
from the boards. They have been a major focus in it. It is not 
something that will be brought down from the Department of 
Health. It is a collaborative effort. It has to come out of that 
with a consensus of the group before it is presented to the 
directors of finance for the health boards. It will be nothing that 
we are going to impose on them. It has to be a working 
solution that they are going to be able to live with afterwards. 

CHAIRMAN (Mr. Zoe): Thank you. Mr. Dent. 

MR. DENT: Not a question, just a comment. I know from my 
experience with financial systems in the business world, my 
comment would be that simple is always best and I would 
hope that you keep it really simple, no more complex than we 
need for a population of 57,000 so that we get meaningful data 
back. I think the more complex the system gets, the greater 
the chance for errors and that makes your data less useful. 

CHAIRMAN (Mr. Zoe): Thank you. Mr. Bower. 

MR. BOWER: Mr. Chairman, I can only echo that comment. 
One of the first things that we determined as a requirement 
was to keep it simple. 

CHAIRMAN (Mr. Zoe): Thank you. Mr. Whitford. 

MR. WHITFORD: Thank you, Mr. Chairman. I just want to go 
back to the question of research. Regarding what you 
mentioned about the department carrying out its own work in 
the research area, one of the key people would be the 
epidemiologist position. What is the status of that PY? There 
was a vacancy there for the longest time. It is filled? 

DR. KINLOCH: It is filled. 

MR. WHITFORD: It had been vacant for a long time. Could 
you tell me how long that job had been vacant? 

DR. KINLOCH: Mr. Chairman, this story is interesting because 
the individual who filled the job was a physician epidemiologist 
who came to Yellowknife for the Canadian Public Health 
Association meeting here in July and liked it. He applied for 
the job and came back so we are very pleased. 

CHAIRMAN (Mr. Zoe): Mr. Whitford. 

MR. WHITFORD: Could you tell me how long this position 
had been vacant? Not necessarily right now, but later. 

CHAIRMAN (Mr. Zoe): Thank you. 

DR. KINLOCH: It was quite a few months. 

CHAIRMAN (Mr. Zoe): Chapter five, information management. 
Mr. Bernhardt. 

MR. BERNHARDT: Thank you, Mr. Chairman. Dr. Kinloch, 
under policy and legislation it says, "the department's policy 
and legislation division reports directly to the deputy minister 
in a staff report role. The policy and legislation making process 
reacts to changing needs. No new departmental policies have 
been established in five years." None of the policies in place 
deal with current medical and health issues in the Northwest 
Territories. Why is that? Why has there not been any new 
policies? For instance, regarding abortions and other related 
matters that deal with the overall operation of health in the 
territories. Why has there not been anything new? 

DR. KINLOCH: Mr. Chairman, I have asked Stella Van 
Ransburg, Director of that unit to join us. I would ask her to 
comment briefly on the nature of the work load of the division 
and the policy and legislative activities that have occupied her 
time recently. 

CHAIRMAN (Mr. Zoe): Thank you. 

MS. VAN RENSBURG: Mr. Chairman, since 1983 the grants 
and contributions policy underwent extensive revision in August 
1991. The medical travel policy underwent extensive revision 
in June 1992. The extended health benefits policy was 
amended and approved by Cabinet in January 1991 . The 
department is currently working with various government 
departments on the G.N.W.T. smoke-free workplace policy and 
on amendments. We have been very preoccupied amending 
the current health policies. Mr. Chairman. 

DR. KINLOCH: Mr. Chairman, there is also enormous work 
load in relation to the preparation of legislation. Even relatively 
minor amendments frequently take a great deal of work as the 
most recent amendment to the Health Insurance Act. There 
are major acts under review, the Mental Health Act, the Public 
Health Act is about to begin and the Medical Profession Act. 
These are major tasks. Some of the policy work is to be 
undertaken in collaboration with other divisions. Perhaps the 
one of particular interest is the policy changes to medical 
travel. The policy has been instrumental in gaining 
considerable control over the medical travel budget. We, as a 
consequence, are achieving some considerable cost 
avoidance. I should note that this particular policy was viewed 
by central agencies as a model for how such policies should 
be prepared and presented and has been recommended to 
other departments for their use. 
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CHAIRMAN (Mr. Zoe): Any further questions? Mr. Ningark. 

MR. NINGARK: Thank you, Mr. Chairman. According to the 
Comprehensive Audit of the Department of Health under 
section five, information sharing between boards and the 
department, there seems to be a lad< of information sharing 
between the boards and the department. If the information is 
received at all, it· is usually late. There is very important 
information required by the boards within the system such as 
utilization reports, medevac, strategic plans and community 
disease profiles and so on. Mr. Chairman, what is the 
Department of Health doing in order to correct the situation? 
What has been the problem in the past when the boards have 
not been receiving the important information? · 

CHAIRMAN (Mr, Zoe): Thank you. 

DR. KINLOCH: Mr. Chairman, there are a number of efforts 
under way to attempt to improve the flow of information. One 
of them is to avoid the need for moving information bad< and 
forth by using common data sources. One of them referred to 
here is H.M.R.I. which stands for Hospital Medical Record 
Institute. These relate to hospital discharges. They are 
electronically processed in a central location nationally. They 
are available to us on comped disk or on computer tape. In 
effect, a board and the department can access the same 
information without the need of exchanging it bad< and forth. 
One of the difficulties to date in making use of that information 
is that some of the hospitals in the system have been sfow in 
completing their hospital discharges and therefore the data 
available to us have been many months out of date. 

Second, is the revitalization of the C.H.M.I.S. that is the 
community data system that Mr. Bower referred to. This is a 
system that we inherited from Health & Welfare Canada. It was 
developed in 1986 or 1987. It was developed in a manner 
rather more cumbersome than was required. They did not 
keep it simple and as a result there have been some difficulties 
extrading data from.the system. We hope that these problems 
will be resolved in the restruduring of the system. 

In addition to that, we should recognize that boards 
independently make use of data they accumulate themselves 
and there is sharing at that level of not just raw data but of 
analyzed data, something that permits analysis and adion. We 
encourage boards to do that. It is, nonetheless, necessary to 
pool that information on a territory-wide basis if we are going 
to use is it for territory-wide strategic planning. We are 
encouraging all of these efforts and expect that the new 
systems that are being developed will help in the process. 

CHAIRMAN (Mr. Zoe): Thank you. Any further questions? Mr. 
Ningark. 

MR. NINGARK: Yes, thank you, Mr. Chairman. According to 
the report, under the same section, the board also complained 
about the poor quality of information they receive which they 
feel are often redundant and not useful or unreliable. I wonder 
if the department is going to somehow endeavour to correct 
the situation? Thank you. 

CHAIRMAN (Mr. Gargan): Dr. Kinloch. 

DR. KINLOCH: Mr. Chairman, yes, we are. 

CHAIRMAN (Mr. Gargan): Okay, can we go on to chapter six, 
capital assets. Are there any opening comments? 

DR. KINLOCH: I would like to introduce Mr. Don Olenek who 
will make the introdudory remarks on capital. 

Introductory Remarks On Capital 

MR. OLENEK: Thank you, Dr. Kinloch. Thank you, Mr. 
Chairman. I would like to acknowledge the Auditor General's 
report on chapter six. I look upon that as being a positive 
piece of information for the department to work from. The 
Auditor General's comments on chapter six were very to the 
point and the brevity sometimes makes it, I guess I find it, a 
little confusing. I would like to cfarify for the Members two 
points which I feel are very important. 

During the period of 1986-87 and 1991-92, the department's 
capital program activity was in the range of $63 million in the 
Northwest Territories. These expenditures were broken down 
into approximately $56 million for fixed assets. These are the 
items that fall under buildings and works. These are the health 
centres that we oonstrud, the renovations we make and safety 
code upgrades throughout the territories. Another $4.8 million 
was expended for the purchase of the x-ray machines, the 
stretchers, the E.C.G. recorders and miaosoopes that we put 
into the health centres. An additional $2.14 million was 
provided in the way of contribution funding. These are the 
areas that we provide funding for incfuding the personal care 
facility in Fort Smith and the boarding home in Ndilo. 

The department does not purchase assets on behalf of the 
health boards. We provide the funding to the boards and they 
make the decisions on which assets they need to replace or to 
enhance their programs. 

At the time of transfer in 1981, neither the Department of Health 
or the Department of Public Works had an historical database 
of health facilities from which to plan and develop capital 
estimates for capitaJ projects. D.P.W. did their best to provide 
costing estimates assuming construdion pradices similar to 
public buildings like schools, recreation centres and 
administrative complexes. Both departments have since 
learned that the construction and supply of equipment for 
health centres are more complex and specialized, resulting in 
inaeasec:I project costs. 

The Departments of Health and the Department of Government 
Services and Public Works, are currently reviewing the capital 
pro1ects process manual and anticipate completion of this 
process by September, 1993. Revision of the capital standards 
and cnteria for health facilities will be undertaken as a parallel 
proJect. The department has a post-occupancy evaluation 
process for health centres. The P.O.E.s which they are referred 
to are scheduled anywhere from 12 to 24 months after a facility 
has been construded and/or renovated. 

All health facilities which are maintained or operated by 
Government Services and D.P.W. are operated in accordance 
with an approved maintenance management system. The 
Stanton Yellowknife Hospital and the H.H. Williams Memorial 
Hospital have their own maintenance staff and also maintain 
their facilities under approved maintenance management 
systems. 
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Development of specific operating policies is an ongoing, 
collaborative responsibility of the boards, Government Services, 
D.P.W., and the Department of Health. Maintenance of general 
equipment in health facilities is also addressed under the 
maintenance management system of Government Services and 
D.P.W. 

Bio-medical equipment is the specific responsibility of the 
boards. Each board is responsible for the maintenance of the 
necessary contracts with suppliers and/or service companies 
to provide for the inspection, testing and maintenance of bio
medical equipment. Routine preventive maintenance is to be 
performed in accordance with regulatory requirements and to 
the manufacturer's specifications. Thank you. 

CHAIRMAN (Mr. Zoe): Could I ask the A.G.'s office to 
comment on the remarks that were made? Do you have any 
comments? None? General comments or questions from the 
committee. Mr •.. Dent. 

MR. DENT: Thank you, Mr. Chairman. I understand that the 
department has been woridng on a capital asset tracking 
system or C.A.T.S., and that this a four phase program which 
was introduced to help boards in October, and is scheduled for 
introduction over the course of the next year and a half or so. 
I am quite pleased because I have been harping on plans, 
goals and methods of achieving this and I see this one has a 
timetable, it has goals and it has exactly how you plan to get 
there. I almost loathe to go into this next part but it seemed 
that Stanton was not totally aware of the fad that they might 
have to change their system. We questioned them this 
morning about capital assets and they seemed to think that 
their system was perfectly good. They had heard .that the 
department was looking at a capital asset tracking system, and 
they did not seem to be aware that they might have to fit into 
the program along the way. Was this system presented to the 
finance officers in October and just as something that was 
done, how much of a collaborative process was involved? 
Were the people who are actually going to have to use this 
system involved in helping to design it? 

CHAIRMAN (Mr. Zoe): Mr. Olenek. 

MR. OLEN.EK: Thank you, Mr. Chairman. The tracking of 
assets is over the last year and a half more than just counting 
numbers of pieces of equipment. As we looked at asset 
tracking, we found that from the insurance perspective we 
could not provide a very good accounting of the value of an 
asset at a given time in its lne. When you start measuring an 
asset's value, you start talking depreciation. As I have learned, 
depreciation is not a regular word that is commonly used within 
the government's financial structure. It is a bit of a new 
concept for government l;i~ a whole. 

The second aspect is the life of an asset itself. Again, that is 
not a common format that the government works with, 
recognizing that an asset does have a life and it has be 
replaced at some point. The challenge is to get everybody on 
the same plane, thinking in terms of depreciation, in terms of 
assigning a life to an asset and to devolve a plan. I guess 
before you can present something to someone else you have 
to understand it fully yourself and that has been a major 
learning step for our department. What are all the things that 
we want to bring forward to the boards. 

In October we made a presentation of where we want to go 
with the asset. tracking end how we would like to get there. We 
have prepared a questionnaire for the boards and presented 
what we feel are things that would be very valuable in an asset 
tracking system. This presented them with ideas of how we feel 
it would work for them and we have also invited feedback to 
tell us the things that we have missed and what they want to 
be able to do with it. They have responded in that manner to 
us, giving us the information we need to go back and tell them 
this is what you are telling us and this is the direction you want 
us to go with this package. 

CHAIRMAN (Mr. Zoe): Thank you. Mr. Dent. 

MR. DENT: Thank you, Mr. Chairman. I am happy to hear that 
you feel that there has been some feedback and, again, as I 
pointed out, the Stanton representatives who were here today 
did not seem to be aware that there had been that sort of 
feedback. I guess what I am saying is that it is tough for me 
to get a comfort level when that sort of thing happens. 

There is another I think important group in your own 
department that needed to be consulted. How much input did 
you get from the finance section of the department, what would 
work in terms of an inventory tracking system? Were they 
consulted in the process along the way too? 

MR: OLENEK: Are you referring to the government's 
Department of Finance or our own finance people? I have 
been woridng with the department's computer and system 
people that come under the finance division. They have been 
assisting me in the development of what we would like in a 
system and how it would integrate with the future plans of the 
information handling. 

ACTING CHAIRMAN (Mr. Gargan): Thank you. Mr. Dent. 

MR. DENT: Again, I almost hate to ask the question as I have 
been harping on plans with time objectives. I notice that in 
your objectives for 1989-90 you wanted to develop a 
standardized asset inventory program for health facilities and 
implement that in the first phase. I am really happy to see a 
timetable on the project of getting a controllable asset tracking 
system. One thing that surprises me a bit is that the timetable 
is such that the training and orientation sessions are scheduled 
for May of this year. It would seem to me that the people who 
would be most involved in this in May are pretty actively 
involved with closing off the books from the previous year. It 
would just seem to be a strange time to try and get them 
involved in a project that is going to be fairly intensive and 
have a fairly steep learning curve for people who have not had 
to worry about this sort of thing in the past, when they are also 
going to be involved in trying to wind up the books from the 
previous years so that the government can get ready for the 
audit. Was that considered when the timetable was set? 

ACTING CHAIRMAN (Mr. Gargan): Thank you. Mr. Olenek. 

MR. OLENEK: I cannot honestly answer that. If I recall 
correctly we have actually pushed it back later than what it was 
from the first time we were looking at a schedule. The original 
schedule was much more compressed than what the current 
one is. 
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ACTING CHAIRMAN (Mr. Gargan): Are there any further 
comments or questions? Mr. Dent. 

MR. DENT: I do not really have a question but I would iike to 
finish off on this. As I said I am impressed with this system, 
the goals and the way of getting a timetable. It would be my 
suggestion to the department that when you are doing these 
make sure that you set your timetables in a realistic manner so 
that you can achieve them. You are going to be under all sorts 
of pressure from M.LA.s to get there fast. You will have to 
recognize that this is one of the pressures you will live with. 
Make sure that you are giving yourself enough room so that 
you are not setting yourselves up to fail. 

ACTING CHAIRMAN (Mr. Gargan): Thank you. Mr. Olenek. 

MR. OLENEK: Thank you. I will take that advice and consider 
it very seriously. 

ACTING CHAIRMAN (Mr. Gargan): Thank you. Are there any 
general comments on capital assets? Mr. Ningark. 

MR. NINGARK: Thank you, Mr. Chainnan. According to the 
Auditor General's report there is an indication that the boards 
prepare their inventory and send it to the department. It is my 
understanding, Mr. Chainnan, that there are no guidelines in 
place for inventory control. No standards have been set up to 
keep the controls. I am wondering what the department is 
going to do to make sure that the inventory of assets are 
controlled and that there is a standard set up to meet the 
control. What is the department going to do in this area? 
Thank you. 

ACTING CHAIRMAN (Mr. Gargan): Thank you. Mr. Olenek. 

MR. OLENEK: Thank you. The accountability of assets, as 
the Auditor General has pointed out, is not only a problem 
unique to the Department of Health but the government as a 
whole. The government has not been very successful in 
achieving that goal. Regarding the asset tracking system, it is 
our goal to provide the tools to the boards that will allow them 
to have their own records from which they will manage, input 
and maintain that database at all times. This will pennit them 
to have ari accounting at all time of the assets within their 
responsibilities. 

There is one other item that we are looking at in our research 
of asset tracking and it we are going to call it the concept of 
bar coding of assets. The bar coding technology has come a 
long way in the last ten years. We have received infonnation 
that other health jurisdidions have bar coded their assets to 
ease the process of doing validation on a yearty basis of all 
assets. This infonnation G811 then be uploaded into a computer 
and quick verification can be done on assets. This is 
something we are taking a very serious examination of and if 
it proves it to be a viable option well supported by the boards 
we will certainly work to achieve that goal. I feel it will be a 
very valuable tool for the boards when it comes to the 
manpower exercise of accounting assets. 

ACTING CHAIRMAN (Mr. Gargan): Thank you. H there are 
no other questions on chapter six, I would just to remind 
Members that our committee made recommendations 
pertaining to capital assets government-wide during our last 

report. The Auditor General picked this up while doing the 
Comprehensive Audit on the department. Are there any further 
questions? H not, I would like a break and then we will 
continue on to the other chapters. We will take a five minute 
break. 

---SHORT BREAK 

CHAIRMAN (Mr. Zoe): I call the committee to order. We are 
still dealing with the Department of Health. We just concluded 
chapter six. Before we move on to chapter seven, I would like 
to ask one more question of the department with regard to 
chapter five. For the record, Dr. Kinloch, we are r8<X)rding all 
of our proceedings, could you reintroduce your staff? 

OR. KINLOCH: Mr. Chainnan, with me are Darrell Bower, 
Director of Finance and Administration; Linda Jackson, 
Director of Health Insurance Division; and, Stella Van 
Ransburg, Diredor of Policy and legislation. 

CHAIRMAN (Mr. Zoe): Thank you. When I asked my 
colleague, Mr. Gargan, to chair the meeting for me, he moved 
on to chapter six. My question is in regard to the H.B.I.S. 
system. In the Auditor's report, it seems like there are a lot of 
problems with this system. My understanding from talking to 
Stanton is that they are not too happy with that system. I do 
not know the history of how this evolved, but this new system 
that we are trying to put in place seems like it is being imposed 
on the boards. All of the computers are not compatible and 
this appears to be a big mess. When you put this new system 
in place to standardize all boards, did you get feedback from 
the boards saying "the system you are imposing on us is not 
suitable. We see problems with it." Have they communicated 
with you in tenns of the H.8.1.S.? It appears to be a big 
problem. 

MR. BOWER: The process that we are going through right 
now is not to impose a system on the boards, but to detennine 
our needs and find a system that meets all of our needs. To 
go back to your point, have the boards ever voiced any 
concerns to me regarding H.8.1.S., yes, they have voiced quite 
a few concerns to me. Most of them of a negative sort. 
Certainly, we have systems and charts of accounts. We are 
trying to come up with one system because we are a relatively 
small organization in the north. We need one system that is 
simple to use that meets our needs using one chart of 
accounts. That is what our goal is as a working group to the 
diredors of finance for the boards. 

CHAIRMAN (Mr. Zoe): We know this problem exists. What 
exactly is the department going to do to resolve it? I know that 
Stanton does not use the H.B.I.S. The M.H.O. is what I think 
they are using. From my understanding, they are not happy 
with it, it is too complicated and it is not compatible. So all of 
the infonnation that gets to the department has to be translated 
into our own system that we have in place. On top of that I 
know we spent a lot of money developing the H.8.1.S. because 
there are three people in the Department of Finance helping 
you to develop all of this. Last year our Standing Committee 
on Finance recommended that this little section of three PYs be 
deleted because we did not think they were warranted. What 
is the department going to do in this whole area of infonnation 
systems, particularty to the boards? You have not really said . 
how you are going to resolve this issue. 
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MR. BOWER: Mr. Chairman, that is what the working groups 
of the directors of finance for the health boards have taken on 
as their task. We have looked at the needs that we have 
determined and we have developed a prooess that we would 
like to go through. What that process will do is take the needs 
and do vendor selections, identification and then an evaluation 
of systems all aimed towards coming up with a system that 
meets the needs of the boards. The timetable for that is we are 
looking at the draft process in the middle of January. Our 
hope is to be able to select the system by this summer. H we 
select the system, it will have to be a staggered approach to 
implementing the system because it is a large task to do. We 
will be approaching the boards from that aspect. 

One other point you made, Mr. Chairman, you mentioned the 
team that is residing in Finance. They do S8fV8 a very useful 
purpose. We have the H.B.1.S. system now and they do 
support it. H we moved away from H.B.I.S. or M.H.O. 
whichever system the group se4ects, we would still see this 
group as a resource to supporting the system that goes into 
the boards. We do have a turnover at the board level, 
resources are thin out there and they do need the backup that 
this team would provide. Than_k you, Mr. Chairman. 

CHAIRMAN (Mr. Zoe): You are going to do that with each 
individual board, or are you going to bring all of them together 
at once and try to come up with one system? For instance, are 
you going to deal with Stanton and try to work out a system for 
them, and then go to the Mackenzie Regional Health Board, 
the Fort Smith Health Board and the Hay River Hospital Board? 
Is it going to be separate or together to try and figure out the 
best information system? 

MR. BOWER: Mr. Chairman, the approach right now is to do 
it all together. That is why we have representatives from the 
Mackenzie, lnuvik and Stanton on the working group. The 
other members from the Kitikmeot, Baffin, Rankin Inlet, Hay 
River and Fort Smith will be reviewing what the working group 
puts together and that will be done at the next directors of 
finance meeting. The ideal is to come up with one common 
solution so that we can support one another aaoss the 
territories instead of having isotated solutions that when 
something goes wrong we are 1oroed into an emergency 
situation to resurrect it. 

CHAIRMAN (Mr. Zoe): Mahsi Cho. That is what I wanted to 
hear. On to chapter seven, members agree? 

SOME HON. MEMBERS: Agreed. 

---Agreed 

CHAIRMAN (Mr. Zoe): '('i,e will go to medical travel, chapter 
seven. Dr. Kinloch. 

DR. KINLOCH: Mr. Chairman, Mr. Bower will make a short 
introductory statement on the financial issues section. 

MR. BOWER: Thank you, Mr. Chairman. A major focus of this 
section is the ability of the Department of Health to forecast 
expenditures and subsequent supplementary appropriations. 
The major area of funding changes, over the time period noted, 
have been that of hospital and health boards and the insurance 
programs of medical travel, medicare and N.W.T. hospitals. 

Increases to hospital and health facilities reflect collective 
agreement increases, inflationary increases to other O & M and 
basic increases to budgets to reflect service level of delivery. 
Another factor resulting from the time of transfer in 1988, was 
that board budgets were based on the model for the Baffin. 
Unfortunately, this model was not fully seasoned and in 
retrospect was deficient. This caused deficiencies in other 
boards that had to be addressed later on. The insurance 
programs have had difficulties. One is the delay in recovery 
cost data, and the other is the inflationary and utilization 
changes. All three insurance programs received cost data late. 
In the case of out of N.W.T. hospitals, it usually takes four to 
five months to get 70 to 85 per cent of the expenditures for any 
given month. In other words, it lags behind a great deal before 
we receive the billings. 

These timing delays cause difficulty because of the timing 
cycles for the operational plans and the main estimates. Often 
projections of expenditure increases are not known until.the fall 
for a given year. By this time, both the operational plan and 
the main estimate exercise for the following year have been 
completed and do not reflect the change. The other change 
has been inflation and utilization and during the period 
reported on there were major price increases in all three 
insurance programs. Utilization changes did occur, but they 
were not significant as compared to inflation. As a further point 
to that we saw major efforts by the provinces to recover costs 
and they all bumped their per diems significantly anywhere 
from 10 to 20 per cent year over year. That really hurt us 
badly. 

The department recognizes that it has to strengthen its 
monitoring of expenditures and its ability to forecast the same. 
To this end, the department has been doing the following to 
improve management space of information for planning and 
forecasting: 

we have been studying work load factors; 
we have been developing community profiles to 
determine health needs; 
reviewing expenditure issues such as travel, drugs and 
overtime; 
negotiating per diems and salary contracts with 
physicians to provide predictable costs; 
strengthening and monitoring of medical travel utilization; 

On this particular one the department is in the process for 
recruiting staff that had been approved for the function. 

reviewing southern hospital utilization and repatriating 
services where practical, and 
putting in place the resource to discuss patient care in 
southern jurisdictions to allow for the provision of 
practical, efficient and effective care at the most 
appropriate location. 

A proposal for the development of management data for the 
insurance programs has been delayed due to changes in staff 
and the prioritizing of the decentralization of the health 
insurance services division. This will be pursued as soon as 
feasible. With regard to a forecasting model, the department 
is using the best of the methods provided by the provincial 
jurisdictions some five years ago when I canvassed them and 
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I took the methods that they provided and selected the best 
one. 

Health and the F.M.B.S. are now in the process of requesting 
updates from the provinces on the models that they currently 
utilize. We are requesting not only from the provinces' Health 
departments, but also from their treasury board counterparts. 

The allocation of resources between east and west is basically 
as it was at the initiation of the transfer process. Stabilization 
of programs has been the focus. In addition to the 
percentages noted in the report, if hospitals and their staffing . 
are removed, the ration of nurses serving community residents 
is similar per region aaoss the whole N.W.T. The location of 
hospitals and doctors is an historical fact which will not be 
substantially altered until political direction is received on the 
structure that the health care system is to take, for example, 
''The N.W.T. Way" that we have been talking about. 

Wrth medical travel, the department has taken numerous steps 
over the past few years to control expenditures. The medical 
travel policy was revised and made public. A place of nearest 
treatment directive was developed and released that directed 
patients to the nearest location that their condition could be 
treated, versus flying everyone to a southern location. 

Funding and person years have been approved to aeate a 
control and monitoring point for medical travel. It is this group 
that will liaise with patients, care providers and referral groups. 
Another function of this group will be to look at the information 
flow and data capture surrounding medical travel and to make 
recommendations for improvement. The department 
recognizes the lack of detail in coding and the difficulty in 
linking travel to service. These points will be identified and will 
be addressed as much as possible in the revision to the 
computing system as the result of decentralization. The level 
of detail in IC09 coding can be quite detailed as suggested in 
the report and quite often the travel forms are at a general 
level. The difficulty is that when travel is authorized, the 
specific reason may not be known and only that the person 
needs treatment. Another difficulty is the amount of time and 
effort required to train an already overloaded field staff that 
tums over o_n a frequent basis. The question here is, 'What is 
the cost for the data and are there other alternatives?" 

The department recognizes that it needs better data and is 
examining alternatives. A correction to the section on escort 
travel is that it is approved on a regular basis where justified. 
With regard to the two medical travel programs offered by 
Health and Personnel. diSa.Jssions have been held and will 
continue to be held to ensure programs are working towards 
the same goal of proper treatment at reasonable and 
appropriate costs. It sh91,1ld be noted that medical travel is 
authorized by many non-G.N.W.T. sources. This travel also 
affects the costs of the G.N.W.T. when patients receive insured 
service through a hospital or by a doctor. Some means have 
to be found to expand the cooperation of Personnel and Health 
into these other areas. 

The 0.1.A.N.O. receivable has major implications to the 
G.N.W.T. as noted by the Auditor General. A legal cfaim has 
been filed in the Court of Canada to pursue the matter. As the 
matter is before the court, the department is in a position that 
it should refrain from making further comments pending 

resolution of the court case. The federal government will be 
filing a statement of defence to our ciaim in January 12, 1993. 
Mr. Chairman, that concludes my opening comments. 

CHAIRMAN (Mr. Zoe): Thank you. Any general comments or 
questions? Mr. Dent. 

MR. DENT: Thank you, Mr. Chairman. I was wondering if Mr. 
Bower could provide us with some more specific examples of 
how the Baffin model was deficient as he said in his opening 
presentation? 

CHAIRMAN (Mr. Zoe): Mr. Bower. 

MR. BOWER: Mr. Chairman, I am not fully aware of all the 
details, but the specific ones that I am aware of include 
overtime not being calculated property, some of the allowances 
were not calculated property, the cost of drug, supplies etc. 
were deficient and the difficulty was that the Baffin transfer 
happened the year before the full transfer happened. We did 
up the model and time did not allow us to go back and say "is 
that a sufficient model or not." We moved on to the next major 
transfer and we continued with the model. It was only in 
retrospect that we found that it was not fully working for us. 

CHAIRMAN (Mr. Zoe): Mr. Dent. 

MR. DENT: You indicated that one of the big problems with 
presenting accurate budgets was the considerable lag time 
between the expense and the recording of the same. Did you 
then say that this was going to be almost impossible to 
address this year because of decentralization? How and when 
are you planning to address this part of the problem? 

CHAIRMAN (Mr. Zoe): Mr. Bower. 

MR. BOWER: Mr. Chairman, we have a lag time problem in 
three areas. Two other areas as well, but those budget 
amounts are lower. The major area we have difficulty with is 
medical travel, N.W.T. hospital costs where we send our 
patients down south and medicare. What we are attempting to 
do is go through the decentralization aspect and look at all of 
our systems to identify what we can do now so that we can 
pick some of these costs up earlier. We are not doing 
anything until decentralization is complete because we have a 
problem that does require a resolution. 

The other steps that we are going to have to make is how can 
we identify that we have a commitment at the point of incurring 
the service. Medical travel, we think, has a solution to that 
which we will be putting in place. We generate the travel form 
itsett so we can estimate the cost. What we are trying to look 
at, this is only one possible solution, is can we develop what 
may be an additional cost related to each travel that takes 
place. Another thing that we might be doing and I might defer 
to my colleague from health insurance, is contact the provinces 
to see if somehow we can get earlier notification of what costs 
might be. We have pressured them in the past, and quite 
frankly our pressure does not amount to much to somebody 
that is spending $2 billion and they are reoovering a few million 
from oursetves. We are going to be talking to them. We have 
a body that has been approved that will liaise with the hospitals 
and jurisdictions. 
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CHAIRMAN (Mr. Zoe): Thank you. Dr. Kinloch. 

DR. KINLOCH: As Mr. Bower has suggested, the problem that 
we have does not seem apparent to the provinces because out 
of province billings represent such a small proportion of the 
total. Whereas for us it is a major difficulty. I expect, at the 
upcoming meeting, the Ministers of Health to make an appeal 
to Ministers to assist the territories in getting access to 
information on a more timely basis because for us it is a major 
problem. I think with that additional boost we may be able to 
get more timely reporting. 

CHAIRMAN (Mr. Zoe): Thank you. Mr. Dent. 

MR. DENT: Thank you, Mr. Chairman. Is decentralization 
going to hinder furth~ the timeliness of information flow? 

CHAIRMAN (Mr. Zoe): Dr. Kinloch. 

DR. KINLOCH: The decentralization policy is now being 
pursued with the aim to improve the operation of the system. 
To us it is not reasonable to decentralize a system which is not 
operating optimally. We would see improved reporting 
forecasting ability of managing to be a part of the preparation 
for decentralization. 

CHAIRMAN (Mr. Zoe): Are you saying decentralization, in 
your view, is not a good thing in terms of what that section 
does? Or is it better to move the system out? 

DR. KINLOCH: I am saying neither, Mr. Chairman. I am 
suggesting that there is a policy to decentralize and in carrying 
out that policy, we are going to send out to those decentralized 
units, systems which operate, systems which are reliable, 
systems which provide information and which can be 
managed. We believe that is a necessary prerequisite to a 
successful decentralization. 

CHAIRMAN (Mr. Zoe): Mr. Dent. 

MR. DENT: A very political answer. I really did not expect 
much different. I would point out that it would appear that a lot 
of important information measures are going to be slowed 
down or put on hold because of the decentralization initiative. 
It is obvious that decentralization is going to have a negative 
impact on the department achieving some of the improvements 
that the Auditor General points out. 

On page 43 of the report there are three recommendations 
regarding strong suggestions from the Auditor General that 
there is room for improvement for providing costing information 
and support for budgets. The management response was that 
the department will rev1e~ _existing operations in respect to the 
recommendations being made. The department has now had 
some time and I was wondering if we could get some specific 
responses as to these three recommendations and whether or 
not the department can be more specific about how they are 
going to read to these three recommendations please? 

CHAIRMAN (Mr. Zoe): Thank you. 

MR. BOWER: Mr. Chairman, of the three items, the first one 
being a better method of developing budgets and reporting 
expenditures against them. tt you follow the documentation, it 

was based on not providing enough documentation to support 
the budget -and we are going to be trying to develop, through 
the next call that we go through, much detailed information to 
support the budget submission that goes forward to the F.M.8. 

The accountability for re·porting and corrective action related 
bad< to the variance reporting. I think the comment was that 
we do not take seriously the variance reporting, .1 would 
suggest that we take it very seriously. As the report also notes, 
we have been making annual pilgrimages back to the pot. We 
take very serious notice of the variance reports and we monitor 
throughout the year where we are going and we update our 
projections throughout the year. Certainly there is room for 
improvement, we acknowledge that and we are going to be 
working towards that. 

Monitor and analyze the cost of supporting budget requests, 
my comments to the first two follow through to this. We do 
need to provide more detail and we can. We can sit down with 
the Financial Management Board Secretariat staff to determine 
what they need and also with our own people to determine 
what they need to manage their activities. 

DR. KINLOCH: Mr. Chairman, I think that the message, which 
may not have been fully received by boards initially about the 
seriousness of the financial situation that we were facing and 
of the need to bring some better control mechanisms to our 
budgeting, is now very clear to everybody. I suspect that in 
itself, will improve the ability of the department to deal with 
budgetary matters. However, in addition to that, there is a 
developing collegiality between finance officers and their 
departmental counterparts in dealing with what are essentially 
common problems and where it is in the best interest of all that 
they should be managed carefully. In addition to that, there is 
a new ability of the department to provide on-site assistance to 
boards who are having difficulty with budgetary matters. We 
believe that the combination of these should be very helpful to 
the process. 

CHAIRMAN (Mr. Zoe): Thank you. Any further general 
comments or questions on chapter seven? Mr. Gargan. 

MR. GARGAN: 
profiles every 
demographics. 

O.1.A.N.D. used to produce a booklet that 
community, the population and the 

DR. KINLOCH: Mr. Chairman, we are familiar with some of the 
standard reports that were produced by medical services 
branch but we are not aware that they were used for the 
allocation of budgets. They were reporting on health statistics 
and other community profile data and, yes, we have all of that 
information and have expanded it. In itsett, that has not been 
particularly helpful to the budget allocations. Initially, the 
budget is on a region by region basis and so the sub-level is 
done by the regions. If there is some other report we are not 
referring to, I would be happy to look further at it. 

CHAIRMAN (Mr. Zoe): Any further comments? Mr. Ningark. 

MR. NINGARK: Thank you, Mr. Chairman. Mr. Chairman, in 
chapter seven of the Comprehensive Audit of the Department 
of Health, it seems to suggest that the medical travel is not 
being property monitored by the managers of the department, 
thereby leaving it almost subject to being manipulated by the 
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G.N.W.T. employees who travel under the system. For 
instance, there are two examples here on the Auditor's report 
where employees travel to the medical centres outside of the 
N.W.T. but not to the nearest medical facility. Mr. Chairman, I 
want to know how closely the Department of Health is 
monitoring the medical travel by the residents of the N.W.T.? 
How closely do you monitor the policy in the system? 

CHAIRMAN (Mr. Zoe:) Thank you. Dr. Kinloch. 

DR. KINLOCH: Mr. Chairman, I think it is important to restate 
the distindion between medical travel and travel benefit. 
Medical travel is managed by the Department of Health and 
refers to the movement of patients through our system, 
wherever, within the territories or outside. The travel benefit is 
a benefit of employment by G.N.W.T. and it is managed by the 
Department of Personnel. 

The Department of Personnel has adopted essentially the same 
policy as Health for managing its medical travel. However, it 
lacks the capability to question referrals which are made 
outside of the N.W.T. For that reason, we are now in the 
process of consolidating the management of all medical travel 
in the Department of Health. Initially, there will be a period 
when the Department of Health will provide consultation to 
Personnel in the management of this program but the ultimate 
aim is that the management will be consolidated in Health so 
there will be one travel policy applying to medic:aJ travel and 
travel benefits. We expect to achieve substantial cost 
avoidance in the process. 

CHAIRMAN (Mr. Zoe): Thank you. I understand that you are 
working on it now, what is your timetable? A timetable is 
always of great concern to us. 

DR. KINLOCH: We expect the consultation to begin within the 
next month or so, and perhaps by the end of the fiscal year a 
consolidation could be achieved. 

CHAIRMAN (Mr. Zoe): Any further comments or questions, 
Mr. Ningark. 

MR. NINGARK: No, thank you, Mr. Chairman. 

DR. KINLOCH: Mr. Chairman, Ms. Jackson reminds me that 
consultation has begun. 

CHAIRMAN (Mr. Zoe): Just one question in relation to health 
insurance services again where we get money back. H I am 
correct, every individual in the territories get these health cards. 
We changed the process. We used to get a renewal every 
year. What mechanism or what process do we have, for 
instance, if I move say to ~y province, I am eligible to use our 
plan in the other province up to a maximum of three months. 
On the other hand, that is how much time is required from the 
province to accept me. The thing that I think is that there is a 
loophole in our system by having this two year renewal. Our 
plan is free do not forget, it is paid by the government. H you 
go to another jurisdidion it is not all free, you have to pay a 
certain fee, a user fee, I think they call them premiums. Now, 
say tor instance, a person moved to B.C. and these renewal 
cards are sent out how you catch this individual? They forward 
their card, although I know that they are not supposed to be 
sent out of territories but some people do send them forward 

to wherever their friends are living and they receive it, sign their 
name to it and send them back. How do we catch those type 
of people? 

OR. KINLOCH: Mr. Chairman, I will ask Ms. Jackson to 
explain the situation to you and the options we have for dealing 
with this. 

MS. JACKSON: Thank you, Mr. Chairman. I would just like to 
first say that we agree with the Auditor General's statements 
that this is a considerable problem. It is a considerable 
problem in all jurisdidions as well as in the Northwest 
T enitories. ft is a very expensive process to routinely survey all 
the population to make sure that they are still meeting the 
residency requirements in the territories in order to be covered. 
When we first get notification that somebody may be using our 
health care card outside the· system, we are looking at a way 
to verify whether or not we have sent that person out on 
medical travel. We can then follow up and do a spot check on 
those individuals that are receiving services outside. 

· With the redesign of the health information system, we will be 
capturing more useful management information on medical 
travel and the medical travel commitment up front. We will be 
able to send individual renewal requests to those individuals 
and we will rule out those people that we know we have sent 
out for specific treatment, but those that have just appeared on 
our list and we are not aware that they are outside, and they 
may be legitimately out visiting and that is fine, but we will ask 
them to reconfirm. 

CHAIRMAN (Mr. Zoe): It will not necessarily only be people 
that we send out, for instance, I could be travelling down south 
and if I get ill, I just go the clinic or to the hospital and I use my 
card. ft is paid for by our government. That is what I am 
saying. Maybe another suggestion could be, if they are within 
the number of acts that we have, maybe we can put something 
in law saying that it is against the law to abuse health care, 
because it is a two year renewal, and give some kind of 
penalty. It is difficult unless you know of certain people, but a 
lot of people in our system do not know if this person is still 
residing here and would not know that Joe Blow has already 
moved, after he renewed his registration six months into the 
year, and during the year he has been visiting hospitals down 
there. It could be assumed that he is travelling or something. 
It would be very difficult for our staff to pick that up, because 
it could be seen as somebody travelling in B.C. and he just 
happened to get sick and the bill comes up here and we pay 
for it. You indicated that you are working on the process, but 
I am not sure how effective that is going to be. In some areas 
we are losing a lot of money, especially when people move out 
of here, because from what I hear there are people abusing our 
system because it is free. We pay for all of their bills. 

MS. JACKSON: Thank you, Mr. Chairman. Your comments 
about situations where people are travelling outside of the 
territories and using their health cards to obtain services are 
accurate. People who are temporarily out of the territories are 
still covered by our health plan and will continue to legitimately 
use that. Where our concern is, is where someone has 
dlanged their residence past the three month waiting period 
and have failed to notify us. A number of provinces are 
working on these issues and we are going to try and copy 
some of their initiatives. One of the initiatives that we are 
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evaluating right now is the ability to link a tracking of our 
residents to other information systems. For example, one of 
the first things they must do when they change their residence 
is register their car and apply for a new driver's licence. Some 
of the provinces are experimenting with tying in that information 
so that the health care system would be made aware of the 
new car registration. 

Some of the provinces are taking a much more aggressive 
stance in terms of locating the individual who has used the 
card and no longer has residence to seek reimbursement from 
that individual. You are quite oorrect, it is against the law for 
that to happen. It is a very oomplicated and expensive 
undertaking because the only information you have about that 
individual is the fact that they have been in another province. 
You have a wide space to look for them in. We are watching 
what the other provinces are doing very closely to see what 
rate of success they have. 

CHAIRMAN (Mr. Zoe): Thank you. Any further questions on 
chapter seven? Mr. Bernhardt. 

MR. BERNHARDT: Thank you, Mr. Chairman. You said it is 
a three month waiting period before the expiry of your health 
care card, what about native students who attend a post
secondary institution? Do they have the same kind of situation, 
they have three months and then an Alberta card? Is it 
different? 

CHAIRMAN (Mr. Zoe): Thank you. Ms. Jackson. 

MS. JACKSON: Thank you. No, it is different for students. 
Students are not cxmsidered to have changed residency when 
they go to school. Their residency is still where their home is. 

CHAIRMAN (Mr. Zoe): Mr. Gargan. 

MR. GARGAN: Mr. Chairman, I noticed that you are signalling 
us to call it a day, but I just have one question with regard fo 
Dr. Kinloch's presentation. It is also echoed by St. John's 
Ambulance. There was an article that was in the Globe & Mail 
and I took a look at it, but it does not say anything about the 
Northwest Territories except that it talks about the primary 
health care . and the role that the nurses have taken. It talks 
about the community participation and to be more sett-reliant. 
It says because of the high cost of health delivery, we must 
focus more on our nurses to play a broader role, but they did 
not mention anything about the Northwest Territories. It 
sounded as though Dr. Kinloch was saying that we are getting 
the credit for that article, but it does not say anything. 

DR. KINLOCH: Mr Chairman, my point was we do not get 

CHAIRMAN (Mr. Zoe): Mr. Gargan. 

MR. GARGAN: Mr. Chairman, I guess there was a dedarat1on 
in 1978 and I thought that it was as a result of that, that the 
Newfoundland initiative came into being. It is sponsored by 
the World Health Organization. 

CHAIRMAN (Mr. Zoe): One more. Mr. Bernhardt. 

MR. BERNHARDT: Thank you, Mr. Chairman. Dr. Kinloch, is 
it possible for the government to issue everyone in the 
territories a plastic health care card? The paper ones do not 
even last one month, and sometimes you lose them right away 
and you have to wait to get a replacement. I pack mine in my 
wallet, but you oould use it to blow your nose now. 

---Laughter 

CHAIRMAN (Mr. Zoe): Any comment? Our colleague here 
from Yellowknife pursued in the Legislature to have our 
licences changed to plastic. I think you are alluding to 
something more solid so that it does not wear out? Ms. 
Jackson. 

MS. JACKSON: It is certainly possible to do that, but there is 
a considerable cost involved in doing it. The paper format is 
quite a bit cheaper just because the material is cheaper. It is 
also less expensive to produce because it can be produce a 
directly online through the computer system. That reduces our 
cost of produdion and our tum around time for the applicant. 
We will certainly take your remarks into consideration and 
continue to evaluate doing that. 

CHAIRMAN (Mr. Zoe): Mr. Bernhardt. 

MR. BERNHARDT: I used to go to the Charles Camsell 
Hospital and as soon as I walked in, they issued me their own 
nice plastic caret I do not see why the hospital cannot do that. 

CHAIRMAN (Mr. Zoe): You are making reference to the 
hospital in Edmonton. Do you think it is that costly to 
laminate? It is already there, all you have to do is put plastic 
on top of it. They have the machines at motor vehicles. 

MS. JACKSON: We will look into the cost of doing that. 
would suspect that we would have to have our own laminating 
facilities because we send the cards out in large numbers, To 
make it feasible we would have to have our own arrangements. 
We will price it. 

CHAIRMAN (Mr. Zoe): Mr. Dent. 

any credit. MR. DENT: tt people had to show up every two years to get 
their pidure on one, it would cut down on the claims and it 

---Laughter would not be justified. 

We developed this system and no one acknowledges it. I think 
anyone reading that article without knowing where it came from 
would suspect that it was talking about the Northwest 
Territories' arrangement. It also reinforced another point I 
made, that until we ran into our current financial troubles, 
people were not thinking along those lines outside of the 
Northwest Territories. They were content to continue on as 
they had for the past 20 or 30 years. 

CHAIRMAN (Mr. :ZO.): Are we finished with chapter seven 
then? Do you have any comments on chapter eight, Dr. 
Kinloch? 

DR. KINLOCH: Mr. Chairman, we discussed the system earlier 
in the afternoon. 
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CHAIRMAN (Mr. Zoe): Any questions or comments from 
Members? I think we did deal with it during general comments 
the first day and right through. Mr. Martin, do you have any 
comments pertaining to this? 

MR. MARTIN: I have no additional comments. 

CHAIRMAN (Mr. Zoe): That concludes our hearing on the 
Auditor General's Comprehensive Audit on the Department of 
Health. I would like to thank Dr. Kinloch and his staff for 
appearing before us for the last three days. Thank you very 
much. We will be making a report to the Legislature in the 
winter session. In our second phase, as I indicated the first 

day, we will be travelling to Rankin Inlet and lnuvik. We will be 
back in Yellowknife to do our final round, putting together our 
draft report and tabling it in the House. Once again, thank you 
for appearing before us. 

DR. KINLOCH: Mr. Chairman, we have appreciated the 
opportunity to spend so much time with the committee over the 
past few days. From our stand point, it has been very 
interesting and I believe helpful. We look forward to pursuing 
the conversation. Thank you. 

CHAIRMAN (Mr. Zoe): Thank you. Meeting is adjourned, 
moved by Chartes. Do you move to adjourn? 

SOME HON. MEMBERS: Agreed. 

---Agreed 

CHAIRMAN (Mr. Zoe): Adjourned until January 25, 1993. 

---ADJOURNMENT 
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STANDING COMMITTEE ON PUBLIC ACCOUNTS 

RANKIN INLET, NORTHWEST TERRITORIES 

JANUARY 25, 1993 

Members Present 

Mr. Amgna'naaq, Mr. Gargan, Mr. Pudlat, Mr. Whitford, Mr. Zoe 

Chairman's Opening Remarks 

CHAIRMAN (Mr. Zoe): Ladies and gentlemen, I would like to 
call this public meeting of the Standing Committee on Public 
Accounts to order. It is always good to be back in Rankin Inlet. 
As M.LA.s from other regions of the territories, we always look 
forward to the opportunity to experience the hospitality and the 
friendly welcome for which the Keewatin people have 
developed a well deserved reputation. Also, it is a very real 
pleasure to be visiting the home community of a colleague, the 
Honourable John Todd. 

I will be making some brief comments to tell you a little about 
our committee's mandate and our purpose for travelling to 
Rankin Inlet today. Rrst, I would like to ask my colleagues on 
the Standing Committee on Public Accounts to introduce 
themselves and indicate the constituency they represent. 

MR. ARNGNA'NAAQ: I am Silas Amgna'naaq. I represent 
Kivallivik, with the communities of Baker Lake and Arviat. 

MR. PUDLAT: I am Kenoayoak Pudlat. I represent Baffin 
South. 

MR. GARGAN: I am Sam Gargan. I represent the Deh Cho 
region. 

MR. WHITFORD: I am Tony Whitford. I represent the 
· constituency of Yellowknife South. 

CHAIRMAN (Mr. Zoe): Thank you. We have with us 
members of our staff from the Legislative Assembly, who are 
helping us with organization, translation and recording of these 
hearings and with background research on matters raised in 
the report. As Chairman, I would like to take a few moments 
to tell you a little about our standing committee and the role 
that it plays in the workings of the Legislative Assembly. 

You probably already know that the Standing Committee on 
Public Accounts is one of five committees that the Legislative 
Assembly has established under the authority of the Legislative 
Assembly and Executive Council Ad.. The other ones are the 
Standing Committee on Finance, Standing Committee on 
Legislation, Standing Committee on Agencies, Boards and 
Commissions and the Standing Committee on Rules, 
Procedures and Privileges, which I also chair. My colleague, 
Mr. Amgna'naaq, chairs the Standing Committee on 
Legislation, which I just referred to. Each standing committee 
has its own mandate and areas of responsibility. These are 
established in the first session following each territorial election 

by a full motion of the Legislative Assembly. 

Like other Legislatures across Canada, and most countries that 
use a parliamentary system of government, the Legislative 
Assembly has established a Public Accounts Committee and 
has given it the responsibility to monitor the way the 
government spends public money. Each year, our Standing 
Committee on Public Accounts reviews the performance of the 
Government of the Northwest Territories to ensure that money 
is spent according to the way the budget was passed and 
according to the statutory requirements for financial 
administration. We are also concerned with making sure that 
the programs and services being delivered to the people of the 
territories are being provided at the highest level of quality 
possible, given the amount of funding that is available. 

Often, we summarize the role by saying that the role of the 
Standing Committee on Public Accounts is to ensure that the 
Government of the Northwest Territories is operating efficiently, 
effectively and economically. We want to make sure we are 
getting value for money. The usual process for doing this 
involves the committee reviewing an annual report, which is 
presented by the Auditor General. The Auditor General's office 
has the responsibility to examine government organization and 
expenditures. It has a team of accountants and administrative 
specialists who are able to examine the accounts and 
procedures used by each government department. Together, 
they try to identify areas where government administration and 
operation can be improved so that the people of the Northwest 
Territories can receive better services. They describe these 
areas in the Auditor General's annual report. 

When the Auditor General completes his annual report, it is 
then transmitted to the Legislative Assembly and referred to our 
Standing Committee on Public Accounts review. The review 
usually involves public hearings and results in the standing 
committee making a series of recommendations to the 
Legislative Assembly. 

In addition, to our annual activities in reviewing the Auditor 
General's report, the Standing Committee on Public Accounts 
also serves another important function. When the Legislative 
Assembly has concerns or questions about the operation of a 
particular department, it can pass a motion requesting the 
Auditor General to carry out an in-depth, comprehensive audit 
of that department. The comprehensive audit focuses on a 
wide range of issues. It looks at the whether or not the 
government department is operating efficiently and providing 
good service to the people it is supposed to help. 
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When the Auditor General finishes the comprehensive audit, his 
officials prepare a final report. It is then up to our Standing 
Committee on Public Accounts to review it. That brings me to 
the reason why we are here today. Before the last election,- the 
11th Assembly's the Standing Committee on Finance 
expressed some concern about the way the territorial 
Department of Health was running. The Standing Committee 
on Finance introduced a motion requesting the Auditor General 
to undertake a comprehensive audit of the Department of 
Health. This review was carried out by the Auditor General's 
office in late 1991 and ear1y 1992. The report was received by 
the Speaker of the Legislative Assembly in October and was 
referred to our Standing Committee on Public Accounts for a 
public review. The report deals with a wide range of issues 
including comments on several aspects of the departmental 
administrations. These are: 

1 . the organizational structure of the Department of 
Health; 

2. planning for the future; 
3. managing people; 
4. managing information; 
5. capnel assets; 
6. financial issues; and, 
7. management, reporting and accountability. 

Each of these areas hes been examined by the Auditor General 
and a series of recommendations have been made. Our job as 
a standing committee is to review the Auditor General's 
findings and tell the Assembly whether or not it should 
implement the Auditor General's recommendations. In doing 
this, it is important to have the views of a wide range of 
individuals and organizations that are involved in the 
administration of our health system. We often refer to these as 
stakeholders. For that reason, the standing committee has 
scheduled a series of public hearings aimed at finding out what 
stakeholders think of the Audnor General's report. 

The first set of public hearings were held in Yellowknife at the 
beginning of the month, January 6 to 8. At that time, we heard 
witnesses representing the Office of the Auditor General, the 
Department of Health, the Board of Management for Stanton 
Yellowknife· 'Hospital and the St. John Ambulance people. We 
are continuing our public review this week with public hearings 
here, in Rankin Inlet, and then we will be moving on to lnuvik 
later on this week. While we are here, we hope to hear from 
our colleague, the Honourable John Todd, M.LA. for Keewatin 
and the Baffin Regional Health Board, Keewatin Regional 
Health Board and the Kiguti Dental Clinic and anyone else who 
may be interested in commenting on the comprehensive audit. 

On Wednesday and Thursday, we will be travelling to lnuvik to 
hear from stakeholder groups about the Auditor General's 
report. On Friday and Saturday, we will be back in Yellowknife 
to finish hearings from various groups and individuals who 
have registered to appear as witnesses. 

I think that the process of public hearing is a very important 
one. This is the way we will be able to find out what the 
people who are most affected really think. After we finish our 
public hearings, the standing committee will prepare a report 
for the Legislative Assembly and bring that forward when the 
House is sitting in February of this year. 

With those comments, I would now like to proceed with the 
hearing from witnesses who wish to appear before our 
standing committee here. !'will be asking our first witness who 
registered with us, to come forward. If there is anyone here 
who would like to make comments about the Department of 
Health and the Auditor General's report, please tell our clerk, 
who is sitting at the back, Rhoda Parkison, and you can 
register. I will be asking all witnesses to make opening 
remarks which should not exceed 15 to 20 minutes in length. 
I would ask witnesses to please stay within that initial time 
frame because I am sure that the Members of the standing 
committee will have many comments and questions about your 
presentation. I want to ensure that we have time for sufficient 
discussion. 

I would now like to call our first witness, the Hon. John Todd, 
M.LA. for Keewatin Central to oome to witness at the table. 
Just before Mr. Todd starts, I would like to acknowledge the 
special and reth~r forceful input that Mr. Todd had into the 
process when we were planning for these hearings. I know 
that I received several strongly worded letters insisting that the 
standing committee make sure it travels to Rankin Inlet to hear 
views from the Keewatin region. Of course, our oommittee 
Members were very happy to accommodate our colleague. We 
are happy, as well, to recognize our colleague as our first 
witness tonight. Welcome to the public hearing, Mr. Todd. 
You can proceed with your opening statement. Just before 
you do, for the public, we do have oopies of the 
Comprehensive Audit on the table if you want to take a copy. 
It is also translated into lnuktitut. Mr. Todd. 

HON. JOHN TODD: Thank you, Mr. Chairman. My comments 
tonight will be brief, direct and to the point. I would like to 
welcome the Members of the Standing Committee on Public 
Accounts to Rankin Inlet. I have no doubt, and I certainly 
hope, that the presentations that you hear over the next two 
days will help those Members, not familiar with the Keewatin 
region, to better insight into the way health care services are 
delivered or, perhaps, not delivered in this region. I 
understand that the oommittee is specifically concerned with 
the Auditor General's oomprehensive audit of the Department 
of Health. However, Members will appreciate that health care 
delivery issues are so closely intertwined that the specific 
ooncems of this region will be raised during this round of your 
public hearings. 

To begin, Mr. Chairman, I have three specific issues that I 
would like to raise with the oommittee. The first is the role of 
the board within the health care system. The second is the 
delivery of dental health care in the Keewatin region, which we 
have all heard about over the last months, and third, the 
impending decentralization of health insurance services. Mr. 
Chairman, we are very fortunate, and I say this in all sincerity, 
in this region to have a highly capable health board that fully 
understands the health care issues of this region. Much has 
been done by this board over the past several years to improve 
the delivery of health care and respond to the concerns of 
Keewatin people. This has been done despite the fact that 
there has been no clear or concise delineation of 
responsibilities between the Keewatin Regional Board of Health 
and the Department of Health. 

Chapter two of the Auditor General's report clearly examines 
some of the problem areas between boards and the 
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Department of Health. It has long been my observation that 
much of the difficulty in this relationship has been the 
uncompromising position of the department. The Department 
of Health has continually attempted to retain authority at the 
centre. Boards of health were established to be the primary 
vehicle for the delivery of health care services within the 
regions. To do this, they must have the necessary authority to 
make decisions on health care within their regions. As long as 
the Department of Health insists on maintaining such a level of 
control, this, in my opinion, will not be possible. 

As Members of the committee may be aware, the Keewatin 
Regional Health Board has been very aggressive in trying to 
provide the types of health care services that the people of this 
region need and expect. Why should we expect any less 
service than someone who is sitting in Yellowknife? 

This brings me to the second issue that I would like to raise 
with the committee. The provision, and I am using it as an 
example, of dental care services in the Keewatin region. This 
is referred to in section 2.8 of the Auditor General's report. For 
many years, the University of Manitoba was contracted to 
provide dental care in the Northwest Territories. This 
arrangement, although satisfactory in the past, provided little 
benefit for the people in the Keewatin outside of the dental care 
provided. There was no net economic benefit to people in 
Keewatin. When the dental services contract with the 
University of Manitoba expired on March 31 of last year, the 
Keewatin Regional Board of Health negotiated a new five year 
deal with a Northwest Territories dental consortium. This 
contract has resulted in much benefit to this region. A new 
state-of-the-art dental clinic was built in Rankin Inlet, which 
provides outstanding dental care to all the residents in 
Keewatin. tt you do get an opportunity, I would like you to take 
a look at the Kiguti Dental Clinic, of which Bernadette Makpah 
is the President. 

This new initiative, which had the support of the health board 
and the region, in one short exercise, created eight jobs in the 
Keewatin, one in Rankin Inlet, three aboriginal jobs within 
Rankin Inlet, seven dental therapists in the communities, new 
housing facilities owned and operated by aboriginal people and 
a new dental clinic owned and operated by aboriginal people. 
Prior to that, we were paying $1.4 million to the University of 
Manitoba and most of our taxes to the Government of 
Manitoba. All of you know my passion for talking about the 
economic impact of initiatives in the north. I would like to talk, 
and will talk later, more about the economic impact of this 
contract. In my view, in a debate that is taking place with 
respect to dental care facilities, this issue has been overlooked. 
Wrth this contractual agreement, it has meant a reduction of 
$1.4 million annually that was previously lost to the south. It 
has created eight new positions in the Keewatin and this 
service is being delivered for a similar price than that which 
was charged by the University of Manitoba. 

The Kiguti dental service contract is a prime example for all of 
us about how programs for northern and aboriginal people can 
be better delivered by northern and aboriginal people. The 
Auditor General makes reference in his report to a lack of 
communication between the department and the board. When 
this contract was negotiated, I encouraged the board to act in 
that manner because of little or no faith in the department's 
ability to look beyond the status quo. I understand that both 

the regional board of health and the Kiguti dental services ·t✓ ill 
be making a presentation later on tonight. As the M.L.A ior 
this region, my point is that, for the first time, the Keewatin 
region is being provided with first-class dental care at a 
reasonable cost. This, combined with the real economic 
benefits that flow to the Keewatin region from this contract. 1s 
an example of how northern and aboriginal people can take 
control of programs that affect them. 

Finally, Mr. Chairman, I would like to speak about 
decentralization of health insurance services. As you know. 
this government has begun to decentralize this section of the 
department, despite, in my opinion, departmental resistance 
This section of the department will be decentralized to lnuv1k 
and Rankin Inlet. Next year, this will mean 12 new positions to 
be decentralized in Rankin Inlet for Keewatin. I understar,d 
that, during the recent public hearings held by the committee, 
this issue was raised in relation to section 2.7 of the Auditor 
General's report. 

I would like to give the Members an update of what the 
Keewatin region has done to begin planning for the 
decentralization of these positions. The Department of Public 
Works and Government Services is currently negotiating with 
regional aboriginal development corporations to build the 
necessary housing and office space for this program. These 
assets will be completed some time in the fall and will be 
owned by a regional consortium. Recognizing that all of the 
people currently working in this section of health services will 
not transfer to Rankin Inlet, for whatever reason, Arctic College 
has developed a training plan to train northern and aboriginal 
people to fill any vacant positions. In my view, this 1s an 
important first step in the decentralization of government 
programs and services. It also takes into account !h~ 

impending division of the Northwest Territories by shifting sorn1:: 
of the responsibility for delivery of this service to Nunavut 

Mr. Chairman, this responsibility of health care must be in th.,, 
hands of the stakeholders, not a status quo, centraltzi::Ll 
bureaucracy that is reluctant to accept change. I ask you all • o 
stress that in your final report. Thank you. 

CHAIRMAN (Mr. Zoe): Thank you, Mr. Todd. Are there any 
questions or comments from Members? Mr. Todd, as you 
noted in the report, the Auditor General has not made spec1f1c 
comments pertaining to the decentralizing of the health 
component. A suggestion was made by the Auditor General 
that all the financial administration sections of the Department 
of Health should be consolidated. He did not say to move 1t 
Can I get your views on that? 

HON. JOHN TODD: Definitely. I think there were two points 
of view. One point of view is that we know there has to be an 
orderly transfer of responsibility to the Nunavut government 
All I see is that this is a small part working towards that. You 
know my views on centralization, Mr. Zoe. The other point o1 
view is, if you put all the power in the centre, and it is further 
away from the problem, then the solution to the problem 
created by those who are directly involved. It is easy to say. 
'Well, it is going to save us money if we centralize it. We will 
run things better." 

We have an extremely adversarial position between the 
Department of Health and the health boards. The Department 
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of Health does not even know who. we are out here. When was 
the last time we saw anyone come here? They only come 
when there is a political crisis. They do not come on a regular 
basis to determine what is happening. They make decisions 
with respect to dental care and eyeglasses without any 
understanding of what is going on in Whale Cove, Coral 
Harbour, Lake Harbour, or wherever. I am not going to 
support and will not support any kind of strong redirection of 
centralizing any kind of authority, least of all, a financial one. 
You have to put the responsibility closer to where the issues 
are. To me, I am a strong regionalist. I have made no bones 
about it. I make no apologies for it. You have to put the 
authority and responsibility closer to where the problems are. 
I see that being done through our regional health boards. 

By the way, reading the Auditor's Report, the last thing I would 
want to do is give these people more financial authority. They 
cannot even run what they have. 

CHAIRMAN (Mr. Zoe): Let me rephrase my question. 
understand what you are trying to say. That is not the point I 
was trying to make. The Auditor General suggested that many 
of the financial monitoring functions within the hospitals and 
health facilities division and also the health insurance division 
should be consolidated within the finance division of the 
Department of Health. What implications would this 
consolidation have for you? 

HON. JOHN TODD: I do not know. Who knows? Until we try 
it, I do not know. All I know is that it is not working right now. 

CHAIRMAN (Mr. Zoe): As you know, within these various 
divisions, they have their own finance and administration 
sections. The Auditor General is saying that we should 
consolidate them into one division. 

HON. JOHN TODD: H they consolidate them in Rankin Inlet, 
I do not have a problem with it. 

CHAIRMAN (Mr. Zoe): Even though we transfer the health 
insurance services to Rankin Inlet, the authority will still be at 
the centre. 

HON. JOHN TODD: That is the whole crux of my argument 
here. I have said it before and I will say it again, you have to 
put the financial responsibility into the hands of those who are 
directly related to delivering the service to the stakeholders. It 
cannot be sitting in the centre. I argued this before, as Mr. 
Whitford knows. I believe that we have confident, responsible 
boards that are reflective of the politics of the day. You have 
to put the administration in place and give them the authority 
to go with it. 

CHAIRMAN (Mr. Zoe): Are there any further questions or 
comments from Members? Mr. Gargan. 

MR. GARGAN: This is in regard to decentralization. One of 
the things that John mentioned is trying to get away from the 
status quo. Could you enlighten me by what you mean by 
that? There are certain standards that you have to maintain. 
I do not know the situation in the east as much as I do in the 
west. In the west, for example, we have nursing staff at the 
nursing station. Many times, the staff take the role of 
interpreters and technicians. They operate an x-ray machine 

and everything else that they possibly can. You are not going 
to grab the janitor and tell him to take an x-ray of this 
individual, but we do have double standards. I am wondering 
what you really meant when you said that we have to get away 
from the status quo. Are you saying that we should possibly 
do it on a real loose basis so that we allow cost-effectiveness 
to move over? We are not going to have a radiologist or 
translator in every community, but ... 

HON. JOHN TODD: I agree. We all work within financial 
limitations. We know we are spending $200 million a year on 
health care. It is going through the roof when we are sitting 
with an emergency, a legal battle right now which, a year ago, 
was $35 million and is now $90 million. We have to find a way 
to do things better. I realize you cannot be all things to all 
people, but in this region, for example, I asked the Department 
of Health, and fought like hell this last year, to do a simple 
evaluation of a cost that we are currently paying for health care 
in Manitoba. You would think I asked for the moon. You 
would think I was committing heresy or something because 
these professional elitists are saying, "The status quo is 
spending $6 million a year in the province of Manitoba." I am 
saying, "Look, let us do an impact assessment to determine if 
we should put some in the Keewatin. Do we go fill Mr. 
Whitford's white elephant in Yellowknife, which is 51 per cent 
occupied, according to Mr. Yamkowy, chairman of the health 
board? Do we move to Iqaluit? I do not know. Fort Smith, 
lnuvik and Fort Simpson are all being flattened with a level of 
health you had because you have this monster sitting in 
Yellowknife and this desire to fill a $40 million white elephant 
that is only 51 per cent occupied according to Mr. Yamkowy 
last week. That is not acceptable to me. I would hope that it 
is not going to be acceptable to you. We have to find other 
ways and means of doing it. I think that is all I am asking 
people to do, think a little more creatively. The dental clinic is 
a clear example of the repatriation of territorial dollars from 
Manitoba into the Northwest Territories. That is all I am trying 
to say. 

CHAIRMAN (Mr. Zoe): Mr. Gargan. 

MR. GARGAN: You mentioned decentralization and putting 
the dollars where the services are being provided from a 
regional perspective. What is your formula in regard to that? 
Do you have a formula in place with regard to how that should 
be done? I am interested in doing it in a fair and equitable 
way. That is the only way to do it. Do you have other visions 
that I am not aware? 

HON. JOHN TODD: We agreed, Sam, that we believe in 
decentralization. The current decentralization was not an 
instrument of me. I had no influence over that. Everybody 
knows that. That was a decision made by the Cabinet in terms 
of whether it was going to Baker Lake, Fort Simpson, or 
wherever. The principle of decentralization, we agree with. To 
me, you have to look at what the net benefits are with respect 
to decentralization. What is the cost? tt there is an additional 
cost, what is the economic impact within that community? 
What is the cost of the job? I believe that government should 
be an instrument of economic activity. Therefore, if it means 
that we can shift some dollars, and there may be a premium to 
be paid for it, but it creates some jobs and economic balance, 
then that is where I am coming from. 
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Let me give you an example of this hospital. I am getting mad 
as I sit here because I have been at this thing for a year, not at 
you people, but ;ust the thought of something behind me, 
those people in Yellowknife. You know what happened to the 
Keewatin region with respect to that $2 million. They tried to 
whip it out of there, even though it was in there to do the 
impact assessment on health care in this region. That 
indicated to me that they did not give a damn. They just took 
it out. 'Well, we do not need that." I do not know whether it 
was a political decision by Mr. Patterson, but it must have been 
in conjunction with the department, in my opinion. Everybody 
denies it. I said it publicly and I am saying it again. They have 
never demonstrated to me, at the senior level, any commitment 
to looking beyond the status quo. That is all I am trying to say. 

All we asked for in this region was to do an evaluation, for our 
people, my kids, of Silas' kids and everybody else's kids, what 
it was costing to run dental care from Manitoba and could it be 
redirected and repatriated. Heaven forbid that we should 
nudge this thing .called Stanton. That is why I am still angry 
after the year and I am still cynical. I intend to continue to be 
until I see a clear · commitment from the bureaucracy because 
they are the ones who make it work, no matter how well
intentioned previous Ministers and current Ministers are. 

MR. GARGAN: You are still part of that bureaucracy. 

HON. JOHN TODD: That is right. You have to try and make 
it work, but you give 20 reasons why you should not do 
something and one reason why you should. I know that you 
cannot have the level of service in Yellowknife in every 
community, but we did think a little creatively and we did bring 
some economic development and a quality service with respect 
to dental care into the Keewatin. Baffin has it with their $40 
million hospital. Yellowknife has it. We should be looking at 
the Keewatin and other regions. I am here to talk about my 
region as an M.LA. and I want this government to look, in a fair 
way, at repatriating health care as we are currently doling out 
"x" million dollars to Manitoba into the Northwest Territories. If 
it happens to be Keewatin, I will be very happy about it, but if 
it means we have to go to Yellowknife, I would be less happy 
but I would· live with that. It just does not make any sense to 
me to continue to support a medical facility which is using 
G.N.W.T. dollars of which we are getting no impact on. We 
certainly get good health care, do not misunderstand me, but 
it is costing us a great deal of money. 

CHAIRMAN (Mr. Zoe): Are there any other comments? Mr. 
Whitford. 

MR. WHITFORD: The gospel according to Mr. Todd. That is 
your favourite line in the Legislature. I am not going to criticize 
you. What I am saying. is that the Keewatin Regional Health 
Board is to be applauded for attracting back and establishing 
dental care in the Keewatin. Let us not go on all evening 
crapping on Yellowknife. Yellowknife did exactly the same 
thing that you are doing here. We are repatriating services 
that, otherwise, would have gone out of the Northwest 
Territories. What Yellowknife is trying to do is to put back into 
the territories exactly what you are trying to do with the 
Keewatin. We have a difference of opinion on some of the 
things that you were saying, but I am not going to go into that. 
I just want to say that, if all the health boards worked as 

effectively as yours, we would have no problem, but the fact is 
that they do not. As a government, we have to do something 
about that so that they can deliver the services in the 
communities that the people want at the cost. You have not 
had that in operation for that long a period of time. I was 
curious to know if there were any figures already on the 
similarity. You said "delivering a service at a similar price for 
dental care" once your clinic was established. Do not get me 
wrong, I think that is a great idea to take out of the provinces 
what we were putting in there. More of that needs to be done. 
What do you mean by "similar cocst"? 

CHAIRMAN (Mr. Zoe): Mr.'Todd. 

HON. JOHN TODD: I do not know the details of the concept. 
My understanding is that there is a bit of a dispute right now in 
terms of some of the things that are being paid for health care. 
It is part of a larger picture, in my opinion. It is the off-loading 
of aboriginal health care and the department's inability to be 
able to take federal government to task on it. There is some 
confusion about whether or not we are delivering this health 
and dental care for the price in which we were doing it through 
the University of Manitoba. Kiguti and the health board will 
address that more than I can because I do not know the cL ! :iils 
of the contract. 

Mr. Whitford, you have to determine what the net benefits are 
accrued to it. If I said to you, for example, that you think I am 
crapping on Yellowknife, that is fair enough. People crap on 
the Keewatin all the time. That is just life in politics, correct? 
I said to the M.L.A.s in Yellowknife six months ago, "You people 
should be looking at repatriation and rehabilitation of the 
W.C.B., that rehabilitation centre, and tie it into the Stanton 
Hospital." I talked to Mr. Yamkowy last week and nothing has 
been done. It is not my issue. I did not get elected in 
Yellowknife. That is the responsibility of Mr. Dent and Mr. 
Lewis. You get out there and hustle like I am hustling for the 
Keewatin. That is my job. You can repatriate, in my opinion, 
the rehabilitation services that we are currently using for the 
Workers' Compensation Board in Alberta. I think you can take 
a look at repatriating that into the Stanton Hospital . and 
receiving greater utilization of the Stanton Hospital than you are 
currently receiving. It is no different than the initiative with the 
dental clinic. All you can do is give advice. Whether or not 
people take it, that is another thing. 

CHAIRMAN (Mr. Zoe): Are there any further comments or 
questions? If not, Mr. Todd, this is just to follow-up on the 

· decentralization issue. I was not clear if you were indicating 
that you are quite satisfied with just the decentralizing of that 
health insurance services from the central government to the 
regions. They are splitting that function, one to lnuvik and one 
to Rankin Inlet. Are you saying that you are satisfied with that 
function being here in Rankin Inlet? Were you suggesting that 
that particular responsibility be transferred to the local boards? 
I was not sure if you were saying, "For now, I will live with just 
that transfer component of it because it will eventually tie into 
the Nunavut territory." Were you saying, "Maybe it could go a 
little further than that?" 

HON. JOHN TODD: I would like to see health boards have 
more autonomy. I do not know how we would work that 
through. Maybe Mr. Whitford is right. There are some health 
boards at this level and some health boards at that level. It 
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reminds of, for some of us who have been around a while, the 
old days, in 1971, we said, 'We are going to let aboriginal 
people run settlement councils." D.P.W. and all the 
bureaucracies in Yellowknife said, "That will never work. It will 
fall apart. They will never be able to run it." Municipal 
governments are running it today. It is the same with health 
boards. If you do not try, how do you know? If you are not 
prepared to make a lousy mistake, how are we ever going to 
move forward on it? You need to give more authority to the 
regional organizations. You have to put the solution to the 
problems closer to where the problems are. There is a cost 
associated with decentralization, and you have to, in your own 
mind, evaluate if that cost is worth it. It is no different, in my 
opinion, as it has been done by many of you and all of us 
paying a premium to a northern business over a southern one 
because he is going to train and employee northerners. That 
is the way I view it. 

CHAIRMAN (Mr. Zoe): Are there any further comments or 
questions from the committee? Mr. Whitford. 

MR. WHITFORD: You have outlined some of the economic 
benefits of decentralization of the health insurance services 
component of the department. It sounds as though it will have 
some very specific benefits to the Keewatin, specifically, of 
course, to Rankin Inlet. How would decentralization improve 
the quality of service provided to all of the people of the 
Northwest Territories? How do you balance that against what 
the Auditor General suggests, that greater efficiency and quality 
of performance by the health insurance services would be 
improved through consolidation rather than decentralization? 

HON. JOHN TODD: I do not want to be at odds with the 
Auditor General, but he comes by once a year, makes a report 
and we are here forever. In my mind, I do not want to 
oversimplify it, but I think we have to try it and see if it works. 
I am in an awkward position because there are economic 
benefits going to Rankin Inlet, so I am obviously viewed as 
being susped. I think if we are moving toward an orderly 
transfer of the division of the territories, there is going to be 
some requirement for some of those services to be delivered 
by a Nunavut government. If we wait until 1998-99, we will 
·never be ready. Let us just roll it in now nice and gentle, see 
if it works, work out the bugs as we move along, as there will 
be, and hopefully will come about by being able to deliver the 
service in a more responsive manner. Only time will tell that, 
Tony. 

Right now, if we sit back and wait until the Nunavut 
Implementation Commission is in place and that and the next 
thing is in place, where are we going to be if 1997, 1998, 1999 
rolls around? I see this as very much experimental, personally 
speaking. I cannot quantify to you how sucx:essful it will be. 
In my simple way of thinking, as I frequently say, if you put it 
closer to the problems, I think it is going to be easier to solve 
this and find the solutions. 

CHAIRMAN (Mr. Zoe): Are there any further comments or 
questions from the committee? Mr. Todd, you know that the 
Auditor General's report comments that the Department of 
Health is stuck in a pattern of •planning to plan: It sounds as 
though the Health planning has been an issue in this 
constituency of Keewatin Central. Can you comment on this 
from a political perspective? 

HON. JOHN TODD: Let me step back a little bit. My 
understanding is that the department has now recognized that 
there is a desperate need to get some planning underway. I 
am talking about my former life as chairman of the Standing 
Committee on Finance. In fact, there are now significant 
dollars being allocated and approved to create these need 
studies and to evaluate the kind of health care that we are 
currently doing. I think that crosses right across the territories. 
There were huge dollars in there for planning. To me, it is no 
different than building a house. You need a blueprint to 
determine how you are going to build it. The cost of health 
care is not just a territorial issue, it is a Canadian issue which 
is skyrocketing. 

As a government, we are currently are in an enormous dispute 
with the federal government about the off-loading component 
of what was paid for before, which they do not want to pay for 
now. Again, we are no different than Ontario or any of the 
other provinces. We need to be able to put together, if you 
want a plan of adion, one, to deal with the fiscal end of it and, 
two, to deal with the delivery end of it. Are we, in fact, 
delivering services as well as we should be? How are we 
going to find that out? We will find that out by going out there 
and asking people. You have to be realistic, as Mr. Gargan 
and Mr. Whitford said. You have to go out there and ask and 
determine if what we are currently doing is actually meeting the 
needs. The health care conditions of this region, for example, 
and I am sure Ms. Palfrey will speak to it much more eloquently 
than I can, are an absolute disaster. It is almost criminal the 
level of health care our people receive for a variety of reasons. 
I could spend all night talking about it. 

How are you going to make it change? That is why 
sometimes, if I speak this evening with some frustration, it is 
because I see things being determined at the centre that have 
not taken into consideration what is required in the regions and 
the communities. I am not sure whether or not if it is 
intentional. 

All I know, as a manager, is that whether you are managing 
people or money, you need the flow coming in and the flow 
going out. If you look at the Auditor General's report, he talks 
very clearly about the boards' relationships with the 
department. I do not want to speak to that. It is fairly blunt 
and direct in the report. One way or the other, we have to 
improve that and find the way to get the flow coming in from 
the regions, re-evaluate what we are doing, etc. Previous 
people obviously thought it was a centralized system. That 
was their political jurisdiction. I suspect, if you look into some_ 
of the research, that is probably why they have a large, central 
facility in Yellowknife. I am not taking anything away from that 
facility. I understand it is one of the best. I am not sure i1 it is 
accessible or if the health care is accessible. That is what my 
expectations are for the people of this region. I cannot walk 
down the road to a dodor. We have to evaluate what we are 
doing and we have to recognize that there are some financial 
limitations, as you have said. We have to look at what we are 
currently doing to determine if, in fact, that is the right way to 
do things. I think we proved that in a small way with the dental 
clinic. · 

CHAIRMAN (Mr. Zoe): Are there any further comments or 
questions? Mr. Todd, in chapter two of the Auditor General's 
report, there is a reference made to "The N.W.T. Way." What 
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is your understanding of ''The N.W.T. Way"? 

HON. JOHN TODD: My understanding of ''The N.W.T. Way" 
was to shut down the hospitals in Fort Smith, Fort Simpson 
and lnuvik and centralize health care within a larger 
constituency in which to give us less in the communities, not 
more because we just simply could not afford it. In simple 
language, that is my interpretation of ''The N.W.T. Way." Other 
constituencies are saying, 'When I read it and argued about it 
in the House, I saw a shrinking of services rather than an 
expansion of them." It was done, obviously, for the difficult, 
fiscal position that we are currently in and weathering at the 
time." That may be a valid argument. I am not debating that. 
I think you have to look beyond just what we are doing. That 
came up in Fort Smith. A Member has raised that in the 
House. 

CHAIRMAN (Mr. Zoe): I assume that you looked at it as a 
model in which no new initiatives or development would take 
place within a certain area. 

HON. JOHN TODD: I do not see any creativity. I do not see 
someone saying, "How are we maintaining our health care with 
these poor nurses who are working night and day?" I believe 
there are many well-intentioned people in the region. I do not 
see anybody saying, "How can we do it better or different?" 
Every way you tum, people are talking about the exorbitant 
cost of travel. What are they going to do? They want to 
centralize a travel coordinator. The individual who is making 
the decision in the region knows more about the travel costs 
and what should be going on than somebody sitting in a 
central place. Maybe I am just too simple, but that is the big 
thrust now, a centralized coordinator. 

CHAIRMAN (Mr. Zoe): Are there any further comments or 
questions from the committee? If not, I would like to thank Mr. 
Todd for m~king a presentation to our committee. Thank you 
very much. 

HON. JOHN TODD: All right, Henry. Thank you. 

CHAIRMAN (Mr. Zoe): Can I call on our next witness, the 
· Keewatin Regional Health Board representative? I would like 
to ask the representative of the Keewatin Regional Health 
Board to provide copies of the presentation to the committee. 
For the record, could you kindly introduce yourself and your 
colleague and proceed with your presentation? 

Presentation by Keewatin Regional Health Board 

MS. PALFREY: Thank you, Mr. Chairman. My name is Bette 
Palfrey. We have with us several of our board members in the 
audience tonight as well as Bruce Peterkin, the Chief Executive 
Officer of the health board. I would like to welcome you to 
Rankin Inlet, on behalf of our board. Thank you for travelling 
out here to hear the concerns of the board. 

Mr. Chairman, the Keewatin Regional Health Board is 
encouraged by the report of the Auditor General. This report 
has brought to the forefront matters that we have recognized 
for a long time as barriers to efficient management of the 
N.W.T. health system. Mr. Chairman, my response, unlike Mr. 
Todd's shortened version, is fairly detailed and lengthy, but our 
board felt it important to try and cover all the issues that were 

raised in the report as clearly as we could because we leel ,t 
is an important report that was done. 

We think the Auditor General's report verified what we, in many 
regions, already know. The report paints a bleak picture of the 
way the Department of Health is managed and the attitudes of 
some of the department staff toward the people who they are 
hired to serve. There are five main areas of disagreement 
between some boards and the Department of Health. The 1irst 
is the issue of authority or mandate. The second is the issue 
of reporting relationships. The third is an issue of self
govemment. The fourth, as you referred to, are the principles 
of "The N.W.T. Way." The fifth issue is one we feel of 
paternalism. The Department of Health and the regional health 
boards have had long standing disagreements about our 
respective roles, and this ongoing dispute has had, and 
continues to have, a significant impact on both the Department 
of Health and boards to be effective. Let me explain. 

The Department of Health has been mandated to assist N.W.T. 
residents to attain, maintain or regain their highest achievable 
level of health. The department attempts to fulfil this mandate 
by providing or supporting programs and services designed to 
encourage individuals and communities to accept responsibility 
for their health by protecting the health of the public and by 
ensuring access to needed preventative, therapeutic and 
rehabilitative services and care. 

Officials of the Department of Health would have you believe 
that the T.H.I.S. Ad. gives the department legislative authority 
to deal and to manage with health services here in the N.W.T. 
We have a copy of the T.H.I.S. Act and it does not even 
mention the Department of Health. What it does state clearly 
in sad.ion 13 are powers and duties of boards. They are 
before you: ''That boards shall manage, control and operate 
health facility or facilities for which they are responsible and 
may, subject to part nine of the Financial Administration Act, 
exercise any powers that are necessary and incidental to the 
duties under paragraph eight." In our health board trustee 
manual, which is developed by the Department of Health, it 
outlines health boards' mandates as the following: ''The boards 
have exclusive and sole responsibility for making operative 
policies for issuing policy directives, administrative procedures 
and fund.ions, retaining accountants and consultants, 
negotiating and administering contracts," and among several 
other areas that are outlined in the health board manual. 

First, I would like to deal with the issue of the reporting 
structure. The Department of Health officials have stated, and 
I quote in their presentation, ''The boards have the 
responsibility to manage, through day to day work of C.E.O.s." 
Health officials say that C.E.O.s are accountable to boards and 
boards are accountable to the Department of Health. The 
Minister of Health is accountable to the Legislative Assembly. 
The departmental officials are wrong. Health board trustees 
are appointed by the Minister of Health. We discuss all 
important matters with the Minister of Health. The Auditor 
General's report clearly points out the need for role clarification. 
We would concur with those findings. 

Unfortunately, the Auditor General's report suggests that the 
Department of Health has lost sight of the differences between 
encouraging individuals in communities to accept responsibility 
for health and controlling them. We agree. The Department of 
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Health is expected to guide health care in the north and ensure 
that residents in the N.W.T. obtain their highest achievable level 
of health status. The staff at the Department of Health must 
facilitate open, honest and effective communication with the 
people of the N.W.T. and health boards in order to ensure 
effective development of health care programs in the regions. 

The need for the Department of Health to have a decentralized 
philosophy for the development, implementation and evaluation 
of health programming to the regions is essential if they are to 
learn how to deal effectively with regional boards. We believe 
that the Department of Health must manage the N.W.T. health 
care system with the interests of all N.W.T. residents at heart. 
We feel that the department is an important stakeholder in the 
health care system. If properly run, they can do a great deal 
to improve the status of the residents. We believe that a well 
managed department would solicit from boards their opinions 
and factor those opinions into decisions that they make prior 
to decision-making, not afterward. A knowledgeable 
Department of Health should be able to provide support and 
consultation on important initiatives that are undertaken by 
various health boards. 

The Auditor General's report identified that the Department of 
Health has been poorly managed. A poorly managed 
department will create and foster tension in working 
relationships. It will hinder the people of the N.W.T. from 
achieving the appropriate health status by creating obstacles 
for health boards and hinder the regions and aboriginal people 
from taking charge. The Department of Health has been 
defensive with the overall thrust and tone of the Auditor 
General's report. They would have you believe that there are 
unique challenges faced by them that hinder their ability to 
respectively manage their department. They will also, no 
doubt, endeavour to make you believe that they have 
established special programs and services to deal with the 
various issues as outlined in the Auditor General's report. 

The Auditor General's report also provided us with several 
comments and recommendations. The Legislative Assembly 
and its various standing committees should act on the 
recommendations of the Auditor General's report. Please do 
not leave · it up to the Department of Health to facilitate the 
changes necessary. They may have tried to convince you that 
they have the situation at hand and that many of the 
recommendations can be dealt with through measures already 
in place or being implemented. We feel they need a guiding 
hand to ensure that the recommendations are implemented. 
The Minister of Health must play an important part in the 
direction for change, as outlined in the report. 

The Department of Health has not been very good at managing 
the health system to date. The Auditor General's report 
presents us with an analysis of how they have done to date. 
The Auditor General's report card of the Department of Health 
gives them a failing grade. The question of the will of the 
department to facilitate the necessary changes is there. 

The Auditor General's report also brought into question the 
ability of the department to manage health promotion, 
protection of the public and prevention of disease. The 
Department of Health will try and convince you that the 
problems experienced in the N.W.T. are common throughout 
Canada. We do not agree. Many of the problems in the 

N.W.T. are worse than those in the rest of Canada and som~ 
problems we have are unique to the N.W.T. 

The Department of Health has endeavoured to put the 
argument to health boards that the allocation of scarce 
resources is causing the tension between the health care 
partners, the department and the boards. Yet, we see many 
examples where boards on one hand are told to cut back due 
to the scarcity of dollars, and, on the other, numerous 
consultants within the Department of Health are hired during 
these supposedly meagre times. 

Wrthin the Auditor General's report, the Auditor stated they 
encountered an attitude within the department that shows a 
lack of respect for board members. The report outlined that 
board trustees were not viewed by the Department of Health as 
capable. This outwardly patronizing view of board trustee 
capabilities can be seen as an excuse for doing little for 
helping board trustees improve. The report notes that the 
suspicion will continue, that the Department of Health wants to 
keep board trustees ineffective so that the department can 
continue to control the overall administration staff. This 
perpetuates the myth that boards cannot do what they are 
supposed to do and the department is, therefore, justified in 
maintaining controls. It is a catch 22 situation. They do 
nothing. They do not help boards develop. Therefore, they do 
not have to give any more control to boards. 

We feel the issue of this paternalist manner with which the 
Department of Health staff deals with our trustees and staff Is 
of concern to us. Paternalism presents itself in unusual ways 
As an example, when the board gave direction to our executive 
director regarding a strategy relating to the use of a multi-use 
health care facility, the Department of Health present•:d 
concerns that indeed this issue was being driven by the 

executive director of the board, who is also defining the 
board's agenda and priorities. The Department of Health LM 
not believe that our board trustees were capable of developing 
an opinion or a strategy on this important issue. When 11 
became apparent that the executive director was doing the 
bidding of the board and that the board was responding to 
stated needs in the community, officials at the Department of 
Health then declared that our board lacked leadership. The 
Department of Health claimed the board did whatever the 
communities wanted even if it was wrong. Essentially, these 
individuals did not want to recognize good planning ideas and 
strategies coming from aboriginal trustees, especially if these 
ideas differed from those of the Department of Health. 

The relationship between boards and the Department of Health 
will only improve if there is an attitude change in the way with 
which the Department of Health deals with health boards in the 
regions. Senior departmental managers, in their paternalistic 
attitude toward health boards, openly indicate that they do not 
plan to delegate more control to regions because they want to 
retain control at the Department of Health headquarters. The 
Auditor General's report outlined this as well. 

We believe that, to some extent, the senior managers of the 
Department of Health have endeavoured to systematically 
negate the intent of setting up health boards through an 
undermining process which was intended to erode the 
credibility of boards, trustees and senior board managers. The 
issue has been well documented in the Auditor General's 
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report. 

Lastly, in our opening comments, the report clearly identified 
the need for a clarification of roles, responsibilities, et cetera. 
between the Department of Health and health boards. We 
would recommend that sorting out the boards' roles and the 
role of the Department of Health is paramount if the health 
system is to be truly sensitive to health issues at local and 
regional levels. Mr. Chairman, this concludes our opening 
remarks. If there are questions, we would like to respond 
before proceeding with the rest of our presentation. 

CHAIRMAN (Mr. Zoe): Mahsi. Thank you. Are there any 
comments or questions from the committee? Mr. Gargan. 

MR. GARGAN: With regard to page four, you referred to 
section 13. Under section 13, it says to manage, operate and 
control health care facilities. Where does that section refers to 
the control of health delivery? 

MS. PALFREY: The point we were attempting to make, Mr. 
Gargan, was that we understand, in the presentations made 
previously by the Department of Health, they indicated that 
they have been given some type of authority through the 
T.H.I.S. Ad. We have read the T.H.I.S. Ad. There is no 
authority delegated at all to the Department of Health. The 
authority has been delegated under section 13 to boards of 
management, of which our regional board· is one. That section 
indicates that we shall manage, control and operate the health 
facility or facilities for which we are responsible, which is the 
operation of the regional health delivery system for this region 
of the N.W.T. 

CHAIRMAN (Mr. Zoe): Mr. Gargan. 

MR. GARGAN: Under that section, it does not refer to the 
overall delivery. I thought the T.H.I.S. was dissolved as a 
board. All right, the Ad is still in existence. 

CHAIRMAN (Mr. Zoe): Are there any other questions or 
comments from the committee? Mr. Whitford. 

MR. WHITFORD: The biggest concern of the Keewatin board 
is the relationship between the Minister of the department and 
the board. It seems to be almost adversarial. I have heard this 
before. What works in the Keewatin may not necessarily work 
somewhere else. Are you suggesting that the boards receive 
more autonomy? Are we looking at a partnership? Are we 
looking for more autonomous boards to do what they think is 
right? 

CHAIRMAN (Mr. Zoe): What steps should be taken in order 
to achieve this? 

MS. PALFREY: My experience, in the past, is that, if you issue 
a challenge and set goals and clear definitive objectives for 
people to reach, they will rise to the challenge. Currently, there 
is nothing to encourage boards to rise to the challenge. Some 
boards are operated under the direct mentorship or control of 
the department so they have a much different operating 
mandate than boards which operate under a different set of 
criteria. We think there has to be some equality developed. 
There also has to be some clear direction. Later on in my 
presentation I would like to go through the Auditor General's 

report, to deal with that clearly as we can to try and explain our 
position a little better. That is a key issue in terms of tne 
development of boards across the N.W.T. and with respect to 
how self-government will evolve across the N.W.T. as we enter 
that era of aboriginal self-determination. 

CHAIRMAN (Mr. Zoe): Are there any further questions or 
oomments, Mr. Whitford? If not, I would like to add a question 
in regard to the relationship of the boards of the central 
agency. On December 10, the Standing Committee on 
Agencies, Boards and Commissions submitted an interim 
report to the Legislative Assembly, where they commented on 
the initiative which is underway to establish M.O.U.s that would 
clarify the relationship between boards and the department. 
What is your assessment of how this process is proceeding? 
Do you feel that this is a solution that is being imposed or one 
which you are fully an equal partner? They identified 15 
elements within the M.O.U. that can be considered. Do you 
feel that these major elements are sufficient? Do you think it 
should be enhanced? 

MS. PALFREY: Mr. Chairman, in December, our board as well 
as chairpersons of other boards appeared before that Standing 
Committee on Agencies, Boards and Commissions to make a 
presentation. At that time, we indicated clearly that we felt the 
memorandums of understanding were not the "be all and end 
all" to answering or solving this problem. We felt that it had to 
be a multi-pronged approach. It is something that the 
Legislative Assembly, at some point in time, should be looking 
at and providing some guidelines for" the departments or for 
other agencies that may be looking at devolving more authority 
to boards. 

Under appendix one, there is a letter that I have written to 
Adrian Wright, who is, I believe, the Chairman of the N.W.T. 
Health Care Association, with respect to concerns that I have 
about the way the memorandums of understanding are being 
developed. We were told that we would be consulted in the 
process. However, we were consulted after the terms of 
reference were developed and after the department had 
decided to send proposal calls to three consultants. To me, 
that is not consultation. That is after the fact token 
consultation. That is not the type of role that we advocate. If 
we are going to be consulted and part of the process, then we 
are part of the process from developing the terms of reference 
to deciding how the contrads will be awarded and ultimately 
to guiding the consultants through the process. In this 
instance, we do not feel that it was the true consultation 
process. 

CHAIRMAN (Mr. Zoe): Does the Keewatin Regional Health 
Board have an M.0.U. with the Department of Health? 

MS. PALFREY: No. 

CHAIRMAN (Mr. Zoe): Not yet? Are there any further 
questions or oomments from the committee? Mr. Gargan. 

MR. GARGAN: I have one observation, Mr. Chairman. You do 
not have much love for the Department of Health. How 
effective is the Keewatin Regional Health Board with regard to 
providing leadership and direction to the region and with 
regard to the delivery of health care as opposed to the 
problems you are having with them? There seems to be no 
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dialogue between yourself and the department. You have put 
a great deal of your presentation on yourseff and you are 
comparing yourself with the department. With regard to the 
delivery as opposed to your fighting with the department, how 
much of that are you doing? 

MS. PALFREY: As I go through the presentation, it may be a 
little clearer as to actually what we are doing. Currently, we 
have been mandated by the Keewatin Inuit Association and, to 
a certain extent, through their representation on T.F.N. to 
provide technical advice to the region on any matters dealing 
with health care. We have also been requested by the 
Keewatin Inuit Association to represent them in any dealings or 
concerns with the federal government with respect to aboriginal 
health care in the region. That, in itself, speaks for the faith 
that some of the other organizations within the region have with 
the Keewatin Regional Health Board and our ability to deal with 
health issues for the people of this region. 

CHAIRMAN (Mr. Zoe): Mr. Gargan. 

MR. GARGAN: What is your feeling with regard to the 1988 
transfer policy? Do you really feel that the territorial 
government should be taking on that responsibility now or 
should it go back to the federal government and eventually 
devolve the funding and control just to the regions? 

MS. PALFREY: We deal with that to some extent in the rest of 
the presentation. Within the binders, you will see a 
presentation that we did on a position paper from the Keewatin 
Regional Health Board with our position on the non-insured 
services and aboriginal health care. One of the 
recommendations of that position paper is that aboriginal 
organizations have to be involved in the negotiation and the 
solution of the problems that are currently being encountered 
with the federal government. Ultimately, it should not be some 
white civil servant sitting in Yellowknife who ultimately decides 
the Mure of your children and your grandchildren. As 
aboriginal residents of the N.W.T., what will be left for them 
when the health care system is handed over? 

CHAIRMAN (Mr. Zoe): Thank you. Mr. Amgna'naaq. 

MR. ARNGNA'NAAQ: It sounds to me like the Auditor 
General's report suggests that the Department of Health has 
been making plans to make plans, that it should come up with 
an overall plan which will decentralize many of the services that 
are provided from the centre. You are making plans that will 
take place in the Keewatin region, and the department is not 
responding. If they are, then they are responding negatively. 
What is necessary for the department to become responsive? 
I do not know if you have any kind of ideas as to how to build 
a relationship, not necessarily with the health board here in the 
Keewatin region, but with the other regions? 

MS. PALFREY: I think one of the recommendations that we 
made to the Standing Committee on Agencies, Boards and 
Commissions was to look at part of the solution as being 
legislated direction for the department to look at how they are 
going to be delivering services in the Mure. That means a 
certain degree of direction will have to come from Members as 
elected representatives. We have community representatives 
on our board. The community representatives bring us the 
wish of those communities. However, if we cannot translate 

that wish and take it to the head and have them listen to the 
wish, then we are not accomplishing anything. That is part of 
the frustration right now. The boards were created to allow 
residents across the territories to have input into the system, 
but it is only working from the bottom up. It is stopping in the 
middle. The top is not listening to what the little people are 
saying. That is why some of the direction will have to come 
from Members such as yourselves who are accountable to the 
people who elect you. 

CHAIRMAN (Mr. Zoe): Thank you. Are there any further 
comments? Mr. Pudlat. 

MR. PUDLAT: I know that the Department of Health is not 
willing to give the health boards as much authority as they 
want. Is it just the department, or also the Minister? Possibly 
you are not having proper contact with the Minister of Health. 
Are you working with him properly? Is there a 
misunderstanding between your group and the Minister of 
Health? Are you solving any problems between the health 
group and the Minister of Health? 

CHAIRMAN (Mr. Zoe): Ms. Palfrey. 

MS. PALFREY: Thank you, Mr. Pudlat. Our board has had 
good relationships with the previous Ministers of Health. 
However, what we have found in the past is that sometimes the 
department does not fairly represent the regional positions to 

. the Minister, mainly because they do not understand them. 
The department has placed itself in the position of being the 
ultimate authority in terms of the development of regional 
issues. Given that we deal directly with the Minister of Health 
on important issues, we do not feel that we are accountable to 
the Department of Health. We are accountable to the Minister 
who appoints each member on our board to their board 
position during their term of time on the board. Thank you. 

CHAIRMAN (Mr. Zoe): Thank you. Mr. Arngna'naaq. 

MR. ARNGNA'NAAQ: I just wanted to get a sense about what 
you felt of the appointment of K.R.H.B. members by the 
Minister rather than be selected by the communities. Is that 
something that should be a structural change? Do you get a 
sense of that from the communities, whether or not they should 
be selected by the communities? 

MS. PALFREY: Apparently, as it stands now, the Minister 
requests three names from the communities. Those three 
names are vetted by the Minister and a name is selected by 
the Minister as to who they wish to appoint. The origination of 
the three names come from the hamlet involved. For instance, 
if it is Baker Lake, they would request that three names with 
resumes come from the Hamlet of Baker Lake to the Minister 
who will ultimately make a selection and appointment. That is 
the process. 

CHAIRMAN (Mr. Zoe): Thank you. Are there any further 
comments or questions? Mr. Whitford. 

MR. WHITFORD: There is quite a difference of opinion 
between the relationships and relationships of boards and 
department and/or the Minister. It must be very frustrating for 
the board, five Ministers in two years. Have you met with the 
Minister yet? Everything is clearly outlined in your 
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documentation. I trust that she has a copy of this. 

CHAIRMAN (Mr. Zoe): Ms. Palfrey. 

MS. PALFREY: She will not get a copy until after the 
presentation tonight. We will be making a copy available for 
her. She is very aware of our concerns with the department. 
We met a week and a half ago in Rankin Inlet with the Minister. 

CHAIRMAN (Mr. Zoe): Are there any further comments or 
questions? Mr. Whitford. 

MR. WHITFORD: We should have a better relationship having 
a Minister from a smaller community as to one opposed to a 
more centralized one. 

CHAIRMAN (Mr. Zoe): Are there any ·further comments or 
questions? Ms. Palfrey, I wanted to ask you a question. 
During our public hearing in Yellowknife during the first week 
of January, Mr. Nelson McClelland, the department's Director 
of Health Facilities, made some comments pertaining to a 
management letter from an auditor who did an audit on the 
Keewatin Regional Health Board. I will read it to you. From 
the transcript, he indicated that, I will quote it. "Mr. Chairman, 
here is the indication from one of the management letters that 
we received from auditors in this respect. As you know, each 
hospital and health board has to have an annual audit. It 
provides a financial information statement and it also provides 
a management letter. I will read you an extract from some of 
these letters and it will give you, certainly, our accountant 
friend, Mr. Koe, will appreciate some of the problems that are 
here. One ·of the audit letters says, and I quote, 'the 
accounting system controls and procedures were not 
implemented. As a result, financial statements produced are 
materially inaccurate. Senior management of boards do not 
formally meet to review the monthly financial statements. 
Billings are three months in arrears. Bank reconciliations were 
not properly completed. Manual pay cheques were issued but 
not recorded. At one point, over $100,000 in unrecorded 
cheques existed. Responsible managers · did not receive 
regular monthly financial statements. Fixed assets listings were 
not maintained.' Mr. Chairman, the list goes on and on and I 

· raise them ·simply to emphasize the magnitude of the work and 
degree of frustrations that these have caused both the board 
and the Department of Health." This letter, after we got a copy 
of it, was about the Keewatin Regional Health Board several 
years ago. Is it still a true description of how your board 
operates today? Was it fair for the department to use this 
documentation this way? 

MS. PALFREY: Are you aware of the date on the letter? 

CHAIRMAN (Mr. Zoe): I believe it was about four years ago. 

MS. PALFREY: Then I think it is extremely unfair of the 
department to reflect that as being indicative of the accounting 
procedures of this region's stature. I am surprised that, if it is 
four years old, he would be raising it at a meeting. Also, to 
me, if it was an instance of something being current, I would 
say that the department would be at fault because we know 
nothing of it. We are not perfect in any sense of the 
imagination, but, at the same time, I would suggest that if there 
were major problems, we would be aware of them. 

Four years ago, the health board did not do these types of 
functions itself. These were handled by the Department of 
Finance. These could have been comments that were made 
by the G.N.W.T. auditor with respect to areas that were done 
by the Department of Finance. It was not the regional health 
board per se. Now that the accounting has been brought back 
to the region, we hope that there has been a significant 
improvement. We have already identified that we are unable 
to meet some of the requirements being asked for by the 
Department of Health. When the positions were given back to 
us, that had been formally done by the Department of Finance, 
two of those positions were taken from this region and pulled 
into headquarters. Now, we are unable to meet some of the 
financial pressure that they are putting on us to provide reports 
because we do not have enough bodies to do it. 

CHAIRMAN (Mr. Zoe): Thank you. That is what I wanted to 
hear. I wanted to have your comments on record pertaining to 
what the director had to say in that regard. I just wanted to get 
your comments on record. Are there any further comments or 
questions from the committee? 

MS. PALFREY: I would like to continue on with several other 
items in the report because I feel that some of the things that 
we have yet to cover are significant. I will try and be as brief 
as I can. I think· that some of the specifics that were raised in 
the Auditor General's report are items we would like to have 
the opportunity to comment on. 

CHAIRMAN (Mr. Zoe): Ms. Palfrey, I took a look at your 
presentation. I think we still have about 53 pages to go. 

MS. PALFREY: No. I am sorry. It is not as bad as it looks. 

CHAIRMAN (Mr. Zoe): Including your recommendations ... 

MS. PALFREY: I will not be going through most of the 
recommendations. We will leave that with you because we 
think it is very self-explanatory. We have taken the response 
the department has made, which was rather open-ended and 
vague, and specified what we think are more realistic areas that 
could be addressed in the recommendations. We have closed 
them in a bit by saying that agreed is not necessarily a good 
response, possibly by stating three or four things that could be 
done rather than stating agreed. 

CHAIRMAN (Mr. Zoe): How do you want to deal with this? 
Do you just want to go through them quickly? 

MS. PALFREY: I can be brief. I will attempt to be brief, Mr. 
Chairman. 

CHAIRMAN (Mr. Zoe): We would appreciate it. Fire away. 

MS. PALFREY: Since you travelled all this way, we really feel 
that it important that you get a true reflection of the feelings of 
this board. We were the only board, I might add, which was 
singled out by name in the Auditor General's report, and, if 
indeed Mr. McClelland has indicated that we were at fault 
financially through his presentation to you, even though it does 
not state our name in the report, I would be dismayed. 

CHAIRMAN (Mr. Zoe): Proceed, then, Ms. Palfrey. 
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MS. PALFREY: Thank you for your indulgence. As you are 
aware, in 1988, the G.N.W.T. took over delivery of health care 
and decided on a new approach to organizing the health care 
system that is a central government complemented by local 
and regional health boards. 

The boards and the department still remain confused about 
their roles and there is great distrust. According to the Auditor 
General's report, the department still questions the competency 
of boards but has done nothing to train or develop them. 
There is still a great deal of discord between the parties, but 
nobody is doing anything to correct the problem. The 
Legislative Assembly has not really helped because it has not 
indicated clearly to all parties whether it wants a centralized or 
decentralized control. The Strength at Two Levels report 
suggested a decentralized approach and the T.H.I.S. Act 
delegates the responsibility to manage, operate and control 
health facilities to boards, but it really is not specific on what is 
included and what is excluded. The Auditor General's report 
states the Department of Health is standing in the way of 
transfer because many of the department's officers disagree 
with such a strategy. In addition, it states the department's 
style is far too controlling to be effective, not communicative 
enough to reduce misunderstandings and too paternalistic and 
patronizing to be credible. 

Officials of the department have presented you with many 
reasons why health boards should not be autonomous. We do 
not believe that is the issue. We believe that the Department 
of Health should be less controlling and health boards should 
have more freedom to fulfil their mandate. As I indicated 
eartier, I think if you provide freedom, people will rise to the 
challenge. We have endeavoured to carry out responsibilities 
outlined in the T.H.I.S. Ad. However, as was presented to you 
in the presentation to the Standing Committee on Agencies, 
Boards and Commissions, the single biggest stumbling block 
to meeting the health care needs of the regions has been the 
Department of Health. When management decisions are made 
by our board of management, the Department of Health, in 
their patronizing style, has scrutinized our decision-making and 
have attempted to overrule our decisions and directions to our 
staff. They are of in the opinion that the board reports to them 

· when, in fad, we feel we are directly accountable to the 
Minister of Health. They have little respect, if any, for the 
decision-making process that occurs within the health boards, 
and we believe that there has been a movement within the 
Department of Health bureaucracy to have health boards 
eliminated as mechanisms for delivery of health services in the 
regions through undermining and casting doubt as to our 
abilities. 

Some officials in the Department of Health would have you 
believe that they have not been able to concentrate their efforts 
for four years on developing a strategic plan for the future of 
the department with the appropriate infrastructure to support 
the system because of boards, as we have engaged them in 
four years of debate over alleged infringements of autonomy. 
In our estimation, the Department of Health will continue to use 
smoke and mirrors to blame boards for the state of confusion 
they are in and the mismanagement that has been identified by 
the Auditor General. We cannot understand why action has 
not been taken by the Legislative Assembly in dealing with the 
findings of this report. We are thankful that you are here 
before us today. 

tt this report had been completed on a private sector 
corporation, we would, no doubt, have seen numerous 
resignations and dismissals of senior executives for their failure 
to manage the company's affairs properly. To date, nothing 
has happened to senior officials who have been responsible for 
the management of the Department of Health. They should, 
and must, be held accountable. 

To tell this committee that you cannot really understand the 
Auditor General's report, "it is so difficult to understand," I find 
that appalling. The Department of Health would have you 
believe that memorandums of understanding will help sort out 
the various roles and responsibilities between health boards 
and the department. We caution that a multi-pronged 
approach is required to resolve the issue. 

We acknowledge that we are bound by government policies. 
regulations, statutes and budget allocations. Accountability is 
an important part of the administration of authority entrusted to 
us. We have prepared a discussion paper on the role of health 
boards in the N.W.T. We are accountable to our residents, our 
communities, our organizations, our politicians and to our 
Minister. The need for the Legislative Assembly to provide the 
appropriate response to clarify this role of the Minister of 
Health, the Department of Health and the health boards is long 
overdue, four years overdue. The Legislative Assembly should 
give health boards the clear mandate for the responsibility for 
delivering health care to the regions and the people they serve. 
Boards must be accountable to the Minister of Health. 

Wrth the onset of the development of Nunavut, the Department 
of Health will indeed be forced to assist the aboriginal people 
to realize their dream of autonomy in the delivery of health 
services to Nunavut. For Inuit of the Keewatin, health care has 
become a sett-government issue. People here see boards as 
a beginning to sett-government. The Department of Health 
does not include any input from aboriginal organizations in the 
N.W.T. with respect to development of key health and services 
or guiding principles. They do not consult. We do. All but 
one member of the Keewatin Regional Health Board is 
aboriginal. Our members represent the Keewatin communities 
and aboriginal organizations. 

The Auditor General's report states that, even though four 
years have passed since the transfer of health care, the 
department has no strategic plan outlining what it expects 
health care to be and how it attempts to get there. In addition, 
the report outlined that the Department of Health has neither 
asked the opinions of boards, even though some of them may 
have a useful perspective on health care issues, nor have they 
developed a mechanism to gather opinions. The department 
is firmly anchored in a one-year budgeting process. They do 
not think about long-term issues. They are worried about 
getting this year finished. How much .did they have to go to 
F.M.B. for? How much money are they short? The lack of 
planning shows itsett in the placement of health care 
professionals in the north. Even though the system was 
designed to be decentralized and have nurses provide medical 
support, 200 of the 360 nurses are in urban centres, and 
physicians provide primary care in Yellowknife, lnuvik, Hay 
River, Iqaluit and Fort Smith. The department admits that the 
system of health care they help set up and support is 
inequitable. The western Arctic has 62 per cent of the 
population, 5 out of 6 hospitals, 86 per cent of the doctors and 
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70 per cent of the nurses. 

The department has been operating the delivery of health 
services in a vacuum. They have no strategic plan in place 
that gives them direction for delivery of health care. If they had 
a strategic plan in place, they would have been able to 
anticipate the various environmental factors and the internal 
and external ones that impact on their ability to achieve their 
mandate. The strategic planning process would enable the 
department to plan for the delivery of health services in a pro
active manner rather than reacting all the time while working 
cooperatively with those who are affected by the decisions they 
make. The strategic planning process would also enable those 
who are affected by the decisions of the department to have 
more influence on the decision-making process. 

Please do not let the Department of Health convince you that 
they do not have any control over the destiny of the health care 
system in the north. They do and they should. The reason 
they are unable to accomplish their objectives are as follows: 
they do not have good strategies; they are poorty thought out; 
they react heavily to crises; they fail to consult with people; 
and, they have no planning. An example of this can be seen 
in the way in which the department has attempted to imprint 
''The N.W.T. Way" of health delivery that you have spoken 
about before. They have developed a new and improved 
version of "The N.W.T. Way'' that still has to be sanctioned by 
the people of the Northwest Territories. There has been no 
consultation process put in place to gather input from the 
people, especially in the regions. Aboriginal organizations, 
stakeholders in the system and consumers have not been 
consulted about this new system. To this end, we believe that 
the model for delivery of health care services in the N.W.T. 
should be called ''The Department of Health Way." If the 
Department of Health has their way, there will be an inequity of 
service to aboriginal communities. The Keewatin Regional 
Health Board will not support any health care system that 
provides a different level of care to aboriginal and non
aboriginal people. 

The Auditor General has found that the department and boards 
have not increased aboriginal involvement in health care 
delivery, although this is a policy objective. Two of three 
hundred and sixty-five nurses on staff are aboriginal. In 
addition, most health boards in the regions have a high 
percentage of aboriginal or Inuit staff, on the average of 40 per 
cent. The Department of Health has 11 per cent. Overall, the 
report is critical of the department's management and staff. 
There is no discussion of cultural sensitivity with new hires. 
Recruitment ads are bland. There is little assessment of an 
individual's suitability for the north. Performance appraisals are 
poorly done, as the report indicates. 

The Auditor General's report criticizes the department on the 
inequity of training budgets. In spite of the primary caregivers 
in our health system being nurses, doctors, on the average, are 
given professional development budgets eight to 11 times 
higher than nurses. Professional development expenditures 
per nurse are $1,000 to $8,000 versus $8,000 to $10,000 per 
doctor. Although nurses are the primary caregivers and the 
chief focus of delivery for the health care system in the 
territories, there are no programs developed to facilitate 
training, recruitment and development of aboriginal nurses. 
Why can we not put a program into place like we have done 

with T.E.P., to bring aboriginal people into the health ci:lr•? 

system? We have had four years. The Department has aor1t: 
nothing. 

With respect to the management of information, because that 
was one of the areas that you raised with Mr. Todd, the Auditor 
General's report was very critical of the department's 
management of information. The systems do not provide 
information on important health care issues. They are 1101 

structured with health care planning in mind and reports are 
seldom available in a timely fashion. In addition. the 
department has put little effort in controlling the quality of 
information submitted through the health care claims process. 
As a result, all the information we have is of questionable value 

The report was critical of the way reciprocal billings are 
handled for a number of reasons. Copies of all the 
interprovincial agreements cannot be found or if the payments 
were recovered. Agreements do not allow for recovery from 
promises involved when overpayments are discovered. We 
currently have a situation going on where we are disputing 
reciprocal billings with the department, and yet, we are unable 
to capture the interest. We think there is a significant amount 
of dollars involved. 

We have an ongoing deluge of requests for financial 
information from the Department of Health. We believe in fiscal 
responsibility and accountability. We do this by following the 
generally accepted practices throughout Canada. We have our 
own internal controls. We have a chartered accountant. We 
have annual audit statements that are made available to the 
Minister of Health. To date, we have met all the budgetary 
criteria set up by the Department of Health. Much pressur8 1s 
put on us for detailed controls. We feel that the departmP.nt 
should be looking for ways to improve its services and suppor~ 
to us rather than, for example, asking us to provide the per w,,1 

cost for all the x-ray film utilized within the Keewatin h!:,a;th 
centres. Too much time is being spent on detail. Too l!ttie 

time is being spent on broad, financial planning. 

We have instituted, over the past few years, the use of different 
accounting systems with the various boards by the Department 
of Health. We agree that detailed control, processing the 
information and different accounting systems are all inefficient 
and they add to the cost. You see in the Auditor General's 
report how many accounting systems there are in place The 
Department of Finance developed the H.B.I.S. system and 1t 1s 
being utilized by health boards. This was developed in the 
N.W.T. and supported by the Department of Finance. We do 
not understand, in the recent recommendations by thf1 
Department of Health, why they now want to throw out this 
system and go back to the Manitoba health system. We 
believe that the Department of Health, in cooperation with th>:: 
boards, should analyze the available systems, as well as oth8r 
potential systems, and see which one best suits the overall 
needs. The Auditor General's report outlines this clearly, and 
we agree with it wholeheartedly. However, we would take this 
one step further to include the requirement for the department 
and the boards to work together to assess and define the 
specific accounting needs. 

The Auditor General's report also indicates that there is a lack 
of research capability within the department. There is, indeed. 
an archive process within the department for initiation of 
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research. The Auditor General's report outlines this as a 
problem. We have taken, with our partners, the lead to identify 
the health status of our people throughout Keewatin regional 
health needs assessment. We have also developed a number 
of position papers outlining direction and providing input into 
various systems issues from a regional perspective and papers 
such as the role of the health boards in the N.W.T. health care 
system, non-insured services to aboriginal people, report of the 
medical officer of health, presentations to the standing 
committee, et cetera. We feel if we are able to do this kind of 
planning as a regional board, why is the department is unable, 
with all their resources, consultants and financial resources, to 
do the same or similar type of initiative? 

There is an interdependence between research and strategic 
planning. The department's lack of a strategic plan, as well as 
their lack of appropriate research capabilities, should cause us 
all to question the very strategies they would put forth on 
health issues. We are of the opinion that, if the Department of 
Health does not have the capability to pursue the appropriate 
health strategies aimed at improving the health status of the 
N.W.T. because of their lack of research, policy and health 
resources, they do not have the ability to steer health programs 
toward specific health program needs. They do not have the 
ability to measure program effectiveness or efficiency. 

Since 1988, we have not had a problem managing our financial 
affairs, I thought. However, we can now see the Department 
of Health's mismanagement of the budget process causes 
regions to appear to be out of control. I would like to cite an 
example of how they put us into this situation constantly, where 
we are being defensive rather than going about and doing 
what we should be doing. 

At the beginning of the year, we receive a budget allocation 
that is developed by the Department of Health. They tell us 
what we are receiving, it does not matter what we ask for. We 
receive what they give us based on the allocation of the 
previous year's budget or forecast. In addition, we receive a 
list of assumptions that are to be used to derive a detailed 
budget. For the remainder of the year, the Department of 
Health managers use this budget on a lin~by-line item. If, 
during the·year, the Keewatin region has a deficit on one line 
item of $500 and a surplus on another line item of $500, the 
Department of Health pulls the excess $500 and suggests that 
the region fund the deficit from within. I would like to be able 
to do that at home. After the Department of Health has done 
this several times, the region's surpluses are all pulled into 
Yellowknife and the deficits are left in the regions. Eventually, 
the region is forced to request supplemental funding for the 
growing deficit costs by the Department of Health. We are not 
quite sure what happens to all the money that got pulled into 
Yellowknife. 

The next several pages are a list of statistics that I think are 
self-evident in the north. I would like to, in an effort to save 
time, go on to financial issues on page 20. One of these 
problems with the existing budget system is the lack of 
ownership as I indicated we feel toward the process. The 
existing systems, with controls on the lin~by-line items, do not 
encourage efficient use of resources. Boards that underspend 
their budget are not allowed to use any of the excess funds for 
the support of new initiatives. If we can save, we cannot 
redirect that money to do new programs or to do anything that 

may prevent sickness. The surplus is returned to Yellowknife 
for their distribution or their utilization. In addition, boards fear 
that the next year's budget will be cut if we save money, if we 
are good fiscal managers. To make matters worse, the boards 
that exceeded their budget are simply allowed to increase their 
budgets the following year to ensure their budgets are met. 
Boards who are financially responsible risk losing dollars. 

The Auditor General places the blame for this squarely on the 
shoulders of the department. Needs analyses are not done as 
mechanisms to determine budget requirements. By needs 
analysis, I mean documentation· such as we have done with the 
health needs assessment in the region to determine where we 
are going to have to spend money in the future as a basis to 
determine where we are going to budget our money effectively. 
They are not used wisely by the system as the mechanisms for 
determining budgets. There are no rewards in the system for 
controlling costs. The budgeting process does not include 
forecasting models. The department lacks quality controls and 
claim processing and does not manage medical travel. The 
result is predictable. The regions are left not knowing the cost 
of medical travel for their regions. The department pays the 
bills without knowing if the patient actually attended treatment 
or whether the bill has been paid under another contract. The 
Department of Health officials would have you believe that the 
health boards are irresponsible fiscal managers. 

The Auditor General's report outlines that there is a need for 
the Department of Health to put R;>propriate mechanisms in 
place to enable them to predict budgetary needs accurately. 
Because of their inability to predict budgetary needs, the 
Department of Health is required annually to return to the 
Legislative Assembly for more supplementary funds. We 
believe that there is a lack of financial expertise and 
sophistication within the department to predict trends and costs 
in enabling them to come up with realistic budget estimates. 
We concur with the Auditor General's findings that the 
department needs trend information and prediction models 
showing the estimated price in use of these provincial facilities. 
We agree that, without this trend information, it would be 
difficult to budget appropriately for hospital, medical treatment 
and medical travel as well as to analyze the use of out-of
territory facilities. 

The Auditor General's report notes that the Department of 
Health has difficulty managing the $20 million they spend on 
out-of-territory medical treatment exclusive of medical travel. 
If the Department of Health is having problems managing $20 
million, then how do you think they are doing with 
approximately $188 million? 

The Auditor General's report indicates the Department of 
Health is doing very poorly in its financial management 
accounting of the territorial health budget. It would appear that 
insufficient funds were transferred to the G.N.W.T. to deliver 
health services in these regions. It would appear that, perhaps, 
the G.N.W.T. negotiators did not negotiate a good deal at the 
time of transfer. The Auditor General's report notes that federal 
transfer government officials did not consider the adequacy of 
resources at the time of transfer. What that means is at the 
time of transfer the federal government does not care what the 
territorial government is going to need in the future. You get 
what was transferred at the time of transfer. It was up to the 
Department of Health to consider the future. This means long-
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· term funding. They believe, and they state in the Auditor 
General's report, that it was up to the negotiating team to either 
accept or reject the terms and conditions at the time the 
transfer occurred. 

The apparent lack of sufficient funds to deliver health programs 
is translated into itsett the need for the Department of Health to 
now return annually for supplemental funding. We are 
concerned to see in the report that the Department of Health 
started each fiscal year without enough money to deliver its 
programs, which causes them to go back annually for 
supplementary funding. The Auditor General's report outlined 
this practice has been going on for four years. We would 
concur that this is a disturbing pattern and we must ask 
ourselves what has been the most significant development that 
occurred during this four year period? 

Approximately four years ago, the Government of Canada 
transferred the management of hospitals, nursing stations and 
community health to the G.N.W.T. In summary, because of the 
Department of Health's inability to negotiate, there was not 
enough money at transfer. There is not enough money today 
and there may never be enough money for proper health care 
in the territories. This has long-term implications on the 
residents of the north and for the public purse. 

As you are all aware, the government has filed a statement of 
claim in the federal court, which I see has escalated from the 
$79 million since we drafted the speech to $90 million as it 
stands today, which the G.N.W.T. claims is owed by Canada 
for costs that have been incurred for the delivery of aboriginal 
health care dating back to 1986. We cannot understand why 
this matter was not dealt with much sooner. The liability was 
allowed to increase over the past seven years. This is not 
acceptable. The department, in ostrich-like fashion, chose to 
respond by ignoring it all. "It is going to go away." All I know 
is, since last October, when we talked about it, it has gone 
from $35 million up to $90 million today. It is staggering to 
think that there is that kind of sword hanging over our heads 
with respect to the future of health care in the north. 

According to the Auditor General's report, the biggest problem 
with the management of results system and the way the 
department manages affairs relates to the way it assesses 
programs and people. For the most part, the department 
tracks its activities, not results. It tracks programs, not people. 
Many objectives are not clear, few have specific targets and 
many have inadequate measurements. The above notes taken 
from the report are all consistent with comments that many of 
the Keewatin Regional Health Board and staff have made. The 
comments made in the report suggest that nothing will change. 
The fact that planning for the future is absent is no surpnse to 
anyone in this region. People here, who have dealt with the 
department in the past, have mentioned that the department 
has the incorrect perspective on many issues. 

Mr. Chairman, in conclusion, those are two words I am sure 
you will be glad to hear, I would like to state that the trustees 
of the Keewatin Regional Health Board commit to six guiding 
principles. I would like to share those with you because these 
principles guide us and bind us in a common mission. They 
are considered in every decision we make, every contract we 
sign and every policy we develop. We expect our employees, 
our staff, our vendors of goods and services. as well as the 

Department of Health, to commit themselves as well to these 
principles. In the absence of written policies. we expect them 
to use these principles to guide them in their dealings with the 
people of our region. 

These principles are, any individual from the Keewatin region 
has the right to be treated in a culturally appropriate manner. 
People have the right to be treated with respect. including our 
board. Services should be provided as close to home as 
possible by Keewatin people and in lnuktitut. Residents of the 
Keewatin have a right and a responsibility to participate in their 
health care. The Keewatin Regional Health Board, the staff and 
the contractors commit themselves to helping the Keewatin 
people have healthy life-styles. We believe that healthy life
styles and healthy minds go together. All programs and 
services will be delivered in a way that economic opportunities 
and opportunities for training, education and employment for 
Keewatin people are maximized. That is what we have 
endeavoured to do in repatriating our service contracts. 

We believe that a goal of a health care system is to improve 
health by assisting people to take greater control of the factors 
that determine their health. A health care system should be 
planned in such a creative and innovative way to give the 
community both empowerment, which is fundamental for 
health, and build their capacity for solving community 
problems. Many of the medical problems we manage both 
here and in the south are not medical, but they are social and 
spiritual in nature. This philosophy reflects an aboriginal 
approach to the delivery of health care and it necessitates the 
continuation of community involvement in that process. The 
goals of a health care system and the process of providing 
health care services are mutually supportive. Improving the 
health of people is achieved through their respectful 
participation in the decisions, including research, 
implementation and evaluation of programs. In other words, 
services are not sufficient in themselves to promote health. We 
must plan to assist people to take over. 

We believe that the two most important factors to promote 
health in the north are meaningful employment and 
strengthening the community. Every decision made by the 
health board, whether it fosters Inuit employment or if it 
strengthens community capacity, is within the guiding 
principles. Inherent in this belief is the assumption that health 
care should enable people to take greater responsibility for the 
conditions for health, employment, adequate housing, nutrition 
and a safe environment. We challenge any health care system 
developed that does not recognize the primacy of the 
community as our health developments. 

The Auditor General's report focuses on the need for the 
Department of Health to change the way in which they manage 
the health care system in the territories. We should now begin 
the process of ensuring that each and every recommendation 
of the report is implemented. The Department of Health itself 
requires radical surgery. 

Following is a Keewatin Regional Health Board response to all 
the Auditor General's recommendations as outlined in the 
report. As I indicated earlier, we feel that it further clarifies and 
expands on some of the responses that were given by the 
department. On behalf of our board members, we would like 
to thank you very much for travelling here to meet with us and 
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to hear our concerns and congratulate you on your efforts to 
date. Thank you. 

CHAIRMAN (Mr. Zoe): Thank you, Ms. Palfrey. Are there any 
comments or questions from the committee? I do not want to 
get into the recommendations that the board has made to us 
at this time. We still have to digest it. I wanted to ask you a 
question in relation to the H.8.1.S. versus the Manitoba health 
M.H.O. system. You indicated that the department was 
thinking of converting from H.8.1.S. to the Manitoba system. 
My understanding is that the Department of Health was 
reviewing this option. Which system does your board use? 

MS. PALFREY: We are on H.8.1.S. currently. The payroll is on 
the Manitoba health system. 

CHAIRMAN (Mr. Zoe): I understand the department is having 
many problems because various boards are not using H.B.I.S. 
Some are using a different system, such as Stanton Yellowknife 
Hospital. Stanton's chart of accounts is totally different from 
yours. You are using the Manitoba system for your chart of 
accounts, correct? 

MS. PALFREY: I think part of the problem is the department 
is attempting to treat boards and hospitals as two like entities. 
All the regional boards of health are on H.B.I.S. except for the 
Baffin. We feel the department should spend time consulting 
with all the boards to determine what is the best system to be 
used across the board. It does not make sense to think it is an 
easy answer to say, "Everybody is going to change on to the 
hospital system." We are not hospital boards. We are regional 
boards. We deliver a myriad of services to our residents. We 
are not the same as a hospital that delivers one set of 
functions. That is part of the problem. They are attempting to 
look at the two systems as being one function. 

CHAIRMAN (Mr. Zoe): My understanding is that it has been 
imposed on the board without any consultation. That is where 
the problem lies. I have heard that also from the Stanton 
Board of Management that they are trying to impose a number 
of systems onto various boards. Apparently, there has hot 
been any consultation with the N.W.T. Health Care Association 
·or any other group. That is my understanding. I believe, in the 
hearings in early January, the department indicated that they 
were looking at re-evaluating the entire system. 

MS. PALFREY: The point that we are making, Mr. Chairman, 
is that we have been told by the department that there will be 
this change taking place. That is typical of the consultation 
process that takes place with boards, rather than going around 
and asking or communicating with people prior to making a 
decision, it comes down at a meeting of finance officers or 
C.E.O.s in Yellowknife that this is the department's decision on 
where we will be going and, after the fact, they then say that 
they consulted with us because they talked about it. That is 
not consultation. Consultation is carried out before you make 
a decision and it takes into account people's opinions. It is not 
developed by the opinion of only the central agency. 

CHAIRMAN (Mr. Zoe): Are there any further comments? Mr. 
Whitford. 

MR. WHITFORD: I hate to leave the evening with this feeling. 
I was responsible for the department for a short period of time, 

four months to be exact. You present things in your 
presentation that, I am sure, are going to be hot issues with the 
department. We will wait for that to happen on its own. On 
page ten, you state that you believe there is a movement within 
the department to have the boards eliminated as a mechanism 
for delivering health services. Where do you get this from? 
Can you identify where this is coming from within the 
department? Is this from the Minister, D.M., A.D.M.s, from the 
bottom up or from the top down? 

MS. PALFREY: This is from a private conversation with one of 
your counterpart M.L.A.s who indicated that he had been told 
that by members of the department. 

MR. WHITFORD: This is second-hand now. Third-hand 
maybe: 

MS. PALFREY: No. 

MR. WHITFORD: These are not your observations. I am more 
interested in the other conversation. If this is the case this 
goes against everything that the boards across the territories 
are striving to accomplish, if the department has a hidden 
agenda to get rid of boards. This is contrary to what the 
people want and to the good delivery of health, they should be 
pointed out. Did you see this yourself or do you just believe 
what you heard? It is a very serious statement. It is one that 
is fundamental to the delivery of health in the territories using 
the health boards as the principal drivers of health services in 
the territories. You went on further to say, if this was a private 
corporation we would fire the works of them. Maybe you do 
not want to fire them all. In defence of the department from the 
bottom up, there are many good people there who are working 
very hard. Somewhere in there, there must be this attitude. 
Where is this attitude coming from? How should we deal with 
this? Do we identify them and fire them? Do we work some 
other way? How can we deal with this? First of all, can we 
identify where it is coming from? Secondly, how do we deal 
with it? 

MS. PALFREY: First of all, it has been identified by a number 
of sources. Number one is the Auditor General's report. It 
clearly speaks about the lack of respect that the department 
has for the boards. They are concerned that boards are 
unable to deal with issues, that we do not understand issues 
and that we are not able to provide or make sound decisions. 
Secondly, as I indicated before, it has been indicated to 
M.L.A.s from individuals within the department that they are not 
particular1y supportive of boards. This was during the initial 
round of consultation to do with the Standing Committee on 
Agencies, Boards and Commissions. In addition, we have 
been told by members of the department that we should not 
get too comfortable because they are reviewing the future of 
boards right now, we may not be around. You take all these 
things into consideration, and I have no doubt in my mind that 
there are certain elements within the department that would like 
to not have to deal with boards. They see themselves as only 
having to deal with C.E.0.s in the region. We are almost, for 
instance, a thorn in their side because we ask difficult 
questions, we do not necessarily agree with them and we have 
the best interest of our regions and our communities at heart 
where they have a differing point of view. Sitting in Yellowknife, 
it is quite easy not to take into consideration Whale Cove or 
Repulse Bay because you can go see the eye doctor and buy 
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eyeglasses every day of the year. 

We think that anything that is stated in this report has certainly 
been verbalized either personally or in discussion with the 
Department of Health. I do not think most of these things are 
any secret to them. We stand behind what we have stated 
here today. We would be prepared to present our case to 
whomever is necessary. Obviously, this is a public forum. We 
realize that anything stated here is public. We are prepared to 
stand behind our statements. Within the Auditor General's 
report specifically on page 12, it was stated during the 
interviews that the Auditor General's staff had with the 
departmental managers, that they do not plan to delegate more 
control to the regions because they wanted to retain control in 
headquarters. This, to a large degree, negated the setting of 
the boards. We are constantly fed with that type of response 
from the Department of Health. 

CHAIRMAN (Mr. Zoe): Are there any further comments or 
questions? Mr. Whitford. 

MR. WHITFORD: Mr. Chairman, I wanted to know where this 
attitude is coming from that they intend to dispense with 
boards, do not get too comfortable, et cetera, what you were 
saying there. Where is this coming from? I always thought 
that, although they never got along well, there was a certain 
amount of respect for the boards, their autonomy and their 
running the health care systems in the regions. I did not think 
there was an attitude to get rid of the boards. I wonder where 

· this comes from. H boards are going to be around, we need 
to make sure that this does not happen, that, in fact, the 
department is not reviewing to eliminate the boards or their 
authority. Who told you these kinds of things? 

MS. PALFREY: We have had conversations with individuals in 
the Department of Health at several meetings that indicate that 
there was much discussion being held with respect to the 
future of boards. As I indicated before, the Auditor General 
states it very clearly in his report. He also indicates, from 
discussions within the department, boards and other 
departments, that they encountered an attitude that showed a 
lack of respect for board members, that board members are 
not viewed as capable of understanding the complex issues 
involved and that there are many inexperienced and 
patronizing views of members' capabilities. It is an excuse to 
doing little to help them improve. I do not think it can be any 
clearer than that. The Auditor General stated it. We have been 
told that, within our board, it lacks leadership. 

Certainly, in the speech that the former Minister made to the 
N.W.T. Health Care Association, he stated clearly that boards 
did not act responsibly, and that boards were controlled by the 
chief executive officers. In the case of our board, that is not 
the case. Our board directs our chief executive officer to do 
our bidding, which he does. 

CHAIRMAN (Mr. Zoe): Thank you, Ms. PaHrey. This is just to 
follow-up on my colleague's question. You were told by 
someone, "Do not get too comfortable.N Where did you hear 
this from, the department staff themselves or just general 
rumours that are flying around? 

MS. PALFREY: I believe it was during discussions that we 
were having with the Department of Health with respect to 

long-term planning that we were doing at the time. It would 
have been about a year ago when we were discussing the 
Strength at Two Levels report and where that might be taking 
us in terms of regional government and boards. They 
indicated to us, because there was an ambiguity within the 
Strength at Two Levels report, whether it would be municipal 
or board government, what form it would take, that we really 
should not get too comfortable because we could be gone 
tomorrow. 

CHAIRMAN (Mr. Zoe): That would fall under the community 
transfer initiative that the government is talking about, and that 
is what you are making reference to. Are there any further 
comments, Mr. Whitford? 

MR. WHITFORD: Again, I am curious because this is a fairly 
major issue if the department's intent is to eliminate boards in 
the future. We, as a Legislature, must know about this and 
take steps. H we, 23 Members, believe that the boards serve 
a useful purpose, we must protect the boards. I was 
wondering at what level this conversation would have taken 
place. Is it at a minor level where perhaps it would be less 
likely to be enacted, or is it at a medium or high level? If it is 
at a high level, then it is very serious business. 

MS. PALFREY: Mr. Whitford, this was at a very senior level at 
a very senior meeting that we were· at. However, I might 
caution that one of the things that we would hope will come out 
of the recent series of standing committees is that there will be 
some clear direction to departments as to what future this 
Legislature wishes to see with respect to boards. Unless that 
is clearly spelled out for the departments, we will continue to 
get this kind of ambiguity that we have now, where they are 
almost playing games with respect to, "How much do we have 
to tell the boards?" During the audit process, it was clearly 
indicated to us that the staff had been told during a visit to 
Yellowknife that they only tell boards what they feel we should 
know. That is not a good attitude for the department to take. 
Do the boards provide a useful function? Are they there for a 
reason? 

H the department truly believed in the function of boards we 
would not have this back and forth attitude that we have now. 
We would not have the concern about responsibility, roles, 
delineation of authority and that type of thing. Until there is 
some firm direction from the elected representatives to the 
department, we will continue to have this attitude and, 
depending on the individual involved, this response. 

CHAIRMAN (Mr. Zoe): Mr. Whitford, are there any further 
comments or questions? 

MR. WHITFORD: I do not want to prolong it, Mr. Chairman, 
but I am sure that the majority of my colleagues will support 
the role of boards in the territories. We see no immediate 
plans to lessen their authority and autonomy in the role they 
perform. This is fundamental to the delivery of health services 
in the territories. We have four or five boards. It is true they 
work differently in different areas. There are some that are 
more vocal, but they are all working to a degree of success in 
their respective regions. When you ask that you want to be 
assured that the Legislative Assembly is going to support the 
role of boards, that is one thing I have never heard while I was 
with the department or subsequent to this particular 
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conversation and this attitude. There has been a role that the 
department and boards play, a very important role, although 
they do not always work in harmony, I am quite shocked to 
hear this and read it. It is identifiable. We will have to do 
something to find out where this is. 

MS. PALFREY: Mr. Whitford, if an objective third party, an 
Auditor General from the federal government, can come in and 
indicate that this is a concern and is something they feel is 
prevalent within the department, then I feel that there is cause 
for concern. We have been discussing this for some time at a 
board level. We feel somewhat vindicated now to find out that 
the Auditor General went into the department, spoke to a 
number of people, came back and reported officially in this 
document exactly what we have been told. 

CHAIRMAN (Mr. Zoe): Thank you. Mr. Gargan. 

MR. GARGAN: I have one concern, Mr. Chairman. In your 
presentation, you mentioned a $500 surplus and a $500 deficit 
as an example. As far as the law goes in the Financial 
Administration· Act, I do not think that is allowed. Do you have 
any specific examples on that? 

MS. PALFREY: We are expected to report monthly on a line
by-line object on the status on our budget. The Department of 
Health frequently comes in ,:1t a finance officer level and says, 
"All right. We will now repatriate this surplus back to 
headquarters. N That is quite common within the system. They 
also do not compensate for the deficit items within the budget, 
so surplus ends up going back. However, we are left with the 
deficit through the normal budgeting process. "Just take it 
from within your budget/ is what we are constantly told. I am 
not meaning to imply that it is done at the deputy minister 
level. It is done by the finance officer level with our D.F.O. in 
the region. 

CHAIRMAN (Mr. Zoe): Mr. Gargan. 

MR. GARGAN: Perhaps I will dig into this a bit more. I am 
interested in the process. tt the department is doing that, 
under what authority are they doing that? 

MS. PALFREY: I would be pleased if you wished to speak to 
our director of finance at a regional level and ask him precisely 
how it happens. I understand the theory behind losing surplus 
money, but I do not understand the specifics of how they do 
it. 

CHAIRMAN (Mr. Zoe): Ms. Pattrey, did you say your C.E.O. 
or your director of finance? 

MS. PALFREY: Director of finance for the region. Our district 
finance officer. 

CHAIRMAN (Mr. Zoe): Does the committee agree to invite the 
finance officer for the board? 

SOME HON. MEMBERS: Agreed. 

---Agreed 

CHAIRMAN (Mr. Zoe): Could you introduce yourself, please? 

MR. O'NEILL: My name is Chris O'Neill. I am the Director o: 
Finance and Administration for the K6ewatin Regional Health 
Board. 

CHAIRMAN (Mr. Zoe): There was a question posed by M, 
Gargan pertaining to deficits and surpluses. 

MR. O'NEILL: Normally, our budget year starts in December 
of every year, at which time we receive a letter from the 
Department of Health giving us our targeted budget for the 
following year. That comes in as a single line on a 
spreadsheet that lists all of the health boards and all of the 
health facilities in the N.W.T. and there is one line that says 
Keewatin Regional Health Board. The number at the end of it 
that says, you have $6 or $8 million or whatever. That normally 
happens before Christmas. This year, for the 1993-94 fiscal 
year, unfortunately, it is somewhat delayed. We have not 
received that letter yet, but it is probably in today's mail. Then, 
shortly either right at Christmas or right after the new year, we 
receive a budget spreadsheet from the department that gives 
us a line-by-line listing of all of our lines showing our budget in 

actual for the previous fiscal year, our approved budget and 
our projected budget for the current year and a blank column 
in which we are supposed to put in the numbers for the 
coming fiscal year. We complete that exercise usually around 
the end of February or toward the latter end of the fiscal year 

Sometime after the new fiscal year starts, we get another letter 
back from the department saying, no matter what we put in the 
blank column in our proposed budget, your target is your 
target. There you go. Throughout the year, at various stages. 
we receive target adjustments. There are two scheduled target 
adjustments every year in about July or August and then ag,m 
around November or December. 

In the 1992-93 fiscal year, thus far, we have received four tare;•!! 
adjustments and I was just advised last week that somewher~ 
toward the middle of February we will have our fifth target 
adjustment for the fiscal year. This year, that was unw,ual 
because of the transfer of positions from the end and functions 
from the various departments. There was a fair amount 1n this 
fiscal year of shuffling of the deck. When we get one of those 
target adjustments, at roughly about the same time, that ;s 

when we are putting in a year-end projection. I do not have 
any specific numbers or instances that pop to mind quickly 
We get the letter that says, 'We are going to shuffle the deck 
a little bit." They take into consideration your last year-end 
projection. If you have a surplus in there, it will disappear at 
the same time. Ultimately, we end up with either the same 
amount of dollars, or in some cases, less dollars, even though 
they may be saying, 'We are giving you more money for those 
programs," by the time it is all said and done. 

The biggest example I can think of in this fiscal year is that wt?. 

were supposed to have gotten four positions from the 
Department of Finance for doing financial accounting. We also 
had, within our shop, two accounting positions. When the 
dollars came over from the Department of Finance, there was 
a transfer of budget for those four positions, but then the 
department came in and said, "Now that you have all of these 
functions in your own house, we are going to take away these 
other two positions." In effect, back in April, what looked to us 
like we were going to have four new positions, in the end. 
when the actual letter came saying, "Here are the dollars that 
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you have," we still have the four positions, but we do not have 
the dollars to fund to them. We cannot go out and fill those 
other two positions. 

Another example is that there was a transfer of funds from our 
budget for utilities for D.P.W. They took out electricity, fuel, 
water and sewer. Unfortunately, they also took the dollars out 
to put the fuel in the vehicles that we have. We have ski-doos, 
four-wheelers and trucks in the communities to do pick-ups 
and deliveries, etc. When they transferred the dollars, whether 
it was by oversight or whatever, it certainly is not significant. 
We do not bum $1 million of gas in our four-wheelers, but 
some sort of an error was made and ''whoops" there it goes. 
Now we are going to have to fill those vehicles with fuel and 
tum around and bill the Department or Public Works and go 
through the accounting process of being paid for those dollars. 
With all of the transferring and moving around of dollars and 
people, I had to develop a spreadsheet so that I could track 
what was happening with the ledgers. I was told late last week 
that we are going to have our fifth one come in the middle of 
February. I do not know what that one is going to be. I will 
just have to add another column to my spreadsheet. 

CHAIRMAN (Mr. Zoe): At year-end, your board gets an audit. 
Am I correct? 

MR. O'NEILL: That is right. After we close our year-end ... 

CHAIRMAN (Mr. Zoe): My understanding is that if you have 
any sUTpluses, it goes back to the department, but if you have 
a deficit, then you make up from within for next year's budget. 
That is my understanding. 

MR. O'NEILL: Not necessarily so. Right now, we actually 
have a negative equity in the health board because health 
boards used to be allowed to make adjustments every year for 
accrued employee benefits payable. I believe we are carrying 
approximately $250,000 worth of accrued payables. In the 
past, we were funded for those in the fiscal year and we were 
able to build up some reserves. Two years ago, the 
department came in, by the instruction of the Legislative 
Assembly, and their first letter said, "You are not allowed to 
·build up too much surplus, so we are going to take it all." I 
believe it was two per cent or something like that. They fund 
us every month, so in that particular month, they did not give 
enough funds. I was not in the Keewatin at that time. I was in 
the Kitikmeot. Basically, we were getting $300,000 a month to 
fund ourselves. That month, we got about $60,000 and the 
rest came out of our reserves. The following month, they came 
back and said, "Sorry. F.M.B. said you cannot have any of it." 
They took the rest of it. 

The boards had a certain amount of cash flow that they could 
rely on to cover their ongoing operation so that when money 
was being transferred in and out of banks and cheques were 
being written, we had funds to cover things. The situation we 
are in now is that through the recovery of prior year's 
surpluses, through the recovery of reserves for accrued 
liabilities and so forth, we are on a month-to-month basis. 
When the department comes in with a budget adjustment, a 
supplementary funding adjustment or a transfer and they say, 
for instance when they transferred the departments over, the 
net effect of that was actually we lost $1 million. That was 
because a large chunk of that was actually funds being 

transferred from the health board to D.P.W. for utilities. It did 
not come out in 12 increments, it came out in one shot. \•/e 
are on a month-to-month basis, and all of a sudden there v,as 
a major change in our funding arrangements. 

We went into a bank overdraft because we were expecting 
$500,000 and we only got $300,000 or whatever it was. We are 
also in the investment pool. According to the rules in the 
investment pool, we are not allowed to have an overdraft. As 
soon as the Department of Health made an adjustment to our 
funding, we went into a bank overdraft. The investment pool 
people in the Department of Finance are phoning the 
Department of Health saying, ''Those individuals in Rankin Inlet 
are in overdraft." We then get a phone call from the 
Department of Health asking why we are in overdraft. It is 
obvious, because they made an adjustment to our funding. 

MS. PALFREY: Mr. Chairman, I think what this can identify is 
the reason why our board has never ratified a budget that has 
been presented by the Department of Health to us. It is not 
our budget. We have no control over it. We do not control 
cash flow. We do not have any say about it at all. It is done 
at the whim of the Department of Health. Therefore, on the 
one hand, we accept responsibility for being good fiscal 
managers and ensuring that the money is well spent and what 
is allocated for, but on the other hand, we cannot really accept 
responsibility for some of these things, and yet the department 
continually holds us accountable for it saying, "You were in a 
bank overdraft. You are not good managers. You are in a 
deficit position." Really, when the ultimate control comes down 
to it, we are not in control of the situation. It is done between 
the Department of Finance at a headquarters level. 

CHAIRMAN (Mr. Zoe): Mr. Gargan, do you have any further 
questions? 

MR. GARGAN: Even though you operate as a board, you 
really do not have approval of the finances for last year, 
payment for this month, and those sorts of things. You do not 
have control over that. Who takes care of your bank overdraft 
interest and bank charges? 

MS. PALFREY: That comes out of our operati~g budget. 

MR. O'NEILL: We are not funded for interest revenue. There 
is no provision, in my understanding of the acts, to cover 
interest charges. If we are running into a cash flow problem, 
the only thing that we can really do is be quick in getting our 
invoices out for some of the services that we provide for non
insured services and those sorts of things and hustle on that 
end of it. Quite frankly, if this were to continue and, ultimately, 
we were to get into a situation where our cash flow was so 
poor that we just could not keep up and we were in an 
overdraft, I do not know how we would fund it. We would have 
to ask the department and the department would have to ask 
the F.M.B. for us to have some sort of a provision with the 
bank for an operating flow. 

MS. PALFREY: Ultimately, that is not the desire of our board. 
We wish to be accountable and responsible for our budget, 
which means being accountable and responsible not to have 
it yanked in and out. To me, it sounds like a shell game when 
we are listening to it, but that is really what it is. We have to 
watch and see what we have here now, and we have to find 
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the peanut. At the end of it, sometimes there is no peanut 
under the three shells we look. I would like to finish Chris' 
comments by saying that within the packages there is a copy 
of our last year's audited financial statement. We closed last 
year off with a $129,000 surplus. We have attempted to be 
good fiscal managers. Again, we would like to feel more in 
control of our fiscal responsibilities. 

CHAIRMAN (Mr. Zoe): Are there any further comments or 
questions from the committee? Mr. Amgna'naaq. 

MR. ARNGNA'NAAQ: In the presentation that you made, on 
page 15, you indicated that the K.R.B. has an ongoing deluge 
of requests for information from the Department of Health. 
From those requests, are you able to determine in dollar terms 
how much you spend in staff time or resources to create that 
information that the department is asking for? 

MS. PALFREY: We feel that there is an inordinate amount of 
time being spent responding to these requests. If the 
Department of Health could develop a reporting system that is 
appropriate across the board, then we feel that they would not 
be requesting these continual drains on the time of our finance 
people to respond to line-by-line budget items. We feel that we 
are responsible for delivering a major program. Ultimately, 
through the autonomy given to us, we should be held 
accountable for that. If the department could plan properly, 
they would be working on developing a system that was 
meaningful and could provide them with the information they 
required without constantly having to get our people to stop 
what they are doing to respond to these continual requests. I 
do not understand why, when we are dealing with the budget 
to the level that we have, we are continually being asked to 
report on a month-by-month level for variances on budget 
items that are in excess of $300 but under $500. 

MR. O'NEILL: On a quarterly basis, we have to report on plus 
or minus five per cent or $50,000. If we have a budget line, for 
instance, that is for $2 million, if we have a $50,000 surplus or 
deficit, in theory, we are supposed to provide detailed analysis 
of that $50,000. We have some lines that are $1 million up, I 
believe. 

MS. PALFREY: ... and some that are very small. 

CHAIRMAN (Mr. Antoine): Mr. Amgna'naaq. 

MR. ARNGNA'NAAQ: My question was not about how much 
money is being transferred from this line or that line. Do you 
have a cost estimate or an idea of how much it is costing the 
board for the staff? How much staff time is being spent finding 
that information for the department? Are there an extraordinary 
amount of resources that you are using to create this 
information that the department is requesting? In dollar terms, 
are you able to say, or even an estimate as to what staff time 
is used for that? Do you have that information? 

CHAIRMAN (Mr. Zoe): Put a value on the amount of time that 
the staff spends on developing all the responses for the 
Department of Health. What would you estimate? 

MR. O'NEILL: I have never done that kind of analysis. It 
would probably be a very interesting analysis. I would say for 
myself, I would spend a good ten or 15 per cent of my time 

doing some sort of paper work, study or response, much of the 
requests do not come directly to me. They come to Bruce. 
Bruce then pages me and says, "I have a letter from the deputy 
minister wanting to know about whatever." That flows 
downward to my staff. I do not actually pull files and do that 
sort of thing. My staff does that for me. 

CHAIRMAN (Mr. Zoe): It would be interesting if we could put 
a dollar value on the amount of time the board spends seeking 
out information fon1he department. 

MR. O'NEILL: I would like to make a quick comment 
regarding information. One of the problems in the Department 
of Health is that there are a number of divisions and there is no 
coordination of the information within the department. We have 
to respond for requests for information from the capital and 
facilities planning people, the hospital and health facilities 
planning people, the dental people, the medical people, et 
cetera. If you wanted to provide some time savings in there for 
money savings, they could just coordinate their requests so 
that we have one group gathering all of the information. Quite 
often, we will get requests and, a few weeks later, it will be a 
similar sort of request, but twisted slightly so that we have to 
look at it again. 

CHAIRMAN (Mr. Zoe): There was a good suggestion made 
by the Auditor General in that respect. Within the various 
divisions, he suggested that all the finance and administration 
sections of the divisions should be consolidated into one unit. 
So, you are basically agreeing with the Auditor General in that 
respect, that things that are requested goes to different 
divisions, and they are not being coordinated, like you 
indicated. Obviously, you are almost in the same conclusion 
as the Auditor General in terms of making that particular 
summation, to consolidate all the finance and administration 
sections of all the divisions. I tried to point that out to Mr. Todd 
when he appeared before us this evening. It does not only 
pertain to the H.I.S., but for all the divisions within the 
Department of Health. 

MR. O'NEILL: I do not think Mr. Todd fully understood. He 
took your term consolidation to mean consolidating from the 
regions to Yellowknife. I, personally, would not support that 
myself. 

---Laughter 

John is going to come to me on Monday. 

---Laughter 

CHAIRMAN (Mr. Zoe): Are there any further comments or 
questions from the committee? Mr. Gargan. 

MR. GARGAN: Education boards, et cetera, were getting 
quarterly funding, and now they are getting monthly funding. 
What is your feeling with regard to that? I know the Auditor 
General is suggesting it, but is that realistic? Should boards be 
given funding at the beginning of each fiscal year? Another 
thing is with regard to your finance person. Where are you 
getting the directions or the requests for this detailed 
information on budget line items, from the director, the D.M., or 
who? 
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MR. O'NEILL: As far as the division is concerned, primarily the 
hospital and health facilities division, that is Mr. McClelland's 
shop. They have a financial analyst in that division that we 
primarily correspond with. Again, as I indicated before, while 
that is the primary source of where we get requests for 
information, we also have all the other divisions requesting. 

MS. PALFREY: Most of the regional bodies understood the 
necessity of looking at monthly payments rather than quarterly 
or twice or year. We understand the rationale of the 
government wanting to keep the money in their coffers as long 
as possible. However, on the other side, we also have to look 
at what limitations that places on the agencies and the groups 
that you are providing funding for. In our ability to operate, as 
Chris has indicated, it provides some cash flow difficulties 
given that, on occasion, we can go into a serious deficit 
position and actually be in an overdraft position because we 
only get payments on a monthly basis now. Our board would 
very much prefer to go on quarterly advances. We think that 
would be much easier and put us in a less precarious position 
in terms of cash flow. We would recommend that people look 
at that again. 

CHAIRMAN (Mr. Zoe): Are there any further questions? Mr. 
Amgna'naaq. 

MR. ARNGNA'NAAQ: This is just a follow-up on the question 
asked by Mr. Gargan and the response that you gave. I think 
that we could make requests to the department saying that this 
is what we would like to see, but this has become a policy 
throughout the government. I do not know if it is likely to 
change even if there were a million different requests from 
different organizations for this to go back to the way it was. Is 
there anything that the department could do to improve the 
situation for the Keewatin Regional Health Board? What is it 
that could be done which would help the board be able to 
manage itself? You are giving us these examples of the 
different problems that you have run into with the department. 
Is there any one area that they could do that would help 
improve your situation? 

MS. PALFREY: I would say it would be to grant global 
budgeting·. to boards. In our position paper, we have 
developed the roles of boards and agencies and 
recommended that as something to look at. By global budget, 
we mean that, if we go into a deficit position, we are aware of 
that, unless there is some extraordinary cause for it, as we had 
happen here last year where the E-coli outbreak almost cost a 
half a million dollars that we had not planned or budgeted for, 
which would necessitate us coming back and making a request 
for supplemental funding. Other than that, we would like to 
have the delegated authority to be responsible for a global 
budget with the department and have other boards develop 
budgets that are realistic, so they are not continually trekking 
back to F.M.B. every year for supplemental funding. 

CHAIRMAN (Mr. Zoe): Are there any further questions or 
comments? Could you explain or describe your understanding 
of "The N.W.T. Way"? 

MS. PALFREY: I think we referred to it earlier on in the 
presentation. We see "The N.W.T. Way'' as "The Department of 
Health Way." It was developed without consultation in the 
regions or with the aboriginal and other people to whom health 

care is intended to provide its services in the Northwest 
Territories. In any consultation or development that we have 
done in the region, our first line of development is to gr, r-ind 
talk to people who will be involved. We do not develop papers 
and then say, "Here it is. We are consulting with you now." 
That is what has happened in that case. We do not advocate 
anything that would lessen nealth care delivery to people or 
allow for different levels of service based on where you live. 
Wefeel that is what "The N.W.T. Way" is all about. We have to 
look at making better utilization of resources, not centralizing 
more into the centre. 

CHAIRMAN (Mr. Zoe): In regard to that, what do you think 
are the most important elements from your perspective? 

MS. PALFREY: Community consultation, wiser utilization of 
resources and looking at dollars to see how we re-allocate 
them to make the best use of them as we can are the most 
important elements. I do not think the instance of what 
happened here with the dental contract is unique. We certainly 
intend to look at all of our programs to see how we can make 
better utilization of the dollars available and provide more 
services to the community with the money that is there. At the 
same time, at the bottom of it, keep in mind that we want to 
provide the best level of service that we can to the people who 
live in our region. I think that should be the guiding principles 
that the department has in their philosophy when delivering 
programs across the territories. 

CHAIRMAN (Mr. Zoe): Are there any further comments or 
questions from the committee? If not, I would like to thank the 
representatives of the Keewatin Regional Health Board for 
presenting a well put together paper. Although we did not get 
into the recommendations, we will be reviewing them very 
carefully. If we do need any clarifications or have questions 
pertaining to the recommendations, we will definitely get back 
to you before we make our report. For the committee, we have 
advertised that our public hearings would be from 7:00 p.m. 
until 10:00 p.m. this evening. We will continue again tomorrow 
starting at 10:00 a.m. until noon. Apparently, it will not be held 
in this same room. The supreme court has booked this room 
tomorrow. We will be moving to the town hall, the hamlet 
council chambers. The Baffin Regional Health Board and the 
Dental Clinic, do you mind if we adjourn tonight and continue 
tomorrow morning rather than continue on this evening? All 
right? So, you agree with the committee then. We will 
adjourn. Thank you, again, for appearing before us. 

MS. PALFREY: I would like to thank this group for travelling 
out here. We really appreciate when people travel from 
Yellowknife to hear regional concerns. I cannot tell you how 
much we appreciate you taking the time to do that. Thank you 
very much for coming to Rankin Inlet. I would like to reiterate 
what Mr. Whitford said before. I think there are some very 
caring people in the Department of Health. However, we have 
some problems at a very senior level within that department. 
We have had excellent cooperation from the Ministers, all of 
them whom we have been involved with during their tenure as 
Ministers of the department. I understand how difficult it is to 
come into a portfolio and only be there for a few months. Our 
criticism is not with the Ministers and it is not with many of the 
people within the department. It is with a very few people who 
we feel need some gentle nudging and encouragement to look 
at health from a different perspective. Thank you very much. 
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Thank you, all the other presenters, too, for being so patient 
with our very lengthy response and presentation here this 
evening. 

CHAIRMAN (Mr. Zoe): Thank you. The committee is 
adjourned until 1 O:OO a.m. tomorrow morning. 

---ADJOURNMENT 
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STANDING COMMITTEE ON PUBLIC ACCOUNTS 

RANKIN INLET, NORTHWEST TERRITORIES 

JANUARY 26, 1993 

Chairman's Opening Remarks 

ACTING CHAIRMAN (Mr. Gargan): Good morning, ladies 
and gentlemen. My name is Samuel Gargan. I am the M.LA 
for Deh Cho. Before we get started, I would like to introduce 
the Members who are present at this moment. 

MR. PUDLAT: (Translation) My name is Kenoayoak Pudlat. 
I represent Baffin South for Cape Dorset, Sanikiluaq and Lake 
Harbour. Thank you, Mr. Chairman. 

MR. WHITFORD: My name is Tony Whitford. I am the 
Member for the constituency of Yellowknife South in 
Yellowknife. 

ACTING CHAIRMAN (Mr. Gargan): The Chairman is in. I will 
ask him to take over from here. 

CHAIRMAN (Mr. Zoe): Good morning. I am a little bit late 
this morning. I am on Dene time in Rankin. My deputy chair 
was just introducing the Members to start off the meeting this 
morning. Let us call the first witness, which is the Baffin 
Regional Health Board. The representatives can now come up 
to the witness table. Thank you. Can I ask the Baffin Regional 
Health Board representatives to introduce yourselves for the 
record and proceed with your presentation? 

Presentation by Baffin Regional Health Board 

MR. ECKAL()OK: (Translation) My name is George Eckalook 
from the Baffin Regional Health Board. I am the Chairman, 
with my Executive Director, Trevor Pollitt. Mr. Chairman, I 
normally speak in my language because it suits me better. We 
have a submission written in English. I do not have an lnuktitut 
copy, but you have the copies. It will probably be taster 
because I do not read very well in English. I think it will save 
us .some time if Trevor reads the submission. There are some 
responses that we will probably have to your questions, but in 
order to save time, we will have the submission read in English. 
Thank you for letting us be here, Mr. Chairman. I will now 
hand it over to Trevor to give the presentation in an 
understandable manner. ff you have any questions afterward, 
we will be ready to respond. 

MR. POWTT: Thank you, Mr. Chairman. My name is Tr8VOI' 
Pollitt, the Chief Executive Officer with the Baffin Regional 
Health Board. As an introduction, the Baffin Regional Health 
Board was established in July, 1981, and assumed 
responsibility for the management of the Baffin Regional 
Hospital on December 4, 1982. Under phase II of the health 
transfer, the board assumed responsibility tor the health 
centres and the community health programs in August, 1986. 

During the final phase of the health transfer, the dental services 
came under the boards of management in April, 1988. 

CHAIRMAN (Mr. Zoe): Trevor, could I ask you to slow down 
so that the interpreters can keep up with you? Thank you. 

MR. POLLITT: During the transition period, 1982-88, the board 
exercised its mandate with greater freedom. The intent and the 
spirit of the health transfer agreement was to decentralize 
programs and services to the. regions. The agreement 
indicated that regional health boards were to be established. 
The comments in the Auditor General's report are generally fair 
and accurate. However, generalized statements fail to identify 
specific regional problems. Blanket statements fail to explain 
why some of the events happened as they did. 

V1SU8lize the situation on April 20, 1988 when the staff of Health 
and Welfare accepted employment with the G.N.W.T. All the 
staff who transferred would be on lay-off notice, which meant 
the one year the Department of Health would not know who 
was committed to the new organization. This would not be 
known until the year had elapsed in April, 1989. The audit 
commenced in late 1991. Is it fair and reasonable to expect a 
new organization to be developed as one that had not 
experienced such a major upheaval and resistance to change 
in some quarters? 

The purpose of the three-phase health transfer in the Baffin 
region was, hopefully, for other regions to benefit from that 
experience. This was not the case. In chapter seven, under 
the financial issues, section 7.2, allocation of resources at the 
time of devolution, this section is one of the keys to our 
present-day problems for which the government of the day 
should accept some responsibility. We discussed program 
transfers with the federal health transfer officials. They 
oonfirmed that federal policy dealings with the devolution of 
programs to other levels of government does not consider the 
adequacies of resources in relationship to long-term needs. As 
a result, when health care programs were transferred to the 
government, it was up to the negotiating team to either accept 
or reject the terms and conditions of the transfer.• 

By oontrast, the federal government to Indian band transfer 
policy requires that a needs assessment be completed as part 
of the negotiating process. This is to ensure that the receiving 
band is capable of meeting health needs on the reserve and 
that it is capable of assessing on a oontinual basis where the 
need is being met. 

Compounding this section is the ongoing dispute between the 
G.N.W.T. and 0.1.A.N.D. dating back to the final health transfer 
in 1988 for unpaid claims, which, at that time, was in excess of 
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$50 million. Unless these major issues are taken into 
consideration, the Department of Health and the board will 
continually be under sautiny. During the last ten years, the 
Baffin Regional Health Board has enjoyed a good working 
relationship with the Department of Health. Since 1988, there 
has been a definite change in how the board is allowed to 
operate. There has been more centralization, with inaeasing 
operational control through the budget. All parties must be 
aware of the intent of the health transler, which was to 
decentralize programs, establish health boards and let the 
people have a say in the system. The intent was not to clone 
health and weHare operations, which was more centralized. 

When the boards were established, they reported only to the 
Territorial Hospital Insurance Services Board. The T.H.1.S. 
Board was dissolved in the summer of 1991 as a cost-saving 
exercise and to avoid duplication. The functions of the T.H.I.S. 
Board were transferred to the Minister of Health. Previously, 
boards had an appeal mechanism, especially since the T.H.I.S. 
Board was the funding agent. The Baffin Regional Health 
Board did not agree with the dissolution. It would have 
preierred the terms of reference to be changed. From this 
point of view, this was the first step in close control of budgets 
by the Department of Health. One of the last functions of the 
T.H.I.S. Board was to appoint the various directors in the 
Department of Health as inspectors, which gave them 
authorized control of programs. 

The board, as defined in law, is a legal entity distinct from its 
members . or owners. It is an artificial person. It has rights and 
duties which are not the same as those of members or owners. 
It can sue be sued. As the power and authority of the board 
is invested in the trustees, there is a corresponding duty 
imposed on the trustees to act in tavour of the board. Their 
duty to the board comes before their duty to any other 
organization or person. The duty to the patient is carried out 
directly by the board which operates the facility. Action against 
a hospital is usually only taken by a patient es e result of 
various wrongful acts which have been committed against him, 
including negligence, assault and battery, false imprisonment, 
liable, slander or loss of property. 

The major legal question to be answered is did the institution, 
in any partia.ilar case, actually agree or hold itself out es 
agreeing to provide certain services to the patient. The 
institution is only responsible for those services which it 
undertook to provide or which it held itself out to be able to 
provide. It cannot avoid responsibility by delegating part of this 
undertaking to someone else. The board has the duty of care 
to the patient, which is not exercised by other boards. What is 
not always appreciated is that the hospital corporations are 
subject to general corporation law contained in the common 
law apart from the act under which the hospital has 
incorpora.ted legislation of the territories and the institutional by
laws. This is clearly stated in "Canadian Hospital Law" by 
Lome Rozovsky who is an authority on hospital law. 

Unless this basic concept is recognized, those tailing to 
understand will not appreciate why e hospital is required to 
have certain basic staff and equipment to fulfil its obligation to 
the public. By setting itself up as a hospital, there is a public 
expectation that the institution is required to meet. The board, 
acting on behett of the patient, must ensure that no harm 
befalls the patient and is obligated to hire competent staff. 

These ramifications have financial requirements which cannot 
be ignored. 

Organizational Structure 

Under the section of the Auditor General's report dealing with 
organizational structure: When the final health transfer was 
completed in April, 1988, the Government of the Northwest 
Territories built on the federal government's foundations. The 
intent of the health transfer was to establish regional health 
boards to decentralize the decision-making process to the 
established boards of management. In the Baffin region, after 
1988, there was a noticeable centralization of authority. 
Contracts previously entered into by the board, and a third 
party, were gradually taken over into one master contract. The 
board's input was ' often solicited too late to impact on the 
contract to reflect regional differences. 

After four years, has the idea of local involvement worked? The 
Baffin Regional Health Board has completed ten years of 
operation. One of the most notable aspects of the change is 
that boards· do work. Trustees and the people have a say in 
changing events, even if progress is not as quick as trustees 
would like to see. 

The players are confused about their roles and responsibilities. 
The board trustees and management in the Baffin region are 
not confused about their roles. The confusion arises when the 
boards want to exercise responsibility in managerial disaetion. 
The boards, in order to meet their legal obligations, are 
required by law to ensure there is a safe environment to treat 
patients, which means adequate staff and equipment. 

Some boards are more powerful that others and receive more 
resources than others. All the boards fall under the same 
legislation. When some exercise a degree of freedom it is 
through interpretation. The challenges are on shaky ground. 
In law boards are responsible. Some boards have evolved 
more through the years and have more experience than others. 
In the absence of any standards the funding arrangement is 
basically historical. An independent work devoted to health 
organizations would definitely highlight the differences. The 
health system, at the time of the Auditor General's report, did 
not allow the Department of Health sufficient lead time following 
the major health transfer to remedy the inherited anomalies. 

Where clear standards are identified for any program aaoss 
the Northwest Territories funding should be allocated to meet 
the minimal levels set. Adjustments in finances and person 
years could result and a baseline would be in place. Each 
board who wished to provide above the minimal standard 
should find the funds from elsewhere in their budget. For 
example, if it is agreed that a physician should visit a 
community, the frequency of visits should be based upon the 
health status of the community, the size of the community, the 
location and such criteria that is in keeping with the Minister's 
ob1ectives, health education and promotion being one. Once 
the standards ere determined, the dollars and length of stay 
would follow. 

Today the Ministers and M.LA.s are more involved in 
operational issues. This, in part, is due to the interest taken by 
the individual to address public concerns brought to their 
attention. Much of the basic problem between the boards and 
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the Department of Health is a result of certain interpretations by 
individuals who have not perceived the i:ole of boards as was 
the intent of the heaJth transfer agreernenl It would be totally 
unfair to state that the staff of the Department of Health as a 
whole have not been helpful and are not attempting to 
continuaJly improve the health care system. It is not always 
appreciated that there has to be a settling down period after a 
major transfer, some issues continue unresolved for many 
years. 

Much of the disharmony and jealously stems from the last 
minute change prior to the health transfer in support services 
in the new boards. They were lead to believe they would 
follow the Baffin model, which is responsible for its own 
finances and personnel functions. 

One of the most significant issues concerning health care 
delivery in the Northwest Territories is the contrast between the 
perceived, practised and presaibed roles and responsibilities 
of the department and the boards. 

The Baffin Regional Health Board follows the intent of the 
health transfer agreement which was to be responsible for the 
management, control and operation of the programs and 
facilities in the Baffin region. The intent of decentralization is 
given lip service unless protected by the boards. It is the safe
guarding of this erosion that can result in a difference of 
opinion. 

The Auditor General's report is accurate in stating 
"inappropriate control by the department.■ The Baffin Regional 
Health Board recognizes monitoring is desirable and expected. 
The board is subject to annual audits by the tederal, territorial 
and board auditors. The Baffin Regional Health Board, 
operating with the Commissioner's Agreement, has exercised 
a good working relationship with the Department of Health. To 
control the new boards, in reality, has meant more control is 
necessary when dealing with the old boards, Stanton, Baffin, 
Fort Smith and H.H. Williams to make the playing field level. 

In recent years, a review of the department policies has led to 
more contrql through the budget process. The department 
controls boards by its power over their budgets. In reality, the 
budgets are not the boards', but what the department provides 
the boards to operate with. 

The department informed us that the tight controls were set in 
the early days following transfer when the boards had 
inadequate financial controls. The Baffin Regional Health 
Board is being carefully monitored by G.N.W.T. and board 
auditors each year since 1982. 

"Boards have no evaluation process,• according to the Auditor's 
report. It must be recognized that to meet the Canadian 
Council's Health Facilities Accreditation Standards, it is 
necessary to meet the evaluation process. This is done 
through self-evaluation questionnaires, public complaints, 
trustee attendance and removal of trustees from the board. 
Three trustees have been removed from the Baffin Regional 
Health Board, the Minister has revoked their appointment. 

Planning for the Future 

The Baffin Regional Health Board has been one of the boards 
requesting the need for planning to have an overall N.W.T. 
health strategy in place. During the past year a more 
concerted effort has been made by the Department of Health 
to meet the board's request. Currently needs assessment 
studies are under way to determine what is required at the 
community level. In the absence of an overall N.W.T. strategic 
health care plan being in place, the Baffin Regional Health 
Board monitors trends, plans short-term to meet the OPPLAN 
requirements and has input into the five year capital outlook. 
The board has been mindful of the Minister's key result areas 
that have to be met. Once they are identified, the board 
determines their strategy to meet these goals. This is reflected 
in the OPPLAN, the board's objectives for each year, the 
C.E.O.'s objectives and down through the program managers 
to have the greatest imped at the appropriate level. 

There is a need for each program, for example dental services, 
environmental health et cetera, to publish a document setting 
goals and objectives that flow from the Minister to ensure what 
is be accomplished at all levels induding the Department of 
Health and boards reflecting both the N.W.T. and the regions 
and it should be made known to all parties involved. To 
determine N.W.T. standards would identHy shortfalls in any 
particular .region, person years in budgets. This would reflect 
any regional anomalies based on need. This would ensure a 
minimal baseline service is being delivered throughout the 
Northwest Territories. In conjundion with Management for 
Results, doser monitoring would reflect the adual status. 

Historically, Stanton always had the person years to meet the 
program needs. This was a result of the board of the day 
exercising its responsibility to meet the public demands. It is 
only in recent years through more published information that 
other regions have been making comparisons. Baffin and 
Stanton provide additional services apart from the basic 
community programs that all regions provide. 
An accurate database needs to be established of the status of 
healthiness and illness by community. This does not need to 
oocur annually. Once the health status of the population is 
determined it would provide an accurate tool to plan future 
services and to re-allocate funds where necessary. The public, 
in the Baffin region, always relate back to the annual visit by 
the touring hospitalship when individuals received an annual 
physical examination. Even though physicians visit 
communities more frequently today there is a public perception 
that certain patients should have been diagnosed earlier, 
especially cancer patients. Physicians do not support the need 
tor an annual physical examination. In reality it is not an 
annual physical process that is required, but a database to 
assist the health status by having each person complete a 
physical examination. 

The hospital and health service centre staff provide treatment 
services which are more easily measured than the progress 
made in health education and health promotion which is a 
long-term strategy. Although in recent years the Minister's key 
results have placed more emphasis on health promotion and 
health education, appropriate inaeases in staffing and funding 
levels to achieve this goal at the regional level is not a reality. 
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The Department of Health recognizes that there is a need to 
have 4.8 full-time nurses to provide relief in the community 
health centres of the Baffin region. This is to offset sickness, 
holidays and statutory days. The tact is, the board is only 
provided with funds for two relief nurses. The difference has to 
be met 1rom within the budget. The board has asked the 
Department of Health to recognize all the components that 
make up the baseline budget. That incfudes sickness, 
holidays, statutory days, travel days and winter bonus days. 
This provision is not appropriately recognized for community 
nurses, which results in unnecessary supplementary requests. 

It is recognized in the hospital, Mr. Chairman, that hospital 
nurses have holidays and sickness, but there is no provision 
made in the community budget and they have a greater need. 
The statement that "there is up to a 70 per cent nursing 
turnover, in the N.W.T.,• needs cfarification. In the Baffin region 
the nursing turnover rate on average is 51 per cent a year. The 
mix of staff in health centres should be more appropriate to 
reflect the service demands. The mental health issues and the 
midwifery demands would indicate there is a need to have a 
team of health care workers that reflect skills and training that 
are not always provided by the community health nurses. 

Managing People 

The Baffin Regional Health Board has always been mindful of 
the affirmative action strategy of the government. The director 
of personnel services for the board is required to publish the 
statistics to meet the affirmative action strategy. The board's 
staff also works in dose cooperation with the regional director 
and his staff to develop a regional plan to meet established 
strategies. This involves working cfosely with other government 
department and boards, for example, Arctic College, adult 
education and the divisional board of education. On average, 
the board has between 34 to 36 per cent aboriginal employees, 
mainly in the support category. To improve beyond this level, 
greater emphasis has to be placed on the professional and 
technical categories. One of the setbacks to training 
opportunities is that most courses are offered outside of the 
region. 

The department should consider the desirability of eliminating 
the reauitment function from the human resource management 
division. The Baffin Regional Health Board would agree that 
they can meet the human resource recruitment function on a 
regional basis. Alternatively, the function could be in the 
headquarters personnel. That is the function that is presently 
undertaken in the Department of Health. 

Seven physicians are employed at the hospital and one is in 
private practice. The physicians have a base salary plus an 
incentive bonus. To encourage physicians to undertake 
aspects of the health policy directives, the N.W.T. fee schedule 
should be changed. This would encourage physicians to 
become more involved in health education and promotion. 

Performance Standards for Physicians 

The Baffin Regional Health Board agrees there should be 
standards to assess physician's performances. All Baffin 
Regional Health Board contracts have a termination cfause 
which requests both parties to give appropriate notice of 
termination. The Department of Health introduced a standard 

physician contract after the date of some of the longer-term 
physicians joining the staff. Since the benefits are more 
generous than the original contract, the board had no difficulty 
asking the physicians to accept the new terms of the 
agreement. Unless a reasonable bonus incentive exists, 
salaried physicians may become less motivated as individuals. 

An exit interview in the Baffin region is conducted by the 
personnel department of the board. Mr. Chairman, these are 
all in answer to the questions posed in the Auditor General's 
report. 

It must be recognized that opportunities for ongoing education 
should be available to ensure that health professionals remain 
current in their speciality. Wrth fiscal restraints in place 
educational budgets are normally the first to be cut. This is 
detrimental to staff retention and staff morale. 

Inequitable Training Budgets 

Physicians only access education leave up to ten days per year 
to a maximum of $3,200 for course fees, travel and 
accommodation. H a physician was required to meet a board 
requirement, this would be duty travel. The rates quoted in the 
report of $8,000 to $10,000 are not in the Baffin region. The 
report indicates $400,000 is available for 365 nurses. This 
statement is misleading since the Advanced Nursing Skills In
service Program, A.N.S.I.P ., is not utilized by all categories of 
nurses in the final total. 

Funding was removed by the Department of Health for the 
Dalhousie Outpost Nursing Program to set up the A.N.S.I.P. 
program despite the Baffin Regional Health Board and the 
physician's objection. The two programs are totally different. 
H greater emphasis is to be placed on the community health 
nurses under the N.W.T. Way, they need more advance 
training. This was provided for under the Dalhousie Outpost 
Nursing Program. Most nurses coming north today have less 
specialized training to meet their role than in previous years, 
and have more demands from the public. Although the Baffin 
Regional Health Board is one of the two boards not under the 
government human resource system, the delay was due to the 
lack of computer equipment being available. The board is now 
a participant. 

Managing Information 

The Baffin Regional Health Board has held back on the 
implementation of an appropriate information system for ten 
years to enable the Department of Health to determine which 
direction standardization should be introduced. In reality, the 
appointed resource person could not keep up- with the 
evaluation of all the sites and provide recommendations in a 
more timely manner. 

The Baffin Regional Health Board has been concerned with a 
master program that was compatible, to avoid obsolescence of 
hardware at a later date. 

The completion of physician's claim cards is by individual 
physicians. It is in his or her interest to complete correctly as 
this income affects the individual physician's incentive bonus. 
The onus is on the physician. 
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Reciprocal BIiiings 

We 1ee1 all residents should have a plastic health card with a 
photograph. The removal of names from the microfiche every 
few years aeates a great deal of work at the entJy point where 
the patient seeks the services. The Department of Health has 
obtained, over the years, a comprehensive record of the 
board's reports. It would be more appropriate if this 
information was shared between the directors of the 
Department of Health. The H.M.R.I., hospital management 
records information, is a national standard data collecting 
information system which is able to compare disease patterns 
aaoss Canada. To be more comprehensive, all the health 
activities should be included. The health centres have a 
separate information reporting system which is known as the 
Community Health Management lnfonnation System. 

In Baffin Regional Health Board, regional health trends are 
reported in the annual report and a copy of which is sent to the 
Department of Health each year. They are aware of our trends. 

Systems Interaction 

The Manitoba Hospital Organization is purposely designed for 
hospitals aaoss Canada. Since Stanton Yellowknife Hospital 
is one of the original participants in the Northwest Territories, 
the Baffin Regional Hospital continued with this standardization 
following the hospital transfer in 1982. In is unfortunate, when 
the new boards transferred in 1988, they decided not to 
continue with the system. A decision has to be made whether 
the N.W.T. hospitals and boards follow the national system, or 
we continue with a mixture of different systems aaoss the 
Northwest Tenitories. I am adding, Mr. Chairman, that in 1980 
or 1981 we did have a systems analyst who was a member of 
the team who met with the Department of Health and all the 
boards to try to come up with a standardized reporting system. 

Capltal Assets 

The Baffin Regional Health Board capital equipment is 
inspected and serviced regularly by a specialist. The 
~uipment .~ are stored on a computer printout. This 
listing provides the item, the manufacturer, the date of 
purchase, the cost and the date of service. Equipment prior to 
1978 is identified as pre-1978, since no information was left by 
Health and Welfare when they departed the hospital in 
December, 1982. I think this must be remembered too, that at 
the time of the transfer, what you inherited was really an empty 
office and you had to set up your own systems. The same 
engineer has been servicing the equipment since 1978 and 
was able to compile the information. This process has yet to 
be expanded into the health centres. The Department of 
Health capital planning division has always been helpful and 
aocommodating to the board's requests. A new tracking 
system is to be established by the department in the near 
future to include all 1acilities. It must be recognized that the 
capital planning division is small in size yet has managed to 
fast-track capital projects and monitor expenditures in a timely 
manner. This division should be evaluated to ensure they have 
adequate person years to perform the expected tasks on an 
ongoing basis. 

Under the health transfer agreement capital funds flow to the 
G.N.W.T. from the federal government on an annual basis to 

replace the hospital in the Baffin region. Can the Baffin Region 
Hospital Board be assured that those funds in excess of $1 
million annually are being set aside in reserve fund so that 
when the time comes to replace or expand the present hospital 
they will be there? 

The Baffin Regional Health Board has an excellent working 
relationship with the capital planning division. 

Financial Issues 

There is an inequitable distribution of resources. The west has 
62 per cent of the population with five of the six hospitals, 86 
per cent of the physicians, who have been identified as driving 
up the cost of the health service, and 70 per cent of the nurses. 
This imbalance needs to be recognized and addressed. It is 
not correct to state that the central region is served out of the 
Baffin region. 

The Baffin Regional Health Board feels the need for frequent 
supplementary estimates is because the baseline does not 
reflect reality. As mentioned eartier, there is inadequate 
provision for community health nurses to be relieved for 
sickness, statutory holidays et cetera. These are the realities 
of the collective agreement. An arbitrary vacancy factor of four 
per cent or over $470,000 was deducted from the budget 
without any discussion. This, in reality, reflects 14 person 
years, dependent upon their salary level. This means the 
board has to decide which 14 positions should remain vacant 
on April 1 of each year. During appeal, this dollar figure has 
been reduced to approximately $290,000 in the most recent 
budget of 1992-93. Mr. Chairman, you can see if you have 14 
positions to keep vacant this does impact on your operation. 
We are running a health system, we are not running a 
stationery shop. I think people have to realize a health system 
is a 24 hour service. 

At the time of transfer, the Department of Health was a small 
department and many of the existing divisions did not exist 
under Health and Welfare. The boards at the date of transfer 
inherited positions that were frozen and not funded. There had 
to be a delay when these established positions were funded to 
enable to programs to be delivered t~ the public. The health 
transfer created in the minds of the public the idea that the 
situation would improve. 

The Baffin Regional Health Board has attempted to contain 
medical travel costs by providing consultant services to the 
communities. These savings in airfare and boarding home 
costs that would have been expended if the patients are not 
flown to Iqaluit are not aedited to the board. Ten visits 
between October, 1991 and October, 1992 resulted in a total 
saving of $190,719.15 to the government. This side of the 
equation is not recognized and these funds do not flow to our 
budget. 

The fiscal control of the budget to meet program needs and 
public expectations has been the main area of difference 
between the Baffin Regional Health Board and the Department 
of Health. If there are insufficient funds to meet the established 
program needs, decisions have to be made as to which 
programs will no longer be provided. This must be relayed to 
the public and the government. 
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Management Reporting and Accountablllty 

Although the management results system is in its infancy as far 
as board application, the Auditor General's report make no 
reference to the Canadian Health Facilities Accreditation Survey 
which is an independent assessment of hospitals, boards and 
management operation, and measures performance of our 
hospital against national standards. The Baffin Regional 
Hospital presently maintains a three year accreditation status 
which is the highest level prevailing when the assessment 
completed. 

Aspects of board performance are evaluated by the 
accreditation surveyor process, self-evaluations, public 
concerns and the removal of trustees who do not take their 
responsibilities seriously. The N.W.T. board trustee handbook 
is of limited value until it is translated in the aboriginal language 
and is updated. 

As a matter of urgency, the needs assessment study of each 
community should be completed aaoss the N.W.T. This would 
provide useful data to plan for the future and address health 
issues. Since this project impacts on various government 
departments, it should be a high priority for the government to 
see that all departments participate in the collection of this 
information. H the public could see where the shortfalls were, 
they would better understand the need to equalize distribution 
of funds and person years. This would also be a useful tool tor 
the government to plan for the future. Decisions would be 
made on need to readdress the imbalances aaoss the 
territories. This will become more important as we move 
towards the Nunavut government. 

In conclusion, Mr. Chairman, the public are having more input 
into the health service. All their concerns are not being met 
but they are being noted. We have to recognize the new 
financial realities of the day and make collective decisions even 
if they are not popular. Parents and individuals must assume 
greater responsibility for their own health and their children's 
health, and not solely rely on the health professionals. 

Those involved in the health service and the politicians must 
present a more positive approach to what is being achieved so 
that the public confidence in the service will not be 
undermined. There are many dedicated and hard working 
personnel involved in the health care system who work in less 
than ideal conditions, and this must be recognized. The 
erosion of employee subsidies will contribute to greater staffing 
problems, especially in the communities. 

Mr. Chairman, the board submitted in December other 
information which I think is in support of this submission. We 
have not duplicated that but it is in record. Thank you. 

CHAIRMAN (Mr. Zoe): Thank you. Are there any questions 
or comments irom Members? Kenoayoak. 

General Comments 

MR. PUDLAT: (translation) I have e question on your 
submission. There is quite a bit of turnover, 50 per cent or 
more of a turnover of nurses. Is this a reality? Is it reflecting 
just the individuals from the Baffin or is it individuals both from 
Baffin end the south? 

MR. ECKALOOK: (translation) It is reflecting the Baffin region. 
The turnover reflects the Baffin region so it is within our 
jurisdiction. I think you are referring to the nurses irom the 
communities. 

MR. PUDLAT: (translation) I am looking at your employees. 
Is it reflective of the · turnover of your employees or is it a 
reflection of your physicians or your nurses? 

MR. POLLITT: Mr. Chairman, this reflects all the staff actions. 
You could still have the same people but they could be moving 
to different communities. You may have one nurse working in 
Cape Dorset covering the holiday period and that would be 
considered one action. In reality we try to keep the relief 
nurses and the experienced nurses in the community. 
Although it says 51 per cent, it is really 51 per cent of all 
staffing actions, which does not necessarily say that everyone 
is turning over. You may still have senior nurses in the 
community. 

As for physicians, we have a very small number. We have 
about eight physicians. When you see the total, as mentioned 
in the report, it makes you wonder where they all ere and why 
they are needed for this population. We have eight people to 
serve a population of 11,000 and we have greater distances to 
travel than any other region. Yet, especially in the Stanton 
region, apart from their budget, they have all these physicians 
in private practice which is not even shown in their budget. 
So, in reality, you would question why Yellowknife, with a 
population of 15,000, needs so many more physicians. On 
average, I think, Mr. Chairman, we ere lucky if a physician 
stays two years. We have one physician who has been there 
over 16 years, we have another physician who has been there 
four years and she was with us in the 1960s. We just lost our 
surgeon and he was with us four years, although he is going 
to come back later this year and work part-time. 

CHAIRMAN (Mr. Zoe): Thank you. Are there any questions 
or comments from the committee? Mr. Whitford. 

MR. WHITFORD: Yesterday we heard many concerns 
expressed about the Department of Health and its interaction 
with the boards in the Keewatin. The Baffin Regional Health 
Board is not an exception here. You were saying that many 
patients' problems between the board and the Department of 
Health are the result of certain interpretations by individuals 
who have not perceived the role of boards as was the intent of 
the health transfer agreement. It sounds to me that there are 
certain levels of the Department of Health that are not looking 
at boards in a positive manner. They seem to be looking et 
them a little differently. I wonder about the area in which this 
is coming from. Is this a general trend? Is this the whole 
department or can you, without naming names, identify 
divisions of the Department of Health that reflect this? I think 
this is important to the overall operation of the system of health 
in the territories if we are going to continue to use boards to do 
what boards do for the people, rather than just the department. 
It seems to be causing many problems. Is this the general 
theme in the whole of the department, or can one identify it to 
just some specific divisions? 

CHAIRMAN (Mr. Zoe): Thank you. 
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MR. POWTT: J think, Mr. Chainnan, the Strength at Two 
Levels talks about 800 boards. There is often a public 
perception of what do all those boards do? You all get lumped 
in together. I think there is a growing process because boards 
have to evolve. There is a need tor orientation for all 
government employees to recognize the role of boards, it is not 
just health boards. Health, because it was previously operated 
by Health and Wetfare, did not have the same relationship as 
other government departments. It was a new aeature. The 
Stanton board has always operated as more independent, as 
we would all see a board operating. It only runs into conflid 
because they are operating as a health board would do down 
south. They have a degree of autonomy. That is not always 
appreciated by some of the staff in the Department of Health. 
I think it has been a slow training process. 

I think since this report came out, one partiaJlar officer's 
attitude in the Department of Health has changed 
considerably. That is why I do not think everybody in the 
Department of Health has to be condemned. I think it is a 
mistake for an official in the Department of Health to be a 
public administrator, such as the Mackenzie Health Services, 
because that is similar to a conflid of interest. He cannot 
separate the roles, and he then makes our roles more blurred. 
I think it has to be recognized. We are not asking for anything 
that a normal hospital would not have down south, to make 
decisions. H the government has set up these boards there is 
no point in aiticizing what they do. They should have said 
what are they going to do before they set them up. H you feel 
they are not doing anything, somebody has to change their 
role or darify. I am quoting 1rom Rozovsky who is the authority 
on law. Lome Rozovsky and her husband are both two 
Dalhousie protessors who specialize in hospital law. It may be 
useful to have them identify the role of trustees. 

People do not realize there is an obligation on health boards 
far greater than any other board in the government, and that is 
the public accountability for the patient. You are obligated to 
meet certain common law requirements. This is not 
appreciated and I identify this in some of the previous reports 
because it is a very important fador. H you employee a 
surgeon a~d he alts off the wrong leg, it is the board that is 
held accountable. There are many legal requirements. Boards 
take their responsibility seriously, and that is all you are asking 
them to do, you have given them this responsibility, allow them 
to get on with their job. I think some boards are more evolved 
than others. I support the Keewatin in so far as saying we are 
not on an even playing field. Although Keewatin may appear 
more vocal they have just recently because they are much 
further behind than some of the richer boards. I think when 
you are fighting for your own region it is not because I want 
everything to go 1rom Baffin to Keewatin, but I would rather 
give something up to have a minimal standard across the 
territories and that is why I think you have to have standards 
Instead of giving people more than 100 per cent, let us give the 
people who have not reached that baseline, let them reach that 
baseline. So, there is a lot of catching up to do. 

I feel, at the time of transfer, more time and research was 
required, not just by the Department of Health, the finanaal 
people were also equally responsible tor what went into the 
transfer agreement. You can see the mess we are in with what 
has been inherited which was not darified. Anything that has 
been mentioned about health -- and I am sure amongst your 

colleagues you have been saying "Can we not deal with 
another topic in the Legislative Assembly apart 1rom health?'' -
but we are just trying to get a baseline set that reflects reality 
so we do not have to keep coming back for supplementaries. 

This is January, 1993 and we have not received confirmation 
of that supplementary. We have been operating since last 
April, so from April to September you have to keep 14 positions 
empty because you do not know ii you are going to have a 
supplementary until the first outlook, which is in July and not 
recorded until November. You operate from April until 
November with a 1reeze in place. If you just operate with all 
your positions, you are going to be over budget because, as 
I said earlier, it was the equivalent of 14 positions that were 
1rozen. 

In the health service you cannot apply the same vacancy fador 
as you do to other government departments. You cannot say 
to a patient come back tomorrow or be sick next week. You 
have to deal with reality. 

CHAIRMAN (Mr. Zoe): Does anyone have any further 
comments or questions? Mr. Pudlat. 

MR. PUDLAT: (translation) It seems as if the Government of 
the Northwest Territories has too much control over the health 
boards, even though the health boards are very capable of 
carrying out their jurisdiction. . Perhaps you may have some 
recommendations for us on health in your submissions to 
reflect some of these problems. We could address those 
recommendations on how we could deal with those health 
issues. 

MR. ECKALOOK: (translation) The health board in Baffin 
region wants some controls on making decisions on health 
issues. We have sought support and since day one there have 
been many improvements made with our relationship with the 
government. If we could have additional funds for our staff I 
think we would be very capable of further handling the health 
service in our jurisdiction. There is always a problem of 
cutbacks in terms of funds. Native people are . now more 
involved in being on different boards and they are more 
involved in their responsibilities. I think this is an opportunity 
to make a submission to you on how we should address these 
different problems. 

CHAIRMAN (Mr. Zoe): Are there any further comments or 
questions from the committee? Mr. Gargan. 

MR. GARGAN: In your opening statement you indicated the 
Auditor General's report is generally fairly accurate but that his 
statement fails to identify specific regional problems. I would 
thrnk that some of the recommendations that were made by the 
Audrtor General's office do not really reflect the realities in the 
north. One is in regard to consolidation of departments. It 
sounds good if it is going to be done in Yellowknife, but we 
have the Baffin region, the Keewatin, the Kitikmeot, the Deh 
Cho region, so we have many other regions and the Auditor 
General's report does not reflect that. It reflects more of a 
southern reality as opposed to a northern reality. Would that 
be an accurate assessment of what the Auditor General's 
report is on? 
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The other thing is with regard to payments. You mentioned 
you do not know for sure if the appropriation in the first six 
months is going to go through because you are holding onto 
14 positions. What would you see as the financial 
arrangements between the regional health boards and the 
government? Do you see an annual contribution agreement, 
a quarter1y contribution agreement or a monthly contribution 
agreement? What would be the reality now with regard to the 
administration of money? 

MR. POLLITT: I think, Mr. Chairman, a budget has to be 
based on reality. You have to take into fact all the collective 
agreement requirements. You cannot ignore them and think 
they are going to go away. There has been an agreement 
between the government and the union and you have to meet 
those items agreed to, and any other increases which are 
beyond that control. I think if the budget is based on reality we 
do not have to keep going back asking for more. At times the 
supplementaries are not put forward to you or to the F.M.B. 
We are told many months later we did not put this 
supplementary forward, so here we are expecting a decision 
and it has not even gone forward. 

In the Baffin, because we used to rely on the sea lift, as far as 
the cash flow, we used to make arrangements at the beginning 
of the year in April, to have two months payment so that when 
the bills came in from the July sea lift, with much higher 
invoices, we would adjust our cash flow. 

Another thing you must be aware of, in the first few years of the 
board's operation we never received our twelfth month O & M 
funding for many years. When the Auditor examined this, he 
came out with over $1.4 million which has never gone through 
the Baffin books. We did this as a paper exercise because you 
do not see the positive side, it is always putting forward the 
negative side. I think you have to balance it. Likewise, I am 
saying we have saved $190,000 just by changing our mode of 
delivery. By sending the specialist into the community you 
save $190,000 by not' utilizing airfares. It is saved for the 
government, it is not saved for us. We want some of that 
money put into our budget to further expand that program 
because if we send a specialist with a nurse, we may have to 
pay the nurse who is doing the specialized work in the 
community so that the existing community nurses can get on 
with their work. This is one way you can save money. That is 
all we are asking to do is to be allowed to use our initiative. 
There is a surplus fund. 

We are audited to death every year. The federal auditors come 
in every year for health and wettare and non-insured services. 
Other auditors include the G.N.W.T. auditors and the board 
auditors. H there is any problem, surely those three different 
types of auditors could identify them. 

CHAIRMAN (Mr. Zoe): Thank you. Are there any further 
comments or questions? Mr. Gargan. 

MR. GARGAN: I realize some of the incentives you have are 
with regard to the money operations of your board, but what 
you are saying is that the Auditor General's office is not 
reflecting the regional realities. That is what I wanted you to 
respond to. 

MR. POLLITT: Mr. Chairman, maybe I did not answer 
correctly, but I did state the comments in the Auditor General's 
report are generally fair and accurate. That is as they reflect to 
Baffin. Other regions may not see that. H they had identified 
that Baffin had a problem in this area, you would have more 
accurate information to go on. You are dealing with eight 
boards and generalized statements. The same problems do 
not apply in all the regions and they are not stating why. We 
are not quite in the position to say why there is an anomaly, 
unless one has been identified. 

They make a sweeping statement that all doctors get $8,000 to 
$10,000 educational leave. That only applies to a few doctors. 
I do not know where that applies, but it is certainly not in the 
eastern Arctic. Why do they not say the region that it applies 
to? We all get lumped in and we are all painted black. This 
does not reflect the regional problems. That is all we are 
saying, it could have been more detailed. 

He is making blanket statements, but I think some of the 
comments, including the one that there is too much control by 
the department, are true. I think that is a fair comment. 

I think you must also remember that when this report was 
done, I do not think there was enough lead time for a settling 
down period after the major transfer. They came in too soon. 
The Auditor General should have done the report before the 
transfer so we would have had a baseline. H this was done, all 
of these problems we are having now with finances would have 
been identified up front. We are going to live with these 
problems unless someone readdresses them or wipes them off 
the books. 

In reality, in some communities, we have had no staffing 
increases for nurses in ten years. They are doing a nursing 
study. However, we think this workload measurement is 
flawed. You have asked a few questions, but you have not 
sent someone in to do a work study to see exactly what that 
nurse does for a month. H someone goes to Pangnirtung for 
a few hours, that does not reflect a true working monthly cycle 
of what a nurse has to do. There is no consideration taken for 
exactly what that person does, in order to make 
recommendations on how to improve the system. More nurses 
may not be necessary. 

We think you should have an office manager in every health 
centre who is an lnuk, and that office manager can interact with 
the public. The nurse can spend her time doing what she was 
trained to do, nursing. One third of the time in the 
communities is spent on administration. 

Our health system is out of control because the salaries have 
gone up from what was inherited at the time of transfer. That 
is what people do not realize and that is where they should be 
making the comparison. They should compare what we 
inherited at the time of the transfer and what we have now, and 
then make some statement on the reason why. Of the costs in 
a hospital operation, 70 percent of the costs are in salaries. 
You have very little to play with, but you employ highly 
specialized staff. 

I would like to make a comment, Mr. Chairman, regarding 
Stanton. Stanton doubled its occupancy and overnight 
everyone had the expectation that this facility, built for the next 
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ten or 15 years, would be fully operating after it doubled in 
size, and this is not realistic. It should have been put in 
mothballs and said well that wing will not open. They built 
Stanton without any consideration of the total strategy to the 
north. Now they are left with it and they are saying "Well, what 
should we do with it?' Now everyone is having to utilize that. 
I am not saying that you cannot utilize it for some services. 

We have still many needs to be met, Mr. Chairman, especially 
in the east. These include psychiatric services and long-term 
care. Community problems have to be addressed. It may be 
more cost-effective to have home care programs in all of the 
communities. You would aeate jobs for the local people. 
Most of the training is done in Yellowknife, although we have 
C.H.R.s on the books who should be implementing the 
Minister's strategy for health promotion · and education. We 
have about six vacancies because we do not want to come to 
Yellowknife to train the C.H.R.s. This is the reality. Stanton 
does not reflect reality. That is an exception. You have really 
got to take that out of the equation. You do not appreciate 
what a community health nurse does. I think you should go 
and work in a community. We have staff, Mr. Chairman, who 
are supposed to serve the Baffin region, and you may see 
them once a year. Now, if someone is supposed to work in 
the Baffin region, I would rather see that person taken out of 
the Department of Health and put into the region they are 
responsible for to see if I can get some value from them. 

We have a vacancy for a nutritionist. The last two nutritionists 
have done a tour of the Baffin and have left. Now, what we felt 
would be more appropriate, because of the size of Baffin, 
would be to combine the nutritionist's position with the health 
promotion officer so that we would have a second health 
promotion officer who could strengthen the strategy for health 
promotion which the Minister is trying to do. However, we ere 
not allowed to do that. The Department of Health says we 
cannot do it because they do not want us to. Now, that is not 
meeting our aspirations es a board end it is not being effective. 
We feel, because of the geographical size of Baffin, we should 
be allowed, if we wanted, to have that nutritionist do two jobs 
and call it a senior health promotion officer with a major 
speciality in . nutrition. When she went around to do her 
nutrition, she would do other health promotional aspects. You 
would get a better service. This is where I was saying the 
department should not have their say because their inspectors 
have all of these programs, and they think they are the final 
voice. 

CHAIRMAN (Mr. Zoe): Thank you. Mr. Gargan. 

MR. GARGAN: One final observation, Mr. Chairman, during 
your statement you mentioned something about the financial 
control. It is obvious now that the department has used the 
budget process as a way of controlling the Baffin. It relates to 
board autonomy. What is you observation right now with 
regard to that autonomy? It certainly feels, as you said at one 
time, as if they are trying to bring up the boards 120 per cent. 
Perhaps they are putting the Baffin down to about 80 percent, 
comparable with the other boards, as opposed to trying to 
make the boards move up a bit so that they are comparable to 
the Baffin health board. Do you feel that is the direction or the 
hidden agenda that the department is having with trying to put 
Baffin in its place, if you want to call it that? 

MR. POLLITT: I think, Mr. Chairman, we have to acknowledge 
that all regions are different. We do not went anybody to 
model on the Baffin and think that is the be ell and end all. I 
think when it was set up no one took any notice of the 
phasing. The whole intent was to take advantage of that and 
to set up a central organization. The central organization as a 
blueprint was not really determined. I feel if someone was to 
do an evaluation based on the needs of the population and the 
health status of the population, if you found that in the 
Keewatin there was a great need for a service, I think Baffin 
would say level out the playing field. Stanton, which has the 
largest chunk of the budget, because they have done this for 
many years, has set a standard. I think if you were to measure 
the same number of people doing the same job in Baffin 
hospital and Stanton, you would find that people are different, 
and that there are different salaries. tt your obligation as a 
manager is to make sure the service, the program, is delivered, 
you have to find staff. That is where the board would exercise 
its autonomy at Stanton. Because we need that person, we 
recognize experience, we are going to put that person at step 
four instead of step two. Now, we may be controlled, you are 
not supposed to appoint anyone above step three without 
further permission, but you see those are some of the things 
that traditionally went on. I see a board saying, well, their first 
priority is to the patients to deliver the programs. As long as 
you recognize you have to live within a budget, we are asking 
for the budget to be reasonable. You cannot just spend, those 
days are over. I think everyone realizes that. When you 
compare what the Baffin trustees spend to deliver their service 
at their board meetings compared to the divisional bpard of 
education, you are comparing apples with oranges. You have 
two boards trying to deliver regional services. 

You cannot always compare one region with another because 
of the distances. It is like a doctor flying into lnuvik. tt he flies 
into a nearby community, it takes him hatt the time that it does 
for someone in the Baffin. So, all we are saying is that the 
government should ensure that there is a level playing field 
across the N.W.T. We are planning in ignorance because we 
do not know what the health status is out there. You have 
many statistics. There is a great deal of activity, but what does 
it all mean? 

CHAIRMAN (Mr. Zoe): Any further comments or questions 
from the committee? Before I go to Tony, I want to ask one 
general question. Yesterday, you heard the government 
initiatives with regard to decentralizing the health insurance 
services to Rankin and to lnuvik. Would your board benefit 
directly from this decentralization of the health insurance 
services division? 

MR. POLLITT: I think, Mr. Chairman, what you are really doing 
is duplicating the same service. It does not matter if you put 
it at the North Pole because you are really dealing with figures, 
transfer of information, a communications system, and if you 
have got it set up properly, it could be anywhere. It would not 
have an impact on us. It is just as good as the people 
operating it. I do not see that we will get a service any less 
than what is in piece now because it is being decentralized. I 
think it is a financial operation. It is not going to impact on the 
quality of patient care because primarily what you are doing is 
paying bills, you are making decisions, and you have a policy 
in place, which you follow through the medical transfer policy. 
It is when you have a dispute. I think if I have got a patient 
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who is sitting at the airport, I have to make a decision. I make 
that decision and I live with the fallout. By the time I phone for 
a decision, it may be many hours later and you would then 
iron greater cost, because the patient is held over in that 
community. I think if you are paying a manager, such as 
ourselves, to manage, you have to allow us to make decisions. 
Sometimes, common sense has to prevail. 

CHAIRMAN (Mr. Zoe): Are you suggesting hospital insurance 
services be decentralized but not broken into two components 
as is being disa.assed by the government, half to lnuvik and 
half to Rankin? Would you prefer seeing that unit being 
decentralized to one of the communities rather than being 
split? 

MR. POLLITT: I think someone would have to do an analysis 
of exactly what those 26 people do, or however many you deal 
with in there. This is a whole new growth industry in the 
Department of Health. Twenty-six people, in the days of 
computerization, knowing what the two parts are doing, I 
cannot see them doing anything different. All you are really 
doing is reaching for another agenda. You are thinking in 
terms of east and west, planning for Nunavut, in reality. Now, 
whether you say the 20 odd people should go to Rankin or the 
20 odd people should go to lnuvik, it would not really matter. 
You are dealing with two agendas. One is decentralization and 
the other one is planning for the future with Nunavut. 

CHAIRMAN (Mr. Zoe): Any further comments or questions 
from Members? Mr. Whitford. 

MR. WHITFORD: Perhaps, Trevor, you are right, there are 
other agendas. I am intrigued by the first question asked and 
I still do not have an answer, because we have covered a great 
deal of ground, but the tact is, we do have boards. These 
boards are not going to be very sucx:essful unless they have 
the full cooperation of the Department of Health, and many of 
the Members of the Legislature, to continue their operation. 
Boards are important to the delivery of health in the territories. 
tf they are not seen as being helpful by the department, and 
there continues to be road-blocks in the way, the delivery of 
health to the. people is not going to be what it can be. I guess 
I am interested in finding out where, in the Department of 
Health, is this attitude persisting, to not recognize the boards 
and treat them as they should be treated. We need to find this 
out so there can be some corrections and changes made. tf 
it is a bad attitude, if it is the whole department, then we have 
got a problem. However, if it is found only in certain levels of 
it, then I guess we could make some progress in making some 
changes. I want to get back to that question again, where 
would this be coming from? 

MR. POLLITT: I think, Mr. Chairman, there is a question of 
interpretation. What do you mean by manage control? It is 
much easier to operate. When you have the M.O.U.s, the 
memoranda of understanding, spelled out, I hope there will be 
some clout behind them, I hope the M.LAs will actually vet 
them or have some say to make them almost law. The 
M.0.U.s would state what the boards should do, what the staff 
in the Department of Health should do, and until that is all 
spelled out, we do not know what each person is supposed to 
do. The Department of Health's role is primarily setting 
standards end updating the legislation, and if you got on with 
those two aspects that would keep them busy tor years. Under 

Nunavut, two of the boards, the wildlife board, the water board, 
are going to be regulatory boards ... 

MR. WHITFORD: Mr. Chairman? 

CHAIRMAN (Mr. Zoe): Mr. Whitford. 

MR. WHITFORD: Mr. Chairman, we have been here tor an 
hour and we are going to go on for an hour more, I was 
wondering if he could be a little more succinct in the answers. 
I am not interested in other boards. I asked a question and if 
he is not going to answer, I do not know what we are doing 
here. 

CHAIRMAN (Mr. Zoe): Could you be more specific? 

MR. WHITFORD: I asked if there is an attitude, does the 
Minister have a bad attitude toward the boards? I have heard 
continuously that the boards are not seen by the department 
as being what they should be. There is a great deal of 
confusion in roles, or possibly their roles are not spelled out 
correctly. From my knowledge of the boards, they have 
objectives and mandates and they are trying to carry them out, 
but they are being blocked by the department and this is what 
they are saying here, that is what was said yesterday. Is it the 
Minister? Is it the Deputy Minister level? Is it down lower? Is 
it just some parts of the department? You made a statement 
here. The board also made a statement yesterday, and I guess 
at some point in time you have to call a spade a spade. 

MR. POLLITT: Mr. Chairman, I am not trying to avoid the 
question. I was only making that point because of the status 
of the boards. When you say the board is regulatory, you have 
authority. H it is called advisory, then people assume you take 
that advice. In the Department of Health, the financial 
comptroller controls the finances and controls how we operate. 
The majority of the people in the Department of Health are well
meaning. They work very hard and they will insist things go 
through the board. I have no problem with that. I cannot 
pinpoint an individual who I say is not in support of boards. 
What I can say is that they have a responsibility, fiscal 
responsibility, to the financial management board, like any 
government department, to make sure that money is spent 
appropriately. All we are saying is that if the budget is sorted 
out appropriately there would not be all of this fiscal control 
over us. It is the control, Mr. Chairman. 

CHAIRMAN (Mr. Zoe): Any further comments or questions 
from the members? Mr. Whitford. 

MR. WHITFORD: Mr. Chairman, I have another question not 
to do with this, away from that. You mentioned something 
about identification, and that all residents should have a plastic 
health card with a photograph for reciprocal billing. I am 
missing something here. Why would this be helpful? 

MR. POLLITT: This is a piece of information. All of the names 
ere wiped off the microfiche every second year or so. This 
means each individual has to re-apply every two years, and 
most of the time they do not re-apply. A more durable plastic 
card is required, instead of a piece of paper which goes into 
the back of a pocket and is of no use because many people 
do not re-apply for their new card. The application may not be 
sent out in a timely manner, or originally it may not be sent out 
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in lnuktitut, sending it straight into the bin, not even opened. 
You just have to go in the post office. We have to have people 
fill in a new form, which puts the onus back on each health 
board to do that at the port of entry. All I am saying is from a 
government point of view, because in the Baffin region most of 
them are aboriginal people, you could issue a five-year card, 
as it is a ~niversal service. That is all I was saying. 

CHAIRMAN (Mr: Zoe): Thank you. Any further questions 
from the committee? Mr. Gargan. 

MR. GARGAN: Mr. Chainnan, going back to your statements 
with regard to specific regional problems, I have been listening 
to your response on it and I guess that it is no different than_ 
any kind of response from the Department of Health. Even 
though the general trend in all the regions is to have control, 
autonomy and self..detennination, all of the regions are 
different, the distances are different. H you go to Yellowknife to 
make a request of one regional health board, and you want to 
compare it with the Baffin Regional Health Board or the Stanton 
Yellowknife Health Board, we keep hearing that the reason for 
not giving you what you requested, possibly due to the 
development of that board or money or whatever it is, is the 
differences between the boards. The general fOaJS should be 
that the reason why these boards were created in the first 
place is that they could be autonomous. The Chainnan might 
have a different view on that, but my view is that we created 
those boards for a purpose and that is to start controlling the 
delivery of programs for that region. I have not heard you say 
that. All I have been hearing you say is something similar to 
what a Deputy Minister would say in Yellowknife. All of the 
regions are different. You cannot treat all of the regions 
equally, but in reality, politically, you can. 

CHAIRMAN (Mr. Zoe): Mr. Eckalook. 

MR. ECKALOOK: (Translation) Regarding the Baffin Regional 
Health Board, they started in 1980-81. I have been a Member 
since. The Baffin Regional Health Board has been operating 
since 1981 and it is our objective to represent our organization. 
Perhaps, because they are Inuit or native, this is why they are 
_seen as not_ capable of running a board, and sometimes, when 
they request more control, there is little response to that. 
Perhaps, Yellowknife might think that we are too native to run 
an organization. 

CHAIRMAN (Mr. Zoe): Any further comments? Questions? 
Mr. Pudlat 

MR. PUDLAT: (Translation) Mr. Chairman, regarding a 
comment. I would like some further clarification on funding. 
I think you want some more detailed information reflecting 
Baffin and some detailed infonnation on Keewatin, and you 
want that to be reflected in the Auditor General's report. Am I 
clear on that, sir? 

MR. POLLITT: Mr. Chainnan, that is correct. Some of the 
statements made in the report are too generalized. They 
should be more specific. You could then see where the 
problems were and that particular region could give you 
definite answers. Mr. Chainnan, some of the communities, 
such as Cape Dorset, want to take on responsibility at the 
community level, and we are meeting with those communities. 
Social services and Health and these things are under 

discussion. They are all on the table, and as each community 
comes forward and wants to take on that responsibility, we are 
not putting road-blocks in the way. The role of health 
committees, which are subcommittees of hamlet councils, 
should empower the people at the community level to have 
more say. Some of those are developed under different 
auspices, mainly under MAC.A. because they are 
subcommittees of elected people. There is a perception that 
health committees are subcommittees of the health board, but 
in fad, they are not. So, until that is addressed at the 
community level, you do have a gap in the system. We are 
aware that there are these gaps. We have not been able to 
plug them all yet, but we still work on it. 

CHAIRMAN (Mr. Zoe): Questions from the committee? Mr. 
Pudlat. 

MR. PUDLAT: (Translation) We are working very hard in 
Cape Dorset in terms of the community board having more 
control, but what kind of date are we looking at in terms of 
transferring some responsibilities to the local board, I cannot 
say. 

CHAIRMAN (Mr. Zoe): Any comment? 

MR. POLLITT: I think, Mr. Chainnan, we tread very cautiously, 
as Mr. Todd says, sometimes you have to take a leap of faith 
and allow people to make limited mistakes, as long as they do 
not make too many. Unless people are given the opportunity, 
they will never know whether they are going to be able to 
develop the programs. We are of the idea that the 
communities, provided they have the necessary financial 
support, can quite easily deliver some of these programs at 
that level. H you look under the Public Health Ad, there are 
many items in there that you can misread. Setting up boards. 
You can have your own medical health officers if you read that 
and it is stated in that ad. There is nothing stopping from 
saying I have my own medical health officer. It is there right in 
the ad. We want the people to have just as much say as 
possible. 

CHAIRMAN (Mr. Zoe): Is there any further comments or 
questions from the committee? Hnot, I would like to thank the 
Baffin Regional Health Board representatives for making their 
presentation to our committee. Thank you very much. 

MR. POLLITT: Thank you, Mr. Chainnan. 

CHAIRMAN (Mr. Zoe): We will call on our next witness. The 
Kiguti Dental Clinic representative. I believe it is Bernadette 
Makpah. Could you introduce yourseH, for the record? 

MS. MAKPAH: My name is Bernadette Makpah, resident of 
Rankin Inlet. First of all perhaps, I extend my welcome to your 
visit into Rank.in Inlet as a committee. Thank you for coming 
to hold your public hearings. Elected representatives and 
citizens, such as myseH in the private sector, thank you. H I 
speak too rapidly please let me know. It is difficult to express 
myseH in lnuktitut because it is a longer way of speaking, and 
I do not know lnuktitut very well, so I will be reading in English. 
HI am too _fast for the interpreter, by all means, let me know. 
As a regular public member of my community, Rank.in Inlet, it 
is nice to see a committee such as yours coming to listen and 
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hear concerned bodies or boards like rnysett, or business 
people expressing their concerns in the area of health. 

Unfortunately, I probably will not be able to answer many 
technical questions because I do not sit on a health board. I 
do not work in the area of health. I do not know much about 
specific health issues, but I do have an interest and I am a 
stakeholder in dental care. So, if you do not mind I will 
proceed. 

Mr. Chairman, Members of the committee, my name is 
Bernadette Makpah. I am a mother of four and a stakeholder 
in health care, a resident of Rankin Inlet and a Director of Kiguti 
Dental Services Limited. I appreciate this opportunity to 
address the Standing Committee on Public Accounts on the 
subject of health care in the Northwest Territories. 

I would like to acknowledge the attendance of two people from 
Yellowknife. They did not have to do this but I guess they were 
lucky in coming .to this community, Chariene Adam and Susan 
Durenko from the Adam Dental Clinic in Yellowknife. They are 
here to help and assist our staff at the dental clinic, either to 
find another administrative· system or set one up. Thank you 
for coming. 

As an lnuk mother, I am concerned for the quality of health 
care services delivered to aboriginal people. I do not want to 
speak for all aboriginal people either. I am specifically referring 
to Inuit people because I am from the Keewatin region and I 
am an lnuk. There is a lack of planning for the efficient and 
effective delivery of those services. As a resident of Rankin 
and the Keewatin region, I am concerned about delivery 
mechanisms for providing quality health care to the people at 
the community level. As a stakeholder and a director of Kiguti, 
I have a personal interest, along with other stakeholders, my 
co-directors and our professional staff, in the quality of dental 
health care services provided throughout the region. From the 
Auditor General's report on the Comprehensive Audit of the 
Department of Health, which we have all been referring to, and 
from various newspaper reports, it is apparent that neither the 
Legislative Assembly nor the Department of Health is clear on 
the lines . of accountability and responsibility for the 
development and delivery of health care services. Who is 
accountable and responsible? Department officials say they 
are waiting for direction from the government, through the 
Minister responsible for health. Government, and by that I 
mean the government which is constituted by the Legislative 
Assembly, expect the bureaucracy to take the initiative. 

Mr. Chairman, occasionally initiatives and, perhaps more 
frequently, inspiration will come from below. However, 
leadership comes from the top. The Legislative Assembly is 
abrogating its responsibility to the people of the Northwest 
Territories in failing to provide direction to departmental officials 
for the development of a health care system which meets the 
needs of· those people. The people who elected the Members 
of the Legislative Assembly to provide leadership on their 
behalf. 

The G.N.W.T. accepted responsibility for the delivery of health 
care services from Canada in 1988. It introduced a two-tiered 
system for delivery. The Department of Health was to be the 
central agency and regional boards were to be the delivery 
mechanism at the community level. This two-tiered system has 

been supported by the Strength at Two Levels report. The 
lines of accountability are clear, or should be clear. The 
government is accountable to the people of the Northwest 
Territories for the delivery of quality health care. The 
Department of Health is accountable to the government 
through the Minister of Health for the development of a quality 
health care system. The regional boards are accountable to 
the Legislative Assembly, again through the Minister, for the 
delivery of quality health care at the community level. What 
has not been clearly delineated are the responsibilities of the 
parties. 

The government should be responsible for providing direction 
to the department in the development of a strategic health care 
plan and for approving the plan. The department should be 
responsible for developing the strategic plan, monitoring its 
implementation and providing support to the boards in the 
delivery of components affecting the regions. The boards 
should be responsible for the delivery of health care services 
at the community level. Mr. Chairman, these responsibilities 
cannot be undertaken independently by each of the parties. 
The government, the department and the boards should be 
responsible for communicating with each other and, more 
importantly, with the fourth party. That fourth party, Mr. 
Chairman, is the client. The residents of the Northwest 
Territories should be, must be, consulted in the provision of 
health care services. After all we are the intended beneficiaries 
of a good health care system. 

Wrth the accountability and responsibilities defined, the broad 
organizational strudure for the delivery of health care services 
should be quite clear. The Minister reports to the Legislative 
Assembly, the department and boards report to the Minister. 
Fundional relationships between the department and boards 
should be delineated for the development, implementation and 
monitoring of the strategic plan. The department should also 
recognize it should provide assistance to the boards in meeting 
their day-to-day responsibilities established through legislation, 
regulation, policy or the strategic plan. From what I have been 
hearing the last couple of days, the department is still planning 
to plan such regulation or policies or a strategic plan. 

The boards should recognize the department's role in 
providing fundional direction and support. It should be made 
quite clear there is no line reporting relationship between the 
departments and the boards. The preceding organizational 
structure ensures that the intended beneficiaries of the health 
care system participate in a meaningful way in the decisions 
which affect them. 

My third point is with regard to the delivery of dental health 
care in the Keewatin region. The Auditor General refers to the 
contract between the Keewatin Regional Health Board and 
Kiguti Dental Services Limited. The contract has also been the 
subject of several media reports. The Auditor General's report 
does not disclose all of the information. We are unsure 
whether this is the result of editing by his office or the failure of 
the Department of Health to provide all of the information. The 
department was aware and involved in the discussions for the 
provision of dental health care services. We cannot comment 
on the extent of that involvement, since it was between the 
department and the board. However, the Minister of the day 
did advise the Keewatin Regional Health Board that if a dentist 
could be persuaded to live in Rankin Inlet, the board could 
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prooeed with a contract. We do not believe the department 
was unaware of this communication. Under the original 
contract signed between the board and Kiguti, dental services 
were to be provided on a fee for service basis and there was 
financial consideration tor the logistical support required in 
providing the services. This contract would have resulted in a 
reduction of direct cost to the government of slightly over 
$400,000 a year on a fee for service basis. Subsequent to the 
signing of this contract, the contract was amended at the 
department's request. The new contract was to be exactly the 
same as that provided to the University of Manitoba for so 
many years. Kiguti cona.irred and signed the amended 
contract in April, 1992, six months prior to the release of the 
Auditor General's report. 

Mr. Chairman, the contract tor the provision of dental health 
care by the University of Manitoba was quite satisfactory for 
years. Why is it no longer satisfactory when Inuit people are 
the major participants in the provision of the services? 
Aboriginal people represent approximately 85 percent of the 
Keewatin region. The socio-economic benefits derived 1rom 
the contract by residents of the territories, the region and the 
communities were minimal when the contract was held by the 
University of Manitoba. 

Kiguti has aeated eight new jobs in Rankin Inlet, a correction 
to John's little speech last night, and seven other jobs in the 
communities in our region. We are proud of that and rightly 
so. That includes professional staff right down to the assistants 
and clerical. It has also expanded the role of Inuit in the 
provision of dental health care, raised the wages and benefits 
paid to employees, put in place a modern dental facility to 
serve the community and we believe improved the quality of 
health care at the community level. H you have any time later, 
I could take you on a little tour to our dental clinic. Just advise 
me. 

The provision of dental health care, dental health to school 
children is done through the dental therapist · located in the 
schools. The volume is such in Rankin Inlet that sufficient care 
could not be devoted to each child and most recently, Kiguti, 

. in collaboratjon with the Community Education Council and the 
board, has entered into an arrangement where a seoond dental 
therapist has been provided in Rankin Inlet. This dental 
therapist provides care to the high school students using the 
facilities of Tesar Dental Clinic, down in our facility here. The 
Kiguti board has members 1rom Baker Lake and Rankin Inlet. 
By the end of March a member will be added from up there. 
Over the next several years, we expect to add board members 
1rom each of the other com~unities. Plans are under way to 
equip each of the communities with the required equipment to 
improve the efficiency of service delivery. Having equipment 
in a community will eliminate the inefficiencies associated wrth 
packing, shipping, unpacking, and within the next year, we 
plan to establish a clinic in at least one community and another 
one will follow in the next year. 

Kiguti has also proposed to provide orthodontic services in the 
region. We estimate the savings to the government will be in 

excess of $250,000 and the board is awaiting a decision from 
the department. We also would like to perform oral surgery in 

Rankin Inlet, while a definitive study c;m the cost savings to the 
government has not yet been done, we believe that the savings 
would also be significant. By the way, most of these studies 

are done independently by a private management company. 
. Savings 1rom pertorrning orthodontic and oral surgery in 
Rankin Inlet would accrue not only in the area of health care 
but also in personal cost to the public and private sectors. 
Important replacement of the services as with the dental health 
care, as with the dental health care contract, provides a major 
economic benefit to the territories, this region, in addition to 
cost savings. 

Kiguti is a privately-owned company. The shareholders are 
Doctors Adam and Mackie of Yellowknife, Or. Pastori of Iqaluit 
and Tapiriit Developments Limited. Tapiriit is a wholly Inuit
owned company. In order to demonstrate their commitment to 
improving the quality of dental health care throughout the 
region, the shareholders have signed an agreement whereby 
any surplus revenues accruing to the company will be 
reinvested in dental health care. We are not in business to 
make a profit but to provide a service. 

Wrth your patience, I would offer short comments on one other 
issue 1rom the Auditor General's report. It is understandable 
that many of the professional positions involved in the delivery 
of health care services require advanced levels of education, 
experience and training. However, many of the technical and 
administrative positions do not require the standards set out in 
job or position desaiptions. Oesaiptions are written to raise 
the pay levels rather than reflect realities of the duties 
themselves. 

Position desaiptions for technical and administrative health 
care personnel should be reviewed. Where they are found to 
unnecessarily create systematic barriers for aboriginal people, 
they should be revised. 

I think there are some interesting comments that the Auditor 
General made in regard to the Department of Health's 
affirmative action initiatives or lack of them. 

In conclusion, the Auditor General has identified some serious 
concerns respecting the delivery of health care in the 
Northwest Territories. While he has been careful not to 
suggest the quality of health care has been affected, one 
cannot help but believe it has been. It takes a considerable 
leap of faith to believe that the lack of adequate planning and 
the constant bureauaatic bickering. has not denigrated the 
quality of health care. 

Mr. Chairman, we look to you and your colleagues of the 
Legislative Assembly to provide the leadership necessary to 
ensure quality health care for all the residents of the Northwest 
Territories. Qujannamiik. 

CHAIRMAN (Mr. Zoe): Are there any general comments 1rom 
committee Members? In your submission you have indicated 
that the department and boards must start communicating 
more efficiently with the public. This was also stated in section 
2.9 of the Auditor General's report. Could I ask if you have any 
practical suggestions as how this could be achieved? 

MS. MAKPAH: Are you referring to practical suggestions as 
tar as communicating with the public? 

CHAIRMAN (Mr. Zoe): Yes. 
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MS. MAKPAH: We have been hearing several suggestions or 
just iacts about Department of Health officials or civil servants 
that have all this control in the central agency in Yellowknife. 
As an lnuk person, I feel that central bureaucy, the monster in 
Yellowknife, really does not listen to the concerns of ihe client", 
and that is the people. The people should be most important 
as far as the whole health system is concerned. 

One of the suggestions yesterday, I do not remember whether 
it was John or Betty, in business, for instance, I can relate to 
the Kiguti Board. Our policy with the Kiguti Board, and our 
philosophy, is to provide quality dental health care within our 
region. We want dentists who are sensitized and who have an 
interest commitment and loyalty to providing top quality dental 
health care within our' region for our people. If they do not 
perform, if they are not personally suitable to the a.dtural needs 
or just for good quality dental service within our region, then 
we will tum around. and fire them if we find too many people 
from the communities complaining that they are not happy with 
their new dentures or whatever. Maybe there needs to be a 
major overhaul and. review of the department's management. 
We could then come down to the regions and have one 
person, this is just a suggestion and get a consultant, I am 
sure there is surplus money to pay a consultant, to go into 
each region and listen to the views and concerns of the client. 
Every region is different as Trevor, and everyone else, has 
been saying. Maybe that is one way to communicate with the 
public. 

If you are going to keep your management or the management 
is going to stay as it is in Yellowknife, maybe they should visit 
the different regions more often and talk to people like Bruce 
and Trevor and the health boards. 

CHAIRMAN (Mr. Zoe): Just to continue in that area. In your 
presentation, in relation to the client, what role should the 
board play, in your view, with regard to oommunicating with the 
client? Do you think they are being effective now with regard 
to communicating with the client or the general public? Are 
they serving their purpose? 

MS. MAKPAH: Again, I have to go back to the specific 
example of Kiguti. I think our regional health board was very 
successful in completely listening to the region's ooncems and 
desires for better quality health care when we negotiated this 
contract with the Department of Health to get away from the 
University of Manitoba. 

Right now, I do not know what mechanisms exists. I have an 
idea, that each hamlet council has a representative. A board 
is only as good as its ex>ntent. If the member from Chesterfield 
Inlet is listening and comes back advocating the ooncems o1 
that community to the regional board then, yes, I think they 
hear. I think there is a good aggressive and canng board in 
our region. The ministerial appointments are referred by 
hamlet councils. 

CHAIRMAN (Mr. Zoe): In your speech you indicated that the 
department and the boards should be responsible 1or 
communicating with each other and, more importantly, the 
client or the general public. In your view, are you suggesting 
that the board is not oonsulting with the general public? From 
reading this it suggests there has to be more improvement in 
this whole area between the board and the general public that 

they serve. Are you suggesting that the board or even the 
Department of Health should have workshops, those types of 
things, so that the public would have more input into the board 
and also into the Department of Health? 

MS. MAKPAH: This is how I see it. If you look at an 
organizational chart for your oorporate structure the client is at 
the bottom, that is number one. Then there is the community 
subcommittees, then the regional health board, then the 
department, the Minister and whatever. I do not know how it 
works in between there. What I am suggesting there, Mr. 
Chairman, is I am more than happy with the regional health 
board's ability and sensitive nature in listening to its clients, the 
general public in the Keewatin region. I do not know about the 
other boards. However, what I am suggesting is our regional 
health board has been involved in this Kiguti issue since last 
year, and I am aware of the difficulties that were placed by the 
department as iar as proceeding with the operation of the 
dental clinic itseH. That was all I was interested in, opening up 
the dental clinic, providing better dental care, hiring staff, 
working and providing jobs for our oommunity. Our regional 
health board, as far as I am ooncemed, is listening to the 
region. However, the department is not. I am not suggesting 
that, I am stating it. 

CHAIRMAN (Mr. Zoe): All right. Are there any further 
oomments or questions? Mr. Whitford. 

MR. WHITFORD: Thank you, Mr. Chairman. I do not have the 
presenter's oomments from yesterday, but the ex>mments 
referred to dental services that are now being provided here in 
the territories by a consortium of northern people with a great 
deal of aboriginal content, is a good thing and I ex>ngratulate 
it. I have been to the clinic and you should be commended for 
the initiatives you have taken. 

However, the Auditor General's report in section 2.18 refers to 
the process that took place over a period of time to the 
eventual establishment of Kiguti. I am puzzled, they said they 
were making money and were going to make money, but did 
not state exactly how successful they were. It may be a little 
earty yet because it has only been going for less than one 
year. In section 2.8, after talking about the history of it where 
it was taken over from the University of Manitoba after the 
contract expired, the Auditor General goes on to explain a fairty 
complicated process of billings where the medical services 
branch of Health and Welfare Canada has to reimburse the 
territorial government for costs, and where certain fees are not 
paid. In tum, what it says is, ""it would have been reasonable 
to involve the department in this contract negotiation 
particularty as it understands the needs of M.S.B. and has an 
umbrella responsibility for the whole of the G.N.W.T./M.S.B. 
relationships. The department believes that the board may not 
have understood all the ex>st ramifications of this new oontract." 
How accurate is the Auditor General in this statement? 

MS. MAKPAH: We are only spending as much as the 
University of Manitoba spent. Our initial proposal, the 
department, through the regional health board, I cannot speak 
tor them, was based on a fee for service basis, where the 
doctor pulls out a tooth and charges whoever it is $25 for that 
tooth. 
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We went through a round of discussions and meetings where 
Dr. Lewis came into Rankin. I went out and reviewed clause by 
clause the contract with the Kiguti Board, the professional, 
groups and the regional health board and Dr. Lewis and his 
bureaucrats from Yellowknife. However, we ironed out clause 
by clause, reviewed the contrad clause by clause, agreed, 
gave up, concurred and said fine we will take the per diem. I 
do not really understand what their problem was but I know 
there was a great deal of resistance to make this whole 
contrad go forward. 

This is not accurate. 

MR. WHITFORD: The Auditor General's report is not accurate. 

MS. MAKPAH: No. I think it is unfair. The Auditor General's 
report is so general in referring to problems in dHferent areas 
of health, and then specifically it mentions us. I guess we are 
good examples because there was a lot of controversy. 
People were nervous that the regional health board went ahead 
and exercised their right, as tar as I am concerned, authority, 
autonomy, whatever you want to call it, to choose a system 
and dare to not renew the University of Manitoba's contrad 
and take it back to the region. 

This is not accurate at all. We were going to save the territorial 
government $400,000, but Dr. Lewis and those people did not 
like it, for whatever reason, so we concurred and said fine, we 
will take the $1.4 million and provide a service. 

MR. WHITFORD: What would have prompted this? This 
contrad expired on March 31, 1992, less than one year. What 
promoted this? What came first the chicken or the egg? There 
was an incident that occurred between the Manitoba university, 
dentists and this community. That had nothing to do with it, 
did it? 

MS. MAKPAH: No, it did not, but it certainly helped in 
lobbying - well, we did not have to lobby. It certainly helped 
in regular individuals coming out and publicly supporting the 
concept of a dental clinic based in Rankin where we can hire 
~ more l~I people, build five more houses and raise the 
salaries of the dental assistants in each community. We are 
paying our dental assistants more money. We have two 
residential and one float dentist in Rankin Inlet. 

MR. WHITFORD: Personally speaking, I am all in favour of 
repatriating any servioes that we obtain from the south in order 
to stem the flow from money to the south and do it locally 
which is what appears to be happening. I am not aiticizing, it 
would be unfair if I did because it is such a short time between 
the time of the establishment of this business. I believe that 
the concept is good, especially when you involve northern 
dentists. There is a certain responsibility that the Government 
of the Northwest Territories has in dealing with Health and 
Welfare Canada. It remains to be seen if this will violate any 
agreements that we have had with medical services. I just 
wanted to ask you, and get it on record, with regard to what 
the Auditor General had to say in his report. 

MS. MAKPAH: As I said, I did not think is was very fair for him 
to specifically identify or indicate our group from a private point 
of view. I do not think I would have been making a 
presentation today if this did not rile me up. I think there are 

many positive items, including good economic impads. I want 
to see the money staying in the north, flowing in the 
communities, with more jobs and more houses. I think if you 
give us the control within our own community to manage our 
own people to provide our own people a type of service, we 
are going to do the best. As John was saying last night, take 
the services close to where the problems are so it will be easier 
to provide a solution. I think that is the initiative we took and 
we are doing it. 

We are going to open up two more dental clinics in the other 
communities in the Keewatin region. This is our own initiative, 
the government has not given us that creative idea. That is 
where the surplus money is going to go, to new equipment 
and new jobs. 

CHAIRMAN (Mr. Zoe): I do not think Mr. Whitford was 
questioning your specific group. I think what he is saying is 
there was a lack of effective partnership between the board and 
the Department of Health because the Department of Health 
has certain responsibilities. What he is saying is that the 
Department of Health should have been involved in these 
negotiations because they are the ones who are responsible. 
They have to bill the feds to get reimbursement for Inuit and 
Dene health benefits. The Auditor is saying it seems there 
have been some problems because they are not working 
together and he used that specific example. I do not think the 
Auditor General is saying anything about your particular group, 
but I think he is referring to the board and the central agency 
because they are the ones who are responsible. They have an 
umbrella responsibility in terms of dental care, but the board 
went on their own with no consultation with the central agency. 
That is my understanding. There was a breakdown in 
communication, a misunderstanding, and the Auditor General 
also said there is possible monetary loss by having this 
particular contrad. 

MS. MAKPAH: May I respond to that?. That is a very strong 
statement that the Auditor General is making regarding a 
breakdown of communication. I do not think there was any 
breakdown of communication. I will vouch for the Keewatin 
Regional Health Board and my own group that there was more 
than adequate communication. In fad, I think it was usually 
from our end forced on the department. The board, as a 
group, ended up inviting Dr. Lewis and they were informed 
more than adequately, they were consulted more than 
adequately. This is the department's accusation that they were 
not consulted. I think there may be some written information 
dating back to those days when they were trying to deal with 
those negotiations for this contrad to become a reality. I 
cannot really speak for the board, but I know as far as my 
involvement the department was consulted on a regular basis 
because we know how the payment system works. How else 
could we negotiate a contract? So, the department was more 
than involved. 

CHAIRMAN (Mr. Zoe): I think what the Auditor General is 
saying is that because the central agency was not involved, not 
with your group but with the board, particularly with the board, 
the department believes that the board may not have 
understood all the cost ramifications of the new contrad 
because they do not know how the billing is done between the 
territorial and federal governments. What the Auditor General 
is saying, and the department is also saying to the Auditor 
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General, how oould the board negotiate this type of contract 
when they do not know how we do our billings to the federal 
government, how we get certain things reimbursed? tt the 

· board does not know how the billings are done between the 
territorial government and the federal government to get 
reimbursed for Inuit and Dene dental care, how is the board 
going to negotiate a oontract for the best? That is what the 
Auditor General is saying. 

MS. MAKPAH: I cannot answer those specific questions 
because I do not sit on the board. 

CHAIRMAN (Mr. Zoe): I think that was what Mr. Whitford was 
trying to get at. 

MS. MAKPAH: All right. Any clerk can learn how to do that 
billing. However, I want to emphasize that there were no 
additional oosts incurred by coming up with this oontract. My 
group oould not have helped but be involved because we were 
going to take over the services that the University of Manitoba 
was providing. What is the difference in the payment method 
or billing method as far as I am ooncemed regardless of 
whether the health board knew, I cannot speak for them, but I 

am sure with their C.E.O. he must have known. Their finance 
director must have an idea. I do not know those answers, 
Tony, but what is the difference between funnelling the money, 
the payments, to the University of Manitoba, or missing 
Winnipeg and ooming to Rankin Inlet? There must not be a 
huge difference in the administration of that. 

CHAIRMAN (Mr. Zoe): I think that particular question should 
have been more appropriately posed to the Keewatin Regional 
Health Board. 

MR. WHITFORD: It was only to point out this part in here, Mr. 
Chairman. It may work out well, but the Auditor General 
pointed this out. Although the costs may be the same between 
here and the territorial government, the problem may lie not 
there, but between the territorial government and the federal 
government and how they get their money back. 

MS. MAKPA.H: I also know if you want to use oommon sense, 
Tony, from the business point of view, I know for a fact that 
there were no additional costs incurred as a result of this 
contract. In fact, we proposed a savings of over $400,000 but 
they struck it down, Dr. Lewis and his group in Yellowknife, and 
said no, we want the per diem thing, the same as what the 
university had. Our oontract is exactly the same as what the 
university had. 

CHAIRMAN (Mr. Zoe): In other words your group is happy. 

MS. MAKPAH: We are happy. I just wanted to clarify these 
inoonsistencies in this report. 

CHAIRMAN (Mr. Zoe): I would like to oontinue on. Are there 
any further comments? Mr. Gargan. 

MR. GARGAN: With regard to the Auditor General's report, 
was your organization oonsulted in what was done in any way, 
shape or form? The oonsultation was done with the 
government with regard to the response that is in there, as 
opposed to your organization being oonsulted to respond? 

MS. MAKPAH: tt I understand your question oorrectly, was the 
Kiguti Board, or the private stakeholders in this cxmtract, 
oonsulted? No. I do not think we were. I cannot speak for the 
Keewatin Regional Health Board. 

CHAIRMAN (Mr. Zoe): Mr. Gargan, any further oomments? 

MR. GARGAN: It should be noted because I think it is 
important. If the Auditor General is going to be giving a report 
to the Assembly and he is only telling one side of the story I 

think we should know the other side of the story. 

You have been using the term of hiring people quite loosely. 
There was an individual practising up here who had A.I.D.S., 
Carmichael I think his name was. Because you are a private 
health services agency, how stringent are you with regard to 
the hiring process? tt you are going to maintain not only good 
dental hygiene and personal hygiene in general, you have to 
make sure you have to hire the right people for the job. I 
wonder what are the protection mechanisms that are in place 
right now for your private oompany to hire people, dental 
therapists, dental assistants or dentists, and to ensure that they 
are in the best of health. 

MS. MAKPAH: From the little I know about dentistry itself, all 
the requirements under the Dental Profession Act are being 
practised on a daily basis in our dental clinic. 

I have a liaison person. Dr. Adams is a partner, and he is one 
of the individuals who hires the dentists. I cannot because I 

have no knowledge in dentistry, but I can sit on the selection 
board and perhaps evaluate the personal suitability of that 
dentist to Rankin or Baker Lake as to our culture. That is my 
role. I am involved in hiring clerks, steno assistants and 
receptionists. They all have to go through a training period 
with the dentists. I do not know what they do specifically, but 
all precautions are taken. The professionals are hired by the 
dentists. They all have to wear gloves and masks, and have to 
sterilize their equipment every day. 

CHAIRMAN (Mr. Zoe): Thank you. Are there any further 
comments or questions from the oommittee? H not, I would 
like to thank you for making your presentation on behalf of the. 
Kiguti Dental Clinic. Mahsi cho. 

Does anyone else from the general public want to make a 
presentation? tt we do not have any further presentations from 
the general public, then we will adjourn until 7:00 p.m. 
tomorrow in lnuvik. The meeting is adjourned. 

--ADJOURNMENT 
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STANDING COMMITTEE ON PUBLIC ACCOUNTS 

INUVIK, NORTHWEST TERRITORIES 

JANUARY 27, 1993 

Chairman's Opening Remarks 

CHAIRMAN (Mr. Zoe): I would like to call the Standing 
Committee on Public Accounts meeting to order. My name is 
Henry Zoe and I am the M.L.A. for North Slave and Chairman 
of the Standing Committee on Public Accounts. We are very 
pleased to be in lnuvik. I know that the people of this region 
are interested in the delivery and administration of health 
services and for many years the lnuvik Regional Hospital has 
played an important role in the life of this ex>mmunity. 

I will be making some brief ex>mments to tell you a bit about 
our ex>mmittee's mandate and the purpose for our travel to 
lnuvik today. Before I begin I would like to ask my colleagues 
to introduce themselves and indicate which constituency they 
represent. 

MR. ARNGNA'NAAQ: My name is Silas Amgna'naaq and I 
represent the ex>mmunities of Baker Lake and Arviat in the 
Kivallivik riding. 

MR. WHITFORD: My name is Tony Whitford and represent the 
ex>nstituency of Yellowknife South. It is nice to be back in 
lnuvik. 

MR. PUDLAT: (franslation) My name is Kenoayoak Pudlat 
and I represent Baffin South, the communities of Lake Harbour, 
Cape Dorset and Sanikiluaq. 

MR. PUDLUK: My name is Ludy Pudluk and I represent the 
High Arctic. 

CHAIRMAN (Mr. Zoe): Thank you. The rest of our staff from 
the Legislative Assembly are the sound people, translators, our 
researcher and our clerk, Rhoda Parkison. I would like to take 
a few moments to talk about the standing committee and the 
work we have been doing on the review of the report of the 
Auditor General on the Department of Health. The Standing 
Committee on Public Accounts has been established during 
the 12th Assembly and was given the responsibility to monitor 
the way government spends public funds. It is interesting to 
note that we are not the only jurisdiction in which this occurs. 
In each Canadian province, the Yukon and in most countries 
which use the parliamentary system of government, public 
accounts ex>mrnittees have been established to ensure that 
governments are acting in an accountable fashion. 

In the Northwest Territories, the Standing Committee on Public 
Accounts uses two approaches to make this happen. Firstly, 
it reviews the annual report of the Auditor General to ensure 
that the Government of the Northwest Territories' departments 
have been spending money according to the way the budget 
is passed, and they also have to abide by the statutory 

requirements for the financial administration. Secondly. it i:-rin 
take on a specific review to examine whether the structure and 
the operation of a particular department is conducive to good 
management. That is what our purpose is here today and 
tomorrow. 

The standing committee has been asked by the Legislative 
Assembly to conduct a public review on the report which the 
Auditor General has completed on a Comprehensive Audit of 
the Department of Health. We are holding hearings in lnuvik 
today and tomorrow, and are collecting information from key 
stakeholders in the health system. We will hear from 
representatives of the Kitikmeot Regional Health Board who 
have travelled to lnuvik from Cambridge Bay. I believe we will 
also hear from representatives from the lnuvik Medical Clinic. 
Tomorrow, at 9:30 a.m., we will be asking representatives from 
the lnuvik Regional Health Board and also from the lnuvialuit 
Regional Corporation to appear as witnesses. If there is 
anyone from the public who would like to make a presentation 
please register with Rhoda Parkison, our committee clerk. 

The Auditor General's report touches on a number of issues. 
There are eight chapters within the report. I will not get into 
the specifics at this time. We have copies of the 
Comprehensive Audit available. I am sure that I speak for all 
of our Members of the standing committee when I say that we 
consider the input from the witnesses to be very important. 
Too often, recommendations and decisions which are 
important to communities throughout the Northwest Territories 
are made in Yellowknife without any significant attempt to get 
input from others. This winter the Legislative Assembly is 
making a concerted effort to ask opinions of the people 
throughout the Northwest Territories about a range of issues 
that are currently being considered. That is why it has been so 
important for us to come and meet with you in your own region 
to discuss the Auditor General's findings regarding the 
Department of Health. 

The Auditor General, in his opening. comments points out that 
"at present health is the single most expensive program in the 
Northwest Territories and that annual costs of $200 million 
consume approximately 16 per cent of our entire territorial 
government budget''. Those are big dollars. More importantly 
the services and programs we are funding have an impact on 
the daily lives of the people throughout the Northwest 
Territories. This is why the public review of the Auditor 
General's report is one which we consider to be very important. 
It is critical to ensure that the department is running effectively, 
efficiently, and economically. 
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In our earlier hearings, this month, we have heard the opinions 
of the Deputy Auditor General of Canada, . the officials who 
manage the Department of Health, the Board of Management 
of Stanton Yellowknife Hospital, St. John Ambulance, the 
regional health boards from the Baffin and Keewatin, the Kiguti 
Dental Clinic in Rankin Inlet and also one of our fellow 
colleagues, the M.L.A. for Rankin lnlet,·Mr. John Todd. We are 
looking forward to continuing the review process this evening 
and tomorrow. We are primarily interested in finding out what 
people outside of Yellowknife think of the Auditor General's 
report. After we complete our public hearings our committee 
will be making a report to the Legislative Assembly. This report 
will be discussed in the Legislature and if it is acc:epted a 
number of our recommendations will be adopted. 

I will call our first witnesses, the Kitikmeot Regional Health 
Board representatives to make their presentation. If the 
witnesses will please introduce themselves and the 
organization which they represent. 

MS. MORRISON: I am Jean Morrison and I am the Executive 
Diredor of the Kitikmeot Regional Health Board. 

MR. MAKSAGAK: I am John Maksagak from Cambridge Bay. 
I am the Vice President of the Kitikmeot Regional Health Board. 

Presentation by _KJtlkmeot Regional Health Board 

MS. MORRISON: We thought that I would do the initial 
presentation and Mr. Maksagak is going to add comments as 
we go along. In reviewing the Auditor General's report the 
board has found most of the recommendations and information 
to be oonsistent with what they have found since transfer over 
the last four years. There are a few items in the report which 
we would not support. There are two areas where we have 
somewhat differing opinions then whet the report outlines. As 
for the other recommendations which ere in the report, we see 
a number of them that adually stem from two or three main 
issues, even though they come out in four, five or six different 
recommendations. 

When we were in Yellowknife this morning we met with Pat 
Lyall who is the Chairperson of the health board. One of the 
items Mr. Lyall wanted us to bring up, which has been an issue 
with this health board over the last year and one half to two 
years is how relationships between health boards and the 
Department of Health are not generally good relationships and 
ere sometimes confrontational and uncooperative. From the 
Kitikmeot's point of view, we have not found that to be as much 
of en issue. Certainly we do not agree on everything that 
happens on all of the decisions which are made, but we have 
found a cooperative spirit with the department. We have found 
that we are able to present our points and work to a common 
resolution that we are both satisfied with in the end. We would 
say that in terms of the report, we are not as strong on the 
point of how difficult it is to work with the department as 
perhaps some others have found in the past. 

Throughout the report we see that it talks a lot about control 
issues, who controls what, who makes what decisions and has 
what authority. We believe very much that this has been a 
problem. There is a lot of confusion that stems from varied 
and opposing perceptions regarding who has what authority. 
When trying to get down to the grassroots of who has what 

authority, we find it very difficult to find it in writing or on pap8r 
who the authority belongs to. Given that, this is possibly why 

we do not place blame on people. It is more a matter of time 
and diredion from a health system which has recently been 
transferred. The board believes that the development of the 
M.0.U., which is now being developed, will solve that problem 
We exped that the M.O.U. will be very explicit. The health 
system traditionally has been led by very autocratic leaders 
That is most of the examples which health workers and people 
have had to follow. We believe that it will take a lot of training 
and education to assist health care professionals and 
administrators to learn to be less autocratic and more sharing 
in decision-making. 

When the M.O.U. is being developed, the board believes the 
position for the department should be as a supportive entity. 
An entity who is there to ensure that we do follow and 
understand government policies and directions clearly and that 
they provide us with planning, support and expertise which we 
require. It would not make sense for each board to have this 
manpower available. We would also like to see the 
development of standardized territorial policies which legally 
protect boards given the fad that we use a service delivery 
mechanism which is very different than the rest of Canada. 

From my perspedive, coming from a health background when 
we look at the fad that nurses are performing a number of 
medical fundions and are dispensing and prescribing 
narcotics, which goes against federal legislation, the only way 
as a territory that we can be protected is if we have strong 
standard policies, so that if any one of us are called to task, the 
policies have been made on very sound reasoning and we are 
all following the same policies. I think as we look at midwifery 
in isolated communities this is the same kind of issue. We 
have to be very consistent in what we say are acceptable risks 
for a population which is living far from secondary and tertiary 
care centres. 

Our third point is looking at the need for rationalization of fund 
distribution. To do this we have to have very sound 
information systems. This came out strongly in the Auditor 
General's report. We need to look at population indicators. 
health status indicators, health conditions and the different 
distances which are travelled within boards. This makes a 
great difference to the budgets within each board. We strongly 
support the development and integration of a better information 
system which is easily accessible. Right now, when we try to 
look at how much money we are getting, and are we getting an 
equal distribution of money, all we can do is divide the money 
that we have received in a given year by what other regions 
have received. In doing that, we come out with a figure where 
we have about $400 less per capita in terms of budget dollars 
than other regions who provide similar services to us. For 
example, services without a hospital or without long-term care 
facilities. If that is the only indicator you have to look at. 
certainly it does not look like an equitable distribution. If you 
do not know for sure if there are other factors involved, that 
means that other regions need $400 more per · person and 11 

makes you sit back and feel somewhat resentful wondering 
who distributes the money. 

The fifth point, which we strongly support, is the employment 
equity policies in the hiring and training of aboriginal people. 
In our last OPPLAN submission, and again this year, we will be 
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asking for increased person years to increase our support staff 
so that we can redistribute some of the workload. We would 
like to move back into that, but in order to do this we will need 
training dollars. There must be a greater emphasis on training 
within boards. 

In the report, the Auditor General mentioned that the health 
careers promotion officer position could be deleted. From our 
board's perspective, and we have a very slim administrative 
staff, if we did not have that position in Yellowknife doing a 
major portion of the nurse reauitment review and summarizing, 
we would be in a real bind in trying to get staff at this point. 
We do not have the resources to put the time into the job 
which is done by that person. I know there are some other 
boards which use this position extensively, but for us, this is a 
key role to changing a lot of the ideas of who can deliver 
different types of health care, how to reauit and how to 
develop training systems for health people within the Northwest 
Territories. 

Those were the main concerns which we wanted to point out. 
John may have something he would like to add. 

MR. MAKSAGAK: I think Jean has covered most of the things 
we wanted to. I would like to add that when you go out to 
recruit nurses, it would be nice if one of the board Members 
was able to go with the reauiter. This would allow us to hire 
the person that we want. This is very important. People ask 
us why many of the nurses came to our community. It is not 
right for people to say this. If we, as a board, can play a part 
in the reauitment process, we would probably get better 
nurses in the north to work with our people. Quite a few years 
ago, when I was with Education, we went out to reauit some 
teachers. This enabled us to get the type of teachers that we 
wanted. I think this is a very important step. 

CHAIRMAN (Mr. Zoe): Thank you. I have a general question. 
In section two of the Auditor General's report, there is reference 
made to "The N.W.T. Way''. Can I get your perspective of what 
"The N.W.T. Way'' is? Do you know what it is? 

MS. MORRISON: That is interesting because over the last 
year our board has been discussing a stronger emphasis on 
health promotion and developing a health care team which 
would take more direction from the local level. For example, 
meet with hamlet councils, and provide and deliver services the 
way· the hamlet council wants it delivered. 

From my perspective, and because we have already started in 
this direction, "The N.W.T. Way'' is very much following along 
those lines. To health professionals, it is taking what they call 
around the world, "primary health care" and applying the 
primary health care model in the Northwest Territories. We are 
operating with great distances and with people who want to be 
involved in making decisions about what happens in their 
communities. This is what ''The N.W.T. Way'' is to me, taking 
all of the philosophy which goes with basic health care and 
trying to implement that in the Northwest Territories. 

CHAIRMAN (Mr. Zoe): You look at this particular model as a 
base which you can implement new initiatives and build on it 
for your particular region. Is that what you are saying? 

MS. MORRISON: Yes. 

CHAIRMAN (Mr. Zoe}: This is what your understanding of 
''The N.W.T. Way" is. 

MS. MORRISON: Yes. That is my understanding. I think the 
basis of ''The N.W.T. Way" is that we provide services in the 
most cost efficient way, given the way in which the community 
wants the services provided and what services they want and 
need. 

CHAIRMAN (Mr. Zoe}: I have another question pertaining to 
''The N.W.T. Way''. Have you received any documentation from 
the Department of Health pertaining to "The N.W.T. Way"? 

MS. MORRISON: Only draft documentation which was 
presented in June 1991. The documentation probably did not 
come out in 1991 . The first I time I heard about it was at a 
meeting in 1991. Some time last winter we received basic 
guiding principles of what ''The N.W.T. Way" would encompass. 

CHAIRMAN (Mr. Zoe): I wanted to find out if there was any 
input from the region in developing "The N.W.T. Way"? Did 
your region have any input in developing ''The N.W.T. Way"? 

MS. MORRISON: Not prior to receiving that documentation. 
After we received the documentation, we went over it at the 
board level and reviewed it. We made some comments on the 
first information which came out. We have not received 
anything new since that time. 

CHAIRMAN (Mr. Zoe): Do any committee Members have any 
questions or comments? I have one more. You mentioned the 
M.O.U. in your presentation. It is my understanding that the 
Department of Health made a presentation to the N.W.T. Health 
Care Association. There were 15 points outlined to be included 
in the M.O.U.s which are supposed to be developed between 
various boards. Did you have any input in developing these 15 
principles? Did you comment on what was presented to your 
board? 

MS. MORRISON: We did comment on what came out in the 
package of information. Our understanding was that the 
document was prepared by taking information from various 
other reports which had been completed. We did not have 
direct input into what went into it. 

CHAIRMAN (Mr. Zoe): Do you feel that the 15 major elements 
are adequate? 

MS. MORRISON: No, I think in some ways they leave out 
some key points. In some respects it is not going to be 
specific enough if we just look at the 15 key elements which 
were outlined. From the board's perspective, we would want 
to see the M.O.U. developed by a third party or someone more 
removed from the situation. I think it would be very hard to 
develop it internally between the department and the boards as 
it now stands. 

CHAIRMAN (Mr. Zoe): Does the Kitikmeot Regional Health 
Board have anything in place pertaining to M.O.U.s between 
the Department of Health and your region? 

MS. MORRISON: No, we do not have the Commissioner's 
Agreement. We had an agreement in 1988 with various service 
departme_nts. We did not have another agreement or, I have 
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not seen another agreement, that we have with the Department 
of Health about who provides what services or control. 

CHAIRMAN (Mr. Zoe): Mr. Whitford. 

MR. WHITFORD: Thank you, Mr. Chairman. In your 
presentation you talk about the relationship between the board 
and the department. The Auditor General's report says that 
some relationships work well and some do not. There is quite 
a variation. Boards are important. They get the message to 
the department regarding what level of service should be 
delivered in the region. It is refreshing to hear the degree with 
which your board seems to work with the department. 
However, the Auditor General's report comments on the need 
for board evaluation, because some boards work well and 
others do not. I am not sure whether or not there is a process 
in place to evaluate the performance of the boards. I 
wondered how, if at all, this should be carried out. What does 
your board do to evaluate the board's performance and 
operation? 

CHAIRMAN (Mr. Zoe): Ms. Morrison. 

MS. MORRISON: Currently we do not have a mechanism in 
place for evaluating our board's performance. Given that we 
do not have an agreement with the department on who has 
what explicit authority, it is diffia.Jlt to evaluate the board's 
performance. On item by item we do not know until it comes 
up how far things can go. The board supports this, once we 
know exactly how much accountability we have as a board. 

CHAIRMAN (Mr. Zoe): Are there any further comments or 
questions? Mr. Whitford. 

MR. WHITFORD: Thank you, Mr. Chairman. It is true that 
there has to be an agreement between the departments and 
boards as to what their roles are. Performance standards for 
these boards, as you pointed out, should be the same across 
the territories with minor variations to take in regional concerns. 
Would there be benefit from a standardization of board 
evaluation and protocol to be used across the territories? 

·CHAIRMAN· (Mr. Zoe): Ms. Morrison. 

MS. MORRISON: I think Mr. Maksagak may want to comment 
on this. From an administrator's point of view, I believe there 
would be. I think it would give people a lot more direction and 
desire to take responsibility and control if we knew we were 
going to be evaluated on what we are doing and how we are 
doing it. We would need some training. Our board has had 
very little training in terms of how they should be making 
people accountable, myself included. It is a very difficult 
process at present. 

CHAIRMAN (Mr. Zoe): John. 

MR. MAKSAGAK: I think when we joined the board, we did 
not know exactly what we were supposed to be doing or what 
authority we had. That is one thing we would like to know. As 
a board, we sometimes do not know what to do because we 
have never been trained to be members or a board. I think 
that if there was some training, we would gladly take it. It 
would give us more perspective on authority. We should have 
training across the territories. 

CHAIRMAN (Mr. Zoe): Thank you. The Department of Health 
has a trustee manual which they put out. Has this ever been 
given to your board for its members? 

MS. MORRISON: Originally, when they were appointed to the 
board, they were given manuals. John. 

MR. MAKSAGAK: I do not think we ever received any 
manuals. 

CHAIRMAN (Mr. Zoe): I think it is called a trustee handbook. 

MS. MORRISON: Yes. There are two volumes of the trustee 
handbook. 

CHAIRMAN (Mr. Zoe): Are there any further comments? Mr. 
Whitford. 

MR. WHITFORD: Thank you. I would like to go back to the 
discussion regarding evaluation. All of the boards have 
meetings from time to time. I understand that they have an 
annual meeting. Do all of the boards get together from time to 
time? 

MR. MAKSAGAK: I do not think that we have ever had all of 
the boards from the region together to mAflt. We have never 
done this. 

MS. MORRISON: There was a call at one time. I have been 
with the board since 1990 and there was a request for board 
chairpersons to get together, but that has not happened. 

MR. WHITFORD: I was wrious. That would have been an 
excellent place for all of the boards to get together and discuss 
these concerns without the department present. 

MS. MORRISON: I think the only time one of our board 
members has been to a meeting was an orientation which our 
new chairperson went to last year. 

CHAIRMAN (Mr. Zoe): Are there any other comments? Mr. 
Amgna'naaq. 

MR. ARNGNA'NAAQ: Thank you, Mr. Chairman. You have 
indicated that with respect to the M.O.U., you would prefer to 
see a third party create a draft. I do not understand. Am I 
correct in saying this is what you would like to see? 

CHAIRMAN (Mr. Zoe): Ms. Morrison. 

MS. MORRISON: Yes. To me it would be by a third party 
who would develop the draft in consultation with the 
departments and the boards. I believe it should also go to the 
Legislative Assembly or the Special Committee on Health and 
Social Services to decide if this is the kind of relationship they 
want to see between the department and the boards. I think 
this is the bigger issue, what the representatives of the people 
believe the relationship and the authority should be, versus 
what the boards and the department believe it should be. 

CHAIRMAN (Mr, Zoe): Mr. Amgna'naaq. 

MR. ARNGNA'NAAQ: I am finding this different from the 
responses which I have heard from the Keewatin and the Baffin 
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regions. They seem to be taking a much more aggressive 
route and are saying that we should come together. 

Do you receive any requests for financial information from the 
department, either from their reports or your reports? 

CHAIRMAN (Mr. Zoe): Ms. Morrison. 

MS. MORRISON: We receive requests from various divisions 
within the department, but not just related to financial 
information. We. receive requests for information regarding 
statistics on immunization, clients seen or how many clients 
with various conditions. We receive a vast array of requests for 
information. This information is not easy to collect. We do not 
have systems in place to collect this information. Our systems 
are all manual systems. We are very careful about what 
information we decide to collect because it is too cumbersome 
given the systems we have. 

CHAIRMAN (Mr. Zoe): Silas. 

MR. ARNGNA'NAAQ: Do you have any idea how much time 
or dollars would be used in trying to answer questions which 
are asked by the department? 

CHAIRMAN (Mr. Zoe): Ms. Morrison. 

MS. MORRISON: I know that one exercise, where we were 
gathering information on immunization, we calculated we used 
one month of person time to gather this information which was 
required in five days. That year, we did three of those 
exercises within the health centres. This was information which 
had to be gathered at the health centre level. In terms of within 
regional office, at any given time, we are preparing some 
information to go to Yellowkniie. 

CHAIRMAN (Mr. Zoe): I would like to follow-up on Silas's 
question. Are you not using the H.8.1.S. system in the 
Kitikmeot? 

MS. MORRISON: We are using the H.8.1.S. financial system. 
We down load the financial information onto Lotus so that we 
can manipulate it more easily on personal computers. That 
gives the dollar information related to our expenditures and 
budget on a group basis. However, ii someone wants specific 
information about how much it costs us to provide a specific 
program or wants a report with a diiferent format, it is all done 
manually. 

CHAIRMAN (Mr. Zoe): Are there any further comments or 
questions? Mr. Pudluk. 

MR. PUDLUK: Thank you, Mr. Chairman. The Auditor 
General's report talks about board members and that not very 
many of them have previous experience. He touches on the 
board members and the lack of resources . for board training 
and development. What are your views in this are.a of 
membership training? 

MS. MORRISON: Do we have training for people who are 
coming on the boards? 

CHAIRMAN (Mr. Zoe): I think what my colleague is saying is 
that the Auditor General made some comments pertaining to 

board training and development, and the lack of resources 1or 
this particular area. What are your views on this matter? He 
comments that there seems to be a lack of resources for board 
training and development. 

MS. MORRISON: We have no specific resources allocated to 
board training and development. The only money which has 
been spent on this, is the money to send the new chairperson 
to Yellowkniie last year. Yellowknife reimbursed us because 
we do not have the money. Probably internally we could do 
more work with the handbook and do a regular training 
program based on that at board meetings. However, this has 
not been a practice to date. We do not have funds or much 
time dedicated to board training. 

CHAIRMAN (Mr. Zoe): What type of training or development 
needs exist within your board? If there were to be resources 
allocated, how could you improve what the board is doing? 
Ms. Morrison. 

MS. MORRISON: From an administrator's point of view, I think 
it would make it much easier for the board to evaluate and 
know what questions to ask me because they do not have a 
health care background in terms of what kinds of programs we 
should be delivering, how we should be evaluating our 
programs or needs. Currently our board does not have the 
background to do this. They can only rely on me in terms of 
what I am telling them, and hope that we are providing the 
quality of service that we should be. They have had no training 
or background on quality assurance or what kinds of audits 
should be done and what those audits would tell us. Even in 
terms of reading some of the financial statements, they are very 
cumbersome and detailed. 

CHAIRMAN (Mr. Zoe): I would like to ask John a specific 
question with regard to board training. What do you see as the 
type of training the board requires? 

MR. MAKSAGAK: Thank you. I think we are talking about 
training of the board members. You cannot train a board 
member without financing. We need money to train them. 
There are times when we ask the director what certain things 
are and what they do. The words are so long we have no way 
of understanding what it is we are reading. If we are going to 
be trained, we must be trained like any other trainee. The 
board need to know the financial aspect. Sometimes the board 
members do not even understand the agenda. We have to be 
trained. 

CHAIRMAN (Mr. Zoe): Thank you. Am I correct in saying that 
through this board training, you would want to get trained with 
regard to the roles and responsibility of a board member as a 
trustee and also be able to read financial statements and 
medical terminology? To be able to have this type of 
workshop by the Department of Health so the board members 
are well aware of certain programs within the Department of 
Health, and also what role the executive directors are suppose 
to play. Is that the type of training you are suggesting? 

MR. MAKSAGAK: I think we are talking about training in 
finances and all these other things. Some of the board 
members have never been to school and some training, or a 
workshop, would be good for their understanding of what they 
need to do. Sometimes I do not understand the terminology 
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of medical terms. I think that would make us want to be a 
board member a little more. Sometimes because of 
misunderstandings, we get frustrated and quit. 

CHAIRMAN (Mr. Zoe): Earlier on, John, I asked Ms. Morrison 
her perspective of "The N.W.T. Way". Does the board know 
what this model is? Do you know, John, as tt,e chairman? It 
is quite complicated and we are hearing that from a lot of other 
boards. 

MR. MAKSAGAK: It is complicated. 

CHAIRMAN (Mr. Zoe): Nobody really knows what ''The N.W.T. 
Way" is. Are there any further questions or comments from the 
committee? Silas. 

MR. ARNGNA'NAAQ: Thank you, Mr. Chairman. Somewhere 
in the middle of your presentation you indicated that there 
should be more data or that there is uneven data coming in. 
Is that what I understood you to say? There is information 
going to one board that is different from what is going to 
another board from the Department of Health? 

MS. MORRISON: I do not think we get different information. 
There is not a way of gathering good information and 
distributing it to us. I think sometimes one board gets 
information that another board does not get as an oversight. 
Maybe when one board has a question that would be pertinent 
to all boards that information does not necessarily go out to all 
boards. We then end up going through the same things again, 
when we come up with the same problem. 

MR. ARNGNA'NAAQ: You were saying you have a manual 
system of keeping track of things, so you do not have any 
computers in your head office? 

MS. MORRISON: In head office we have some computers. 
Our secretaries are just getting computers. In terms of keeping 
statistical information from the information sent in from the 
health centres, it has all been manually tabulated in the past. 
It is only if we can get some adequate training on the 
computers that we will be setting up some computerized 
information·· systems. The information would still come in from 
the health centres. It would still be, at this point, collected 
manually in the health centres. Where it is already collected 
once and sent to Yellowknife they would be collecting again to 
send to us so we could set up a database. We really hate to 
have that duplication of information gathering and distribution. 

MR. ARNGNA'NAAQ: Are the computers you have at your 
office compatible with those that they use in Yellowknife? 

MS. MORRISON: We have ensured that all the computers we 
have bought are compatible with what is in Yellowknife. The 
programs we have been buying are the basic programs, the 
same as what is now used in Yellowknife. 

CHAIRMAN (Mr. Zoe): Mr. Amgna'naaq. 

MR. ARNGNA'NAAQ: Thank you, Mr. Chairman. Do you find 
that the systems you are using now are adequate for the kinds 
of information they are looking for? Would you work with 
another system if it was going to be better, or do you know of 

another system that would be better tha:i the system you are 
using now? 

MS. MORRISON: I do not know specifically of another system 
that would be better, but I am sure there has to be a system 
that would be easier and better than what we are using now. 
There are ways to link with Yellowknife for information 
movement and generation. If we could do one set of data 
input, it would be a much better informat:on system. 

The only computer information we gather now is the financial 
information. To get into the H.B.I.S. financial information on a 
computer, unless you are doing it every day it is not an easy 
system to remember how to use. 

CHAIRMAN (Mr. Zoe): I will follow-up on your question. You 
are quite comfortable with the H.8.1.S.? 

MS. MORRISON: I am used to H.8.1.S. When I need to find 
something out, I ask someone to help me get into it and find 
the information I need, but it is more cumbersome than I would 
like to see. 

CHAIRMAN (Mr. Zoe): I would like to backtrack on my 
question. When the regional board was considering 
implementing a system, did the Department of Health consult 
to see what system you people wanted, or was it driven from 
the Department of Health that you have to have this particular 
type of system? 

MS. MORRISON: From what I understand, the H.8.1.S. system 
was actually driven from the Department of Finance. Once it 
was developed then the Department of Health supported and 
encouraged us to go on H.B.I.S. In Cambridge, it was the 
Department of Finance who strongly supported our using 
H.8.1.S. because they felt they could support it and answer our 
questions more easily as it was the clone of F.I.S. and easy for 
them to understand. 

CHAIRMAN (Mr. Zoe): I am quite surprised because there are 
other boards that use different systems. For instance, Stanton 
Yellowknife Hospital uses the M.H.O. system, the Manitoba 
Hospital Organization system. I believe the Baffin does too. 
They have not switched over. There are a lot of problems in 
the system. There are a lot of systems that are not compatible. 
I think the Auditor General's comments on that were that they 
should try to standardize, but with everybody's input to see 
which system is the best. 

Earlier on in your statement, Ms. Morrison, you touched on the 
issue of relationship between the board and the Department of 
Health. You indicated that generally they are in good 
cooperative spirit. You also commented that the people in the 
Department o_f Health were autocratic people. Could you 
explain that because I do not quite understand what you meant 
by that? Give me some examples. 

MS. MORRISON: I did not mean that just the people in the 
Department of Health were autocratic. I think through the 
health system, we have many autocratic people because in 
health care there is an attitude where people think they know 
what is best for other people. I think we see that in the 
department and even within the boards. I think that is an 
attitude that has to change all the way around. With the 
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department, I believe they have more control and authority than 
what we, as a board, think they should have. Is it maybe 
somewhat because they are autocratic? I do not necessarily 
see them as an empire, but I do think they believe they know 
better than we do. 

CHAIRMAN (Mr. Zoe): If I understood you, Ms. Morrison, you 
are saying in any type of health system there appears to be 
those people in place. You are suggesting that it happens in 
our own system here in the north. Am I correct that it happens 
in every system, so obviously it must be happening in ours, 
too? 

MS. MORRISON: Yes, from my experience I believe we have 
it here. 

CHAIRMAN (Mr. Zoe): That is quite interesting. Could I get 
you to elaborate a little more in that area, the attitude? Give 
me some examples if you could. 

MS. MORRISON: Within the-board the kind of examples we 
see are, for example, at the local level they decide on what 
clinic times we will have and who we will see at what time. In 
health centres, the people who are working there are quite 
controlling and say ''you must come to the health centre for 
certain services between this time and between this time." Yes, 
it is done somewhat in the name of efficiency, but they do not 
see that as a way of being controlling and controlling people. 
Maybe we should be going out to the community and finding 
how people want the services delivered and when. 

I suppose some of it is because there is not a standard funding 
base, but once the department has given the board money to 
spend, it is up to the board how to spend it. Monthly or 
quarterly, when we are sending in n,~ports and we say "this 
position has not been filled" and they say "no, we do not have 
that money because we are using it to do something we have 
needed to do for the last three years." When you have to do 
those explanations month by month and week by week, you 
spend a lot of time and energy on them. They see that as 
accountability. I see that as control. Once they have decided 
how much money the board should have, then the board has 
to decide how that money can best be used. There are things 
that do not have to be done every year, but at some point you 
have to spend money on them and I do not expect the board 
should have to answer all those specific kinds of questions. I 
think that is the board's accountability. The department sees 
that as accountability, to me it is control and it is saying that 
the board does not have the ability to make those rational 
decisions or they will not make the right decisions. 

CHAIRMAN (Mr. Zoe): Ms. Morrison, are you suggesting that 
the boards should have more autonomy? Do you think 
through this M.O.U. that you will accomplish your 15 major 
elements that are outlined? 

MS. MORRISON: Looking at the 15 major elements that are 
there, I am not sure that is what will be accomplished. Yes, I 
believe the board should have more autonomy, and then there 
is a specific way for being accountable for that autonomy. 

CHAIRMAN (Mr. Zoe): Mr. Pudlat. 

MR. PUDLAT: (translation) I will be speaking in lnuktrtut 1 

think I may have misunderstood, in the report there is a section 
that describes health boards and their perceived lack of prord 
operation. I think you are saying that you do not have enough 
powers and responsibilities. This was reflected as the trend. 
I may have misunderstood on that part. Did I understand you 
correctly when you said many people think that health boards 
are not able to operate properly? What is your thinking on 
that? Thank you, Mr. Chairman. 

CHAIRMAN (Mr. Zoe): Ms. Morrison. 

MS. MORRISON: I remember that point from the report where 
it talked about people indicating that boards did not have the 
ability or the background to have control or responsibility. I 
was saying that they should have more power and 
responsibility. I think it is patronizing to assume that someone 
cannot make appropriate decisions for themselves, so 
sometimes the right decisions are not made or we have to go 
back and do it twice. I think we gain a lot more and learn a lot 
more from that, than always having somebody give us all the 
direction and tell us step by step how we should operate and 
the direction we should go in. Otherwise, we are never gorng 
to grow and we are never going to learn how to take those 
responsibilities and make those hard decisions, even if there 
are problems on the way. 

CHAIRMAN (Mr. Zoe): Mr. Whitford. 

MR. WHITFORD: Thank you, Mr. Chairman. As you are 
aware, the government is decentralizing some of the services 
and the Department of Health is decentralizing part of ,ts 
operations to the regions. I wonder if your board is going to 
benefit from decentralizing the health insurance d1v1sio11 
currently operated out of Yellowknife. Will you be benelitting 
at all by this move? 

MS. MORRISON: No, it will not be any benefit to our board 
that I can see. One of the decentralized positions, the health 
promotion officer position is coming to the Kitikmeot board_ I 

do not know what impact the decentralization of the insurance 
board would have for us because I do not know how they are 
going to split between the two centres. It will change where we 
send information. It will mean the need to reorient ourselves 
as to whom to contact when we have questions. 

MR. WHITFORD: Do you think your board would ever be in 

a position to take over direct responsibility for the H. I S 
payments? 

MS. MORRISON: Do you mean decentralizing in a manner 
that our region would look after making those payments? 

MR. WHITFORD: Yes, transferring the responsibility to the 
board. 

MS. MORRISON: In our region those payments are very 
small. We have, in terms of insurance systems, we only have 
one medical clinic and one other physician who services our 
region, then the people who would go out of territory and out 
of region. I do not see what the benefit would be of 
decentralizing to the board level because I think given the 
amount of work it would generate, it would take a lot of people 
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to learn a service that can probably more efficiently be done on 
a larger scale. 

CHAIRMAN (Mr. Zoe): Thank you. Are there any further 
comments or questions? Mr. Amgna'naaq. 

MR. ARNGNA'NAAQ: Further to the question that Mr. Whitford 
just asked, I would like to know is there any part of the 
department that would be beneficial to the board in your region 
if it was decentralized? 

CHAIRMAN (Mr. Zoe): Ms. Morrison. 

MS. MORRISON: There are many services that would be nice 
to have at the board level. However, I am not sure of the 
economic or efficiency benefit of doing it at our level given the 
size of the board. Certainly the health promotion officer 
position coming out has been very useful. Possibly some 
information system decentralization would be useful to us 
because we have no one that acts in that general capacity. 

CHAIRMAN (Mr. Zoe): Mr. Amgna'naaq. 

MR. ARNGNA'NAAQ: Thank you, Mr. Chairman. Going back 
into the health insurance services division, in the Auditor's 
report they mention the hospitals and health facilities division, 
the health insurance services and the financial administration 
division being consolidated. What implications would putting 
those together have on your board? 

CHAIRMAN (Mr. Zoe): Ms. Morrison. 

MS. MORRISON: I believe it would be easier because 
currently we end up calling two or three places. We will 
receive requests for information from different places where 
that group was consolidated. It would make good sense 
because they could more easily acoess one another's 
information. It would be a more comprehensive group to work 
and deal with. 

In terms of the last question, we have not really looked at 
decentralization of specific services, other than program 
delivery type services. How those would be a benefit to the 
board, that is not something the board has discussed or 
thought about at this point. 

CHAIRMAN (Mr. Zoe): Are there any further comments? tt I 
could, I will ask Mr. Maksagak a question pertaining to power 
of the boards. Yesterday, in Rankin Inlet during our public 
hearings, the chairman of the Baffin Regional Health Board, Mr. 
Eckalook, indicated that he had the impression that the 
Department of Health did not want to give boards more power. 
He felt that because their board members were aboriginal. Do 
you agree with his statement? 

MR. MAKSAGAK: I think I agree with him because Mr. Pudlat 
was asking a question about how much power or how many 
things we are supposed to have. From the Yellowknife point 
of view, when,they appointed us for the board they told us we 
have power to do things and power to control, but I think most 
of us never understood how much power we had. Sometimes 
they take away the power that we should have. They said we 
have power to do this and to do that. I agree with what you 
just said. 

CHAIRMAN (Mr. Zoe): All right. Could I get you to comment 
a little more on the whole issue of board autonomy. What 
other powers would your board like to have? I understand that 
the board does not really know where it stands at the moment. 
Are there specific areas that you would like to see the board 
have? Which areas would you like to have more power? 
Would it be in recruiting or in human resources? 

MR. MAKSAGAK: To have more power is something we have 
to talk about together. When we agree to have more power. 
then maybe we can do more things. Right now we do not 
really know where we sit with what we have. When they say 
something, can the health administration follow it up? I think 
you are asking us things that we really do not know right at the 
moment. We need to get all the regions together and then 
maybe we would know more about how much power we have. 

CHAIRMAN (Mr. Zoe): All right. Ms. Morrison, can I ask you 
another question pertaining to funding. You indicated you 
would like to see more equitable distribution of funding. Can 
you elaborate a little more? How do you see that? It appears 
that the funding process that is now in place seems to be 
inadequate from the comments you have made. How can we 
improve that, in your view? What would you like to see? 

MS. MORRISON: I would like to see more standards in place 
that lay out the funding. I know it is difficult to do, because 
boards provide different kinds of services, because some have 
hospitals and some do not. I think there has to be standards 
laid out that allow you to include that. If we look at things such 
as how much does it cost to provide services in a region that 
has a lot of conditions? We can look at health conditions that 
cost a lot to care for. We would have to look at what the health 
status is and say "this region has 30 people who have kidney 
disorders and that is going to cost "x" dollars per year." Each 
region needs to make a certain number of supervisory visits by 
different personnel to health centres; and given the distances 
and travel costs in that region, that will cost this much. There 
should be a standard for education and training. You have this 
many of this group of workers and this many of this group and 
it is expected that they will receive a certain level of training 
and that the dollars are laid out based on those standards. It 
is now laid out, as the report says, based on historical 
spending. Because it is very difficult to get information that is 
really solid that proves that a given board needs more money, 
it is hard to get better base funding right now than what a 
board already has. The base is not equitable at this point, it is 
not established on common needs or standards from region to 
region. I think the whole thing would have to be readjusted. 

CHAIRMAN (Mr. Zoe): I understand what you are saying. 
You are standardizing various programs and services you are 
funded for. Other boards have indicated there is a possibility 
of getting block funding. Would you see that as a suggestion 
from your board? 

MS. MORRISON: Sure, if it is was per capita block funding we 
would be better off because we have the lowest per capital 
funding currently. From our perspective, either those other 
boards would end up with a lot less money or we would end 
up with a lot more, so I would not have a problem with that. I 
do not know, given the population of the Northwest Territories 
if that is an equitable means. Because the population is 
relatively small, you could have one area that had a very 
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serious health condition that was very costly, and would it be 
fair to block fund that small area the same as another area that 
just by chance does not have that same health problem? I 
would be concerned, given the small population, that block 
funding truly would do the job, but I think it would be more 
equitable than what we have now. 

CHAIRMAN (Mr. Zoe): I guess block funding could be based 
on programs, rather than per capita. It was other boards I 
made that suggestion to. 

MS. MORRISON: I would have to see how it is laid out. 
think even block funding by program, if you have very different 
distances and population sizes ... 

CHAIRMAN (Mr. Zoe): Yes, that would have to be taken into 
consideration, but with block funding, if you get into deficit, 
then you have to live within your means. Then with the 
following year's block funding, you would have to eat up your 
deficit. Right now, I believe, if there are any surpluses by the 
boards, they are automatically taken back by the Department 
of Health. 

MS. MORRISON: If it was equitable block funding, financially 
we could not end up worse off because we have the lowest 
funding right now. 

CHAIRMAN (Mr. Zoe): Are there any further comments or 
questions from the committee? Hnot, I would like to thank the 
representatives from the Kitikmeot Regional Health Board for 
appearing before us. Thank you very much. 

MR. MAKSAGAK: Before you quit maybe I could ask a 

coming and the training that is suppose to be in place we have 
been talking about in the Legislative Assembly. Also T.F.N. has 
been discussing it. I cannot say exactly what we are going to 
say, but I agree that we will have to train the aboriginal people 
so that the aboriginal people can govern themselves, especially 
what we have been discussing tonight. I cannot say exactly 
what is in place. However, we will have to start planning that. 
Thank you, Mr. Chairman. 

CHAIRMAN (Mr. Zoe): I think that particular question, in my 
view, is quite important. I think they have to be raised at the 
earliest time as you are doing now. The Legislature has a 
special committee set up to de;,! with health and social 
services. That particular question should be posed and 
commented on to that committee, so that issue could be 
commented on in their report. I think your question should 
also be directed from the board to the Government Leader, and 
it should be copied to Mr. Kakfwi so his department is also 
aware. The T.F.N. people have the Nunavut Implementation 
Commission. I think that particular group would be considering 
those types of issues you are raising now. I believe it would be 
part of their mandate to take a look at what_ is ·required for 
Nunavut. If you board has strong concerns in that whole area, 
those are the people to write to and raise your concerns with; 
the Government Leader; Mr. Kakfwi; our Special Committee on 
Health and Social Services; and, also the Nunavut 
Implementation Commission. I do not know if that is set up or 
not yet, but I think they are in the process of setting· it up. 

MR. MAKSAGAK: Thank you. We will write to them in our 
next meeting and see what answers we can get. Thank you 
very much. 

question? CHAIRMAN (Mr. Zoe): Thank you. Thank you for appearing 
before us. We will take a short break and then we will 

CHAIRMAN (Mr. Zoe): Sure. 

MR. MAKSAGAK: Nunavut is coming. We need training now. 
How can the Health put in more training, with Nunavut coming 
into place? I am asking because it will take ten years or so, 
but ten years is not very far. Even 15 years is not very far. I 
am concerned about how much training our native people can 
get. 

CHAIRMAN (Mr. Zoe): I am from the west, so I will let my 
eastern colleagues comment first before I say anything. Silas, 
Ludy or Kenoayoak? Silas, can you comment on the training 
needs for the creation of Nunavut from your understanding as 
to how or what is suppose to be happening in the Department 
of Health? 

MR. ARNGNA'NAAQ:· I think that all regions are asking the 
same question, where can we find funding for further training? 
I know T.F.N. is coming out with some training funds. That, I 
think, comes from their T.F.N. agreement. Other than to say 
that we, as a territorial government, would be able to find 
funding for further training, I do not know. Being only one 
Member of 24, I do not know how to respond. 

CHAIRMAN (Mr. Zoe): Are there any further comments? Mr. 
Pudlat. 

MR. PUDLAT: (translation) Thank you, Mr. Chairman. I have 
a brief comment to try and answer this. Yes, Nunavut is 

reconvene. 

---SHORT BREAK 

CHAIRMAN (Mr. Zoe): For the record, coufd you kindly 
introduce yourself? 

Presentation by lnuvik Medical Clinic 

MR. LAVOIE: Mr. Chairman, and fellow Members of the 
standing committee. This is Dr. DeKock and she has been 
with us at the clinic for three years. My name is Eddie Lavoie. 
I am the manager of the medical clinic. On behalf of Dr. 
Fellows, I would like to apologize that he was unable to be 
here. He is the owner of the medical clinic, but he expressed 
his wishes to me and, hopefully I will be able to do justice to 
him. I will initiate the presentation and Dr. DeKock will answer 
all your questions. 

It is, of course, a lot easier to criticize the health care system 
than to devise a better one. The lnuvik Medical Clinic desires 
and is committed to enabling the lnuvik Regional Health Board 
and the Department of Health in realizing_ its goals and 
objectives. 

The lnuvik Medical Clinic has always endorsed and supported 
the five principles of medicare as expressed in the Canada 
Health Act, which are: comprehensiveness; universality; 
portability; accessibility; and, public administration. There is 
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nothing in the Canada Health Act which appears to prohibit 
contracting out any health care services to private industry. To 
date, the Government of the Northwest Territories has not 
confirmed the five principles of medicare by enacting them in 
legislation. We believe that it is important that the Government 
of the N.W.T. take the first step to make these principles an 
integral part of N.W.T. law. 

By talking and listening to people within this region, we have 
arrived at a set of simple guidelines which along with the five 
principles of medicare, we believe are necessary for a vibrant 
health care system in this region in the N.W.T. 

1. The public first. Public servants must always put the 
public's interest ahead of their own. 

2. Home sweet home. Medically necessary services must 
be provided in or as near to the patient's place of 
residence as is consistent with quality and cost-effective 
health care. For example, more of the medical services 
needed by the residents of lnuvik should be provided in 
lnuvik and few in Yellowknife. More of the medical 
services needed by the people of Fort McPherson and 
Tuktoyaktuk should be provided in Fort McPherson and 
T uktoyaktuk and fewer in lnuvik. 

3. A time for change. The focus of the health care system 
must be on providing those services which improve health 
outcomes. These outcomes must be defined, 
measurable, subject to analysis and able to be 
independently evaluated. Services which cannot be 
shown to improve health, should not be funded by the . 
health care system. 

4. Sett-determination. Decisions should be made as close 
to the community level as possible. Local people must be 
allowed to shape the local system of health care delivery. 
Government should be prepared to fund coordinators and 
to encourage the creation of health boards. If it attempts 
to force local citizens to participate in schemes designed 
by Yellowknife, then health delivery programs will be 
failures. 

5. The wall. Administrative walls within the ministry of 
health, health care institutions, private clinics and 
educational institutions must be broken down in favour of 
an integrated health care system. 

At this time, I would like to address the specific references 
made to the lnuvik Medical Clinic in section 3.4 of the report. 
I quote verbatim, "In the absence of a master health care plan, 
policies may be working at cross purposes. For example, 
since transfer, doctor cutbacks in the lnuvik Regional Hospital 
has lead to the lnuvik Medical Clinic picking up the slack with 
a complement of five doctors. They work out of the clinic on 
a fee-for-service basis and are doing some work that could be 
carried by nurse practitioners in the region. The costs 
supporting the clinic are significantly higher than nurse 
practitioners. The department noted no observable health 
benefit from the lnuvik situation. 

Also, the department was concerned about damage to the 
delivery system where the expectation of the population is 

based on high cost doctor services, when nurse practitioner 
services would suffice." 

Our concerns are that the department noted no observable 
health benefit from the lnuvik situation. It is the lnuvik Medical 
Clinic's position that this is a flagrant misrepresentation of the 
lnuvik Medical Clinic and the people within this region. This 
can be verified simply by talking to people within this 
community and region. Before the clinic came into existence, 
the hospital recruited approximately 360 physicians in a ten 
year period. In the six years .since the lnuvik Medical Clinic has 
been in operation, there have been approximately 25 
physicians hired. This would include locums replacing 
physicians who are on vacation and/or seek to continue their 
education. 

The concept of the clinic was given birth because of a 
continual complaint. The need to focus on family medicine. 
The high turnover of physicians at the hospital interfered with 
the consistent treatment of patients. My wife had six different 
physicians in a nine month pregnancy. Yellowknife has always 
had the family practice clinics. They do not understand the 
frustration the people within this region experience due to a 
lack of medical continuity. These two examples also heighten 
the problem of medical records and their lack of consistency, 
not to mention the danger of legal liability. We believe that the 
focus on family practice is essential and that the lnuvik Medical 
Clinic is the result of pragmatic concerns within this region. As 
we stated at the Native Health Round Table Conference, when 
you are in need of health services, you need to be respected 
and you need to be treated with dignity. 

The department was concerned about damage to the delivery 
system where the expectation of the population is based on 
higher cost doctor services when nurse practitioners services 
would suffice. We do not believe that damage was inflicted on 
the delivery system within this region. However, we do confirm 
the need for the development of an articulated vision and a 
clear direction for the health system in the N.W.T. The problem 
with the above stated as expressed by the audit report, is the 
belief that there is unlimited billings. Private practice has 
allowed the north to be competitive and to attract quality 
physicians. Although fee for service monies have increased for 
doctors, the money spent on keeping them have decreased. 
For example, the Department of Health was responsible for 
transportation, hospitals hired physicians from England and 
Newfoundland and found them housing, the cost of 
reauitment, advertising, government benefit packages and 
removal packages. The above examples are now financed by 
the lnuvik Medical Clinic. 

Let us not forget that the lnuvik Medical Clinic and health 
transfer opened at the same time. By having quality physicians 
we have aided the lnuvik Regional Health Board and the 
Department of Health in saving considerable costs on 
medevacs and transportation. How can anyone in sincerity 
point a finger and say that one department has been more 
responsible for cost savings than another? 

We recognize the burden on the health care system. One key 
point in creatively working to eliminate the burden is to pick 
logical boundaries rather than imposed viewpoints from 
Yellowknife as to what the boundaries should be. The logical 
solution is not to replace physicians with nurse practitioners, 
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but to have them work together. It is not a question of either/ 
or but the ability to transcend pragmatic self-interest and to 
enhance system integration, coordination and to ensure data 
compatibility by establishing common boundaries for health 
related activities. Specifically, we see the clinic providing 
physicians who will act in a more consultant role. To a great 
degree this is already in effect within the communities. Nurses 
are the prime care givers and offer patients adequate and at 
times exceptional care. However, we must not lose sight of the 
fact that physicians are still legally liable for the patients. 
Though the nurse would be responsible to examine and treat 
the patients under the guidance of physicians, the physician 
may not have direct access to the patient, but they are still 
legally responsible for that patient. 

The cost for physician services would be considerably less, but 
still exist. This model has been implemented to some degree 
in the communities within this region. H this model is 
implemented in lnuvik the total number of doctors in lnuvik 
could decrease. It is important not to lose sight of optimal 
medical care and the need for nurse practitioners to have 
continued training. Unfortunately, there are only two schools 
in Canada that train nurse practitioners. 

In summary, I firmly believe that there is enough evidence that 
a marriage between what is perceived to be two opposing 
systems would provide medical services at a lower cost. We 
are fully aware that change is difficult and that we will all need 
our passports to reality stamped on a regular basis. This 
requires physicians to broaden their perceptions about nurses 
and vice versa. Physicians enjoy both personal and 
professional freedom, but do not shy away from hard work. 
Financial reward in planning is the result of their schooling in 
self-discipline. Physicians are often hesitant and frightened 
about the implications of being an employee. If the ministry of 
health should decide to shift away from fee for service towards 
salaried physicians, then they should encourage funding for 
community-based clinics with employee salaried physicians 
that may have direct links with either specialists on contract to 
community-based health centres. 

Many others within this region have continually expressed 
concern regarding the quality, mandate and the management 
of the delivery of medical programs. Unless we settle on a 
decentralized model for the health system in the N.W.T. we will 
not be able to address the particulars of health at a cost 
savings but will also lose sight of the broader picture which 
includes lifestyle, both personal and social and the housing 
problems we face in the N.W.T. Private industry is a constant 
reminder that only by cutting the strings of government 
dependency can we empower the system to move beyond 
expensive band-aids. 

On behalf of Dr. Fellows and all of the physicians at the clinic 
we are committed to working with the lnuvik Regional Health 
Board, hospital, nursing stations and the people within this 
region in rediscovering appropriate levels of resources to 
ensure solutions to the problems which exist are the present 
requirements. Thank you. 

CHAIRMAN (Mr. Zoe): Thank you. Are there any comments 
or questions from committee Members? You made reference 
to salaried doctors in your statement. Can you elaborate with 
regard to salaried doctors versus fee-for-services? 

MR. LAVOIE: Yes. I did mention fee-for-service physicians in 

a couple of different areas. The comment I made was that the 
cost had gone up in one area, but had decreased in another. 
I also made reference at the end with regard to private indus:ry 
in relationship to physicians becoming salaried. If that was a 
possibility in the future, then what should happen is that clinics 
who hire salaried physicians, if this is the direction the N.W.T. 
takes, should be supported and sponsored in bringing this 
about. 

CHAIRMAN (Mr. Zoe): Are there any further comments? Mr. 
Whitford. 

MR. WHITFORD: In the Auditor General's report there was a 
reference to "The N.W.T. Way". Have you heard of this? Do 
you have an understanding of "The N.W.T. Way" for the delivery 
of health? 

MR. LAVOIE: In all honesty I have never seen the report. 
After the first speaker I asked someone exactly what it was. I 
have heard rumours about it. Presently we live in a society 
where we are looking at the Strength at Two Levels and 
decentralization and that the health system would possibility fit 
in there somewhere, removing itself to some degree from 
physicians being the prime care giver to nurse practitioners. 
This is a grey area which has not been defined. This is all that 
I know about it. I have never seen the document. 

CHAIRMAN (Mr. Zoe): Mr. Whitford. 

MR. WHITFORD: I was intrigued with some of your more 
broader initial statements about bringing the medical service to 
the people, instead of the people going to the service. I have 
been to both. If we had all the money in the world we 
probably could do precisely that. I wondered to what degree 
do we level this out at? Instead of going to Yellowknife we will 
go to lnuvik, that is just creating another Yellowknife. Then you 
went on to say that instead of going to lnuvik we will deliver the 
service into McPherson, then the people in Arctic Red River say 
they do not want it there, and the ·people in Snare say they do 
not want to go to Yellowknife. Where do you draw the line? 

MR. LAVOIE: In all honesty, from a management perspective, 
and Dr. DeKock would have to answer that from a medical 
perspective, the line for empowerment is a fine line. In all 
honesty, I do not know where that is. I do know we live in a 
time when all people want to be empowered and all 
communities want to be empowered. The way to define that 
is, obviously you cannot duplicate costs and you cannot in fact 
make one centralized over the other, but at the same time 
people realize there is a certain reality. I think that basically all 
people are willing to change. When I look specifically with 
regard to people, I know where the health programs affect 
them directly, such as the patients and the doctors. How do 
you get people to see each other as partners working together 
instead of saying that they want it in lnuvik or in Yellowknife? 
When people see themselves as partners there is at least a 
greater tendency to work together and perhaps have a little 
more creativity on how that happens. I think it would be foolish 
for me to think that I, myself, in lnuvik would be able to define 
that because in reality all I know is that like all people we want 
to be empowered, we know that change is there and we know 
to some degree we have to wrestle with that. 
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CHAIRMAN (Mr. Zoe): Dr. DeKock. 

DR. DEKOCK: I think from a practical point of view we have 
that to a large extent. We are giving as much medical services 
in the smaller communities as are practically possible. There 
are some things which have to be done in a larger centre. 
There are some things we cannot do here and that is done in· 
Yellowknife at the moment. I personally think from a practical 
point of view, that the system works reasonably well at the 
moment. 

CHAIRMAN (Mr. Zoe): Mr. Whitford. 

MR. WHITFORD: I am intrigued with this particular concept. 
As I have stated earlier, I have been in both places. I am sure 
that many people in the north have been there also. Getting 
services to the north is a milestone. We have achieved that in 
the last 15 years. We have had to go to southern parts of 
Canada to obtain services which we are now bringing north 
and establishing them in various centres. As physicians I am 
sure that you need a certain number of cases to be able to 
work proficiently. I hate to use the example of a mechanic, but 
if you have never worked on a certain type of car for years, you 
lose touch. I am sure that this is the same with physicians. 
We have finally recruited an orthopaedic surgeon. The 
orthopaedic surgeon says that we need to do so many 
operations of a certain type in order to keep proficient. If you 
do not have those then we cannot have that service here. We 
are bringing services north but we cannot have an orthopaedic 
surgeon in every community. We put them where we can 
make. the most use of them. Perhaps lnuvik can specialize in 
one type of service and get really good at it, and rather than 
sending patients to Edmonton we would be able to send them 
to lnuvik. Would something like this be practical in our system 
today? 

DR. DEKOCK: For example if we were to put a neurologist in 
lnuvik, we do not have one in the Northwest· Territories at the 
moment, this would mean there would be a lot of travel for all 
of the other communities. Probably more than what we have 
at the moment. It would involve a lot of travel and 
transportation costs to get people to lnuvik. Rather, if we had 
someone for example in Yellowknife, it would be more central 
for all of the communities to reach. I really think that the 
system we have at the moment works very well. We have 
specialists in Yellowknife. For us it seems to work well. We do 
a lot of general things in lnuvik and we have enough cases to 
keep up with. None of us are specialized and we have to send 
those people out. I think the system at the moment with 
Yellowknife being the specialist centre seems to work quite 
well. 

MR. LAVOIE: To confirm what Dr. DeKock is saying, at least 
from a management perspective, I think that one of the 
problems and not only in the N.W.T. but also in the rest of 
Canada is that no province has taken the five principles of 
medicare . and said, "Do we really believe in these and 
emphasize all five equally?" The reason I state this is because 
I think to some degree they are like a compass. We all get off 
track. It does not matter if you have a strong centralized 
system in Yellowknife or have a strong decentralized system in 
all of the communities, at some point they will get top heavy as 
well. They act like a compass and a reminder for all of us in 
which direction we are going and are we putting too much 

emphasis on one over the other? I do believe that from d 

management perspective, at least the five principles confirm 
and support the medical perspective that it is not an either or 
I have a tendency to avoid the either/or. 

CHAIRMAN (Mr. Zoe): Are there any further comments? My 
understanding of the Auditor General's report, and in particular 
to the section which makes reference to the medical clinic in 
lnuvik, the Auditor is saying that the Department of Health doos 
not have a master plan. There is no plan in place. There is no 
model. The understanding of the witnesses who have 
appeared Qefore us is varied. It also appears that the boards 
do not know what it is. It is my understanding of this report 
that since we do not know where the Department of Health 1s 
going and there is no master plan in place, when we asked the 
Department of Health to explain it, they emphasized that "The 
N.W.T. Way" is going to put the nurse practitioners as front line 
health deliverers. 

You have made comments that they should not be the frcnt 
line workers, but rather that they should be working 1n 
conjunction with the private medical clinics and the doctors. 
I think the Auditor General, when looking at our system, was 
also looking at other jurisdictions when he made those 
observations. I know that other jurisdictions are having a lot of 
problems in terms of the health care systems they have rn 
place .. Their costs are skyrocketing. More and more they are 
looking at our system because the nurse practitioners are the 
ones who are going to be the front line health care givers. The 
thing which intrigues me is that although the department rs 
telling us this, many ordinary people on the street do not know 
what the N.W.T. model is. 

You indicated that you had just heard of ''The N.W.T. Way" thrs 
evening and that you do not know what it is. I did not eith~r 
I had heard about it, but until we had various witness13s 
appearing before us, it all varies between regions. Everybody 
has a different interpretation as to what it is. I do not think that 
any of the committee Members exactly know what ''The N. W T 

Way'' is. My understanding from that is that the nurc:e 
practitioners are supposed to be the front line health care 
givers. That is because the department has also been 

· monitoring the other systems. We see across the country that 
health care costs, especially in doctor's fees, are high and 
other jurisdictions are starting to inquire into our system. Many 
of our own people do not know what our system is. We are 
having problems in this area. 

I am trying to understand what you are saying. How can you 
make these two work together? Dr. DeKock. 

DR. DEKOCK: In the smaller communities we do have nurs13 
practitioners in place and they do the major portion of the 
work. The physicians go in and consult on cases that they 
cannot deal with. They can phone, and if it is an emergency, 
we will medevac them out. I am not sure exactly how they are 
seen in places like lnuvik with a population of 3,000. Do they 
want to kick out the five physicians and put in five nurse 
practitioners and have a physician from Yellowknife come up 
every two weeks, and then medevac the rest of the people? 
Medevac costs are quite frightening. I am not sure in the end 
that it is not going to be more cost effective to have some 
physicians in place, perhaps decrease the numbers, to bring 
in some nurse practitioners. I cannot see that you can, for a 
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place the size of lnuvik. take out all of the physicians, and run 
it from Yellowknife. 

CHAIRMAN (Mr. Zoe): Where would you find that balance? 
My colleague, Mr. Whitford, was trying to ask about where the 
balance is? 

DR. DEKOCK: There are many things which we see that I do 
not think a nurse would be comfortable with. She would want 
to phone a doctor and consult. She would also like the doctor 
to see a number of the patients also. There are some things 
which we get called out for, which is expensive, but could be 
handled by a nurse practitioner. In general, I do not think you 
can cut out all of the physicians. You might be able to 
decrease the numbers, but for lnuvik which has to cover all of 
the settlements around, you do need some doctors in place. 

CHAIRMAN (Mr. Zoe): I would like to get back to the Auditor 
General's comments. He indicated that some of the things 
which the clinics are doing could be done by the nurse 
practitioners. The costs associated with doctors versus nurse 
practitioners is lower. Do you agree with part of that statement 
which the Auditor General made? 

DR. DEKOCK: Yes, I do. However, I do not think they are 
looking at the other side of the coin. What about those 
patients that they cannot see, are not happy to see, or are not 
sure what to do? What is going to happen to those patients? 
They are going to have to be medevaced to Yellowknife or 
Edmonton. I think in the end that is going to be a very large 
cost which has not been looked at. It is very easy to say, 
''T aka out the doctors and pu,t in nurses because they are 
cheaper." However, I do not think the complications from this 
have been looked at. 

CHAIRMAN (Mr. Zoe): I am not too sure if this is what he is 
trying to say. I am trying to read between the lines. I think he 
is trying to indicate to us that the cost for fee services is high. 
In my view, I think this is the point he is trying to make. I am 
not too sure if the committee Members are trying to read 
between the lines or not. It appears that the costs for doctor 
services is getting quite high. He is implying that those costs 
should be revisited and seriously looked at. He does not say 
this directly, but indirectly. This is my interpretation of what he 
is trying to say. 

MR. LAVOIE: As someone who works with physicians, the 
only thing that I can say in regard to this is that again, it is not 
a question of either/or. I think that this is a valid concern and 
it is a concern which should be brought up and looked at. I 
think where the problem is, at least from our side, is that to 
some degree it is suggested that somehow the physicians are 
the pirates taking away the bounty from the ship. In reality, all 
they are saying is that fine you have a concern, but involve us 
in the process. If you are concerned about costs, we have 
shown in other areas that we can be just as cost efficient, 
effective or thoughtful as you. So, let us get together on the 
process. We are not the enemy. To some degree the 
suggestion that also comes up is that instead of developing a 
process where the two groups work together to define these 
boundaries, what has happened is it is an imposed boundary 
put upon us saying these are my waters and you had better 
not cross them. From working with physicians, I know there is 

a willingness to change and to look at the issue. I think this 
has to be respected. 

CHAIRMAN (Mr. Zoe): Are there any further comments from 
the committee? Mr. Arngna'naaq. 

DR. DEKOCK: Before moving on, some mention should be 
made of negotiations in place at the moment between the 
Medical Association in Yellowknife and the Department of 
Health about fee-for-service. I have a feeling that comment has 
also got something to do with this. There has been a lot of 
back and forth and there has been no consensus on it so far. 
We are an isolated group who are still fee-for-service and I 
think we are a bit of a thorn in the side. We have not come to 
any clear conclusions there yet. 

CHAIRMAN (Mr. Zoe): Thank you. Mr. Arngna'naaq. 

MR. ARNGNA'NAAQ: I was trying to write down some of the 
points you were making during your presentation. One of the 
areas I was not able to keep up with was titled "Time for 
Change." Can you recap that section of your presentation for 
me? 

MR. L.AVOIE: The focus of the health care system must be on 
providing those services which improve health outcomes. 
These outcomes must be defined, measurable, subject to 
analysis, and able to be independently evaluated. S~rvices 
which cannot be shown to improve health should not be 
funded by the health care system. 

MR. ARNGNA'NAAQ: Is this a recommendation you have 
made to the Department of Health or is this something which 
you believe? 

MR. LAVOIE: This is the perspective I think the clinic works 
out of. They basically believe that this is what keeps the vitality 
going with regard to bringing physicians here and also that 
what we hear within the region as to what people want. We 
asked, 'What are the boundaries and who says where they 
are?" In a sense, what we were saying is that in this time for 
change, let us define and measure these boundaries together 
and not the either/or situation. 

MR. ARNGNA'NAAQ: Mr. Chairman, has the department 
asked for your direction or input in this area? 

MR. LAVOIE: Not to the clinic personally, no. I know that, in 
fairness to the health board, often there has been questions 
and there is some form of relationship which I think is fairly 
positive. With regard to Yellowknife, the only time I think there 
was, was with regard to communities and the fee-for-service. 
When the deputy minister came up this was the only time that 
I know of personally. 

CHAIRMAN (Mr. Zoe): Other than that there was no 
consultation between the department and the private clinics 
esp~cially here in lnuvik? 

MR. LAVOIE: No. 

CHAIRMAN (Mr. Zoe): 
Arngna'naaq. 

I am quite surprised. Mr. 
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MR. ARNGNA'NAAQ: The management response as far as 
the Auditor General is concerned, says that "the department, as 
part of its ongoing operations, will continue to monitor the 
provisions of professional services." What kind of monitoring 
model would be appropriate for the G.N.W.T. as far as private 
practitioners are concerned? Is there a level where their 
monitoring would go too far or is it close enough as far as you 
are concerned? 

MR. LAVOIE: I can only voice what I believe my employer 
thinks and hopefully I do justice to that, as well as the people 
who work with us. We go back to one of the principles of 
medicare, public administrations. We believe that public 
administration does not just mean private enterprise or 
industry, but also means that government has a right to be 
involved and, in this instance, to give it some form of direction. 
We try to respect both points to the best of our ability. I think 
if we were to take the lnuvik situation which has begun, for 
example, in the communities themselves, the physicians 
receive a per diem. There is no fee-for-service whatsoever in 
the communities. In lnuvik there is a fee-for-service. I 
personally feel that this was an extremely creative approach in 
the sense of having both together. It is not an either/or 
situation. I think there are many other situations probably 
where things like this could be worked out. I think the people 
in the communities are more or less happy with the service 
they are receiving. It is also new ground which has to be 
broken with regard to the relationship between physicians and 
the nurse practitioners. Where do they want to be in five 
years? Where does the health board want this whole approach 
to be? At least it has begun. I think that this is a good model 
of showing how the two can work together. 

CHAIRMAN (Mr. Zoe): Are there any other comments or 
questions? Mr. Whitford. 

MR. WHITFORD: I have a question with regard to 
decentralization. Health insurance services are going to be 
decentralized to two regions, lnuvik and Keewatin. This should 
take place soon. That section looks after the payment of 
doctor bills. Are there any direct benefits that you see by 
having the division decentralized to lnuvik? Would this be 
better? Is this going to improve the service for doctor billings? 

MR. LAVOIE: I personally have a bias. I like the decentralized 
system. But, I do not think that we will directly benefit from it. 
I think the only way in which we will benefit from it is instead of 
walking to the post office and mailing our billing cards, perhaps 
we can now walk across the street and give it to the clerk. This 
is probably the only way in which we will benefit. I do believe 
that the decentralized model is a good model. This is a sign 
of it coming into play and it has to happen in other areas as 
well. 

CHAIRMAN (Mr. Zoe): Mr. Whitford. 

MR. WHITFORD: This goes back to your initial statement. 
have heard it about three times, but I keep missing it. It is with 
regard to the improvement of health services to the territories 
and if we cannot improve it, we should not continue. What 
exactly do you mean by this? 

MR. LAVOIE: Is that when I refer to the outcomes must be 
defined? 

MR. WHITFORD: No. 

MR. LAVOIE: Services which cannot be shown to improve 
health should not be funded by the health care system. 

MR. WHITFORD: Can you give me an example of this? 

AN HON. MEMBER: Smokers. 

MR. WHITFORD: Smokers should pay their own medical 
health bills. 

MR. LAVOIE: I was not taking it in that broad of a context. 

--Laughter 

MR. WHITFORD: I would like an example of what you meant 
by your comments. 

MR. LAVOIE: I come from management bias and I am saying 
that instead of everybody saying this is what I feel and this is 
what think, and this is what I would personally like, I am saying 
that there must be some way to define and measure what is 
good for the system and what is not. Without that sort of 
definition and measurement, what will happen is that the 
majority will win, or the one who pulls the hardest regardless 
of what system is put in place. I cannot give you a specific in 
regard to which one perhaps should be removed. I do believe 
that something can be defined so that in fact that it can be 
looked at as to whether it is empowering the system or not. 

DR. DEKOCK: Something which is not in place at the moment 
but was done before was that people were routinely given a 
chest X-ray for tuberculosis. It has been shown that this is not 
worth it and it has been stopped. At the moment, we are not 
looking at these types of things. We need a little prod now and 
again to start looking to see what is necessary and if there are 
things which we can throw out. 

MR. LAVOIE: I did hear of one the other day, somebody was 
saying that there were five physicians for the delivery of a 
baby. This is a good example, do you need five physicians? 
That is probably quite easy to measure. I had not thought of 
it until now. 

CHAIRMAN (Mr. Zoe): Thank you. Are there any further 
comments or ,questions? Ludy. 

MR. PUDLUK: I have a short question. The Auditor General 
said that the government needs to set performance standards 
to evaluate how well doctors are doing their job. Can you 
comment on that? What sort of standards should be 
developed? 

CHAIRMAN (Mr. Zoe): My colleague is asking with regard to 
performance standards. I believe that we do not have any 
performance standards within the Department of Health for 
doctors. What type of standards would you recommend that 
they develop? 

DR. DEKOCK: Traditionally doctors are evaluated by their 
peers. I think this is probably the best way to go about it. I 
think most doctors would have a problem being evaluated by 
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a non-professional or a non-doctor. I cannot see what you can 
base that on. 

CHAIRMAN (Mr. Zoe): I understand what you are saying, in 
terms of the conduct of their membership and code of ethics. 
I think the Auditor General is trying to say that the government, 
the employer, and the doctors are either salaried or fee-for
services, they are our employees and we should have some 
sort of monitoring process in place. At the moment, we do not 
have one, a standard performance for doctors. 

DR. DEKOCK: I think this is one of the problems with salaried 
doctors, you take away part of the motivation or incentive. At 
the moment, with the fee-for-service, you work hard and you 
get your money. With a salaried position the government 
would like to see whether or not you are doing your work. I 
am not sure how they can do that. I have no idea. 

CHAIRMAN (Mr. Zoe): If I am correct, do they not have 
certain standards set for nurses? I think the Department of 
Health has a certain monitoring process for nurses. I think they 
are looking for something similar to this for doctors, either 
salaried or fee-for-service. These performance standards have 
not been developed yet. 

DR. DEKOCK: I do not know how one will do it. Are you 
going to monitor to see how many patients a doctor sees in a 
day, or how many appendices you take out in a year and if that 
is enough, or if that is too much. I do not know. 

CHAIRMAN (Mr. Zoe): tt I am paying for a service I would like 
to know if they are doing this. A hypothetical situation is how 
would I know as your employer? You give me the bill and you 
expect me to pay you, do I have to take your word for it? What 
is being suggested is that there has to be a process in place 
where we can measure the performance of doctors, either 
salaried or fee-for-service. That component of it is not there 
right now. This is what the Auditor General is saying. 

DR. DEKOCK: If you look at doctors in other places who are 
salaried and work in hospitals, there is nothing like this in 
place. You work, you have a certain amount of things to do 
and you do them. I do not think that this is a general thing. 
There is always so much work that you cannot do anything but 
perform. 

CHAIRMAN (Mr. Zoe): In my view, the suggestion being 
made is a good one. I think this process has to be developed. 

DR. DEKOCK: I am not sure that you will ever be_ able to. 

CHAIRMAN (Mr. Zoe): I am not sure about other jurisdictions 
but the suggestion which is being made is a good one. If I 
was the employer, I would like to know what I am paying for 
and I would like to have a process in place so that I can 
evaluate. Standards have to be set to evaluate certain people. 

DR. DEKOCK: I think there are two things which could be 
looked into. First of all, one could start by going and looking 
at other hospitals where doctors are paid a salary each year to 
see if they do have something in place and how they feel about 
it. Up until now, doctors have never been monitored like that. 
I am not sure that it will go down all that well. The second 

thing would be that the patients would be the ideal ones tc 
give you feedback. 

CHAIRMAN (Mr. Zoe): Can you elaborate? 

DR. DEKOCK: Perhaps something like patient surveys to see 
what the patients feel about doctor's services. Did they get 
enough attention, care and time? 

MR. LAVOIE: With regard to what Dr. DeKock was saying and 
from a management perspective, not from the medical side, I 
do think there is some common ground in a sense that both 
physicians and management would be concerned about 
liability. How do we eliminate risks so that both the physician 
as well as the hospital are not held accountable from a liable 
perspective. Probably within that context with putting it in a 

· broader perspective, that in one sense you would have peers 
evaluating peers, but on the other hand, you could have a 
discussion type of relationship between management and 
physicians with regard to how we do, to eliminate this risk 
management, both for the hospital and for yourself as a 
physician. Probably some kind of appraisal or standard could 
be developed from that perspective. 

CHAIRMAN (Mr. Zoe): The Auditor General indicated that the 
department needs a contract with standard performance criteria 
to assess the effectiveness of work practices, utilizing health 
care costs, achieving a more economical and efficient use of 
resources and demand tools to assess and reward good 
performance. He is indicating that this process has to be 
incorporated into the contracts and also incorporated with our 
salaried doctors that we have. I think we have one or two. I 
think this is the point he is trying to make and that it has to be 
done in conjunction and consultation with the boards. 

MR. LAVOIE: To some degree this is done already in the 
lnuvik region. When we hire a physician, the physician not 
only signs a contract with the lnuvik Medical Clinic, but also 
signs a contract for what we call "quality assurance." I am not 
saying that this does riot have to be defined more and re
evaluated. At least what it does, is heighten the awareness of 
the physician who is coming that there is an appraisal with 
regard to what is required to receive privileges at the hospital. 
Obviously, we will find the pros and cons of it and · be able to 
see where it is working and where it is not working. I think it 
has been implemented and the physician is being evaluated, 
not just by peers, but by the employer, by the hospital or the 
board as to whether or not they are meeting certain objectives. 

CHAIRMAN (Mr. Zoe): Are there any further comments or 
questions from committee Members? If there are no further 
comments, I would like to thank the lnuvik Medical Clinic for 
appearing before us. We appreciate your comments and your 
presentation this evening. Thank you very much. 

We will hear from the lnuvik Health Board and the I.R.C., 
lnuvialuit Regional Corporation, tomorrow morning. With that, 
I adjourn until 9:30 a.m. tomorrow morning. 

---ADJOURNMENT 
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STANDING COMMITTEE ON PUBLIC ACCOUNTS 

INUVIK, NORTHWEST TERRITORIES 

JANUARY 28, 1993 

Members PreMnt 

Mr. Amgna'naaq, Mr. Whitford, Mr. Zoe 

Chairman'• Opening Comments 

CHAIRMAN (Mr. Zoe): I would like to call the Standing 
Committee on Public Accounts to order. We are recx:,nvening 
our meeting, a oontinuation from yesterday. We are dealing 
with the report of the Auditor General, a comprehensive audit 
of the Department of Health. Our first witness appearing this 
morning is the lnuvik Regional Health Board representative. 
Could I ask the representatives to oome up to the witness table 
and introduce themselves for the record. 

PreMntatlon by lnuvlk Regional Health Board 

MS. HANSON: Good morning gentlemen, and ladies and 
gentlemen of the public. I am Dale Hanson. I am chairperson 
of the lnuvik Regional Health Board. With me I have our chief 
exea.Jtive officer, Wendy MacDonald. 

First of all I would like to thank the standing oommittee 
Members for allowing us this opportunity to speak to you in 
regard to the audit of the Department of Health. 

We, as the providers of health care, understand and realize that 
16 per cent of your overall budget is spent on the health care 
of the people of the Northwest Territories. We thank you very 
much for your care, ooncem and understanding that the care 
and quality of care of the people of the Northwest Territories 
has to be one of the foremost items for government to deal 
with. 

The audit itseH, we believe, has thoroughly assessed the 
Department of Health. Basically, with one minor exception, we 
agree with the report and reoommendations. 

I will be addressing six major points in my presentation. Then 
Members, please feel free to ask as many questions as you 
feel you need to. 

At. the time of transfer, health care was turned over to the 
Northwest T armories. Really what has happened is we have a 
system in its infancy. We were given a job to do. We 
immediately took that job and ran with it. Unfortunately what 
has happened, I believe, is that we were all so busy doing that 
we were not busy thinking. Now is the time to sit back and 
reflect, and to find out where we should go from here. 

The hospitals and the boards were left with an enormous task, 
as was the government, as was the department. I suppose it 
is analogous to a child. The boards and the departments are 
in their infancy. I believe that over the last four years what has 
happened is that we have been able to get past the being 1ed 
and diapered stage, and are now at the ienible two· stage. 

What we are doing is fighting and kicking for our 
independence. Every time someone tells us we cannot do 
that, we say "yes, we can• and "yes, we are going to." I think 
where the problems arise in that is that not only are the boards 
in that stage of the ,emble twos", but so is the department. 
Therefore, we have two two-year-olds fighting, kicking and 
wanting the same · things and not knowing how to get it. I 

believe we need the strong, firm, gentle and caring hand of an 
adult to lead us and to show us that we can each get our own 
way, but we have to do it in a sensible fashion. 

That leads me to point one of the Auditor General's report. 
That being that, I believe sirs, it is your responsibility as the 
Govemment of the Northwest T enitories, to provide us with a 
health care model. That model must be a priority of this 
Legislature. Right now, fll/8fY board across the territories and 
the department is functioning as an entity unto itself and there 
is no set model that we are following. You have made 
reference to your remarks last night to "The N.W.T. Way'', which 
1 am sure you will ask me about later. That is one model, but 
it is only one model. What we have to do in oonsultation with 
the people of the territories is to decide which model we want 
to follow. We have to make that decision and we have to make 
it soon. 

The idea of having a health care model leads us into the 
second point. 1 believe one of the major faults we have is that 
there is no plan. Therefore, what is happening again is 
because we are all in our infancy we are all trying to develop 
our own plan. What happens is that lnuvik Regional Health 
Board, for example, goes about doing its planning, but our 
plan does not necessarily fit into the department's plan, and 
it does not fit into Stanton's plan, and it does not fit into the 
Keewatin's plan. So, oonsequently, once again, what we have 
is disoord. 

Un1ortunately, not like the Members of the Kitikmeot, I cannot 
say that we have experienced a smooth working relationship 
with the Department of Health. We have not. Kicking and 
sa-eaming seems to be what both of us do well. I am not 
proud of that fact but I think things have improved over the last 
while, but I really believe it is part of the growing process. 

When we have a plan, I believe that all boards then can make 
decisions based on what the people of their region want and 
need, and it can be fed into the way the department oversees 
things because accountability has to ·be there. That will, in 
tum, teed into the model of health care that yourselves are 
purporting to the Legislature. It is very important, we believe, 
that the plan be done and it be done immediately. I believe 
that this partia.ilar report is probably the start. What I hope 
happens out of this report is that your recommendations go 
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back to the Department of Health, that we are given specific 
time frames when these recommendations must be 
implemented and that this report is not simply put on the sheH. 
I also think that at this partia.ilar time one of the things that has 
also happened is that we have had many diffefent types of 
evaluations, reports, reviews or whatever you want to call them. 
I think that is fine. I think a time for self-reflection is very 
important, but I think it is time now that we stop aiticizing. It 
is time that we work together in a constructive manner and 
took these management reports, put them together and let us 
find where it is we are going. 

That brings me to point three which is the M.O.U. I cannot tell 
you how good I tell at the last standing committee that I 
addressed when I believed the M.O.U. was going to come to 
be. I trunk once we have very dearly delineated roles and 
responsibilities for the government, for the department and for 
the boards, then we can all get about the business of providing 
quality health care for the citizens of the Northwest Territories. 
We are not going to spend our time, energies or our money 
duplicating services and fighting with each other. 

This partia.llar memorandum of understanding, however, is not 
going to be a simple task. It is going to be a very difficult task. 
It is going to be a fairly lengthy task and it is going to be an 
expensive task. I realty believe that it is time that monies were 
spent in this kind of venture. It is very important that now tor 
tour years we have all been operating with our own ideas of 
what is right. It is going to take us a short time, hopefully not 
four years, to sort out what realty is right. 

Once again, leading me back to the plan, the role, the model. 
Every point that I think the Auditor General has come up with 
is valid, but it all leads back to the one thing. Until we know 
what the model of health care is that we want in the Northwest 
Territories, and until there is a plan in place to make sure that 
happens, we are all going to be going in many directions and 
wasting a lot of time, energy and money. 

The Department of Health - I will admit to you that I am one of 
the people who feel the Department of Health stands in our 
~ many tii:nes - has many competent and caring people 
who work in it. I truly believe that part of our problem is, once 
again, that their time and energies have never been focused on 
how to help boards. Right now, once again, I go back to my 
analogy, they are struggling with wanting their piece of power 
as we are struggling with wanting our piece of power. 
Therefore, that focus has to be clearly outlined and some 
change of thinking and philosophy has to go on at the 
departmental level. We need the department, I would never 
say we do not. We need them to be consultative, we need 
them to be our helping hand and support, we need them to be 
there when we need them, we need them to be there also to 
be our form of accountability because like it or not everyone is 
acoountable to you, sirs. 

In the development of an M.O.U. it is very important that the 
boards are able to have a great amount of input. At the 
present time, I know that the Northwest Territories Health Care 
Association has been given a mandate to find a consultant to 
begin the proc:ess of the M.O.U. I think that is fine. We need 
someone from the outside who is not embroiled in the 
discussion and the debate to look at this logically, and try to 
pull together some semblance of order. In that process, I 

would sincerely hope that what happens is that that consultant 
spends a great deal of time with the boards because every one 
of the boards in the Northwest Territories has different needs, 
different wants and different desires. I think somehow we have 
to be able to address that, as well as coming out with a very 
clear line of role delineation. 

One of the other areas that the Auditor's report addresses is 
physicians. Once again, I go right back to what kind of model 
of health care do we want in the Northwest Territories? Do the 
physicians have the southern model that we have now, or do 
we go to a different kind of model where I am not saying we 
will ever do without physicians? Of course we will not, but will 
they play a different role in the health care system? Right now, 
I believe, that what we have done is transported a southern 
model. into the Northwest Territories as far as physicians are 
conoemed. Unfortunately, we have done it now for a number 
of years and it is going to be very difficult to change because 
in our communities, if there is a doctor in the community 
everyone wants to see the doctor and they have that right. 
When I start to talk about physicians, and I will in a moment, 
once again coming back to the model to the role, we as a 
board, you as a government, are going to have to do a great 
amount of educating of the citizens of the Northwest Territories 
once we have decided on that role so they understand what it 
is that they are not getting second class care because they see 
a nurse practitioner, tor example. I think we have a great 
selling job to do. 

As a health board we have a contrad with the lnuvik Medical 
Clinic. I will reiterate Mr. Lavoie's statements from last night 
and say until such time as we had that contrad · we went 
through doctors like there was no tomorrow. Since we have 
had that contrad we have had some consistency with the 
numbers of physicians who have not only been here at the 
hospital and in the town of lnuvik, but also consistency of the 
physicians travelling out to the communities so that one 
physician sees a community or goes to the same community 
for their entire length of time here. The people in the 
communities realty appreciate that. They get to know the 
physician and the physician gets to know them, which is 
equally important. Therefore, they are feeling more 
comfortable with that system. So, consistency is an important 
thing when we start talking about physicians. 

There are a couple of areas that we need to address. As lay 
people, yourselves and myseH, not being medical people, we 
suffer from the doctor/God syndrome. In other words, if the 
doctor tells me this is it, this is it. He or she must know. We 
have to educate our people to ask questions. We have to 
educate our people that they too are infallible, and the only 
way we can do that is to ensure that our physicians are made 
accountable. When a physician tells you that you have 
something and that you need this, you simply acx:ept it. 
Because that physician is nice to you and kind to you, you 
acx:ept that what they have done or said is probably the very 
best thing that oould happen. However, if there was a peer 
review of physicians possibly what has happened is that 
another physician might say to that physician, it may have 
been better to do this or that or whatever. We do not know 
that, we are lay people. They have the education and the 
expertise to know. 

One of the problems the health boards have is that we have 
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the responsibility to aedential these people. I have to say to 
you- I think that is a very difficult task. As a lay person, I have 
no idea whether they are capable of doing what they tell me 
they are capable of doing. We have to rely on the physicians 
ourselves and our C.E.O. to tell us if that is right. I teal that is 
a very inadequate service, because when you work closely with 
someone you are not about to tell them •1 do not think you 
have the skills to do that too readily.• Especially when you 
have professionals like physicians who have a professional 
etiquette they must tollow. 

Therefore, I see an opportunity here for the Northwest 
Territories to develop their own college of physicians and 
surgeons. That partia.dar college would do several things. 
First of all, the health boards could use it to aedential. In other 
words, we would ask them to come and visit our hospitals in 
our communities and first of all tell us what kinds of functions 
should be going on in our facility. Then we would send them 
to see our physicians, and we would say you as professionals 
tell us what you believe these people can do. Then, as a 
health board we would feel a whole lot better about saying yes, 
go ahead and do it in our facility. 

This same partia.llar college could look after making sure there 
was some accountability for physicians. They could ensure 
that, for example, peer reviews were done. They could ensure 
that audits were done on physicians' charts. They could 
ensure that physicians were tollowing through with the 
requirements of quality assurance and accreditation. That way, 
we have a group of peers reviewing their peers. We would not 
have many lay people trying to tell a physician how to do their 
job, which is what it is seen as now and it does not work. 

I also believe that this college of physicians and surgeons 
would allow us the external affiliations with our sister provinces, 
the territories and the southern universities. 

We, at lnuvik Regional Health Board, at the moment enjoy a 
teaching relationship with both McGill University and a 
specialist relationship with the University of Alberta, 
relationships that we would very much like to carry on. I 
believe thaUhe quality of the young doctors we get coming 
here is good, and I think that the experience that they gain by 
coming to a place such as lnuvik and its surrounding 
communities to practise is invaluable, but it is expensive. It is 
something that is not built into our budgets, yet it is a very 
valuable resource. We can attract physicians to the territories 
if we have given them the opportunity to be here and to see 
what we are all about and to show them that we are not a 
group of peoples who live in the dark ages. Therefore, I think 
we do have more response from our medical clinics down 
south. 

Quality assurance is a very important aspect of any health 
board. It is very diffia.ilt for the health board to ensure quality 
of S8fVice with the physicians. They are very busy people. 
The debate is on now whether or not physicians should be 
salaried or whether they should be tee-for-service. I see 
benefits to both. I have a real concern that it has to be 
something that is negotiated, once again, going back to what 
model of health care do we want and how do we feel into that, 
what is the plan? In that way we are not left out on a limb to 
fend for ourselves. To enter into considerable argument with 
the department in Yellowknife as to whether we should have 

tee-for-service physicians or whether we should not. 

In passing, I would like to say that I believe right now in the 
lnuvik region we have a good working relationship with lnuvik 
Medical Clinic We have a group of physicians who care about 
the people of the region, and I would do everything as a health 
board to ensure that continues. 

One of the other issues that came up in the Auditor General's 
report was the information systems. I listened last night to two 
groups of people telling you that the information systems had 
to change, and I will reiterate that. Right now what is 
happening is that everybody is on a different system, people 
cannot collect data, we send off our reports to Yellowknife, they 
all have to be changed into a different system in Yellowknife so 
they can be read and interpreted. · What a waste of time, 
energy and manpower. It is time to stop the penny pinching 
about the information systems and for everybody in the 
Northwest Territories to be on the same one so we can 
electronically transport information back and forth. The people 
out in our stations collect information by hand. It comes into 
us in the hospital. We have an information system that puts it 
together in a package, but it is no good to anybody but us. So 
what good is that? It is lovely for us, but if Yellowknife wants 
that information we send them our hard copy and somebody 
has to re-enter that into their system so it can be recorded. 
Consequently, we now have three different times that that 
information is changing hands and errors are made. I believe 
that is something that has to happen immediately, .that we do 
have to get on with an information system and it is going to be 
expensive. 

One of the other things that probably was not addressed 
specifically in the Auditor General's report that I would like to 
speak to you about is the policies developed by the 
government, possibly without enough consultation from the 
field. What happens is that policies are made and then the 
board is left to ensure that these policies are administered. In 
some cases, in the business that we have, this causes us a 
great amount of concern. It complicates our operations, it 
takes our time and it lowers our productivity. A perfect 
example is hiring. Right now we have to get special 
permission to go south to hire nurses. We know that in the 
Northwest Territories right now there are not enough nurses to 
fill our needs or any other health board's need in the Northwest 
Territories. When we need a nurse we need a nurse. Having 
to make special arrangements to go south in order to advertise 
and then proceed with that advertisement means that we are 
short-staffed. Sometimes that is not a good thing especially 
when we are talking about nursing stations. We are looking for 
a highly skilled select group of people when we talk about the 
nurse practitioner. Therefore, possibly there should be areas 
of your policies where health boards could have a chance to 
override that policy. 

The business incentive policy is a good policy. I know what it 
is meant to do, yet at times for us it is a very expensive policy 
and our budget does not reflect the amount of monies that we 
need for us to have to pay that additional amount. 

The one recommendation in the Auditor General's report that 
we did not agree with wholeheartedly was that you should 
consider the desirability of eliminating the reauitment function 
from the H.R.M. division. That particular function is valued by 
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the I.R.H.B. It is used extensively for both nurses' and 
physicians' reauitment. It gives us the opportunity to have 
someone with their 8'ff1S and ears Canada-wide that we can 
teed into. It is my thought that that particular position could 
also be extended to ensure that we are attracting aboriginal 
peoples to enter the health careers. 

Right· now we have an A.N.S.I.P. program. · We have been 
working on a health upgrade through Arctic College, and are 
working on a nursing program through Arctic College, but · 
working on seems to be the name of the day. I think we have 
to get on with it and do it. 

The C.H.R. program has proved to be probably one of the 
most productive, one of the most useful programs that has 
happened in the last while. We have our people in our 
communities working with the people in the communities. 
They are trained, skilled and they have been a great advantage 
to the people who are doing the primary care of the people in 
the communities. 

I think it is time now that we went that step further. We have 
to attrad our young people into health care. How do we do 
that? We do it by getting out into the schools, by giving some 
incentive to young people to finish their grade 12, to want to go 
into the health care field, to show them what incentive there is 
to work in the health care field and to support them as best we 
can through that · process. We have learned, through 
experience, and I am an educator so I am speaking from two 
experiences here, that when we send our young people into 
southern institutions they often do not experience success. 
Therefore, H we 1'98Jly want them to be successful and to 
become health career oriented then I think we have to develop 
programs within the territories that are field-based so that we 
can allow them the opportunity to learn what they need to 
learn, and to have the practical experience that they need to 
have so they can become professional people and take over 
the care of their own. 

In dosing, sirs, I would like to say that I believe that nothing 
but good can come out of sett-reflection or out of an external 
~ of any system when and H the outcomes are viewed as 
constructive and not totally aitical. We have a long road 
ahead of us, l believe, and we must walk that road together, 
the three of us, the government, the department and the 
boards. I say again it is time to stop pulling the system apart. 
It is time to take the information we have, put our energies into 
finding out what model we want to follow, putting a plan 
together to get us to fulfil that model and to get on with the job. 
The reason that we are all here, is for the quality of care for the 
people of the Northwest Territories. 

I would also like to say that I believe in the health care field, 
our boards, our facilities and our staff that we have some of the 
most caring, dedicated and competent people that you could 
ever wish to find. I believe they also would like to know where 
they are going and how they are going to get there. 

At. this time I would like to invite you when you are finished at 
this session to feel free to go up to the hospital end tour the 
facility. I know our C.E.O. would be more than happy to 
ensure you see the facility and the programs that go on within 
the lnuvik Regional Health Board. Thank you for your time. 

CHAIRMAN (Mr. Zoe): Thank you. Are there any further 
comments from the committee? Mr. Whitford. 

General Comments 

MR. WHITFORD: Thank you, Mr. Chairman. When you talked 
about the models for the delivery of health care in the 
territories, it is true there is no one set model as outlined by 
anybody, be it the departments or the boards. To a large 
extent there is a model in place but it has many different 
shapes. Its shape in the lnuvik region is a little different from 
the one in the Kitikmeot and the Keewatin, which is probably 
good. I agree with you that there has to be, at some point, 
some standardizing of that model. I am sure we will come 
around to "The N.W.T. Wa'f. Are you familiar with that? Did 
anybody discuss that with you at all? 

MS. HANSON: The first of it was in the Strength et Two Levels 
doaJment. The board disaJssed it at that time and 
immediately responded to the department with a letter saying 
that we were not willing to enter into any negotiations until 
such time as we had darification on what that meant for us. It 
has been left at that. 

MR. WHITFORD: That goes along with one of the things that 
you mentioned about something the department and the 
boards are doing seems to be coming from e top down 
approach. Yellowknife, because we are in charge of it now, 
dictates what the policies will be without much consultation. 

MS. HANSON: I believe so, yes. 

MR. WHITFORD: It brings us around to one of the things you 
spoke about in your presentation about the M.O.U. being very 
necessary. Those are probably my words, I was trying to get 
your words exactly, but in essence without it there is no clear 
understanding of what it is that is required and under what 
authorities boards can oparate. There seems to be nothing 
firm. I agree with you that it should be dealt with as quickly as 
possible. You mentioned it is going to be a lengthy, difficult 
and costly process. Do you have any suggestions for a 
timefreme? Whet would be reasonable? This could go on 
forever. 

MS. HANSON: That is a diffirult question for you to pose to 
me. I would think once a consultant is hired the process would 
happen immediately by consultation with the health boards and 
with the department. I would say there should be a preliminary 
dra1t in piece probably within six to eight months. What I 
believe has to happen then is that has to become a working 
doaJment that is open to review and change. I do not think we 
ere going to get it right the first time. That is why I say to you 
it will probably be a lengthy process. I believe it needs to 
happen immediately. It is probably the one most positive step 
forward that the department and the government could 
possibty take as fer es pulling us together in unity. I know all 
the boards would be anxious to be participants in that. I would 
say in probably six to eight months we would have a working 
doaJment that everybody would have ample input into, it would 
have been reviewed and disaJSSed several times. It would be 
put into place as a working document for regular review and 
monitoring to ensure it fits our needs. I do not think it we write 
it in stone immediately, what is going to happen is that the loop 
holes ere going to show themselves and then we are stuck. 
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How do we change this again? 

CHAIRMAN (Mr. Zoe): Do you have further comments, Mr. 
Whitford? Mr. Amgna'naaq. 

MR. ARNGNA'NAAQ: I have one question in the area of 
information systems. You mentioned that there would be an 
error rate. Would you have any idea how much error there 
might be in the different systems when the infonnation is 
transferred? ls there a way of checking that? Have you 
followed up on that to see if there are errors? 

MS. HANSON: There can be. Again, sir, that would take a lot 
of time and effort to double check that, and it would have to be 
a manual check I would think. I can assure you that we are all 
human and that errors are made. 

MS. MACDONALD: Sometimes the error is that we are not 
gathering things in a like manner, so that the information is 
gathered one way in one place. Therefore, the count comes 
up to a certain number. Then in another place it is counted a 
different way, and the result is that when it is being looked at 
either within a region or when it gets into being compared with 
other regions, it looks like one might be high and one might be 
low. 

We were just having a disaJSSion this morning about 
medevacs. · Some of the staff were saying people were taking 
the counts from records that had been sent to Yellowknife and 
another one was doing it from information that came from the 
communities. In one it looked as if there had been a big 
variance, but when they took it from the communities there 
really had not been much change in the year. That was 
probably because the documents they may have been using 
were different documents. I do not know the situation. I also 
do not know whether or not there truly was not much 
difference or a lot of difference. Those are the kinds of things 
that can lead to a lot of wasted time because people are 
running around trying to figure out what the truth is, and they 
are running around trying to justify a change or why is there 
more, or why is there less of something and there is really no 
'leecl for it... So we are wasting time, and in partia.llar the 
people right at the front end in the communities who should be 
spending their time working with people and providing health 
care, are spending an ina-edible amount of time gathering 
statistics. To a lesser extent we are probably employing a lot 
of people in the system to do this work too, but maybe we can 
reconcile that a little better by saying that is what they are hired 
to do. We are wasting money, of course, but that is what they 
ere hired to do. Whereas, you feel a lot worse about wasting 
the time of the nurses, clerk interprete,s end C.H.R.s doing this 
sort of thing, and they are probably the ones who ere taking 
the brunt of our lack of systems. 

CHAIRMAN (Mr. Zoe): Are there any further comments? 

MR. ARNGNA'NAAQ: What kind of system are you on now? 

MS. MACDONALD: The health board, for accounting, is on 
H.B.I.S. It has M.H;O. for payroll end M.I.S. es an accounting 
code. Having said that, we have our own in-house system tor 
gathering information. The result is that a lot of statistical 
information gets gathered and is used only for in-house, and 
if it hes to be sent on to Yellowknife only hard copies can be 

sent to them and they have to take it off and put it onto their 
system. We input into their C.H.M.I.S., but we input onto paper 
as opposed to electronically. There are a number of systems, 
even within what is used in the health board the systems do 
not work with each other. They do not in tum work with 
Yellowknife. In some systems, as Jean was mentioning last 
night, they have one system where some of their computers 
can transfer something electronically to Yellowknife, but we do 
not have those capabilities to the same extent. I guess that is 
part of this lack of uniformity. It is a matter of the type of 
hardware and software that we have, and the kinds of protocol 
in terms of gatheriog the information. Those are all parts of 
systems, but the thing is because everybody has been doing 
them in isolation and bits and pieces and there is no overall 
plan for it, things do not fit together. So, what happens is that 
decision making locally and on a territorial basis is really 
compromised by it. 

CHAIRMAN (Mr. Zoe): Mr. Amgna'naaq. 

MR. ARNGNA'NAAQ: Do you have a dollar figure or 
percentage of time that is spent trying to answer questions that 
are received from the department? 

DR. DEKOCK: I do not believe so. I will ask Raj Downe to 
respond to that because she has worked with that quite a bit. 

CHAIRMAN (Mr. Zoe): Basically, what my colleague is asking 
is that in terms of time and effort from the board staff, do you 
have a guesstimate as to how much time if you can put a 
dollar value to it to see what percentage of the board's time is 
spent on information that the department is requesting? Do 
you have a bell perk figure? 

MRS. DOWNE: I have not done an analysis, per se, but we do 
spend a lot of time trying to put information together. I could 
probably do some sort of an analysis and figure out how many 
hours of time we spend on, for example, putting information 
from our accounting system together when preparing budgets. 
For example, currently we have the M.H.O. system for our 
payroll, and to have that information inputted on our 
accounting system we have to pull the data from the M.H.O. 
system and then physically make journal entries manually, then 
the data into our accounting system. That takes time and it 
could aeate errors. The staff may mean to put 25 and they put 
52, something like that. I will have to do an analysis, I have not 
done one, but we do spend a lot of time taking information 
from one system and putting it into another system manually 
and then putting it into another system. 

CHAIRMAN (Mr. Zoe): Are there any further questions? On 
this system that you have in place was it the board that 
developed their own system, or was it imposed from above to 
the board to have this particular system in place? Are you 
quite happy with the system you have in place within your 
region? 

MS. HANSON: We were asked, "did we want to go into 
H.B.I.S.?' As a board we said "no, we do not." Work the bugs 
out of it first and then we will deal with it. A short while later we 

were told we were going on H.8.1.S. We had no choice. 

CHAIRMAN (Mr. Zoe): That is quite interesting. Who was it 
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in the department that told the board? 

MS. HANSON: I could not tell you to tell you the honest truth. 
Do you know, Raj? 

MRS. DOWNE: Actually that was in March, 1991. I believe 
what had happened, I was not in the tac:ility at that time, I was 
away on holidays and when I came back I was told that the 
deputy minister at that time, Mr. Cowc:ill, had phoned and told 
the C.E.O. that not only would we have to go on the H.B.I.S., 
but we would have to go on the H.8.1.S. on March 1. So we 
were not even given the choice of going on any partia.ilar 
month or any partia.ilar time, we were just told that we had no 
choice but to go on H.8.1.S. on March 1, 1991. That is aJso the 
year end and that in itseH creates a lot of work pressure for all 
the accounting staff. Not only the BC00Unting staff, all the 
administrative staff have to deal with an extra workJoad at the 
year end. 

CHAIRMAN (Mr. Zoe): I am surprised, because I know some 
other boards are not using H.8.1.S. For instance, Stanton 
Yellowknife Hospital is on M.H.O. system. I am surprised that 
the boards let the department impose the system on them. 

MS. MACDONALD: My understanding of H.8.1.S. system is 
that it was to be implemented on the transfer boards. It was 
always my understanding that Stanton wished to stay, it was 
piloting the M.I.S. system. There were two things, one was that 
it was piloting· M.1.S. and the other was that it was not one of 
the transfer boards, so there was not an agreement that those 
boards would go on. Boards which have gone on to it, with 
the exception of Fort Smith which was scheduled to go on and 
then did not, was part of the transfer agreement at the time that 
H.8.1.S. would be put into these boards. 

CHAIRMAN (Mr. Zoe): Do you have any further comments? 

MS. HANSON: I would like to add a comment. This is 
another example of why the boards feel so frustrated and also 
the staff. We do make decisions and the next thing we know 
our decision is over turned. This causes frustration and anger. 
H we had a ni~ lengthy cordial conversation regarding why we 
should do a certain thing and how much help we would be to 
everybody else, I do not think we would have felt as pressured. 
Another thing which I think is important for you to realize is that 
as a board we only get together a few times a year. I do not 
think board members even knew about that partia.ilar decision 
until the next board meeting. I was not on the executive at that 
time. We chalked this up as another one. That is where these 
frustrations come from. I am sure there is a very logical reason 
why we needed to do that and needed to do it by March 1, but 
it was never communicated to us in a way that did not make us 
feel like, once again, big brother is telling us how we will do it. 

CHAIRMAN (Mr. Zoe): I have a question with regard to 
training. You mentioned training in your presentation end in 
partia.ilar for the nursing program. You indicated that this is 
still in the development stage. It is my understanding that it 
has been in the development stage for the past three or four 
years. You commented that you wanted them to get on with 
it and have something in place within a certain time period. Is 
that correct? 

MS. HANSON: That is correct. Training is a big issue end 

one that I chose not to delve into in my presentation. Seeing 
as you have opened the door, there are several levels of 
training that are really needed. The one I spoke about was that 
we really need to open the door to our young people to enable 
them to get into the health profession. The working back and 
forth with Arctic College is commendable but let us get on with 
it. Again, I really feel that this has to be an integral part of ''the 
plan• when we put 1he plan" together. So we will do that. 

The other thing which I think is really important is the training 
of boards. It is something which is really necessary. You take 
people out of the communities, who are lay people with no 
health care background, they oome into a meeting, the meeting 
tends to be very intimidating and very high powered because 
there are an awful lot of things on the agenda, there are a lot 
of decisions which need to be made, and you are trying to deal 
with all of that. It is very important that the board members feel 
comfortable in making those kinds of decisions. I think that 
although agreed when we became a board in 1988, we had a 
two day session with a gentleman about board roles and 
responsibilities, and he gave us two documents which are 
hundreds of pages long. As a lay person with a full-time job I 
am not going to sit down and read that every once in a while. 
When a new board member comes on board you cannot just 
give him those two binders and tell him this is all you need to 
know. It might be except that I think it is based on a southern 
model. It is the experience which you need and the being 
taken step by step through the intricacies of the system and 
the programming and all of those things that board members 
need. 

I have a real aversion to flying someone in from the south to 
tell us what it is that is good for us. I think that we, on our 
board, have started to do a fair bit of board training by taking 
on that task ourselves. We ensure at every board meeting that 
we have a training session. Sometimes it is simply a 
presentation from one of the departments. They come in and 
tell us who they are and what they do. Board members are 
then allowed to ask questions. At other times it is where we 
actually give a stand-up presentation about a certain subject. 

Evaluation is one, for example, which I will use. As an 
educator, evaluation is something which I know a lot about. 
Therefore, it has been my pleasure to work my board through 
evaluation systems, both of our C.E.O. and of ourselves, and 
to teach them because I am one of them and I understand 
where they are coming from, that this is how we go about 
doing things. We are very fortunate at I.R.H.B. because we 
identified within our budget line that we wanted training money. 
We felt that -education for our staff and ourselves was one of 
the prime items needed in the budget We have been very 
fortunate that this partia.ilar line has never oome out of our 
budget. I think it is the way in which we decided that this 
money would be spent. Therefore board training has to be an 
integral part of the system. We have to ensure that our board 
members feel oomfortable to take the steps that they need to 
take. You cannot bring someone into a system and have them 
make a decision on whether or not the hospital should be 
performing abortions, when they are feeling intimidated and 
scared about being there and are not oomfortable as to 
whether or not they are making the right decision, and are they 
fully representing their people. I think that training is a really 
important aspect, as is evaluation. 
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Board evaluation in the Auditor General's report said that no 
boards are evaluated. I beg to differ with him. We have 
started. We have just scratched the surface. Our board goes 
through a self-examination one a year. It is small but I am 
hoping it will grow. I think that sett-examination is where we 
need to start. I also believe that boards should be subject to 
review. Once again, that review should be by peers. In other 
words what should be happening is that on a bi-yearly basis 
there should be a team which travel to boards and do an 
external review of the functions of the boards. In other words, 
is the board meeting its goals and objectives, and if it is not, 
why? They should not be there to aiticize but rather to say are 
you meeting your own goals and objectives, and if you are, 
good for you, and if you are not, then why are you not and 
how can the system help you to better do that? 

CHAIRMAN (Mr. Zoe): Are your nurses utilizing the A.N.S.1.P. 
program which is provided by the Department of Health? 

MS. HANSON: Yes. 

CHAIRMAN (Mr. Zoe): Are they quite satisfied with this 
program? 

MS. HANSON: I believe so. 

CHAIRMAN (Mr. Zoe): You have talked about the line item 
within your budget for training. Is it specifically for boards or 
is it for other staff training? 

MS. HANSON: I believe that in our budget it shows it as 
education money. 

MS. MACDONALD: I believe there are two lines. One in the 
accounts which we have for boards that identifies board 
development money and then there is a separate line item for 
staff development. 

CHAIRMAN (Mr. Zoe): Are you quite satisfied with the funding 
level in that area? 

MS. HANSON: No. 

CHAIRMAN (Mr. Zoe): Would you like to see that area looked 
at? 

MS. HANSON: Very definitely. I think you have to train your 
staff. You have to ensure that your staff feel comiortable 
performing the duties which they are asked to periorm. The 
only way in which you can do this is to ensure that they are 
kept up with their training. We would like a lot of money. If 
you can identify a big pot we will take it. We have identified 
this as a priority. This year we have had to tum down so many 
of our staff due to cutbacks because we do not have the 
money to allow them to have the training which they desire. I 
would like nothing better than to let them go ahead and get the 
training. I think we have done the best that we can. What we 
have asked of staff is that if we give then they should give. 

CHAIRMAN (Mr. Zoe): Mr. Whitford. 

MR. WHITFORD: I was interested in the comments you made 
about the quality assurance for doctors. The Auditor General 
also commented on this, in section 4.6, regarding periormance 

standards ior doctors. He commented on the lack of 
performance standards for doctors. The Auditor General 
seemed to think that we should set standards for doctors in the 
same way that they are set for nurses. Last night we had a 
doctor present and we have spoken with her. She commented 
on this also, I sensed that she was not in support ot this 
recommendation. Do you have any comments on this? 

MS. HANSON: I personally believe that there should be 
standards set for physicians. They are part of the system and 
if there is no standard how can we measure whether or not 
they are doing their job? We have to come back to the word 
accountability. They need to be accountable to the system and 
to the patients to whom they deliver a service to. One ot the 
ways that the board has of checking that is to say that this is 
the standard, this is the minimum level of service we will 
accept. We would expect them to go above and beyond that, 
but unless we have set that minimum level of periormance it is 
very difficult to ever do any kind of review. As I have said to 
you before we are lay people. The physicians themselves, 
once they got into that kind of system would realize that it is to 
their benefit. I would think that those standards would be 
something which they would set themselves as to what is an 
acceptable level of service. 

CHAIRMAN (Mr. Zoe): Mr. Whitford. 

MR. WHITFORD: I was interested to hear what you said about 
the establishment of a review board through the College of 
Physicians and Surgeons. To do this in the territories we 
would borrow from the provinces. There is probably a pool of 
people who oould lend their expertise to us in this area. I like 
the idea that we have our own standards. One of the 
comments you made was that the public or the patients look 
at the doctors as if they were God. People never question the 
doctors or dentists. It is important as we progress that we get 
another opinion. The public have to be educated in this area. 
They need to know that they can ask more questions than they 
presently do. 

We have heard that the lnuvik board has set a big priority on 
board evaluation since assuming your role. You are to be 
complimented for that initiative. Has the department helped 
you in this area? Have you received any assistance for your 
effort? 

MS. HANSON: No. 

MR. WHITFORD: That is too bad. 

MS. HANSON: I should darify that. I have not asked for any 
either. We did not ask the department for their input. It was 
something which I felt had to happen. In its infancy it is not 
perfect. For example, I have found that using the departmental 
Hay Plan periormance appraisal for a chief executive officer of 
a health facility was ridiculous. Therefore I set about writing to 
every board Canada-wide to get examples of how they 
evaluate their C.E.O., and then pulling bits and pieces from all 
of that and putting together a document which I felt met our 
needs. As a board we have used that as an informal tool. At 
the present time we are still at that stage where we have to . 
submit using the Hay Plan form. You can see, once again, 
where we have run into those difficulties. 
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The Department of Personnel in Yellowknife was of greet 
assistance. It was when the Auditor General came to lnuvik 
and I happened to walk into the hospital and was introduced 
to him, he then asked me a couple of questions. One of them 
was about evaluation, and I told him that we had just 
developed this form. I gave the form to him. I then got a 
phone call from him saying that he was really interested in this 
and that it was something which he would like us to pursue but 
he wanted me to send it to the Department of Personnel in 
Yellowknife. We did this. The Department of Personnel then 
got back to me regarding the wording on a couple of things 
which they felt needed to be changed. 

MR. WHITFORD: The Department of Personnel? 

MS. HANSON: Yes, the Department of Personnel in 
Yellowknrfe. 

CHAIRMAN (Mr. Zoe): Mr. Whitford. 

MR. WHITFORD: Thank you, Mr. Chainnan. This tad is that 
you are tJying to do· something at this level and see some ways 
of going about the evaluation of boards and C.E.O.s. I am 
sure that other boards must be taced with this. Do six or seven 
boards ever get together to discuss these problems and 
solutions? It seems practical to do this. Have you ever had an 
opportunity to do this and could this be of some advantage? 

MS. HANSON: It would be of greet advantage. In fairness, I 
took over the Chair in September. I do not recall when there 
was ever a time when the board Chairs all came together as a 
group to discuss common concerns. The Chairs are 

. sometimes called into Yellowknife by Yellowknife with their 
C.E.O.s to disaJSS the budget. However, I do not think there 
has ever been an opportunity. As a board Chairperson it was 
very interesting tor me to attend the last Standing Committee 
on Agencies, Boards and Commissions where I got the chance 
to meet the Chairpersons from some of the other boards for 
the first time. It was great to find out that I was not alone and 
that there were other people having similar problems and 
concerns. I think it would be very valuable if we could get 
together as e group of boards without interlerence to talk about 
our concerns and problems, and to come up with groups of 
recommendations that we could all live with. 

Evaluation is one of them. I am sure that all boards are 
struggling with it. Evaluation is a very tricky thing. It tells on 
a group of lay people to evaluate someone with some very 
high skills, in a very specific field. AJI we know is what we see. 
Sometimes this is very difficult. Our board members, perhaps, 
see our C.E.O. five times a year. They may talk to her on the 
telephone and she will deal with their problems and concems 
but then we have to evaluate this person. I really think that we 
need to work this through. tt we could standardize it tenttory
wide as to how we evaluate C.E.O.s, boards and the system, 
we would be far better off. There would then be an inter
change and exchange of information, open communication and 
a willingness to help and share. 

Last night during the presentation from the Kitikmeot it was 
really good 1or me to hear that they think they are 
underfunded. Of course, I think I am underfunded also but 
maybe I am not quite as underfunded as they are. It is good 
for me to hear this. These kinds of things should be 

disaJssed. 

MR. WHITFORD: There is a simple but practical solution. 

MS. HANSON: Very definitely. Sometimes though the 
practicality and the simplicity is what evades us. 

CHAIRMAN (Mr. Zoe): Are there any other comments or 
questions? Ms. Hanson, you probably are aware that the 
Department of Health have appeared before our committee on 
January 6 and 9 in Yellowknife. At. that time, Dr. Kinloch talked 
about the history of difficulties which have been experienced 
with regard to the roles and responsibilities of boards. During 
our hearing he was trying to explain why it has been difficult for 
the department to support the idea of giving boards more 
autonomy. He said that the effective operating period since the 
signing of the 1988 transfer agreement is considerably less 
than five years. He said that during that time there has been 
continuing difficulties with the recruitment and retention of 
important senior positions on boards, notably finance officers. 
He specifically mentioned the lnuvik Regional Health Board. 
He said that the lnuvik Regional Health Board suff P.red seven 
finance officers in one year. I do not know what year he makes 
reference to. However, is this still happening within this 
region? 

MS. HANSON: No, I am pleased to say. Raj has been with us 
since April, 1990. 

CHAIRMAN (Mr. Zoe): I would like to know the dates. It is 
misleading to our committee. I am not sure as to what time 
frame the Auditor General was making reference to. He also 
made statements on other issues which were reflected back in 
1988 or 1989. I would like to find out if this was still happening 
in the lnuvik region. 

MS. HANSON: It is not happening at the moment. We did go 
through a number of finance officers. I think part of the 
problem was that at that time the finance officers had two 
masters. They worked for the regional health board but they 
were also responsible to the Department of Finance at the 
same time. Their task was next to impossible. They had to try 
to keep everybody happy. At. the time of transfer there were a 
number of things which needed to be done. I am not exadly 
sure of Dr. Kinloch's figures. I do not know how many we went 
through. It seems like a large number. We did experience a 
considerable tumover in finance officers. 

CHAIRMAN (Mr. Zoe): Within that time frame,. Or. Kinloch 
mentioned seven within one year. What type of assistance did 
you get from the Department of Health? 

MS. HANSON: That is a very good question, however I am 
afraid I cannot answer it. As a board member at the time I can 
honestly tell you that I do not know that we received any 
assistance from the Department of Health. Do you mean in 
terms of someone coming into assist the new person? 

CHAIRMAN (Mr. Zoe): To assist the board to reauit, etcetera. 

MS. HANSON: I am afraid I cannot answer that. I really do 
not know that we got any. I think the reauitment process was 
done by the board itsett. 
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CHAIRMAN (Mr. Zoe): Are there any further comments or 
questions? You commented on the human resource section of 
the Department of Health. You indicated that with rasped to 
training they have to go out into the field and by to reauit the 
young people. Are you suggesting that this particular section 
within the Department of Health is not as pro-active as they 
should be? 

MS. HANSON: In one sense I am. I think they play a major 
role in as much as they are banking upon, which we can call 
when we are in need of someone and they keep records of 
people. My personal belief is that they should be more pro
active. I think that this division should do a lot more to attract 
aboriginal peoples into these professions. I see that as an 
expanded role. I think that is one area where what we need to 
talk about is a refocusing of what should be happening, not 
anting that one out, but refocusing on what it should be doing. 
I do not think we can get along without it. I think we need it. 
I would also like to see it take· on an expanded role to ensure 
that we are getting on with these programs, both the A.N.S.I.P. 
program and the programs that we need to develop our own 
nurses, aids, lab technicians, physio-therapists, etc. The 
boards themselves do not have the time or the money to do 
this. 

At the school level when a young person comes to me and 
informs me that he/she wants to be a nurse, doctor, C.NA, 
and I have a young woman right now who wants to be a C.NA 
and I have to send her to the south, H she wants a certificate. 
There was a program through Arctic College and it may still be 
there but right now there is no access to it. Some of our 
students need upgrading in the science and math areas. 
There has to be a facility that the Department of Health guides 
to upgrade students to the point whereby they can be 
successful in health careers, which are science and math 
oriented for entry level. I see that this is an important role 
which the department could be playing by promoting health 
care careers throughout. the territories, not only in the 
promotion of them but overtly going out and finding people to 
fill these programs and to run them. 

(;HAIRMAN.,(Mr. Zoe): Thank you. Mr. Whitford, do you have 
any further comments or questions? 

MR. WHITFORD: Mr. Chairman, in section 2.7 of the Auditor 
General's report he suggested that many of the financial 
monitoring functions within the hospital and health facilities 
division and the health insurance division should be 
consolidated within the finance and administration division of 
the Department of Health. What implications would this 
reorganization have on you? Would it become easier to deal 
with the department H this was the case? 

MS. HANSON: I think I will refer that question to my two 
colleagues who would be working directly with it. 

MS. MACDONALD: I think it would be more appropriate for 
Raj to respond for lnuvik. 

CHAIRMAN (Mr. Zoe): Mrs. Downe. 

MRS. DOWNE: From our point of view it will make. sense to 
combine all of the functions under one control because they 
are all finance and administration related. Then we would have 

to deal with one group of people instead of dealing with three 
separate groups of people as we do now. 

CHAIRMAN (Mr. Zoe): Thank you. Are there any further 
questions? Mr. Whitford. 

MR. WHITFORD: At the first set of public hearings the director 
of health facilities explained to the standing committee that 
there are dHferences between boards of governance and 
boards of management. What is your assessment of this 
distinction? Is it helpful to consider and has this model been 
discussed with you? 

MS. HANSON: No. It certainly has not been discussed with 
us. At the time of transfer when we became a board we were 
told that we would have the ability to control and manage the 
facilities within our region. From what we have learned over 
the last four years, that is not the case. We can control, 
manage and deal with the functions within certain guidelines 
and parameters. We are not a management board as such 
right now. Whether we govern, I think that is semantics, 
personally. 

CHAIRMAN (Mr. Zoe): Mr. Whitford. 

MR. WHITFORD: Mr. Chairman, is the decentralization of the 
health insurance service division to lnuvik and Rankin Inlet 
going to be of benefit to your board? 

MS. HANSON: That is a catch 22 question. Yes and no. As 
a community we certainly look forward to the influx of peoples 
and the creation of jobs. It is our understanding that probably 
we are going to lose one of the wards that we had to close 
down due to fiscal restraint to that operation. I do not know if 
this is going to help us at all. I do not see any help for the 
board having that billing system in lnuvik. Perhaps Raj would 
like to add to that. 

CHAIRMAN (Mr. Zoe): Mrs. Downe. 

MRS. DOWNE: From my point of view, what I see happening 
is that it will not have any impact on us and it will not help us 
as a board or as an organization. H a division is going to be 
split .and sent into two dHferent regions there would then be 
questions or disparities in assessing the policy or procedure. 
For example, if each of the boards are not sure of how to apply 
a policy in a certain case they phone someone in the 
Department of Health, within the H.I.S. division, and ask for 
direction. H the division is divided into two dHferent areas, 
Rankin Inlet and lnuvik, someone from the Baffin would call 
Rankin Inlet and probably could get a dHferent interpretation of 
the policy, and someone from the Kitikmeot would call lnuvik 
and get yet another interpretation. There will be disparities as 
to who gets what kind of benefit. That is my point of view on 
this. 

MS. MACDONALD: I have one concern which has not been 
mentioned by Raj or Dale. I perceive it to be that it will cost 
more to operate it in several locations and certainly as an over 
all system under a lot of scrutiny about our costs. I would 
rather see costs spent on operations in the field than this, 
notwithstanding the economic benefits to lnuvik. Perhaps they 
should bring the whole of the H.I.S. to lnuvik. 
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CHAIRMAN (Mr. Zoe): Are there any further comments? I 
have one more question for Ms. Hanson. I posed a question 
to Mr. Maksagak with regard to a statement made by Mr. 
Eckalook who is the Chairman of the Baffin Regional Health 
Board. He made a statement indicating he felt the Department 
of Health has been reluctant to give boards additional powers 
or enable them to have more autonomy because the board 
structure or membership are all aboriginal people. He thinks 
that part of the reason for the department not giving them more 
autonomy was that the department thinks they ere not capable 
of handling the responsibilities that would be given to them. 
He indicated this to us during our hearings in Rankin Inlet. I 
posed the same question to Mr. Maksagak yesterday. He 
generally agreed with the statement made by Mr. Eckalook, 
Chairman of the Baffin Regional Health Board. Would you 
agree with that statement? 

MS. HANSON: Yes but with some riders. When we became 
boards four years ago we had no notion of where we were 
going, what we were doing, or how we were going to do it. 
Therefore, the department had a responsibility to ensure that 
the boards were able to manage, operate and control the 
facilities under their control. I think that the boards themselves 
have grown. I think we are out of the diaper stage and we are 
now at the toddler stage. We want more autonomy. We have 
learned the system. We have learned what our people need. 
We have learned about how we can possibly go about getting 
it. What we need now is to be given the chance to do it. It is 
so analogous to a child growing up. The parent has to keep 
a very secure hand on the child when the child does not have 
the skills to go on their own. As the skills grow the parent has 
to start letting go and allow the child to make a few mistakes 
but to keep him within close proximity. I think this is very 
analogous here. The Department of Health needs to rethink 
and refoa.as and start giving us a little bit of leeway. That does 
not mean that we are not accountable. We are wholly and 
totally accountable for the money that we ere given, the 
programs which we run, and to the people we serve. I think it 
is very important that we are given with one hand but we are 
guided. This is a long-winded answer to a very simple 
question. Yes, at first they had fN&ry need to hang on tight but 
110w they haye to start letting go and they have to let us learn 
by our mistakes. They also have to be there to be big brother, 
or mom and dad. In other words we really need them. What 
has to happen is that we have to start working together for the 
same end. We are not opposed. We are all doing the same 
thing for the same reason. We are going to have to work this 
through. We need the department but the department also 
needs us. We have to start this communication with a little 
give and take. 

I get very angry when I think one of the needs in our region is 
this and we do all the paperwork and send it to Yellowknife, 
and they say no. Nothing makes me angrier. H I am a board 
of management then give me my board, and give me my 
management monies and let me manage them. On the other 
hand the other haH of me says that this is all very fine and 
good but three months down the road and you have spent all 
your money, what are you going to do? I think there has to be 
an equal balance. I do not think it has anything to do with 
aboriginal peoples being not able to handle it. tt needs time 
and training, some give and take and some open lines of 
communication which ere not present right now. 

CHAIRMAN (Mr. Zoe): Are there any further comments or 
questions? I would like to thank the lnuvik Regional Health 
Board for appearing this morning. It was a well thought out 
presentation and I really enjoyed it. 

MS. HANSON: Thank you. 

MRS. DOWNE: I would like to make one clarification on the 
information system, on the accounting system specifically. 
After we were forced into taking on the H.B.I.S. system for our 
accounting system, as recently as this past summer we have 
struck a working committee which is made up of some of the 
directors of finance, myseH and staff of the Department of 
Health. We ere working together to identify our needs and to 
come µp with a system which will help us support our needs 
and be able to do our operations in an effective manner. There 
is a working committee at this point in time. 

CHAIRMAN (Mr. Zoe): Thank you. We will take a five minute 
break. 

-SHORT BREAK 

CHAIRMAN (Mr. Zoe): The next witnesses to appear before 
us are representatives from the lnuvialuit Regional Corporation. 
For the record can you please introduce yourself. 

MR. GRUBEN: Thank you, Mr. Chairman. I am Roger Gruben 
and I am the Chairman of the I.R.C. I also have Gloria Allen 
who is the I.R.C. representative to the lnuvik Regional Health 
Board with me. 

CHAIRMAN (Mr. Zoe): Please proceed with your presentation. 

Presentation by the lnuvialult Regional Corporation 

MR. GRUBEN: Mr. Chairman, I would like to welcome you, the 
committee and staff members to the western Arctic. I would 
like to thank you for the opportunity to comment on the Auditor 
General's Comprehensive Audit of the Department of Health. 
l make these comments on behaH of the lnuvialuit Regional 
Corporation. As you know, the I.R.C. represents the political 
interests of approximately 5,000 lnuvialuit in the six western 
Arctic communities of lnuvik, Tuktoyaktuk, Aklavik, Holman, 
Sachs Harbour and Paulatuk. In 1984, after ten years of 
negotiation, the lnuvialuit concluded a land claims settlement 
with the Government of Canada. In that agreement we 
retained ownership of 35,000 square miles of land, received 
finanaal compensation on a scheduled basis and had 
enshrined a series of rights and benefits. 

Additionally, a social development fund was set up under the 
agreement and charged with the responsibility of addressing 
the social and cultural needs of the lnuvialuit in the areas of 
health, housing, education, elders and other matters. I.R.C. as 
the parent corporation is mandated to implement the final 
agreement. 

I applaud the efforts of the Auditor General who, on behaH of 
the elected Members of the Legislative Assembly, did a very 
thorough and complete evaluation on a very difficult task. I 
also applaud th~ Legislative Assembly for their foresight in 
realizing that attical problems relating to the deteriorating 
levels of health services in the north needed to be addressed. 
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The issues and problems identified are very accurate and 
reflect many of the positions taken by the lnuvialuit both at the 
1.R.C. and at the community level. 

Having said that, however, I feel that the healthy public a>ncept 
could have been better served if the scope of the audit looked 
more at actual health programs rather than the organizational 
management structure of the Department of Health and the 
regional health boards. The organization end or the 
management structure of the deparbnent and the entire 
Government of the N.W.T. was thoroughly reviewed as part of 
the Strength at Two Levels report which was completed in 
1992. In our opinion there is a duplication of effort as much of 
the information contained in the Auditor General's report could 
have been obtained from the Beatty report. 

A trans1er of health from the federal government to the territorial 
government was. intended to improve the delivery of health 
services to residents of the north. It is apparent that possibly 
the reverse has happened. This is evident because health 
delivery services deteriorated in the communities in the western 
Arctic after transfer as a result of inadequate financial 
resources. The G.N.W.T. given the available financial 
resources that it had could not provide the same level of 
service as Health and WeHare Canada. The intent of 
devolution of health care to the N.W.T. was to bring health care 
services closer to the people being served. It is our belief that 
this has not oocurred as the department continues to demand 
budget artbacks thereby reducing medical services. 

Because the mass confusion at senior levels affects both the 
department and the boards, the front line care givers at the 
community level are affected, as well, W,,.ich results in low staff 
morale. Low staff morale in the community translates into a 
low quality of services to residents. It is essential that all levels 
of the bureaucracy work cooperatively towards the goal of a 
healthy public. 

I.R.C. believes strongly that the lnuvik Regional Health Board 
should be substantially down-sized. At. the present time, there 
are 18 members on the board making it wmbersome and 
c;:ostly to operate. A down-sized board, as a suggestion, 
should consist of a chairman and five members representing 
the major interest groups and the communities in the lnuvik 
area. It makes a great deal of sense from both the 
management and organizational standpoint to have a smaller 
board responsible for the delivery of health services in our 
region. A smaller board does not mean that there will be less 
community input into health issues. 

I.R.C. advocates that I.R.H.B. sponsor, on an annual basis, a 
regional health conference where community members are 
able to address their health concerns. In addition, community 
health committees could access the board through the public 
members. 

In concluding my opening remarks, I must comment on the 
author's main source of information for this report. It is 
obvious, and has been pointed out in the report, that most 
diswssions were with senior managers of the department and 
the boards. We have no way of determining how aggressive 
the authors were in attempting to talk to health board 
members, although, in the report, it does state that there was 
an effort made with front line care givers, community health 

nurses and community members. It is our belief that if a 
dialogue had oocurred with community members, the authors 
of this report would have had a better understanding of the 
problems. 

I would like to specifically address certain sections of the report 
in greater detail. In the exewtive summary, in light of strained 
financial resources, we must state that research and studies 
conducted by the Department of Health must be prudently 
undertaken and with a view to not duplicating previous efforts. 
The department requires a clear, decisive mandate for 
organization and planning purposes in order to effectively and 
cost-efficiently deliver programs to the public. 

I believe it very critical that the impact of land claims on health 
issues could have been addressed in the report. After all, 
aboriginal people, through claims agreements, will, in some 
tashion either directly or indirectly, impact on health and the 
delivery of such in the Northwest Territories. For example, the 
I.R.C. is very much involved in designing forums of public self
govemment. These models of government will cbviously 
contain abilities for communities or agencies to assume more 
authorities over programs, such as health. Although the 
Auditor General's report does not address this issue, it will 
have to be addressed in the future. 

I would like to deviate from my written comments here t.:, 
elaborate on that point, Mr. Chairman. We know that the 
community health committees have been set up through the 
Department of Health. There is representation on those 
committees from those at the community level. Even in T uk, 
where I come from, there is confusion as to the make-up of the 
community health committee. There is confusion as to its 
responsibilities · in relation to having input into the health 
system. For instance, those members at the community level 
on the health committee feel that they have a responsibility and 
they have the authority to input into decision-making at the 
local community service health delivery system. Unfortunately, 
in many cases, this is not happening. There seems to be an 
attitude within the health service department that those at the 
community health committee level are involved in the process 
only as a courtesy. Unfortunately, this translates into difficult 
and sometimes very unnecessary situations. I believe that the 
issue of more responsibility from the central government level 
to the regions and eventually to the communities, when we are 
talking about the issue of devolution, community self
govemment, aboriginal seH-govemment or public government 
systems, there has to be the recognition. There should be a 
complementary effort between those at the community level, 
within the health care system as professionals, at the regional 
health board, as well as within the department itself. 

In conclusion, the issue of the involvement of aboriginal 
organizations, partiwlarly as it relates to planning for the 
devolution of certain types of services, such as health to the 
regions and to the communities and the involvement of the 
aboriginal groups in the design of the devolution or the 
program delivery, is a requirement. I believe, you, as the 
Standing Committee on Public Accounts, can initiate this. It is 
very important that the regional health boards, the department, 
the community health committees, the municipalities, 
community corporations, which are claims organizations, and 
the parent organization, know their respective roles in the 
delivery of health care and services as well as the planning. 
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We know there is much confusion between all parties as to 
their respective roles and responsibilities and, in many cases, 
unfortunately the above-mentioned groups are jockeying for 
power and authority, sometimes at the expense of delivery of 
care and services to clients. 

It is extremely aiticaJ that the regional health boards are 
representative of the region. Representation should include 
community as well as native organizations' representatives, 
always keeping in mind the size of the board. There should be 
a clear definition of roles and responsibilities between the 
parties who are working together on the issues of health. The 
planning and delivery of health services will be impaired until 
such time as the roles and responsibilities are defined. 
Planning and delivery must be cooperative and complementary 
between all groups. The issue of planning and cooperation 
should extend into departmental relationships as well. This, in 
tum, will lead to greater efficiency and more value for money 
spent. The definition of roles and responsibilities, in our 
opinion, is required immediately. 

It is also aitical that the Government of the Northwest 
Territories resolve its outstanding financial problems and 
arrangements with the federal government. It goes without 
saying that without adequate financial resources, delivery of 
health services will be substandard and erratic. In this 
particular case, I will refer to your difficulties as the Government 
of the Northwest Territories and the Legislative Assembly in 
coming to agreement on money owing. 

On the organizational structure, it is quite apparent that the 
confusion that exists on roles and responsibilities arises out of 
central government bureaucrats not wishing to devolve 
responsibilities and authorities. However, unless this issue is 
addressed at the political level, and transmitted and monitored 
by politicians to civil servants, that the government policy is to 
decentralize, the situation will never improve. 

We must impress upon the standing committee Members that 
the planning and delivery of health in the N.W.T. is a major 
component in models of sett-government that politicians in the 
north are ~ in the process of defining. For instance, the 
assumption of health care and services is addressed in the 
I.R.C. regional government draft legislation. Unfortunately, I do 
not have a copy of that available with me, but I will table that 
with your staff so that you might better be able to relate to my 
set of comments on that issue. Although these types of seH
govemment initiatives or devolution are addressed in 
constitutional discussion papers, the efforts and the contents 
of those disaJSSion papers will be meaningless unless 
government commits to ensuring its political will is transmitted 
and adhered to within the civil service. 

H I can use an example, the Government of the Northwest 
Territories has now made it a priority that they wish to 
decentralize, that they wish to devolve services from the central 
authority to the regions and eventually down to the 
communities. However, a case in point, Sachs Harbour, a 
number of years ago, tried to go through that route of 
assuming more responsibilities. The political will was there 
from the Cabinet Ministers. However, the political will was not 
transmitted to those civil servants within Yellowknife and lnuvik. 
Therefore, the actual transfer of responsibilities to Sachs 
Harbour, although it was a good idea, did not work. To me, it 

was a clear case of those persons or departments within 
certain levels of authority did not wish to devolve more 
authorities and responsibilities to the regions and to the 
communities. We have attempted to address that subsequent 
to that exercise. Even today, you can still witness that that 
attitude is very much prevalent within the department. 

On the issue of board members, I spoke about the attitude of 
those within the civil service toward board members. In many 
cases, it is patronizing. Many people can say that it is as if 
they were extending a courtesy to the board members in the 
role that they have. We all know that many board members 
are not health professionals. Because of this, they are seen by 
the health professionals, in many instances, as not having 
expertise to make fully informed decisions with respect to 
health issues. This becomes increasingly obvious when a 
board member is aboriginal. 

The lnuvik Regional Health Board members can cite examples 
where senior hospital management made decisions without 
board input and subsequently brought them to the regional 
health board for rubber-stamping. However, the Government 
of the Northwest Territories, the regional boards and the 
sponsoring agencies of the board members can help to bridge 
this gap by introducing effective training for board members on 
issues dealt with by their respective boards. Training should 
be effective. It should be ongoing. There should be allocated 
funds that will not be automatically cut during times of budget 
restraint. 

It seems that the issue of training, particularly as it relates to 
board members, is always highlighted as a requirement, as a 
necessity, but unfortunately, when budgets have to be cut 
training seems to go out the door. That is very unfortunate and 
I do not think that the board members will be able to be as 
effective and as complete as board members unless they are 
allocated funds that remain within the budget on a consistent 
basis. 

Mr. Chairman, on board members, I am not talking about 
board members being given training to act in terms of what a 
board member should do, for instance, on how to conduct 
themselves in a board meeting. Those kinds of issues can be 
dealt with in other forums. Many people can gain those 
responsibilities through experience. I am talking about 
workshops and training for board members on issues that they 
have to deal with through their respective health boards. 

I would like to comment on health care professionals and what 
we consider to be a necessity for these professionals to be 
knowledgeable about their clients. For example, they should 
be aware of their traditions and cultures so that they are better 
able to understand and deliver health services. The I.R.C. 
believes that cross-cultural orientation programs would resolve 
many of these misunderstandings. 

Mr. Chairman, if I can refer to an item that is currently in the 
media, it refers to an unfortunate incident in Yellowknife 
involving a snowmobile. In that particular series of events, 
following the determination of what happened and the 
resolution of not allowing that type of event to happen again, 
a representative of health services indicated that maybe a 
possible solution to that problem was to disallow snowmobiles 
from within the city limits. I used that example because, to me, 
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that is a very clear case of how, as a by-stander looking in, 
there possibly is a requirement for the health professional to 
better understand the needs of the people within the region, 
who are its clients, and the need to allow a certain type o1 
activity, in this case snowmobiling within a certain area. It is 
their way of life. Can you imagine how those clients, within that 
area, would react to that partia.1lar kind of statement? It does 
not really make sense, although I understand that the health 
care professional is trying to resolve a diffia.1lt situation and that 
he is trying to offer a solution. I think that the solution does not 
meet the cira.1mstances. The possible way to bridge this 
misunderstanding would be for some type o1 aoss-a.1ltural 
orientation for health care professionals as they come into the 
area of employment. Understand your regions and your 
people. It makes for better service delivery, in our opinion. 

During the days o1 negotiating the health transfer, the I.R.C. 
pointed out many·. times that it would not make sense from an 
efficiency and cost-control standpoint, to have the Department 
of Personnel reauit for the Department of Health on a territory
wide basis. As it states in the Auditor General's report, that 
problem has become more paramount. It is more noticeable. 
It may make sense to involve those two departments on a 
regional level because they are in close contact and proximity 
to each other. However, when you try to do it on a territorial
wide basis, there is a time delay for the reauiting of 
pro1essionals. There are inaeased costs because of the 
distances between the parties who are supposed to be working 
together. · 

. On the issue of financial issues as raised by the Auditor 
General, it is obvious that the larger the composition of the 
regional boards, the more funds are required to be allocated to 
that infrastructure to the detriment, in many cases, of program 
delivery. I would say that this is not the wisest use of 
diminishing financial resources. Again, I refer you to my earlier 
comments of down-sizing the regional health boards to make 
them more representative and effective end still keeping in 
mind the responsibilities of the board and the diminishing 
resources. 

On the issue_ of medical travel, I believe that the Department of 
Health, in this case, doctors and nurses, should exercise more 
understanding on requests for travel. For instance, ooncemed 
parents, spouses and relatives, many times suggest the need 
for travel sometimes related to perceived emergencies or life 
threatening situations. That is from their point of view. That is 
how they perceive it. However, they are often not given the 
respect they deserve for their requests and their reasons for 
such by health care professionals. In many cases, the 
requests are denied and this sometimes results in life 
threatening situations which oould have been entirely 
avoidable. 

I oome from Tuk, Mr. Chairman and board Members, and I 
know of an instance in Tuk where the family brought the 1SSue 

of an individual who was suffering from some medical 
problems. They brought the issue to the local health care 
professionals. There was not an understanding arrived at. The 
locals wanted to have this person brought to the regional 
centre, lnuvik in this case, to receive treatment or analysis. 
Because of the lack of understanding, respect or willingness to 
work together with the locals, that situation became such that 
that person had to be sent by medevac all the way to 

Edmonton. That is the kind of issue that I refer to where, ii 
there was a better working relationship, both at the oommunity 
level and the willingness to discuss issues and to arrive at 
understandings together with the ability to make decisions 
together on certain issues we, oould avoid these types of 
situations. 

Mr. Chairman, I hope that the standing committee Members will 
consider our oomments and ooncems. I thank you for the 
opportunity to make this presentation. I would like to point out 
to you that you have attached to the presentation, letters from 
the chairman of the health oommittee in Tuk to the health care 
system. It explains some of the situations that I have referred 
to in our report. 

CHAIRMAN (Mr. Zoe): Thank you. Are there any oomments 
or questions from the committee? Mr. Whitford. 

General Comments 

MR. WHITFORD: When you speak of patronizing attitudes 
toward board members, where would something like this come 
from all levels in the Department of Health? 

MR. GRUBEN: Because we are more involved at the regional 
level, that attitude is more at the regional level. It goes back to 
accommodation of issues, health care professionals · taking 
direction or receiving input from what can be oonsidered non
professionals in partia.1lar areas. That type of situation needs 
improvement . 

MR. WHITFORD: Do the boards have enough authority to 
give direction? 

MR. GRUBEN: That is part of what I was saying about the 
definition of roles and responsibilities. The regional health 
board feels they have authorities in certain areas. I believe 
they should have the authority to give direction to the region 
and to the health care professionals within the system. 
Unfortunately, that really has not happened in many cases. If 
you wish us to cite specific examples, Gloria is here, who can 
provide you with those examples possibly after we are done 
talking. 

MR. WHITFORD: What about the hospital management staff? 
Would that be part of the problem as well? 

MR. GRUBEN: To a certain degree it is there. On many 
occasions, too, there are decisions that are being taken by the 
regional health board. Those decisions, in certain instances, 
are over-ruled by those at headquarters. Again, that is what I 

call the definition of roles and responsibilities, which are not 
cleariy defined. 

CHAIRMAN (Mr. Zoe): Are there any further oomments or 
questions? Mr. Whitford. 

MR. WHITFORD: I was especially interested in your 
oomments about the oommunity health oommittee because 
there were similar comments that we have heard on Tuesday 
from the Baffin Regional Health Board. Health committees Rre 
established by local governments so that they are actually 
closer to MAC.A. than they would be to the Department of 
Health itseH. Is that the experience in this area? Would your 
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group teeJ that they should be taking a different role in this? 

CHAIRMAN (Mr. Zoe): Mr. Gruben. 

MA. GRUBEN: Let us talk about it from the community level 
in Tuk. The responsibility for the setting up of the community 
health committee is with the municipality. There is a problem 
already because we say that at the community level we would 
like to have all of the agencies represented. Do not forget that 
you have the municipality and the claims-related bodies, of 
those that I represent, and we both teeJ that we have a 
responsibility to input comments into health delivery. As we 
recognize that the delivery of health and the responsibility for 
health, in many areas, is the government's, we feel that, at the 
community level, there should be a process put into plaoe 
where the community can agree as to how they should come 
together, who should be represented and how they should 
relate to the regional health board. It is very unfortunate, but 
even in my community, there is jockeying for power. There is 
jockeying for who is going to have the final say as to 
representatives to the community health committee. I do not 
think this makes for working relationships that will improve the 
issues that we are c:harged to deal with. 

CHAIRMAN (Mr. Zoe): Thank you. Mr. Whitford. 

MA. WHITFORD: H your suggestion on page two of your 
presentation were to be enacted, it would make it even worse. 
I agree with you in part that a board of 18 members is pretty 
unruly. That is a lot of members. I am not sure whether or not 
that board does have its full complement. It is a very large 
number, and downsizing would probably make it more 
manageable. Who is going to be represented· on it? You said 
one from each of the five communities? 

MR. GRUBEN: Mr. Whitford, I hope that you are not 
presupposing that the aboriginal groups and the community 
agencies are not able to work together. I hope that you are not 
meaning that. 

MR. WHITFORD: I am only trying to interpret what you are 
51!1Ying. 

MR. GRUBEN: What we are suggesting here is, first of all, the 
regional health board .is too large, aJmbersome and costly in 
the ability to make decisions quickly and timely. We have 
addressed the need at the I.R.C. level that we can work 
together at the regional level to assign members jointly 
between us and the communities. It is very easy to ask the 
I.R.C. to go to a community like Tuk and say, "Can we agree 
on a representative from there to the health board?" Let us say 
lnuvik, which has more representation than some other 
communities, could they not be asked to do the same thing 
with a view to down-sizing the board to make it more effective? 
I bet if there was a requirement for the agencies, collectively, 
to look at putting that kind of system into place, it could 
possibly be done. I speak for my own communities. I know 
that it can be done with the possible exception of lnuvik 
because we have diverse populations. We may have to look 
at meeting all the requirements of the different groups. Again, 
I still do not believe and I do not accept any initiatives that say 
it cannot be done. 

MR. WHITFORD: Do not get me wrong. I did not say it could 

not be done. I am supporting what you are saying that 18 is 
too many, but how would we go about selecting board 
members? You pointed out that there will be problems in other 
interests wanting to participate. I was only suggesting that 18 
was probably too big. What would be a good size? 

MR. GRUBEN: When I was talking to some of my 
representatives in the communities, they pointed out that very 
same thing, saying, •do you know what is going to happen 
~n you go up there with one plus five? Somebody is going 
to say that is not going to be enough. Somebody is going to 
say, 'How do you work at it?'• I said, why do we not low-ball 
it first because it gets to the issue of the diminishing resources. 
I think it makes that point. It also makes the point that there 
has to be the cooperation and the coordination of various 
interest groups to come to work together, in this case, of 
appointing members to the regional health board. You are 
very perceptive in that sense. 

MR. WHITFORD: When it comes to appointments, will there 
be other ways of making it more equitable and more 
responsive, accountable or whatever the case may be? What 
about an election of an individual to a board, something like 
town council or certain other things that are elected by the 
people of that community to represent him on that board, 
rather than being appointed? Appointments have some down
sides to them. They are a quick and good way of doing it, but 
elections would certainly speak the mind of the community. 
Would that be, in the future, a way to go? 

MR. GRUBEN: That is a possible approach. Let me refer 
back to the I.R.C. draft legislation on the creation of a regional 
government, a public _government. I would like to use the 
example of how we would choose our representatives to the 
regional council that would represent the six communities in 
the amfines of the regional government. We say that there 
should be elections to have people to the regional oouncil. 
However, we also say that there should be one representative 
per oommunity, and then maybe some at large so that you 
have people representing the entirety of the region. We are 
talking about a form of government that reaches out to many 
communities and many different groups. It would deal with the 
issue, as well, of major centres possibly having more 
representation but also bringing it into the demoaatic level of 
fairness. If you wanted to refer that particular type of possibility 
to the representatives of the regional health board, I guess that 
is one possibility. There are many different possibilities. 

For instance, in lnuvik, you have the town council, I.R.C. and 
the Gwich'in Tribal Council. Who is to say that we cannot get 
together and jointly come up with a representative or a process 
to define a representative? I use the issue of lnuvik because 
it is a location where you have diverse interests and different 
ethnic groups. It may be that there is more of a requirement 
in this particular setting to have that cooperation between all 
groups involved in the system. Whereas, in Tuk, because of 
the population there, it is much more simple, but the concept 
still applies, that you have your different agencies within the 
community coming together and agreeing on what their 
representation should be. 

CHAIRMAN (Mr. Zoe): Are there any further comments and 
questions? If not, I would like to thank the I.R.C. for making a 
presentation to us this morning. 
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MR. GRUBEN: Thank you. 

CHAIRMAN (Mr. Zoe): Thank you very much. Are there any 
further witnesses from the public who would like to make a 
presentation to our committee? If there is not, the committee 
is adjourned until 9:00 tomorrow morning to reconvene beck 
in Yellowknife. Thank you. 

-ADJOURNMENT 
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STANDING COMMITTEE ON PUBLIC ACCOUNTS 

YELLOWKNIFE, NORTHWEST TERRITORIES 

JANUARY 29, 1993 

Chairman's Opening Remarks 

CHAIRMAN (Mr. Zoe): Good morning, committee Members, 
public, Dr. Kinloch and Ms. Berthelet. I would like now to call 
the public meeting of the Standing Committee on Public 
Accounts to order. Everybody knows who I am. I am Henry 
Zoe, M.L.A. for North Slave and Chairman of the Standing 
Committee on Public Accounts. Before I begin today, I 
understand we have a busy schedule in front of us. I would 
like to ask Members if they would introduce themselves for the 
record. I will start on my left. 

MR. WHITFORD: I am Tony Whitford of the constituency of 
Yellowknife South. 

MR. ARNGNA'NAAQ: I am Silas Amgna'naaq, the M.L.A. for 
Kivallivik. 

MR. PUDLUK: I am Ludy Pudluk. I am the M.LA. for the High 
Arctic. 

CHAIRMAN (Mr. Zoe): It is our purpose here today to 
continue with our review of the Comprehensive Audit of the 
Department . of Health that was completed by the Auditor 
General. This report was transmitted to us in October and was 
referred to our committee for a public review. The committee 
held public hearings in Yellowknife ear1ier on this month, 
January 6, 7 and 8. At that time we heard witnesses 
representing the Office of the Auditor General, the Department 
of Health, Stanton Yellowknife Hospital and the St. John 
Ambulance. On January 25 and 26, we held public hearings 
in Rankin Inlet. At that time we heard from the Keewatin and 
Baffin Regional Health Boards, the Kiguti Dental Clinic, and the 
M.LA. for Keewatin Central, the Honourable John Todd. On 
January 26 and 27, we held public hearings in lnuvik. At that 
time we heard from the lnuvik and Kitikmeot Regional Health 
Boards, the lnuvik Medical Clinic and the lnuvialuit Regional 
Corporation. We have a great number of witnesses registered 
today to appear before our Standing Committee on Public 
Aex;t:>unts. We will begin this morning hearing from the Deputy 
Mini~er of Health, Dr. Kinloch. Due to the number of 
out~anding issues raised as a result of our first hearing and 
our travel to Rankin and lnuvik, we have allocated 40 to 50 
minutes for this presentation. We are running behind schedule 
already. As there are a number of registrants, we will allow 40 
to 45 minutes. Witnesses will be asked to make brief 
presentations or a brief opening statement. I would encourage 
witnesses to keep introductions to ten minutes so we can get 
into discussions with you. I would like to ask for the 
cooperation of all members. If there is information which 
cannot be covered in our limited time today, we can always 
follow up with correspondence at a later date. Wrth those 
comments, I will ask Dr. Kinloch or one of the representatives 

of the Department of Health to proceed with your opening 
remarks. 

DR. KINLOCH: Thank you Mr. Chairman. I shall be very brief. 
Mr. Downe kindly provided Ms. Berthelet with a briefing on the 
discussions that were held in Rankin Inlet and in lnuvik and we 
have a general idea of the nature of the questions that may 
arise. In the interest of accommodating your tight schedule 
today, I would suggest that we proceed directly to the 
questions. 

General Comments 

CHAIRMAN (Mr. Zoe): Are there any comments or questions? 
Dr. Kinloch, during our public hearings in Rankin and also 1n 
lnuvik, we heard a number of comments from the health 
boards. I questioned them in regard to the statements that 
were made by the Department of Health, by yourself or Mr 
McClelland, and I quoted something that Mr. McClelland said 
at the time. It said, "both the Financial Management Board and 
the Standing Committee on Finance raised questions of the 
Department of Health and have sought assurances from the 
department that operational, hospital and health boards are 
effective and being carried out with due regard for efficiency 
and economy." During that morning Mr. McClelland continued 
on and I quote him again, "Mr. Chairman, here is an indication 
from one of the management letters that we received from 
auditors in this respect. As you know hospitals and health 
boards have to have an annual audit. It provides a financial 
information statement and it also provides management letters 

I will read to you an extract from some of these letters and 1t 
will give you, and certainly our accountant friend, Mr. Koe. an 
appreciation of some of the problems that are here. I had Fred 
on the committee then. 

Mr. Mclelland went on and indicated that "one of the audit 
letters says that the accounting systems, controls and 
procedures are not implemented. As a result, financial 
statements are materially inaccurate, senior management 
reports are not formally made to review the monthly 
statements, billings are months in arrears, bank reconciliations 
were not proper1y completed," He continued on, "Manual 
paycheques were issued and not recorded." At one point he 
indicated that over $100,000 of cheques were unrecorded 
"Responsible managers did not receive regular monthly 
financial statements. Fixed access listings were not 
maintained." 

He said, "Mr. Chairman, that list goes on and on." 
I am raising this simply to emphasize the magnitude of the 
work and the degree of frustration that these have caused both 
the board and the department staff." These remarks raised, 
when I was listening to that, an impression that one of the 
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concerns which exists in boards is there is an apparent lack of 
ability to manage all of their finances. That concerns our 
committee greatly because, if it is true, it would certainly 
influence our understanding of the board autonomy issue that 
we have made reference to on a number of occasions. 

Since our committee was concerned, I asked our staff to obtain 
the management letter that Mr. McClelland was quoting from. 
We did receive a copy from your officials, and I have noted a 
particular date on it. 

That management letter he quoted from was dated 1988. Now, 
that makes me wonder whether your officials were being fair 
with our standing committee by referring to letters that were, in 
my view, outdated. 

The committee is concerned that this information was 
presented during the public hearing on January 7. We want to 
be clear that we are not happy regarding the type of 
information your officials were presenting to us. It seems to us 
as though your officials -- and the key ones, in respect to the 
relationship between boards and the department - attempted, 
in my view, to aeate an impression that financial management 
competence is presently lacking in one or more of our boards. 
It is a matter which should be considered when evaluating the 
issue of board autonomy, but in doing so, he used information 
that was close to four years old. 

I have great concern about that type of information that was 
being forwarded to us. Dr. Kinloch, I do not know if it was 
intentional, but it was misleading to our committee to use 
outdated information, and it is a very serious matter. When we 
are asking for a specific situation, I would anticipate that the 
department gives us current information. I was not happy after 
I read the letter given to us by your officials. It dated back to 
1988. It was not a realistic presentation of today's situation. 
When one of your officials made a statement lo that effect, to 
me, when I was listening to him during the hearings, it 
sounded like it was today's situation, but it was not. 

When we were up in the Keewatin, I specifically asked the 
board if they thought it was fair for the department lo use this 
type of information. They were appalled by the department's 
presentation with regard to the Keewatin, as it made reference 
to the Keewatin Regional Health Board. I raised that with them 
and they were not happy. They were surprised and really 
appalled by what the department gave our committee. I have 
a great deal of concern in respect to the actions of your senior 
official in your department. I wonder if you can comment on 
the issue that I am raising. Dr. Kinloch. 

DR. KINLOCH: Yes, Mr. Chairman, I am happy to have the 
opportunity to comment on it as I think it is important to note 
that Mr. McClelland's remarks did not specifically refer to the 
Keewatin Regional Health Board. They were intended to 
indicate the nature of difficulties that boards and the 
department had experienced over the time period covered by 
the audit, from 1988 onward. Indeed, we could have provided 
you with detailed management letters for 1992, which indicated 
the same sort of difficulties. However, it was not our intention 
to point a finger at specific boards but rather to point out 
system difficulties that were experienced notably during the 
start up period. 

Last week I presented some data to the Standing Committee 
on Finance that I think might be helpful to this committee in 
setting out the year-end experience of the boards individually 
over the period covered by the audit, recently completed by 
the Auditor General. I will leave this with your committee 
researcher. Briefly, it shows rather wild fluctuations from 
projected budgets during 1988, 1989 and 1990, and then, over 
the last two years, a rather significant reduction, and a bottom 
line which is quite commendable. For example, in 1991-92, the 
year-end position was less than 0.1 per cent off the projected 
budget, which is pretty good. 

One of the points that Mr. McClelland was trying to make, and 
I know that I had attempted to make in my own statement, was 
that we have all been going through a learning process. There 
have been difficulties in attracting and retaining qualified 
people at all levels in the system. The system is now achieving 
some maturity, and I think it is beginning to show in these 
objective measures. 

CHAIRMAN (Mr. Zoe): You can see Dr. Kinloch that when 
your officials act in this manner it creates a perception of 
disrespect, and also, patronizing attitudes that are referenced 
in the Auditor General's report under section 2.11. I was not 
happy with the manner your officials outlined or made a 
general statement in regard to the status of various boards 
across the territories. I understand he was trying to use it as 
a general statement but it was not current information that he 
was using, and that bothered me when I looked at that letter he 
was using. It was misleading our committee as that was not 
accurate. He should have used, in my view, the latest 
management letter. He could have given us an overview of all 
of the boards and that way we could have had a true picture 
of exactly what is happening in the field. The perception is 
there and the board, when I questioned them, indicated that is 
the type of thing the department is always trying to do to them. 
They do not have any respect for them. They patronize them 
and so on. Any comment on that? 

DR. KINLOCH: Mr. Chairman, yes. I think it is unfortunate 
that this specific board was identified. It was not our intention, 
as I indicated, to finger any particular board but rather to point 
out the sorts of difficulties that have been experienced. I think 
that what Mr. McClelland presented to you, in fact, was 
representative of difficulties that we had experienced. Some of 
them persist. Most of them are not evident in current year 
management statements. We are by no means over the 
difficulties of managing finances in a regionalized system. We 
expect that it will be necessary for us t6 be vigilant, both 
centrally and at the regional levels, if we ar& to maintain 
adequate controls. I do not see any evidence that quoting 
from a management report on an unnamed board in any way 
should be viewed as patronizing. I think it was a statement of 
fact. 

CHAIRMAN (Mr. Zoe): It is a statement of fact, but pertaining 
lo 19881 It was not a current situation! When I questioned the 
Keewatin Regional Health Board, they were furious about the 
fact that this particular outdated information had been used to 
make a general statement about the current status of board 
abilities across the territories. They were not happy because 
they know that other boards are doing better than that 
statement made by Mr. McClelland. They indicated themselves 
that they have improved since 1988. They were saying that the 
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department should not be making this type of general 
statement. They were furious and I was not surprised to hear 
them say that. After I read that letter, in my mind, he was 
misleading us in regards to the general status of board abilities 
across the territories. Would you like to comment? 

DR. KINLOCH: If I may just state something that I pointed out 
initially, it was not our intention that any particular board be 
singled out for comment. Mr. McClelland did not specifically 
refer to the Keewatin board. He made reference to the 
difficulties that had been experienced. He could have drawn 
selectively from reports across the system early in the period, 
but he chose simply to use one report. I think that it is 
unfortunate that the Keewatin has been singled out in this 
matter. However, it was not our intention to do so. 

CHAIRMAN (Mr. Zoe): I do not think Mr. McClelland was 
trying to single out the board. He made a general statement. 
He did not make any reference to Keewatin. He just said, 
"Here is one of the management letters,W and he made a 
general statement. When we looked at that old information 
about one of the boards we found that it was Keewatin. He 
should have used current information to make a general 
statement of any sort. He should have tried to use the current 
information available, not make reference to a management 
letter that was dated beck in 1988 to show the overall 
management of our boards' abilities within our system. I do 
not think that was fair. 

DR. KINLOCH: Mr. Chairman, I think perhaps the best way to 
assure you that we were not attempting to mislead the 
committee is to provide you with a whole set of management 
letters covering the period of the audit from 1988 to 1992. I 
think a review of those documents will satisfy you that Mr. 
McClellend's comments were representative of difficulties 
experienced early on. You will still find some difficulties today 
but of a different nature, affecting different boards. It is my 
impression, and Mr. McClelland's, that the situation is 
improving. 

CHAIRMAN (Mr. Zoe): Are there any further comments or 
questions?__ Mr. Arngna'naeq. 

MR. ARNGNA'NAAQ: This is just to follow up on the remarks 
that you have given to the questions end comments that Mr. 
Zoe hes made. I was not · here et the very beginning of the 
hearings in the first of this month. With the information that 
you ere giving us now with regard to the boards, and from the 
discussions that we have had with the various boards, one 
could see talking to them and to the C.E.O.s that they are 
certainly at different levels. Different regions are at different 
levels of having the ability to carry on their duties. I was just 
wondering, do you have a plan at this point to train the boards 
to a level where you, as a department, feel comfortable with 
giving more responsibilities? When would that be? 

CHAIRMAN (Mr. Zoe): Dr. Kinloch. 

DR. KINLOCH: Mr. Chairman. Yes, we do have a plan to 
support the boards at several levels. First of all, in ensuring 
that all board members are adequately orientated to their jobs 
and supported through continuing education efforts, we expect 
to support this through a contract with the Northwest Territories 
Health Care Association. The other areas where we intend to 

provide support are directly to finance officers and to C.E.O.s. 
Already there are regularly scheduled meetings of finance 
officers, at which time common problems can be dealt with. 
Thirdly, we are looking to provide direct support from the 
department, that is, to have our financial people travel to the 
boards and spend time with them working through their 
budgets or other difficulties that may co, up in a hands-on 
support role so that there will be an , .erstanding of the 
difficulties that exist in the field and an ability to talk to the 
finance officers on a continuing basis, knowing the type of 
problems they are dealing with. Beyond that, to continuing 
education programs for finance officers. There are also 
support efforts aimed at improving the systems that finance 
officers must use. We have, as you know, multiple financial 
systems in the field and this has been a source of confusion 
and difficulty. We expect to come to agreement on a single 
system, a single method of maintaining accounts, which should 
make IHe easier for everyone. As this process continues, we 
expect that the degree of control that is being processed by 
the boards will increase. We will be much more comfortable 
with them managing their finances and you will be much more 
comfortable with the way those finances are managed as well. 

CHAIRMAN (Mr. Zoe): Mr. Amgna'naaq. 

MR. ARNGNA'NAAQ: That raises a number of questions. Is 
there some sort of written plan for training the boards? If so, 
does that come from an overall plan of where the department 
is heading as far as the boards are concerned? 

CHAIRMAN (Mr. Zoe): Dr. Kinloch. 

DR. KINLOCH: Mr. Chairman, it represents rather a collection 
of activities that have been underway or are under 
development at the moment. The expectation is that boards 
will continue. Boards will play an increasing role in the 
planning and management of the health care system and, 
increasingly, the department will step back into a supportive 
role. 

CHAIRMAN (Mr. Zoe): Mr. Amgna'naaq. 

MR. ARNGNA'NAAQ: Have you, in the formation of these 
development plans, consulted with the boards as to where this 
plan should take place? Have you gone over with the boards 
or the plan that you are developing? 

CHAIRMAN (Mr. Zoe): Thank you. Dr. Kinloch. 

DR. KINLOCH: Mr. Chairman, I believe it is more of the nature 
of moving toward what boards thought they were set up to do 
in the first place. They believe that they were to have full 
management responsibilities for activities within their region. 
They have been unhappy with the degree of control exerted by 
the department. I think that we are now coming to an 
understanding that the department has a proper role in exerting 
control to ensure that the statutes, regulations, policies and 
procedures of the G.N.W.T. are adhered to. We expect that 
this will be much clearer to everyone once the memorandum 
of understanding is completed. This will set out the respective 
roles of the department, the board and the relationship 
between the two. That is something that we expect to have 
accomplished early in this next fiscal year. 
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CHAIRMAN. (Mr. Zoe): Mr. Amgna'naaq. 

MR. ARNGNA'NAAQ: What I understand you are saying is 
that the development of this plan for the boards is coming from 
the boards themselves and the department will take a 
controlling or monitoring role as far as the boards are 
concerned, some time in the future? 

CHAIRMAN (Mr. Zoe): Dr. Kinloch. 

DR. KINLOCH: Mr. Chairman, the roles will be spelled out in 
the memorandum of understanding. There will be a continuing 
element of control because of certain requirements of the 
Government of the Northwest Territories, the Financial 
Administration Ad, for example. Increasingly, we would see 
ourselves in the department as ading as consultants to the 
boards and of monitoring adivities. As long as they are within 
agreed upon limits, boards would continue to manage. 

MR. ARNGNA'NAAQ: I have just one small question. 

CHAIRMAN (Mr. Zoe): Mr. Amgna'naaq. 

MR. ARNGNA'NAAQ: Could we get copies of the plan that 
you are developing for the boards sometime? 

DR. KINLOCH: Mr. Chairman, yes. I think you might find it 
helpful to review the terms of reference for the memorandum 
of agreement, which covers a long list of things which will be 
spelled out in detail as to who is doing what. 

MR. ARNGNA'NAAQ: Thank you, Mr. Chairman. 

CHAIRMAN (Mr. Zoe): Any further comments or questions? 
Mr. Whitford. 

MR. WHITFORD: You mentioned something about the multi
systems that are currently being applied or used throughout 
the various regions causing problems. Everywhere we have 
gone so far, we have heard the same thing that there are too 
many systems in use and it is cumbersome. I wonder why, in 
this day and age, something like this has been allowed to go 
on for so long? None of the boards or regions are talking 
eledronically to each other through the smoothness that a 
system in this day and age should be operating in. It puzzles 
me as to why this is allowed to go on. You mentioned, in your 
remarks, that you are going to go to a single system, but when 
is this going to happen? 

CHAIRMAN (Mr. Zoe): Thank you. Dr. Kinloch. 

DR. KINLOCH: Mr. Chairman, the committee has been set up 
with representation from the Department of Health. The 
Department of Health, Finance and the boards review the 
current needs of boards for financial management and then 
look at the available systems that might exist as options witll 
the aim, early in this coming fiscal year, to make a 
recommendation as to the system and the procedures that 
should be followed by all boards. This would be a colledive 
decision, one that would satisfy the requirements of G.N.W.T. 
generally, the Department of Health, and the boards. The 
terms of reference for that exercise exist now in advanced draft 
and should be available shortly. 

CHAIRMAN (Mr. Zoe): Thank you. Mr. Whitford. 

MR. WHITFORD: There are two other systems that are still 
currently being used. I think there are three or four of them. 
There are still other ones that are in headquarters now. Are 
those going to be changed to make this one kind of system 
that all can use? Are we going to have to still use these other 
systems for whatever reasons? The problem is that none of 
these things talk to each other. I am not a computer expert but 
it stands to reason that these systems should be compatible so 
that you do not have to do things manually. You should be 
able to say, "Here is my disk, you plug it into your computer." 
This should be the objective, but it does not seem to be the 
diredion that the department is going. If you are only going to 
correct one thing, it is not going to make these systems 
compatible. I fail to understand why the department does not 
just bite the bullet and go ahead and do something like this. 

CHAIRMAN (Mr. Zoe): Thank you. 

DR. KINLOCH: Mr. Chairman, the aim is indeed to have 
systems that are entirely compatible so that it will be possible 
for us to access information directly and to avoid the re-entry 
of data or having to do manual exercises to respond to 
questions. The department does not feel to be in a position to 
impose a system on the boards, rather we wish to develop one 
collaboratively with them. We wish to develop a system that 
will meet both our needs. We expect to accomplish that by the 
end of this coming fiscal year. 

CHAIRMAN (Mr. Zoe): Thank you. Any further questions or 
comments? Mr. Whitford. 

MR. WHITFORD: H.I.S. ~nd C.H.M.I.S., these are systems the 
Auditor General had recommended be consolidated. Is this 
going to happen? 

CHAIRMAN (Mr. Zoe): Dr. Kinloch. 

MR. WHITFORD: I think generally the boards would be happy 
with a system that everyone understands. Right now, I 
understand that some places are not even on electronic mail. 
I do not know whether Stanton is even on HP Desk or E-mail. 
We cannot talk to them over at Stanton board on our systems 
right now. That same thing applies to other places. We have 
asked, "Are you on electronic mail?'' The answer was no. 
Some are and some are not. It is hard to understand why that 
is not happening. It should be universal. 

MR. ARNGNA'NAAQ: Dr. Kinloch. 

DR. KINLOCH: Mr. Chairman, we are talking about three 
different kinds of systems, the first is a communications system 
represented by HP Desk Manager. At the moment Stanton is 
not on that system. Other boards are and we use it 
extensively. 

The second set of systems are the financial systems, the 
Manitoba Health Organization System, the H.8.1.S. and a 
couple of others that are used by boards. Those systems are 
being reviewed by the joint committee consisting of Finance, 
Health and the boards. 

There is a third set of systems and these are the H.I.S., the 
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health insurance services system, and the community health 
information system. Those systems are being reviewed and 
will be upgraded over this next year in preparation for the 
decentralization of the health insurance services operations. 
The aim is to have linked or compatible systems so that data 
from one can be linked to the other. All of these things are 
proceeding concurrently. 

CHAIRMAN {Mr. Zoe): Thank you. 

MR. WHITFORD: I have just one further short question. Is 
Fort Simpson on HP Desk? 

DR. KINLOCH: Mr. Chairman, I do not know. I cannot 
remember. 

MR. WHITFORD: I can remember that, until very recently, that 
hopsital did not even have a computer. 

CHAIRMAN (Mr. Zoe): We can write to them and find out if 
the deputy minister does not know. What system does 
Simpson have? 

MR. WHITFORD: (Microphone turned off.) Yes, I know. HP 
Desk? You do not know. 

CHAIRMAN (Mr. Zoe): Are there any further questions or 
comments from the committee? 

MR. WHITFORD: I have more questions. 

CHAIRMAN (Mr. Zoe): Sure, if you would like to continue? 

MR. WHITFORD: Well, I guess we could go on forever. 

CHAIRMAN (Mr. Zoe): I have one if you do not mind, Mr. 
Whitford? 

MR. WHITFORD: All right, go ahead. 

CHAIRMAN (Mr. Zoe): I would like to go back to the public 
hearings again, when we were in lnuvik. It relates to what we 
·talked about earlier, when you first appeared before us, Dr. 
Kinloch, in regards to human resource management objectives, 
particularly, relating to the opening up of the health care 
centres for aboriginal people. I pointed out that one of the 
department's definitive objectives for 1992-93 was to develop 
a strategy for attracting northerners into the health care 
careers. I have asked the department senior official in this 
area, Mr. Lange, whether such a strategy existed when he 
appeared with you on January 8. Mr. Laing indicated that a 
number of projects have been undertaken within the strategy 
and made reference to the successful career access brochure. 

The committee requested a copy of that strategy and we 
received this one-page strategy which included things like 
going to fairs, producing a colouring book, going to meetings 
at Arctic College to discuss potential nursing programs, and 
there are other things on here. However, within this strategy 
there are no deadlines for completing these various tasks, and 
no standards on how many items are supposed to be 
produced. There is no indication of who is accountable for the 
task. One of the worst things is that there is no description of 

how the outcome of these activities are going to be evaluated. 
This one page that they have given us for attracting northerners 
into a health career is not a strategy, in my view. It is not for 
those reasons that I have indicated earlier. There are no 
deadlines. We do not know who is going to be accountable for 
which task. They have named a number of things. Dr. 
Kinloch, do we have an appropriate strategy document within 
the department, or is this it? 

DR. KINLOCH: Mr. Chairman, I think what you have there is 
a summary of initiatives. For some of them there is extensive 
documentation and we would be happy to provide that to you. 
For some, however, the objectives are not as clearly set out as 
you would like or as I would like. It will be our intention to 
improve them. 

CHAIRMAN (Mr. Zoe): That is specifically what we asked for, 
the strategy, not a summary of the strategy. I would like to see 
the strategy. tt you can provide that to our committee, I would 
appreciate it. Are there any further comments or questions? 

MR. WHITFORD: Just a comment on that, Mr. Chairman. We 
were looking to see how some of these things would bear out 
in the end. What is going to be the end result of the 
production and distribution of a health career information book 
highlighting successful aboriginal health careers? It is fine to 
have some pictures and things, but the objective there is to 
stick out our chests and say we do have this or that person 
there. There should be a target or an objective as to what this 
is going to do. Is this going to promote a certain age or 
gender group, to pursue a health career? Each of these items 
that you have listed is well and good, but what is going to be 
the end result of producing a colouring book for school 
children? Will it make them familiar with health issues and, 
therefore, become interested in pursuing something like that? 
Targeting summer placement of post-secondary health career 
students, how is this going to foster their career? What would 
the objective be? Is it going to give them enough incentive to 
continue back so that they can pursue this? We fail to see this 
within this document. Although you have explained it is just a 
summary, it appeared fairly loosely linked. There is no 
connection between them. What we are looking for is 
something with a little bit more substance to see what the 
objective would be and how this was going to come about. 

CHAIRMAN {Mr. Zoe): Thank you. 

DR. KINLOCH: Yes, Mr. Chairman, we can provide materials 
such as that. By way of a general approach to the 
encouragement of aboriginals to serve as providers of care, it 
is our ultimate objective that aboriginal people will be 
represented in the health professions to the extent they are 
represented in the general population. Between now and then, 
we have some intermediate objectives, some of which are 
easily quantifiable. For example, we would like to have 25 
students enrolled in the access program to the R.N. program 
in September of 1993. Others which are not so quantifiable are 
colouring books in all of the primary grade schools, the 
ultimate aim of that is to encourage young children to think of 
health careers. Perhaps, it will be possible at some point down 
the road to evaluate the success in planting that idea in young 
minds. The ultimate aim is to have graduates and practising 
health professionals from the aboriginal populations serving in 
the N.W.T. health system. 
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CHAIRMAN (Mr. Zoe): Th~nk you. Any further questions or 
comments? Mr. Amgna'naaq. 

MR. ARNGNA'NAAQ: Mr. Chairman, I was just reviewing 
some of the notes that I was writing during our hearings with 
the various boards. A number of the areas that came up had 
to do with the memorandum of understanding. When we 
discussed those with a couple of the boards, some of the 
phrases that were used were "inadequate meetings, having no 
input into the M.O.U.," ''that this was something that was 
created completely by the department." " There was no input 
from the boards. To make a memorandum of understanding 
which would be appropriate for both the boards and the 
Department of Health, a third party should be involved in the 
formation of these memoranda of understanding." I am just 
wondering what you wou1d think of something like that? 

CHAIRMAN (Mr. Zoe): All right, Dr. Kinloch. 

DR. KINLOCH: Mr. Chairman, firstly, I think it is important to 
recognize that the general outline of the elements to be 
included in a memorandum of understanding have been 
determined for us by a Cabinet direction. Second, at a 
meeting of the N.W.T. Health Care Association in the fall of 
1992, there was an agreement that the N.W.T. Health Care 
Association would act as an intermediary between the 
department and the boards in structuring a steering committee 
that would develop the terms of reference and then oversee the 
development of the memoranda of understanding. It is 
possible that some of the boards did not understand that 
arrangement, or that the Association could act in an 
intermediary role, but we are, nonetheless, distributing material 
about the prooess to the boards. They now have in their 
hands the draft terms of reference and the intended approach 
for any comments they wish to make. Perhaps what we are 
seeing is simply another learning process of how the Health 
Care Association is going to function effectively as an 
intermediary. The aim was simply to streamline the process so 
that it would not be necessary to have a large steering 
committee. Clearly, it will be necessary to ensure that we have 
communication links to the boards. 

CHAIRMAN· (Mr. Zoe): Thank you. Mr. Amgna'naaq, any 
further questions or comments? 

MR. ARNGNA'NAAQ: It certainly has been a learning prooess. 
It is something that I went through when I was working with the 
Keewatin Divisional Board of Education when they were 
forming a board. The approach taken by the department at 
that time appears to be very different from the way the 
Department of Health is approaching it. Have you looked at 
how they are forming boards and the way that other 
departments may be creating boards, questioning how it is 
they are working with the boards and so forth? 

DR. KINLOCH: Mr. Chairman, in general, yes, we have. 
Indeed there have been reports on the functioning of the 
boards of education as opposed to the health boards. It really 
is up to the Department of Health and the boards to work out 
their own arrangement within the framework that is provided for 
us by Cabinet. To some extent we can learn from others but 
it really is a task that we have to work out ourselves. 

CHAIRMAN (Mr. Zoe): Thank you. Any further questions? 

Mr. Whitford. 

MR. WHITFORD: Yes, I just wanted to go through a couple of 
things that came up during our reviews in the two regions. and 
a concern that this committee has about the way information 
was presented by the department when the officials were here 
as witnesses during the first week of January. I would like to 
quote a comment that was made by yourself on January 6 
when you explained some of the history behind the reasons for 
conflict over levels of board autonomy. The quote that I have 
is, "The signing of the transfer agreement is considerably less 
than five years and, during that time, there has been continuing 
difficulties with the recruitment and retention of important senior 
positions on boards, notably, qualified financial officers. The 
lnuvik Regional Health Board suffered seven financial officers 
in one year." I know the department's testimony suggests that 
there are difficulties in the financial management ability of the 
boards, this time because there are insufficient financial officers 
and the lnuvik board is used as an example in that quote. 

When we were in lnuvik this past week on January 28, we 
asked the witnesses representing the lnuvik regional board 
about this and they said this information was throe years old. 
They said that the problem with the turnover in financial officers 
had been largely due to a situation in which most of the 
financial operations were provided through an unpopular 
M.O.U. by the regional Department of Finance personnel who 
could not even be supervised by the board's managers. They 
also said that during that time, and I quote, "As a board 
member, I really do not know that we received any assistance 
from the Department of Health. I think the recruitment process 
was done by the board itseH.11 Recognizing the importance of 
providing this committee with accurate information, I wonder if 
you would clarify the context of those remarks that you made 
on January 6? 

DR. KINLOCH: Mr. Chairman, again, my remarks were 
intended simply to reflect the sorts of difficulties that the system 
had experienced. The difficulties of recruiting and attracting 
trained financial staff were not restricted to lnuvik. The 
Keewatin board had some similar difficulties. It is a problem 
when there is no continuity in these important areas of 
management, notably in finance, that number of seven is well
known throughout the system. There was no need to omit the 
word lnuvik, everyone knew that was the situation. I cannot 
speak to whether the department was not helpful in recruitment 
but, certainly, that would not be the situation today. Our efforts 
and interests are to ensure that the boards are well-staffed with 
competent people because, if they are not, the whole system 
suffers. 

CHAIRMAN (Mr. Zoe): Mr. Whitford. 

MR. WHITFORD: Thank you. I suppose the boards have a 
difficult task out there and certainly, comments like that would 
have an impact on their credibility and on their morale, 
especially when it is made from very senior officials in the 
department. 

The Auditor General said, in section 2.5 of his report, that the 
department should recognize the improvements made by the 
boards since 1988 and amend the directives to reflect the 
current needs. Surely since 1988 there have been great 
improvements and those should have been pointed out as well. 
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tt you have a finance officer that has been there longer, it 
should have been mentioned too. It is difficult for the boards 
to function without getting a little shot in the arm once in a 
while. It seems that many problems occurred long ago and 
there have been great strides made. However,. you continue 
to quote facts from then and not more current facts. It 
suggests that there. have not been any improvements. Why we 
mention this, Mr. Chairman, is because, in all of the places we 
have gone, with one exception perhaps, there has been a great 
deal of friction between the boards and headquarters. It is 
difficult because, every time we go somewhere, they chip away 
at the department and the relationship between the boards and 
the headquarters. When we hear these things, it is 
understandable why they are not happy with headquarters. 

CHAIRMAN (Mr. Zoe): Just to follow up on what my 
colleague is saying, especially when the department officials 
are making various general statements pertaining to boards 
and the relationship, rather than improving between the 
department and the boards, especially in public statements 
about various boards, is just not there. You are creating a 
more negative impact, in my view, when departments are 
always basically bad-mouthing the boards. It is not positive. 
The department is always taking a negative view. That is why 
the boards' relationship with the department is getting worse 
because the department is making certain statements that are 
having a negative impact on the overall relationship. I believe 
that is what my colleague is also trying to say. Dr. Kinloch. 

DR. KINLOCH: Mr. Chairman, I can understand how, taken 
out of context, it might be viewed in that manner but it is 
important to recall the context of the Auditor General's report, 
which is based on a period from 1988 to the present. It is a 
public document. In attempting to provide comment to this 
committee, we felt it was necessary to review the experience of 
the whole period and to admit that there have been difficulties, 
but overall, to indicate that the situation is showing a significant 
improvement. We feel much more comfortable with the degree 
of financial control, for example, than we did even two years 
ago. Also, while there undoubtedly have been some frictions 
between the department and the boards, this situation has 
been improved in the last year and, particularty, in the last few 
months. We do not see any particular merit in dwelling on the 
difficulties of the past but rather look to more collaborative 
arrangements in the Mure. 

CHAIRMAN (Mr. Zoe): Thank you. Mr. Whitford. 

MR. WHITFORD: I just wanted to finish up what the Auditor 
General had said in section 2.5 of the report and I had quoted 
that, "The department should recognize the improvements 
made by boards since 1988 and amend the control directives 
to reflect the needs of the present day". The department's 
response to that was that the department will review financial 
controls in consultation with health boards. Mr. Chairman, the 
recommendation is not to review financial controls but to 
amend them. I wonder if Dr. Kinloch can indicate whether the 
department is willing to make this happen? And, when will this 
come about? 

DR. KINLOCH: Mr. Chairman, the discussions surrounding the 
memorandum of understanding are intended to deal with many 
of those situations, but I feel I must point out also that the 
department is not free to release the boards from some of their 

accountabilities because they are set out in stat· /es of the 
Government of the Northwest Territories. Also, the discussions 
surrounding the memorandum of understanding are coloured 
by the directive which we have from Cabinet. 

CHAIRMAN (Mr. Zoe): Thank you. Mr. Amgna'naaq. 

MR. ARNGNA'NAAQ: I had one quick question. In talking 
about the financial system as well as the various systems 
where you keep track of what is going on in the regions, some 
of the boards mentioned that they are spending a great deal of 
time. We asked if they could put it down into a figure of dollars 
and how much time they are using, if they are able to put a 
dollar figure into how much time they are spending on 
responding to requests from headquarters. They were not able 
to say, but one of the boards mentioned that it probably takes 
.ten to 15 per cent. Other boards said, it probably takes one 
person-month to try and answer questions from the 
Department of Health. There seems to be a vacuum. That is 
my impression. With that and the problems that the boards 
have mentioned to us, I am wondering if you plan on getting 
the boards together somewhere at some point in time to go 
through some of the problems that are going on. 

DR. KINLOCH: Mr. Chairman, we meet regularly with the chief 
executive officers and chairs of boards, usually twice a year. 
There is a meeting scheduled for the second week in February, 
at which time we will review several items that are viewed now 
as having priority, such as the arrangements for the 
memorandum of understanding. There are close linkages 
between the department and the boards at many levels. Some 
of the contacts are unnecessary in the sense that we could, if 
we had the proper information systems, obtain the information 
directly from the system without bothering people. Until we get 
those systems set up, it will continue to be an annoyance to us 
and to the boards. 

I recognize that many of the questions are not questions that 
the department generates of itself, but rather, they are intended 
to satisfy the requirements of the Financial Management Board 
Secretariat. There are many conversations between ourselves 
and the boards in comparing acceptable submissions for 
forced growth, for example. We hope that our new operating 
systems will cut this down significantly. 

CHAIRMAN (Mr. Zoe): Mr. Arngna'naaq. 

MR. ARNGNA'NAAQ: The meetings that you discussed or 
mentioned just now, are those meetings where they all get 
together or does the department meet with them individually? 
In the second week of February, will that be all the boards 
together in one room with the Department of Health? 

MR. KINLOCH: Mr. Chairman, yes, it is all of the boards, the 
C.E.O.s, the board chairs, and sometimes the R.N.O.s or 
finance officers as well. There are general meetings. There are 
special meetings where the R.N.O.s or the finance officers 
would get together. The Minister usually meets privately with 
the chairs, who are accountable to her. I meet with the 
C.E.O.s. Directors from the department are present for most, 
if not all, of the meetings. We encourage private discussions 
to take place at breaks. 

CHAIRMAN (Mr. Zoe): Thank you. Are there any further 
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comments? If not, I have a few more questions I wanted to ask 
pertaining to our public hearings that we had in Rankin and 
lnuvik. One was specifically to the Kiguti Dental Clinic. There 
was a reference made in the Auditor General's report, but I am 
running out of time. I have Jim Antoine, the Member for 
Nahendeh, on stand-by. He is waiting for us to call him so we 
can link him up. He wants to make a presentation by 
telephone to us, so I do not want to keep Mr. Antoine waiting. 
I will get our staff to correspond with you in regard to that 
particular issue that I wanted to raise with the department. I 
wanted to question you, Dr. Kinloch, in regard to the comments 
that they have made in our public hearing. I will get our staff 
to communicate with you at a later date. For now, I would like 
to thank Or. Kinloch and Ms. Berthelet for appearing before us 
this morning. Thank you. We will take a two minute break 
while we link up. 

--SHORT BREAK 

CHAIRMAN (Mr. Zoe): Only Silas and myself are here, Tony 
is on the phone upstairs. He should be right down. I notice 
that you left copies of your presentation here with Alan Downe. 
I will start even though they are not here, Jim. Perhaps I will 
get you to introduce yourself and the constituency that you 
represent. Tony and Ludy just walked in. I have all the 
committee here now. I will get you to proceed with your 
presentation. 

Telephone Presentation by Mr. Antoine, M.LA. tor 
Nahendeh. 

MR. ANTOINE: Thank you, Mr. Chairman. My name is Jim 
Antoine. I am a Member of the Legislative Assembly whose 
constituency is Nahendeh. I am pleased to have this 
opportunity to address the Standing Committee on Public 
Accounts today by phone because I consider the review of the 
Auditor General's report to be very important to this 
government and to the people of the Northwest Territories. 

Mr. Chairman, the delivery of health services is a major 
financial consideration for the Government of the Northwest 
Territories, but more important than that is the availability and 
type of health service we have impacting significantly on the 
quality of life for northerners. With doilars becoming tighter 
each year, it is essential that the Department of Health operate 
in an effective and well planned manner. In the spirit of fiscal 
restraint, the people of the Northwest Territories have to be 
sure that our limited health dollars are not being lost through 
holes in the government administrative framework. We must 
expect and insist on full value for money in the administration 
of health services. It is for that reason that I believe the work 
of the Auditor General is so important. When I was a chief of 
the Fort Simpson Dene Band and was involved with the 
Aboriginal Development Corporation in the 0eh Cho, I 
welcomed this sort of objective review of our local 
administration. 

In much the same way, the Auditor General's report provides 
the Department of Health, the Government of the Northwest 
Territories and the Members of the Legislative Assembly with 
an opportunity to stand back and look at the snapshot of our 
health administration for a change is necessary and it will help 
us identify what to do and how. In order for this process to 
lead to a positive result, however, there needs to be a 

responsive and constructive attitude on the part of the 
Department of Health. Frankly, Mr. Chairman, statements have 
been made by departmental officials at certain points during 
your hearings the first week of January that have made me 
wonder whether those basic attitude requirements presently 
exist. 

I would like to touch on four or five points in the Auditor 
General's report that I support and should, in my view, be 
regarded as priorities, as well as one section of the Auditor 
General's report that causes me concern. Secondly, I want to 
make these recommendations, which, I believe, will go a long 
way toward resolving some of the Auditor General's concerns 
about departmental infrastructure. Finally, I would like to raise 
some concerns with the department's formal response to the 
Auditor General's report. 

Chapter three of the Auditor General's report deals with the 
lack of a strategic plan with the Department of Health. I think 
that the report, as well as the comments you have heard during 
these hearings, Mr. Chairman, leave little doubt that the 
department's lack of strategy has created problems in every 
aspect of the delivery of health services. I am shocked by the 
fact that there is no specific plan, that legislation appears to be 
outdated or inadequate and that the policy basis within the 
department seems to be sadly lacking as well. 

Section 3.2 of the report is particularly important because it 
deals with the department's failure to plan where and how to 
allocate its human resources. B9a!use of this, nurses at the 
community level are often overworked and do not receive 
enough support. I would like to quote page 16 of the Auditor 
General's report. "Under the primary health care model, 
community health nurses are the front-line caregivers. 
Although hospitals have adequate staff levels to rotate nurses 
for shiftwork, community health nurses are required to be on 
call 24 hours a day, seven days a week. The distribution can 
be traced back to the lack of planning." 

I have to disagree with the Auditor General's illustration, 
although I do agree with his conclusion that this is a problem 
which arises from the inadequate job the Department of Health 
has done in planning how to distribute its human resources. 
Perhaps there are significant nursing positions in Yellowknife, 
Iqaluit and lnuvik, but you should also be aware of the situation 
at the Fort Simpson Hospital. I believe that it is under
resourced and that the nurses and other staff in the hospital 
frequently have to work long hours and have experienced 
periods of high stress. The consequence of the department's 
lack of human resource planning pertain to more than just the 
community health nurses. They are also creating problems 
with respect to the operation of the hospital in Fort Simpson. 
I would expect in the other facilities known as "cottage 
hospitals" as well. I agree strongly with the Auditor General's 
comment that studies should be completed to assess nurses' 
work loads across the Northwest Territories. 

I do not buy the department's excuse that it is too difficult to 
develop adequate workload assessment tools. Perhaps, if the 
Department of Health diverts some of its existing energy away 
from monitoring finances of health boards and focuses more 
on planning and policy development, they would be able to 
find a way. The difficult part will come when the results of the 
work load assessments are finalized and it becomes necessary, 
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perhaps, to tell Stanton Yellowknife Hospital or the lnuvik 
Regional Hospital that some of the nursing dollars are going to 
be allocated to provide better coverage at the community 
health centres and in smaller hospitals. It will then be a matter 
of political will on the part of the Minister and her department 
to make the changes that should be made. 

I have one additional point to make about planning for health 
services. Over the course of the past several months, Fort 
Simpson has been involved in the planning process that is 
supposedly intended to identify health needs in our community 
and in the region. I have been extremely concerned about the 
way this planning process has been initiated. Decisions about 
the stages of the process, the organization, the review methods 
and the participants to be involved, were all made in 
Yellowknife, and the community had a process imposed on it 
with the expectation that we would have to buy into it and 
become involved. When is the Department of Health going to 
realize that is not the way things are supposed to be done in 
the Northwest Territories? 

In any planning effort, the people of the affected communities 
should be involved right from the very outset. The department 
should build the kind of assessment and focus on the variables 
that elders, community leaders and service consumers feel are 
necessary. Through subsequent discussions, a better 
understanding has now been generated between our 
community representatives and departmental officials. People 
from Fort Simpson and the area are now feeling better about 
participating, but it could have been different. We do not need 
to waste money and aeate a strain between government and 
communities by pushing ahead with planning activities that the 
service consumers do not find to be relevant or appropriate. 
This department is going to have to learn a lesson about 
starting to consult with communities earlier in the process if it 
wants its planning efforts to lead anywhere. 

Those were my general comments about the lack of 
departmental planning for health services. However, there are 
many specific examples of problem areas in the department 
which relate to the lack of planning. One of these is in regard 
to the department's absolutely unacceptable record of hiring 
aboriginal people. I know that other Members of the standing 
committee, officials who appeared from Stanton Yellowknife 
Hospital and several media reports have all commented on it, 
so I plan to keep my remarks brief on this one. 

I just want to point out that, for years, the territorial government 
has blamed its failure to promote career development on the 
education system. This idea of passing the buck to the 
Department of Education and to other schools and 
communities is an old trick. It is just a way of avoiding 
accountability. Mr. Chairman, the Department of Health should 
realize that it is a part of the education system. tt the 
department has been unable to inaease the number of 
managers and health care professionals, then it should be the 
place where the motivation to change is coming from. 

It is time for the department to start taking a pro-active 
approach to supporting skill development and training that 
would enable aboriginal people to take a rightful place in the 
administration and delivery of health services. It is time for 
them to stop sitting back and waiting for the school system to 
tum out graduates that the health officials regard as good 

enough to join their club. Brochures will not do it. Holding 
committee meetings to talk about the possibility of a nursing 
program will not do it either. Blaming aboriginal people for 
high drop-out rates at community schools will not do it either. 

The department's human resources division should take an 
entirely new approach. It should get out into the communities 
and identify people who are interested in health. It should then 
develop an individualized training program which gives access 
to the courses and support to assist them as they need to 
broaden the skills they already have. There can be an increase 
in the number of aboriginal people in the health system, but it 
will not happen unless the departmental officials get out of their 
comfortable offices in the Centre Square T ewer and reach out 
pro-actively to the communities. 

I want to talk about another specific example, which arises out 
of the lack of direction, which characterizes the Department of 
Health. Several months ago, Ms. Cournoyea announced that 
there will be several massive decentralization initiatives taken 
throughout the government. In many ways, this is a very 
welcome announcement. I think that, for many years, people 
have hoped to see the administration of programs and services 
move out of Yellowknife and into community settings where 
they would be closer to the people who use them. However, 
because there is no strategic plan for the Department of Health, 
it is my view that the government is planning to decentralize 
the wrong services at the wrong time. 

As you know, Mr. Chairman, there are currently plans to 
decentralize the health insurance service division to Rankin 
Inlet and lnuvik. This is the part of the Department of Health 
which pays the doctors' bills and other medical costs. I have 
never seen the reason why the government chose to 
decentralize this particular division. Neither have you, Mr. 
Chairman, or any ordinary Members, because the rationale for 
this decentralization has never been announced. 

There are two problems with this. First, the Auditor General, in 
his report, has indicated that it would be more efficient if the 
financial functions of the health insurance services division 
would be consolidated within the Department of Health's 
finance and administration division, which is managed by 
Darrell Bower. Second, the amount of effort the department is 
having to devote toward preparing for the decentralization of 
health insurance services is preventing it from carrying out 
some of the other important planning and management tasks 
that must be done. 

I noted, from my review of the department's comments to the 
committee during the week of January 5, that they were having 
to put much of the work that needs to be done on computer 
information systems on hold. This is because it is taking too 
much time and so many resources to implement the 
decentralization of health insurance services. 

I would like to suggest to you, Mr. Chairman, that the 
department has its priorities wrong. I cannot see how having 
this highly technical financial function decentralized to the 
regions will bring government any closer to the people. The 
H.I.S. staff may be living in Rankin Inlet and lnuvik, but they will 
still be reporting directly to Yellowknife. There would not be 
any benefits to the health system, although, of course, there 
will be a small positive impact on each community in terms of 
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housing and PYs. As a result, the potential for greater 
efficiency through consolidation of financial activities within the 
department's organizational restructuring will be lost. 

I think that the Department of Health should concentrate on 
decentralizing those areas of administration which have a direct 
impact on the people and where there are real and measurable 
benefits to the delivery of health services. I want to make a 
suggestion about it. I would like to see the Department of 
Health forget about the decentralization of health insurance 
services, and instead, devote its full energies to the 
decentralization of the administration for Mackenzie Regional 
Health Services. 

I think that it is absolutely ridiculous that health services for the 
Mackenzie catchment area are managed out of Yellowknife. It 
is inefficient and prevents good communication with 
communities on key health issues. I also think that it is one of 
the reasons why the establishment of regional health boards 
with Dogrib and Deh Cho communities have been delayed. 
Maybe if Mr. Menzies' units were outside Yellowknife, they 
would realize the benefit that comes from local input into the 
delivery of health services. I think of this as a serious 
recommendation to the Standing Committee on Public 
Accounts. I hope that it is possible for you to reflect this 
position in the report that you bring back to the Legislative 
Assembly. 

I would like to move on to comments on the Auditor General's 
findings in chapter eight. These deal with management 
reporting and accountability. I feel that your view should focus 
carefully on this area. I note that, when the Standing 
Committee on Public Accounts tabled committee report no. 13-
12(2) on June 25, 1992, one of the statements it made was 
that, ''the Standing Committee on Public Accounts will work 
closely with other committees of the Legislative Assembly." I 
was glad to see that, Mr. Chairman, because, as the new 
Chairman for the Standing Committee on Finance, some of the 
recommendations we had made in the past are directly 
relevant to the points which the Auditor General has made. 

For instance, I would like to draw your attention to one of the 
recommendations made by the Standing Committee on 
Finance when it reviewed the Main Estimates for 1992-93. This 
is in committee report 17-12(2), which was tabled on 
September 14, 1992. The Standing Committee on Finance 
commented that it needed to know what the department 
expects to accomplish with money put into health programs. 
It is true that the Department of Health was the only 
government department that provided key result areas in the 
main estimates that S.C.0.F. was also concerned that the 
indicators were largely unmeasurable, leaving us not knowing 
how successful the department has been in achieving results 
with the resources provided. 

The Standing Committee on Finance recognizes that there is 
a difference in measuring output and measuring effects of the 
Department of Health. Too often, the Department of Health 
seems to measure its activities in terms of the paper that has 
been produced or whether a meeting was held rather than 
evaluating whether or not anything has actually been improved. 
The Auditor General refers to this as the department's tendency 
to measure output rather than outcome. I believe that is a very 
important point to remember. That has to change. 

S.C.0.F. recommendation number 15 indicated that, at an 
absolute minimum, the following performance measurements 
should be reported in 1993-94 Main Estimates. One, mortality 
and sickness statistics and trends; two, public satisfaction with 
health programs and services; three, backlog statistics; four, 
local employment and health care; five, health cost 
containment; and, six, health facilities utilization. I would note 
that the Department of Health had commented in the past that 
it may have difficulty compiling these sorts of measurements 
because of its inadequate computer information systems. The 
Standing Committee on Finance expressed concern about 
those inadequacies and recommended that action should be 
taken in that area. I trust that the department will take that very 
seriously, Mr. Chairman, because I simply cannot visualize how 
the Standing Committee on Finance will be able to accept 
future budget submissions without outcome-related 
performance measurements. I hope that I can count on the 
Standing Committee on Public Accounts to underscore these 
instances on management accountability in your report to the 
House. 

In closing, I just want to express my concern about the way the 
department has been responding to the Auditor General's 
report. I think that even the casual reader will note that very 
little effort went into the varied comments the Department of 
Health made in its management response to the Auditor 
General's findings. Simply writing down "Agreed" as a 
management response tells us nothing · about what the 
department is going to do, how it is going to do it, and most 
important, when it will be finished. This can be interpreted as 
a somewhat arrogant -- attitude as though the department is 
saying that we do not need to know what it will be doing. 

I was trying not to draw that interpretation, Mr. Chairman. But, 
then I saw a copy of the opening remarks made by Dr. Kinloch, 
the Deputy Minister of the Department of Health, when he 
appeared before your committee on January 6, 1993. Rather 
than giving us a constructive outline of how the Department of 
Health would implement the Auditor General's 
recommendations, I found that the deputy minister's remarks 
were defensive and unproductive. 

If we want to make our health system better, there is no point 
in seeing the Department of Health take the position that the 
comprehensive audit is flawed because it did not consider 
other jurisdictions, blaming the department's shortcomings on 
past history with the Legislative Assembly or making 
statements that "the responsibility for health services is clouded 
by the special relationship between aboriginal people and the 
federal government." I found all of Dr. Kinloch's comments 
unacceptable and I believe that this should be noted. Even 
though the Department of Health has stated that it takes the 
Auditor General's report seriously, those remarks have made 
me wonder whether or not they are really going to do 
something about it. 

The problem with the department may be one of attitude. I 
note from Dr. Kinloch's remarks that he went into great detail 
about the qualification of his senior managers and listed all the 
different countries where they have worked. He stated that it 
is their judgement that 'the N.W.T. has one of the best health 
services in the world." I do not think it really matters what the 
senior managers think. I would like to see them, instead, 
reporting what the people in the communities, who use the 
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health services, members of the boards who are supposed to 
operate, manage and control the health facilities and the staff 
who work for them, think. That is who I would like them to get 
the information from. I believe that he would not find many of 
them who believe that our health system is the best in the 
world. It is true that we might have some of the best ideas in 
the world, but clearly our system for making those ideas 
happen has some very serious flaws. 

The Auditor General's report identifies a number of areas where 
the system can be improved. I hope that the Department of 
Health, under the direction of its new Minister, adopts a more 
positive and constructive attitude. Mr. Chairman, the end result 
of that process will be an improved health system for the 
people of the Northwest Territories. That is critical. We cannot 
continue to get by with inefficiencies that have been created by 
the lack of a comprehensive plan and with the strained 
relationship which exists between the department and the 
health boards. I look forward to seeing your committee's 
report when it is brought into the House, Mr. Chairman. I 
would like to thank you very much for the opportunity to 
present my views to the Standing Committee on Public 
Accounts. Mahsi, Mr. Zoe. 

CHAIRMAN (Mr. Zoe): Thank you. Mahsi Cho. Are there any 
comments or questio,:is from the committee? Mr. Whitford. 

MR. WHITFORD: That is a very good presentation, Mr. 
Antoine. Thank you. 

MR. ANTOINE: Thank you, Mr. Whitford. 

CHAIRMAN (Mr. Zoe): Mr. Antoine, in your statement, you 
made reference to Mackenzie Regional Health Services. Could 
you to elaborate more on what you were saying about that? 

MR. ANTOINE: The Mackenzie Regional Health Services, 
which is now headquartered out of Yellowknife, serves the Deh 
Cho area as well as the North Slave area and a couple of 
communities in the South Slave. tt it can be moved out of 
Yellowknife into the areas that it serves, it might give better 
service. I am seriously recommending that be moved to Fort 
Simpson. 

CHAIRMAN (Mr. Zoe): Do you mean to decentralize the 
board out of Yellowknife? 

MR. ANTOINE: That is right. It is not a health board yet. It is 
just Mackenzie Regional Health Services. 

CHAIRMAN (Mr. Zoe): The Mackenzie Regional Health 
Services is in existence, but it has a public administrator who 
is running the board. 

MR. ANTOINE: That is right. Tom Menzies is the public 
administrator. That whole operation should be moved into the 
field. 

CHAIRMAN (Mr. Zoe): All right. I just wanted to get your 
views on that, to be more specific. As you are probably aware, 
Mr. Antoine, my region, the Dogrib region, has been almost 
making that same suggestion, but I thought the two regions 
were indicating back in 1988, prior to the transfer taking place, 
that the Deh Cho and the Dog rib region . wanted to create or 

have their own board in place. Has that view been changed. 
that the Deh Cho is no longer considering having their own 
health board for their area? 

MR. ANTOINE: No, that has not changed, Mr. Zoe. In fact. in 

the recommendation, I am stating that one of the reasons why 
the establishment of a regional health board for the Dogrib in 
the district communities has been delayed is because the 
Mackenzie Regional Health Services is headquartered in 
Yellowknife. They did not see any need to move into the 
regions. From the Deh Cho communities, their position is still 
the same as 1988, where they would like to have their own 
health board. 

CHAIRMAN (Mr. Zoe): Are there any further comments or 
questions from the committee? Mr. Antoine, I appreciate you 
making your views known to our committee. We will take your 
submission into consideration very seriously. You made a 
number of good points in your presentation that I am quite 
supportive of. I am sure they will be reflected somewhere 
within our report to the Legislature. I am running behind 
schedule now. There are no further comments or questions 
from the committee, so, once again, I would like to thank you 
for appearing before us, Mr. Antoine. Mahsi Cho. We will talk 
to you again later, Jim. 

MR. ANTOINE: Mahsi. 

CHAIRMAN (Mr. Zoe): If we require any further details 
specifically on the presentation that you made, our researcher 
will be getting in touch with you. 

MR. WHITFORD: I would also like to compliment you on your 
excellent presentation, and the many useful points you made 
such as the comments on the decentralization part of it. We 
want to continue the discussion on that at a later time. We 
have heard comments similar to that in other areas. 

MR. ANTOINE: All right. Bye. 

CHAIRMAN (Mr. Zoe): Bye. 

CHAIRMAN (Mr. Zoe): We will continue on. I do not want to 
take a break. We are running behind. Are there any 
representatives from the N.W.T. Health Care Association? 
would like to call them to come to the witness table and 
introduce themselves for the record. If they could kindly 
proceed with their presentation. 

MR. WRIGHT: My name is Adrian Wright. I am the 
chairperson of the Northwest Territories Health Care 
Association. I have a written presentation, which I would like 
to provide to the committee just to make it easier for you to 
follow along with what I have to say. 

CHAIRMAN (Mr. Zoe): Thank you. Proceed, Mr. Wright. 

Presentation by the Northwest Territories Health Care 
Association 

MR. WRIGHT: Firstly, if I can just enlighten you as to the 
make-up of the constituency of the Northwest Territories Health 
Care Association. We have eight full members, who are the 
eight boards that exist in the Northwest Territories, seven 
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boards and the Mackenzie Regional Health Services, Stanton 
Hospital Board, H.H. Williams which is in Hay River, Fort Smith, 
Kitikmeot, Keewatin, Baffin and lnuvik. We also have three 
affiliate members, which are the three senior citizens' 
residences in Fort Smith, Hay River and Yellowknife, as well as 
one affiliate member, which is the Churchill Health Centre. The 
eight full members are all represented on our board, which 
essentially determines the · policy and business of the 
association. 

I appear here today by myself, as we have no executive 
director at the present time. We will have one full-time starting 
probably in June of this year. As is said in the outline that I 
have given you, we certainly applaud the Assembly's decision 
to seek the assistance of the Auditor General in preparing this 
report. We think that it is a useful summary of the various 
deficiencies and difficulties that have existed in health care in 
the Northwest· Territories since the transfer. We think that it 
should provide a good working document for us to go forward 
with from this point on and deal with some of the problems that 
have arisen over the years. 

If I can start with those, perhaps our association's main 
concern over the years has been that there has not been a 
sufficient delineation of the role of boards and the importance 
of boards in administering health care in the north. It is our 
view, and we have expressed this previously, that boards 
should be given the responsibility, the authority and the 
appropriate funding to administer the programs for which they 
are responsible. 

I understand that previous witnesses who have appeared 
before this committee have suggested that there is some 
dispute as to whether the various boards in the territories are 
perhaps boards of governance, boards of management or 
advisory boards. It is our position that those models are not 
particularly useful. What we should be moving toward, 
whatever the boards are right now, is independence and being 
able to manage their own affairs. We believe this is consistent 
with the approach which was set out in the Strength at Two 
Levels report and with the thrust of government, which is to 
decentralize. We also believe that it is consistent with the 
model for health care throughout Canada, which is generally to 
have boards running hospitals and health care facilities. 

We simply believe that boards are in a much better position to 
know what is needed within their region, to find the appropriate 
skills and to set up the appropriate qualification and training 
that is necessary. That is not possible from Yellowknife You 
cannot have a middle ground. You have to have it one way or 
the other. You either have to give the responsibility to boards 
or not. I say in the presentation that we are somewhat 
heartened by the fact that more recently we have seen within 
the Department of Health a greater acceptance of the 
responsibility of boards and hope that trend continues. It is 
certainly a concern that our association has had for many years 
and we would like to see that fundamental principle, the 
importance of boards, highlighted in your report. 

The Auditor General refers to some specific issues that have 
irritated relations between boards and government over the 
years. One of them is the information system, and I do not 
purport to be an expert on health information systems. People 
require a great deal of training to be well versed in that area, 

but I do not think you need to be a rocket scientist to 
understand that if you are working with different information 
systems, you are going to have difficulty being able to talk 
property. It is almost like someone from your region, Mr. 
Chairman, trying to speak in his language to someone from Mr. 
Amgna'naaq's region. That is one of the difficulties that we 
have had over the years. Health has essentially taken the 
position that you cannot run your operations responsibly, yet 
we do not have the information to be able to make the 
decisions that are necessary. I notice, in reading the Auditor 
General's report, that the Department of Health basically agrees 
with that position taken by the Auditor General. We are 
heartened by that. I understand that steps are slowly being 
taken to remedy the situation. That is something that I do not 
think we can emphasize strongly enough. If the situation is 
going to improve, or if boards are going to be able to manage 
responsibly and efficiently, there has to be a common 
information system that is able to gather and collect information 
and present it in a way that is usable and effective. 

I attempted to touch base with some of the boards before 
coming here today. One comment that I have heard many 
times, both before making this presentation today and 
previously, is that it is very frustrating for boards in the regions 
to attempt to try . and solve the problems they have when 
Yellowknife is telling them that they cannot, for instance, have 
a dietitian because they do not have the need for it or this 
nursing station does not have enough funding for interpreters, 
or whatever the problem is. If boards are given the 
responsibility and they are given the budget to administer, they 
should be able to administer that as long as they stay within 
the bottom line and the programs are delivered. It should be 
up to that board to decide how the money is spent. You have 
probably heard many times in your hearings earlier that one of 
the greatest frustrations is that boards cannot move money 
from one line to another in thei_r budget. That is something that 
has to change. We understand that the Department of Health 
needs to have accountability and it needs to know that, if 
money is given to a board, it is going to stay within budget and 
the programs are going to be delivered. If the board cannot 
administer its funds efficiently, it is simply not going to be able 
to do its job appropriately. 

There should be some incentive in the system for boards to 
manage efficiently. If there is a surplus at the end of the year, 
the board should be able to keep that, otherwise we run into 
the same problem at the end of the fiscal year, of spending lots 
of money on computers or whatever because, otherwise, they 
are going to lose the money. There is no point in that. It is 
wasteful and it is not a productive use of the taxpayers' money. 
It is in everyone's interest for boards to be encouraged to 
manage in an efficient way. 

Another issue that has been a concern to our association over 
the years is board orientation and training. Perhaps this is an 
area where we can accept some responsibility. We see this as 
being our function. If boards are to function, obviously they 
have to be orientated on what they are supposed to do. They 
have to get some training in the complexities of health issues 
and what their responsibilities as trustees are. Government 
certainly has a responsibility to fund that kind of thing, but if we 
say that boards should be independent of government, then it 
seems to our association that the training they get should be 
provided by an agency that is independent of government. We 
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expect and hope that we will be able to do that shortly, when 
we have our- executive director in a position to do that. In fact, 
we have discussed with the Department of Health the 
possibility of some funding being provided to allow us to set up 
.those kinds of programs. You cannot expect boards to 
understand complicated budgets or financial statements 
without some kind of training. It just is not realistic. H you do 
not have that, then obviously the Department of Health is going 
to be in a much better position to say that the board is not able 
to manage in a responsible fashion. 

We are concerned about the lack of continuity that many 
boards have had with their membership. It goes hand in hand 
with what I have said about orientation and training. H you 
spend the money and take the time to train someone properly, 
then it is frustrating if they do not stay around long enough for 
you to benefit. from that. Somehow, we have to encourage 
people to stay -- to make the commitment and stay on boards 
longer. If we do not, we are going to open up the entire board 
system to criticism. It will not work. 

I have not mentioned this in the outline, but similarly, I think we 
have to have a nomination process that works. People have to 
feel represented. The situation in the Mackenzie is not 
acceptable. Those people have to feel that they have someone 
who is representing their interests. Within the health care 
system, it is almost like they do not have an M.L.A. There has 
to be a board set up that is going to represent those people. 

Similarly, we have to re-examine the regions that have not been 
established for the various boards. The Keewatin, the 
Kitikmeot and the Baffin probably make sense. I do not think 
a great deal of thought went into the way the pie has been cut 
up in the western Arctic. It seems to me to be arbitrary. It is 
something that we have to look at. It is something that has to 
be re-examined. 

I say in the outline that we feel it is time for action to be taken. 
There has been much discussion to date. I think it is time for 
some steps to be taken to start moving forward some of the 
issues that we have addressed. . We believe one initiative that 
is a positive one is the memorandum of understanding initiative 
that is ongoing between the Department of Health and the 
association. I understand there has been some concern 
expressed as to the extent to which some of the boards are 
aware of what is going on and I would certainly be happy to 
enlighten you as to where that process stands, if that is of 
interest to you. I welcome your questions. 

CHAIRMAN (Mr. Zoe): Before I go to my committee 
Members, during our travel, we had public hearings in Rankin 
and also in lnuvik. In Rankin, the chairman of the Baffin 
Regional Board, Mr. Eckalook, made a comment that the 
Department of Health was not giving enough authority to the 
board. In his view, he stressed to us that it seems like it is 
because the board members are of aboriginal descent. In our 
following public hearings, I kept asking various boards about 
what Mr. Eckalook had said. I asked the vice-chairman of the 
Kitikmeot Regional Health Board, "Do you agree with the 
comments that Mr. Eckalook made in Rankin?'' Mr. 
Maksakgak, the Vice Chairman of the Kitikmeot Regional 
Health Board basically agreed. He said, "Yes, I agree with his 
comments." Mr. Gruben, representing the lnuvialuit Regional 
Corporation, also made similar comments. Can I get you to 

comment on that to see i1 the Northwest Territories Health Care 
Association basically agrees with the comments that we have 
been hearing from various health boards? 

MR. WRIGHT: I guess, to be candid, I have not heard that 
from our members. That is not to say it is not happening, but 
I have not heard it. The way I can express the concern would 
be to go back to the issue of orientation and training. All that 
has been done to date is that there is a trustee orientation 
manual that has been issued by the Department of Health. I 
do not think that document is something that the average 
aboriginal person is going to pick up and read. If people are 
not properly orientated and trained, then it is going to be very 
easy for bureaucrats in Yellowknife to say, ''You are not 
competent to function, to do your jobs as board members." I 
think we have to go back to that. We have to go back to 
getting people properly orientated and trained because, then, 
they will be able to deal with the issues. If the message they 
are getting from the Department of Health is that they are not 
competent to do this, they will be in a better position to say, 
''Yes, we.are." 

I am from Yellowknife, and the board I am on is the Stanton 
board, which is a predominantly non-aboriginal board. Unless 
I hear it from the members, and I have not, I am not in a 
position to say one way or the other whether or not that is the 
case. I would have to defer to what people, like Mr. Eckalook, 
are saying. 

CHAIRMAN (Mr. Zoe): By listening to the people who made 
presentations to us, to me, there appears to be an attitude 
problem with the department. Would you agree that there is 
that type of problem that is in existence right now within the 
Department of Health? 

MR. WRIGHT: If you ask people in the Department of Health, 
I think they would agree that they do not have the sufficient . 
familiarity with what is going on outside of Yellowknife. I think 
that they would agree that they simply do not have a real feel 
for what is going on. They read the numbers. I am not saying 
they are not in contact with the regions, but I have lived in the 
north for over eight years, and unless you are constantly going 
into the communities and have a sense of what is going on, 
you may as well be in Ottawa. You are not going to have that 
understanding. Most people in the Department of Health have 
been there for a comparatively short period of time and if they 
have travelled anywhere, it has been more to the south than 
into the communities. To be fair to them, that is one of the big 
reasons for the problem. I would not disagree with what you 
are saying, though. I do not think they are that tied into what 
is going on in the communities. 

CHAIRMAN (Mr. Zoe): Are there any further comments? Mr. 
Whitford. 

MR. WHITFORD: Thank you, Mr. Chairman. I wanted to 
comment on a few of the things that you mentioned because 
I agree with them when you were referring to the different 
systems that we are using. It has been stressed to the 
department a number of times now. It seems so odd that all 
this time has passed and they keep picking up a new system 
and using it without much thought of the consequences. It is 
very frustrating to the regions not to be able to talk the same 
computer language. A private corporation could never get 
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along like this at all. If 1.8.M. or Bell Canada or somebody else 
operated like this, they would have been broken tip long ago. 
It is frustrating that it is taking so long for them to recognize 
this. It is taking so long to even start thinking about doing 
something about it. By the time they do something about it, 
much frustration has gone by. I think it is a point that is well 
made. 

The other issue is on the boards' independence. We have 
heard that as well, that they want to have more independence 
when it comes to transferring money and line objects. They do 
not have the control to do that right now. They are looking 
forward to doing that. You mentioned about the uncertainty of 
dealing with surpluses. H a board does acquire a surplus, 
there is no incentive to do this because it is removed. On the 
other hand, I wondered about over-expenditures in some areas. 
How would that be accountable? Right now, I gather what they 
do is that they penalize the board. They say, "H you overspent 
by $100,000, we will give you less next year or you have to 
make it up out of your own budget." H there is a surplus, they 
take it back. That is not quite fair. How do you deal with that? 

MR. WRIGHT: I suppose they can go to F.M.B. to cover the 
deficit as well. How should that be dealt with? There may be 
many reasons why there is a deficit. It may have nothing to do 
with the way the board has been managing its affairs. The 
problem with the Department of Health, and we see it at this 
hospital all the time, is that you can have a baby boom and 
end up having to pay a great deal of overtime. There is really 
nothing you can do about it because you have a budget to 
work with and they made a conclusion that you are not 
managing in a responsible way. There has to be some 
investigation or analysis as to why there is the deficit and 
maybe less finger pointing as to what the culprit is or the 
reason for bad management. It may well not be bad 
management. 

CHAIRMAN (Mr. Zoe): Thank you. Mr. Whitford. 

MR. WHITFORD: We have heard board members express that 
they do not have the proper orientation or training. I 
wholeheartedly agree with you that there should be something 
done about" that. The other thing is about board involvement 
in the process of hiring. Did you mean hiring or appointment 
of board members? We heard, in our travels, from medical 
people as well, that educational boards are involved in hiring 
teachers, but the health boards are not involved in hiring 
nurses. We heard it suggested that they should be part of that. 
Did you mean just an appointment of board members? 

MR. WRIGHT: I mean hiring of all personnel in the health 
centres. I am not saying that the Department of Health should 
not have a role to play in that. It may well be that the board 
does not have the people, for example, to appropriately 
interview a physician. Take Kitikmeot, for example. They have 
one position on their staff. That is not to say that lay people, 
administrators or board members cannot help. You may have 
the most competent position in the world, but if you are not 
prepared to be sensitive to an aboriginal culture, you may be 
the wrong person to be up there. I think that is the area in 
which boards certainly could play a useful function. Definitely, 
the Department of Health should be providing some support 
when you are staffing positions. It only makes sense. I think 
it is unfair to expect that boards are going to have those 

various kinds of expertise. I think it should be a cooperative 
working effort. That is probably the point that we would like to 
make more than anything else. We should be working 
together more rather than fighting and drawing lines. 

I want to re-emphasize a point I made about the training side 
of things. I understand that there has been a fair amount of 
criticism of the Department of Health and the lack of orientation 
training. I am not saying that is not warranted to a point. I do 
not think that the Department of Health should be doing it. I 
really do not think it is appropriate. But, if you are trying to say 
that boards should be independent, why should we be having 
government doing the training? It seems to me that they have 
an immediate axe to grind. Government should be 
encouraging someone independent. We say it should be us, 
we would like it to be us. Maybe we are not the appropriate 
body, but we think it should be us. Government should be 
providing the funds, but the training should be provided by 
someone who is independent. That is the only way it is going 
to be credible. 

CHAIRMAN (Mr. Zoe): Most of the hearings' comments were 
made to that effect, that they want more resources toward their 
own board so they can do exactly that, so that they are in 
control of who does the orientation. They do want the 
Department of Health to give them orientation with regard to 
the programs that they administer or the specifics. They can 
then call in officials from the Department of Health to explain 
their role and certain things to that effect. The lnuvik Regional 
Health Board made a suggestion that it could be people like 
your association that can be doing these types of things for all 
boards across the territories. We heard those types of 
comments made at previous public hearings. Mr. Whitford. 

MR. WHITFORD: What would be required to get that in place? 

MR. WRIGHT: First, the Department of Health would have to 
find some money to fund the program. I understand that is in 
the works. They would have to call for proposals. If it was in 
our case, they could deal with us directly and we would outline 
how we would go about doing it. The person we are hoping 
to come on board as our executive director would be a good 
person to do that. 

MR. WHITFORD: Would the department be responsive to a 
suggestion like that? 

MR. WRIGHT: I think they would, from one of my more recent 
conversations with them. I think that is an important point to 
make. I have been fairly critical of the things that have 
happened. We have seen a big change in the Department of 
Health over the last six months or so. It may well be because 
of the heat they are getting from people like you. That is 
positive. That is what should be happening. To be fair, things 
are becoming much more cooperative and have improved over 
the last six months or so. 

CHAIRMAN (Mr. Zoe): Thank you. Mr. Arngna'naaq. 

MR. ARNGNA'NAAQ: Thank you, Mr. Chairman. When we 
were in the two regions, any time we started discussing 
passing on authority from the department to various boards, 
they really did not seem to have any idea how this authority will 
be passed on, other than through the memorandums of 
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understanding that will be created. When they talked about the 
memorandum of understanding, they sounded like they did not 
have any input into these M.O.U.s. They suggested that there 
should be a third party involved in the creation of these 
M.O.U.s. When I mentioned this to the department officials this 
morning, they indicated that they had more or less given that 
area to the Northwest Territories Health Care Association. At 
this point, it sounds like the boards still do not realize or feel 
uninformed about what these M.O.U.s will consist of and how 
they will have input into it. Is that something that the 
association is working on? 

MR. WRIGHT: I will give you a bit of an idea of what has 
happened so far. We set up a steering committee from our 
association, which has four members on it, myself, our 
directors from Fort Smith, lnuvik and Rankin Inlet. Terms of 
reference have been developed. They were developed by the 
Department of Health. The Department of Health has been 
quite open to any changes that we have made. We had sent 
out invitations for a consultant. The process is being 
developed in the terms of reference for the consultant to put 
forward a proposal as to what the cost would be and the 
consultant will meet with the steering committee. The process 
will start. The consultant will then go out to the various 
regions, find out what their concerns and problems are and 
then meet with the steering committee to come up with a draft, 
which would then be reviewed and be subject to change. 

That is essentially how far the process has gone as far as the 
terms of reference are concerned. Since we represent the 
boards, it seems to be incumbent on us to keep our members 
informed. If the members are not aware of what has been 
going on, we have to take some of that responsibility. For 
example, I understand that the members of the Stanton 
Hospital had said that they were not familiar with the process 
that was going on. I have to take responsibility for that 
because I should have kept them more aware. They have, 
since, seen the terms of reference. They know what is 
happening now. I do not believe there is any significant 
degree of a problem with what is going on. 

We had one consultant come back with a response to our 
·proposal about two or three weeks ago. We felt that we would 
like to see more than one response. It is always healthy to 
have comparables. We have gone out for a second invitational 
tender. Hopefully, we will be in a position within the next few 
weeks to look at a second round of proposals and get the 
process on the move. 

I want to stress that there are people who sit on the steering 
committee who have said that they do not want the process to 
be rushed. They are most concerned that we have a product 
that is going to stand the test of time. If we rush the process, 
we are going to end up with something that may not be as 
useful as it could be. I know that you have indicated that you 
would like to see the process moved forward. Certainly, so 
would we, but we also want to see it done in a proper and 
responsible fashion. We have also indicated that it should be 
slowed down so that a good job is done. 

CHAIRMAN (Mr, Zoe): Are there any further comments? Mr. 
Amgna'naaq. 

MR. ARNGNA'NAAQ: Mr. Chairman, the idea of the M.O.U.s 

were announced originally at the N.W.T.H.C.A. annual meeting. 
I understand, at that time, that the Minister of the day 
announced 15 elements of what the M.O.U.s should consist of. 
I am wondering if the N.W.T.H.C.A. was consulted before those 
15 elements were created. 

MR. WRIGHT: A draft term of reference was circulated to the 
N.W.T. Health Care Association, and before that became final, 
we were consulted. We were not consulted before he put 
together his speech. Before the term of reference went out to 
the consultants, those elements were run past the association. 
We were asked for our comments. I believe that if we still 
wanted to make changes, the Department of Health would be 
open to that. That -has been my feeling of the process all 
along. 

One thing you said is that the .idea came up at the Minister's 
speech at our A.G.M. Memorandums of understanding have 
been a topic of discussion since I have been involved in health 
care. It is just that now there has been a renewed effort by the 
Department of Health to get some in place. They have been 
a point of contention for years because that is essentially what 
the problem is. There is nothing that sets out what the 
Department of Health's responsibilities are and what the 
boards' responsibilities are. There were drafts that were 
circulated some time ago that were totally unacceptable to the 
boards. That is why this three-way process, with the 
association, has been undertaken. 

CHAIRMAN (Mr. Zoe): Thank you. Are there any further 
comments? If not, I believe we have another witness ready to 
appear before us. I would like to thank you, Mr. Wright, and 
your association, for appearing before us this morning. If we 
do have any further comments or questions, we will advise our 
researcher to get in touch with the N.W.T. Health Care 
Association. 

MR. WRIGHT: I know he knows how to get a hold of me. 
Thank you for asking us. 

CHAIRMAN (Mr. Zoe): Thank you. I would like to have Mrs. 
Colpitts come and do her presentation now. 

Presentation by Mrs. Colpitts 

MRS. COLPITTS: Yes, I can see everybody looking at their 
watches because their stomachs are rumbling. I do not think 
I will take very long. It is not an issue at all related to what has 
been discussed by the last presenter and maybe not all 
morning. It is just one small thing that I thought I should bring 
to your attention since you are looking at the expense of the 
medical health system in the north. It is a method to reduce 
the expense of medical insurance claims. It arose from a 
personal situation in our family. It involves the medical 
treatment that could have been provided either in the hospital 
or outside of the hospital if a registered nurse was in 
attendance and with frequent check-ups back at the hospital. 

In making a claim for this situation, I found that the N.W.T. 
Health Insurance Program would pay the patient only for the in
hospital treatment, not for the home care treatment, even 
though the latter was infinitely less costly. If the regulations of 
the Health Insurance Program were more comprehensive and 
less stringent, they just might have saved the G.N.W.T. some 
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money. I want to present the case to you. If you indulge me, 
I will explain the particulars of a case, which I think is a classic 
example, but I hope I will not go into any extraneous detail. 

A student in our· family was at school out of territory, and he 
contracted an infection in his ankle that required him to have 
intravenous medication four times a day for four weeks. That 
is a long time to be in a hospital. After two weeks in the 
hospital, the registered nurse at the school declared that she 
could perform the intravenous daily routine so the student 
could attend classes when not having treatment. This was one 
month before school matriculation exams, so it was important 
for him not to miss many classes. However, frequent trips 
back to the hospital and physiotherapy was also required. The 
hospital doctors reluctantly allowed the student to finish his 
treatment in this home care manner. It was a long ordeal, but 
I can say, all ended successfully. 

We, as parents, then tried to claim for the expenses covering 
this period. This included the cost of medicine, which was over 
$250, medical supplies, like syringes, cleansing solutions, etc. 
and taxis to the hospital because the school was some 
kilometres away and the student was on crutches and, finally, 
physiotherapy at the clinic in the adjacent college, but N.W.T. 
health insurance would not pay for any of this. All this was 
declared ineligible. They claimed that we, as parents, had 
private medical health insurance that would oover this. This 
private medical insurance oovered only 80 per cent of one of 
the medicines and 80 per cent of the physiotherapy treatments. 
We had to pay for all the medical supplies, like syringes, which 
were $35 a shot and many were needed, frequent 
transportation to the hospital and the 20 per cent that was not 
covered. The total came to about $400. I tried to appeal this 
decision from the N.W.T. Health insurance, but still was not 
given any credit toward these expenses. 

What amazes me is that, if the student had stayed in the 
hospital for those two weeks to finish his treatment, the health 
insurance would have paid a minimum of $550 a day for 
fourteen more days, which equals $7,750 without batting an 
eye. However, they would not pay $400 to save them the 
$7,000. The doctors, in this case, would have preferred the 
·patient to stay in the hospital. The patient would have been 
more ·rested, albeit probably a bit bored. His studies could 
have continued with some persuasion of the teachers to ex>ach 
him somehow during this period. I would have saved myself 
a great deal of frustration and not been $400 out of pocket. 

After this experience, I have to admit, I am certainly 
recommending to other patients that they take the more 
expensive option of staying in the hospital because the 
government will pay for that one and not the cheaper one. It 
seems to me that, because of this short-sightedness on the 
part of our Territorial Health Insurance Program, the G.N.W.T. 
is paying more costs than are required and encouraging 
claimants to incur these costs. 

The fact that my classic case took place out of territory is really 
irrelevant. The same case could easily arrive in a territorial 
hospital. It probably has many times. A Stanton patient might 
have a family member at home in Yellowknife who is a 
registered nurse able to perform some of the daily treatment 
with regular check-ups or an exact analogy could be a student 
in one of our divisional board residences, for example, Iqaluit, 

who needed the same treatment as my child. He or she could 
have been looked after by the nurse in residence and still 
continue classes with a few trips to the local hospital. but 
N.W.T. health insurance would not pay for this. It would rather 
pay to keep the patient in the hospital. 

There are rules and regulations that the health insurance will 
only pay for hospital services to ensure that if hospital services 
be performed outside the walls of the accredited institution 
called a hospital, then too bad, no financial help. I suggest, ,n 
this era of escalating health costs and financial restraints, we 
should not be bound by regulations that cost us far more 
money than other options just because these options are not 
mentioned in the regulations. It seems to me this is a situation 
where bureaucracy rules the system rather than the system 
controlling the bureaucracy by adjusting the regulations when 
it is apparent that it is necessary. 

It should be noted that the home care method of medical 
treatment is not covered in the health insurance plans of other 
provinces. However, does the N.W.T. only have to follow what 
others do? Is there no reason why they cannot take the 
initiative and change the medical coverage to a practical, 
modem format? Nor is this home care type of coverage really 
totally alien to the G.N.W.T. since health care is discriminant on 
racial lines in the N.W.T. I believe certain aboriginal groups 
can claim for home care expenses. Expanding this idea for all 
claimants, and ensuring that it includes home care that is 
optional for hospital treatment, would be more cost-effective to 
the N.W.T. Health Insurance Program. Since health insurance 
claims are one of the most costly items in our budget. I 
suggest that it be urgently considered. 

That is, essentially, an item that I thought should be explored 
Are our regulations so stringent that they cannot be changed? 
How long does it take them to change when there is obviously 
a need for it? 

CHAIRMAN (Mr. Zoe): While you are talking about the 
situation, wh~n you were dealing with the Department of 
Health, health insurance services section, in your assessment, 
what kind of attitude did they have when you brought this 
classic situation to them? 

MRS. COLPITTS: I went through the various clerks. They 
were very pleasant in saying that, unfortunately, they do not 
cover this. With every claim I had in regard to physiotherapy, 
they actually had a form letter that was obviously written up 
before saying they do not cover physiotherapy anywhere but 
in the hospital. When I claimed medicine outside the hospital. 
they had another form letter they already had written. They are 
prepared for these things. They are very pleasant about rt, but 
they do not consider an individual case. I did have somebody 
else in the Department of Health who did take my case a little 
bit farther and he said he got absolutely no interest in it. That 
is what happened. I found them very pleasant. but not 
prepared to bend the rules in any way. They have to stick to 
their rules, but there are a couple of wrong rules in there that 
should be changed. 

CHAIRMAN (Mr. Zoe): That entire area should be reviewed. 
Did that young person in your family fully recover? 

MRS. COLPITTS: Yes, he is back playing hockey and rugby, 
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so I guess he is all right. 

CHAIRMAN (Mr. Zoe): Are there any comments or questions? 
Mr. Whitford. 

MR. WHITFORD: I think there is some move in the 
Department of Health to review those kinds of cost-saving 
situations. I am not sure the status of it, but it had been 
suggested during a previous administration where alternate 
forms of medical care can be given that would provide the 
same service and reduce costs considerably. Your point is 
certainly well made. It shows where common sense can save 
a great deal of money, but rules prevent that from taking place. 
You mentioned that you pursued the matter with the health 
insurance services section. They are going to decentralize that 
to the regions. Would this have made a difference in your 
ability to deal with it? 

MRS. COLPITTS: No, I think this has to do with policy, which 
would be adhered to in every region. Sometimes they put the 
onus on the doctors. H the doctors say it is all right, it is all 
right, they will cover it. I think that is putting much onus on the 
medical profession, but that is the way they do it. In this case, 
the doctors said, "All right. I will allow this treatment outside of 
the hospital." It seemed to me that should have covered all 
worries, but it was not good enough for the health insurance 
people who do the claims. 

CHAIRMAN (Mr. Zoe): Are there any further comments before 
we adjourn before lunch? We have a tight schedule to follow 
today. Mr. Arngna'naaq. 

MR. ARNGNA'NAAQ: I am following up on the question that 
you, Mr. Zoe, had asked. He asked about what their attitude 
was with health insurance services, you mentioned that when 
you got these form letters, you went to the Department of 
Health. Is that correct? 

MRS. COLPITTS: It was a division called health medical 
claims. You put in a claim form and all your receipts, etc., and 
a clerk comes out, takes your file and says, "I am sorry. We 
~nnot cov~r this, but we can cover that." That is what I got. 

MR. ARNGNA'NAAQ: I thought you mentioned that you went 
to the Department of Health and the official said he was not 
interested. 

MRS. COLPITTS: Somebody else in the Department of 
Health, who is not part of the medical health insurance division 
at all, I believe, looked into my case to see if he could 
persuade them. I do not know how much persuasion or 
contact he had with the health insurance people, but I think he 
had some conversation with them. They just said, "It does not 
fall under the rules and regulations, so too bad." 

CHAIRMAN (Mr. Zoe): You have made a very valid point. It 
will be generally reflected within our report to the Legislature. 
Any time we can save money, we always make suggestions to 
that effect. Thank you for making a presentation to our 
committee. With that, we will adjourn our hearing until 1 :00 
p.m. this afternoon. 

---LUNCH BREAK 

CHAIRMAN (Mr. Zoe): I will call the committee back to order. 
I believe we have the N.W.T. Registered Nurses' Association 
appearing before us. Could you kindly introduce yourself and 
proceed with your presentation to the committee? 

MS. MOFFITT: My name is Pertice Moffitt and am the 
President-Elect of the Northwest Territories Registered Nurses' 
Association. 

MS. MARSOLLIER: My name is Suzanne Marsollier. I am·the 
Past-President of the Northwest Territories Registered Nurses' 
Association. 

CHAIRMAN (Mr. Zoe): Thank you. Go ahead. 

Presentation by the Northwest Territories Registered 
Nurses' Association 

MS. MOFFITT: The Northwest Territories Registered Nurses' 
Association is a self-regulating body of registered nurses 
established to protect the public by ensuring competent 
practitioners. As the collective voice of nurses, the association 
promotes the advancement of the profession of nursing and 
the health of the residents of the Northwest Territories. The 
Northwest Territories Registered Nurses' Association welcomes 
the opportunity to comment on the report of the Auditor 
General. 

In today's environment of economic restraint, the challenge for 
all governments at the federal, provincial, territorial and 
municipal levels is to provide quality services and programs in 
an efficient, effective manner. The report of the Auditor General 
identifies some fundamental changes required for our health 
care system to work efficiently and economically while 
maintaining the elements which are key to it. 

"Many problems can be solved with clear vision, leadership and 
good will on the part of the players." N.W.T. Registered 
Nurses' Association believes this statement from the executive 
summary captures the essence of what is required: vision, 
leadership and goodwill. Clear vision will provide the people 
of the Northwest Territories with a clear idea of what the health 
care system will become and their role in it. Leadership is 
required to empower the people of the Northwest Territories to 
take an active role in the management and provision of health 
care services and programs. Goodwill is required of all players 
within the system so partnerships may be developed, 
misunderstandings may be cleared up and a long range plan 
developed which will provide direction for the future. 

Historically, the provision of health care has been provided by 
southern trained nurses working in nursing stations or health 
centres scattered across the Northwest Territories. Involvement 
of the people has been limited to supportive roles such as the 
C.H.R., the clerk interpreter and the health care aid. Generally, 
if people were sick, they visited the nursing station, they saw 
the nurse, they were treated and they were told to return for 
follow-up. In other words, the focus was on illness versus 
wellness. Though health teaching was done, the focus, was not 
on health promotion and prevention, but on curing the illness. 
The responsibility to get well was seen as the responsibility of 
the health care professional, not the responsibility of the patient 
himself. 
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In 1988, when this government assumed responsibility for 
health care from the federal government, a unique system of 
health care delivery was envisaged. Regional health boards 
were set up to provide an opportunity for the people to 
become involved in a meaningful way in decisions affecting 
their health. Though problems exist as indicated in the Auditor 
General's report, it is important to note the structure is basically 
a sound one. Numerous royal commission reports, such as 
the rainbow report, are a vision of health from Alberta, and the 
report of the Nova Scotia royal commission on health care, 
indicate that our structure is viewed by other provinces as the 
model to follow. 

Along with their involvement in regional health boards, the 
people of the N.W.T. need to have greater involvement in the 
provision of care at all levels. They must be empowered to 
realize they have the capability to be the health care 
professional delivering the care. It is recognized that obstacles 
exist, such as the high illiteracy rate and the low percentage of 
students who graduate from high school, but these barriers can 
be overcome. It is hoped that the diploma nursing program 
will soon be a reality in the Northwest Territories. To make this 
happen, we will require vision, leadership and commitment 
from all players. 

In line with the above thought is the need for individuals and 
communities to assume increasing responsibility for their 
health. Health is a state of being and is greatly influenced by 
a person's lifestyle. Many of the major health problems which 
exist in the Northwest Territories could be minimized if certain 
lifestyle changes were made. Smoking, drug and alcohol 
abuse and family violence are examples of ongoing problems 
that are a significant drain on the government's budget. Costs 
are not restricted to the Department of Health, but involve other 
government departments, such as Social Services, the Housing 
Corporation, Justice and Education. 

Part of the government's role is to develop and implement 
healthy public policies to provide a supportive environment for 
the people to live in. Seatbelt legislation, penalties for drinking 
and driving, no smoking by-laws, workplace safety regulations 
and rules governing the disposal of toxic wastes are examples 
of healthy · public policy which make the environment a safer 
and healthier place to live. 

In addition to the above changes, traditional values of the 
family and the elderly must be revived and strengthened. 
Many services currently provided by paid health care workers 
can be supported by family members and friends. In _the 
future, individuals and family members will be called upon to 
care for their disabled, sick or elderly family members in their 
home for as long as possible before accessing the formal 
health care system. People need to realize the dollars 
available for health care is not endless. The current structure 
and the perceived benefits support the principles of primary 
health care as defined by the World Health Organization. 
Primary health care is essential health care made universally 
accessible to individuals and families in the community by 
means acceptable to them through their full participation and 
at a cost that the community and the country can afford. 

The N.W.T. Registered Nurses' Association believes that people 
of the Northwest Territories need to embrace the principles of 
primary health care. In conclusion, there are fundamental 

changes which need to take place if the health care system is 
to work efficiently and effectively, while meeting the needs of 
the people of the N.W.T. What is now required is for politicians 
to provide leadership in the development of a vision in the 
expression of goodwill and the empowerment of the people to 
actively participate and take responsibility for their own health 
and health care. As John D. O'Neill pointed out in his article, 
"The Impact of Devolution on Health Services in the Baffin 
Region, Northwest Territories: A Case Study," conflicts and 
political perspectives must be resolved to ensure parties work 
toward achieving a balance in the evolving health care system. 

The Northwest Territories Registered Nurses' Association has 
been meeting on a regular basis with representatives from the 
Department of Health, the Northwest Territories Medical 
Association, the Northwest Territories Health Care Association 
and the Northwest Territories branch of the Canadian Public 
Health Association. The group will soon be meeting with the 
Minister of Health to share our views and help shape the future 
health care system. We hope the government will enable us to 
continue to be active partners in the development of a vision 
for the future. Thank you. 

CHAIRMAN (Mr. Zoe): Thank you. Are there any comments? 
Perhaps I will start first. To the past president, you made 
reference in your presentation that other jurisdictions are 
looking toward our model. What is our model that we have up 
here? I think it is referred to as ''The N.W.T. Way". Do you 
know what that is? In your perspective, can you tell us what 
you think "The N.W.T. Way'' is? 

MS. MARSOLLIER: The reference made in regard to the 
comments made in those two reports is the establishment of 
regional health boards in the provinces that has not existed. 
That structure, which allows people to participate in the delivery 
of health care, is a very good one. That just started in 1988 
and is very much approved and there is a will to model that in 
the provinces. That is what the reference is made to. 

In regard to what my view of what ''The N.W.T. Way" is, that is 
a very interesting question. We were not active participants in 
that model. As was presented, we were as new to it as 
everyone else was. Having not had that beginning, I can only 
speculate. I am not sure that is of any benefit to anyone. 
When you look at the model or what was presented to us, 
there are some principles of primary health care put in there 
that are not clarified or articulated in a way that is easy to 
understand. Some of the actions that were proposed are 
based on primary health care principles, which we made some 
reference to in regard to the World Health Organization, a 
mandate toward health for all. 

CHAIRMAN (Mr. Zoe): Is there any type of documentation 
that the department has given to your association pertaining to 
what is supposed to be ''The N.W.T. Way''? 

MS. MARSOLLIER: We were given the literature that was 
given to everyone else. Do you have something so I would 
know what you are talking about? 

CHAIRMAN (Mr. Zoe): Basically, the principles of ''The N.W.T. 
Way'' was not the actual model. It was not specific. There was 
just an outline. 
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MS. MARSOLLIER: It certainly is not a comprehensive 
understanding of the principles of primary health care. They 
took some components of it. As we mentioned in our report, 
health does not belong to the Department of Health alone. 
When you look and have an opportunity to review primary 
health care principles, it is very strongly advocated that the 
determinants of health, those things that make us all healthy, 
good education, proper housing, sanitation, being able to flush 
a toilet, employment, economic development, those are the 
things that make people healthy, not just being able to access 
a nurse in a nursing station or a physician in a clinic. 

CHAIRMAN (Mr. Zoe): Is this the document that you referred 
to? 

MS. MARSOLLIER: It looks like it. 

CHAIRMAN (Mr. Zoe): That is all we received, too. It is a 
tabled document in the Legislature that makes reference to 
"The N.W.T. Way''. In your presentation, you strongly 
emphasized the primary health care principles to be 
incorporated. Within this document, you are saying that some 
components of it were incorporated, but not fully. It appears 
to me that when they were developing this model, there was no 
consultation between the department and your association. 

MS. MARSOLLIER: We had begun some discussion in 
January of 1992 with other health associations, the N.W.T. 
Hospital Association, the Medical Association and started to 
work on some statement of principle that would fall behind the 
model._ No, not really. In fact, this document that you refer to 
was the catalyst to those associations gathering together to 
say, "The Auditor General's report said what we came to a 
conclusion of in January of 1992. We need to work together 
as partners." At that time, there was much animosity that had 
been created by this document. We felt that we needed to get 
together and get to know each other because the medical 
association did not really talk to the nursing and hospital 
associations. The C.P .A. did not talk to anyone. Nobody 
talked to each other, including the government. The people, 
the government and the professional associations did not talk. 
That document probably has far more value than we give it 
credit. It caused this dialogue to occur, which, without this 
dialogue or partnerships that have been formed, we would be 
very far behind in attaining what we all want for everyone of us, 
and that is the health. I looked at this document as being a 
discussion paper as opposed to an end product. Of course, 
that is just my perspective. 

CHAIRMAN (Mr. Zoe): Are there any other questions? I will 
raise another one, if I may. There is reference made to nurses 
in the Auditor General's report under chapter three. The 
Auditor General's report identifies a number of human resource 
planning problems, particularly as it applies to nurses who 
work in the territories. Apparently, the nursing service division 
in the Department of Health was supposed to carry out an 
assessment of the nurses' workloads. My understanding is that 
this study was never completed. The Auditor General 
commented that the department should develop appropriate 
workload a~;ment tools. The department has stated that 
these are not available. Could I ask your association's 
viewpoint in regard to carrying out the appropriate workload 
assessment? How would you see it done? 

MS. MARSOLLIER: This is an issue that the entire nursing 
profession, internationally, is struggling with in developing a 
workload measurement system. Other professions have been 
more successful in developing such a tool, but because of the 
diversity of activities that nurses do, we go into many other 
professions in the kinds of things that we do and maybe for 
other reasons that just do not come to my mind. The 
development of such a tool is a very important mandate right 
now, but because the nursing services have not been able to 
come up with one or do one in the way that they would like to, 
it is a reflection of the state of the nursing profession in that 
respect all over the place. Did you want to add anything to 
that? 

MS. MOFFITT: I think there is one thing that could be added. 
There are workload measurement tools for hospital nurses that 
have been developed that are used quite extensively. There 
are very few community health indicators to say, "How many 
points in terms of workload do you give to a school visit talking 
to the children, versus how many points do you give to 
someone with a broken leg at the health centre, and how many 
people are required to carry out the care?'' There are no 
indicators. Whatever they develop, it would be brand new and 
it would probably be used by many jurisdictions, especially 
within the federal government, or other people who are doing 
very similar work to what is being done in the north. The 
nurses are working in an expanded role as a primary health 
care worker in a much different way than they are in the south. 

MS. MARSOLLIER: In a sense, what they have been asked or 
mandated to do is pioneer work basically for probably the 
world. It is not to state that there are not nurses doing these 
kinds of things in Africa and Europe or wherever. It is just that 
we are advanced in that we are asking to be able to measure 
this. Those tools have not really been formally structured for 
this setting. 

CHAIRMAN (Mr. Zoe): I assume that you have a national 
organization. Is there a national organization looking into these 
types of things? 

MS. MARSOLLIER: Very much so. They have identified them 
as a very serious mandate that they wish to achieve because 
it has major repercussions for many other issues as well. 

CHAIRMAN (Mr. Zoe): Are there any further comments or 
questions? Mr. Amgna'naaq. 

MR. ARNGNA'NAAQ: Thank you, Mr. Chairman. With the 
response that I have heard just now, are you saying that there 
is an evaluation of some sort coming out from the national 
association of nurses? 

MS. MARSOLLIER: It is my understanding that there is some 
collaboration between the United States and Canada that is 
going on right now. How far they have achieved, I do not have 
that information. It is certainly something that has been 
identified. 

CHAIRMAN (Mr. Zoe): Are there any further comments? Mr. 
Whitford. 

MR. WHITFORD: Thank you, Mr. Chairman. I think the 
presentation was well put forward. It answered some of the 
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things that I, and subsequent questions to the Chairman, know 
about a vision of health and leadership in the territories. The 
Chairman asked a question I would have asked about "The 
N.W.T. Way''. It seems that we have almost come full circle or 
soon to be going full circle. There was a time in the north 
when local involvement was all we had. It looked after 
everything for a social well-being. At some point in time, we 
delivered health and social care in a form of justice such as it 
was. There was a move. All of a sudden, it was replaced. It 
was all taken away and replaced by a southern model for 
health and social services, and justice to an extent. They 
replaced it with a model and without any kind of consultation 
or involvement, and certainly a lack of inclusion .. 

My grandparents and aunts used to deliver children at home 
without high mortality. I guess there were a few deaths, but 
not to the extent one makes it out to be. Things have come a 
long way since then. You do not even dare deliver them in 
some communities ·now, even with nurses there. We go to 
high cost, high tech. systems. Now, we are looking at going 
back to some of that. It is surprising, when you come from a 
region, and they do not even deliver children in that region. It 
is something that has been done for a long time. They want to 
get back to it. What puzzles me, as a Member of the 
committee, in my short tenure with the Department of Health, 
is that there seems to be a lack of vision and leadership. I 
hear this from other presenters. It is not a healthy situation to 
find ourselves in. We hear much aiticism about the 
Department of Health. From some of the aiticisms, I wonder, 
through meetings such as this one, if we can find some 
answers. Why do we not have more local participants? Why 
are northern people not involved in the health professions? 
You have to look hard and long to find an aboriginal nurse. I 
do not think you can find an aboriginal doctor in the territories 
right now. One that I am aware of practices out of Comox. 
That seems to be an area where we do not have any people. 
I am wondering why. Is the department not making a 
conscious effort? Are the nurses not making a conscious 
effort? We see many more school teachers, plumbers and 
mechanics because we probably have models to follow. 
Surely, by this time, we should have had more nurses and 
doctors. I was wondering if you could offer suggestions as to 
how we could go about it? Is there some way we can come 
up with more suggestions that would see some improvement 
in that area in the next five or ten years? 

MS. MARSOLLIER: I think you will see an improvement in the 
next five to ten years. It will not happen all of a sudden. There 
will be some improvement because there seems to be more 
interest generated. For example, if the diploma nursing 
program goes through, I think that has generated more 
interest. I think, for the record, there are something like five 
aboriginal nurses in the N.W.T. Three of those are southern 
aboriginal nurses. Some of them are working in health centres. 
There is a Dene nurse, Virginia Bayha who is in the University 
of Alberta going into her third year in nursing. She is very keen 
to go back to her community. As an association, we would 
support and want that. There are something like six to ten 
students in post-secondary programs right now wanting to be 
nurses. I do not know if all of them will come back. This is my 
own perspective. I am not speaking in terms of the association 
right now. I do not know if they will all come back to the 
territories, but several of them have said they will. We may see 
a change. One of the basic problems is that we do not have 

enough people graduating with math and science. Those are 
basic requirements to get into nursing programs. I do not 
know if there is a way that we can speed it up. We can be out 
there for children. We have developed many posters on being 
a nurse. We have gone to career fairs recently. We went to 
the one in Rae hoping to get · more children interested in 
nursing. I think it is going to take a while to happen. Within 
the next five years, you will probably see three or four nurses 
come out of programs. They are in the programs now. There 
is one medical student from the lnuvik region. I do not know 
if he plans on returning. 

CHAIRMAN (Mr. Zoe): Mr. Whitford. 

MR. WHITFORD: Thank you, Mr. Chairman. That lends some 
hope. I will remain optimistic, but in the 1950s, there was a 
C.N.A. program. As a result of that program that was run out 
of the Fort Smith hospital, there were many more nursing 
assistants in hospitals across the territories. Some of them 
went on to be nurses. They are probably retired now. I know 
two of them are. That was a good start. It probably allowed 
northern people in with whatever level of education they had. 
It is true that we do not want to say that there is a level for 
northerners and there is a level for southerners, but it should 
still be available for those who would choose to do that. Like 
the teachers' assistants, that generated, in turn, many qualified 
teachers. First of all, they had to get their foot in the door. 
They had to get in there, hands on, like it, and then get thirsty 
and hungry for more. They then pursued it. The medical 
profession should be something like that as well. For some 
reason or other, it has fallen by the wayside. I wondered if that 
might be something that we could go back to. Although it may 
have been primitive and not the best thing to do, it worked, as 
opposed to what we are trying to do now and it is not working. 
We had many more C.N.A.s back then, than we have today. 
As bad as it was, let us not throw it away, but go back to 
something like that. Can we do it? Should we do it? 

MS. MARSOLLIER: That is part of the proposal that we have 
in regard to the nursing program that we mentioned before. 
There will be different levels of entry into this program so that 
you could even have the beginning for people who wanted to 
be community health representatives. If they wished to go 
further, there was an opportunity for them to become C.N.A.s. 
Once that occurred, if they wished to become registered 
nurses, there was the diploma program. That is the way it is 
being proposed and will allow far more people to be able to 
enter into it. As you say, it is like a look-and-see, "All right. I 
will be a C.H.R. and I am going to get a feel for this. Yes, I 
really like doing this, but I want to do more." They can, then, 
go back and do the C.N.A. program and then come back again 
and, if it is really to their liking, they go into the registered 
nurses program. This will all be provided within the boundaries 
of the Northwest Territories. You do not have to go south to 
get this education. It happens right here. 

CHAIRMAN (Mr. Zoe): You made reference to that program. 
The Department of Health, the Nursing Association, the 
Department of Education and Arctic College are all involved in 
it. What is puzzling me, listening to all the four or five of them 
who are supposedly developing this program, it has been 
going on for the last three or four years, and ever since I got 
elected, they have been developing this. Every year, we review 
their budget. There is an objective stated for that particular 
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area saying, 'We are going to develop this program." When is 
it ever going to end? When are we going to have the final 
product? I am getting to the point where it does not take that 
long to develop a particular program. 

MS. MARSOLLIER: I am afraid we . only recently got 
permission from both the Department of Health and Education. 
It would be a year or a year and a half ago. You may have 
heard about it. It has been talked about for three or four years, 
but the association, and the people who are participating in 
this, have just very recently been given the go ahead to start 
working on it. Without the commitment from the government, 
we could not start. It was like having our hands held back. 
There needs to be funding to develop proposals, look for 
consultants, et cetera. That was not there. 

CHAIRMAN (Mr. Zoe): That is surprising since the 
Department of Health has been telling us differently. 

MS. MARSOLLIER: The Department of Education was the last 
one to give us the okay. Without them, we could not go 
ahead. It may be that the Department of Health had said all 
right. It has to be affiliated with Arctic College. 

CHAIRMAN (Mr. Zoe): What stage are we at in the 
development? Do you know? 

MS. MOFFITT: I think they were getting very close. They 
have certainly developed a new draft proposal that is out. 
There is research being done now on the funding, that we 
know about that is going on. I have heard rumours that an 
access year may be planned as earfy as the fall of 1993. I 
have not seen that in writing. I have just heard that. My belief 
is that the intent is that they move on with this program. 

CHAIRMAN (Mr. Zoe): All right. Mr. Arngna'naaq. 

MR. ARNGNA'NAAQ: From the program you say you are 
working on developing, that is something different from the 
program that was held or run by Arctic College a number of 
years ago in Fort Smith. 

MS. MOFFITT: Yes. That program was a certified nursing 
assistant program. The program that they are proposing is for 
registered nurses. 

MS. MARSOLLIER: That is the final outcome. There will be 
different levels that could come out of that. There will be the 
C.H.R., the C.N.A. or the registered nurse. 

MR. ARNGNA'NAAQ: They could build themselves up to a 
certain level. All right. 

MS. MARSOLLIER: Mr. Whitford was referring to this. You 
need to give people the flavour of what they are getting 
themselves involved in. "Maybe I do not want to do this, but 
give me a try and then I can decide from there." 

CHAIRMAN (Mr. Zoe): Mr. Whitford. 

MR. WHITFORD: It does not seem like anybody is talking to 
you, letting you get involved in it. 

MS. MARSOLLIER: Our executive director, who had to be in 

southern Canada with the Canadian Nursing Association. 1s the 
chairperson of that committee. That committee is going great 
gusto. The indications are that we are going to be st'arting 
something very shortly, perhaps even within this year It 1s that 
imminent. I apologize for sounding vague on this, but we are 
without our executive director here, who is very much in there. 
We can certainly provide that information for you. She should 
be coming back shortly. 

CHAIRMAN (Mr. Zoe): All right. Are there any further 
comments? Mr. Whitford. 

MR. WHITFORD: I was wondering when this got into high 
gear. 

MS. MARSOLLIER: Within this past year. 

MR. WHITFORD: All right. 

MS. MARSOLLIER: A year or a year and a half is the most 
that we have had the go ahead to work on this. 

CHAIRMAN (Mr. Zoe): Are there any further comments? Mr. 
Amgna'naaq. 

MR. ARNGNA'NAAQ: Thank you, Mr. Chairman. One of the 
presentations we heard this morning had a lot to do with the 
way human resources are distributed in the Northwest 
Territories. I do not know how involved or whether you work 
with all the nurses across the territories, but the indication we 
got from the presentation was that our policies under the 
Department of Health are such that we handle the hospitals 
well. They are well resourced with nurses, but the outlying 
communities may not be as much. He referred to them as 
"cottage hospitals." They may not have the human resources 
to have as efficient incoming and outgoing patients as they 
should have. Do you have any sense of that across the 
territories as an association? This is something that was 
noticed by someone, an M.L.A., who made the presentation 
He indicated that it sounds like, from the report we have. the 
Stanton Yellowknife Hospital, lnuvik Regional Hospital and Fort 
Smith, the larger hospitals seem to be all right but they have 
the manpower to handle the clients coming in and out. He 
indicated that it may not be so, that the nurses who are in the 
smaller communities may be overworked. Is there any kind of 
indication that you have received from any of the communities 
that would respond positively to that? 

MS. MOFFITT: Yes, I believe that is true. The nurses do work 
long, extended hours in some of the communities because 
there may only be two or three of them. It may be that they 
get called back two or three times in the night. I have also 
heard nurses say that the community is usually quite 
responsive to that as well. Some communities will say. ''The 
nurse has been up all night. She is not going to be in in the 
morning." They take that role themselves. I think it is fair to 
say that. Other communities do not have that same rapport 
with the health centres, so you do not always get that. Maybe 
they do not know the nurses as well either. It is important, 
even at that level, that nurses and communities are 
collaborating and really working as a team. You will hear 
nurses in the communities talk about burnout. They will say it 
is the long, continual hours of being called back in and having 
a disrupted sleep. When your sleep is disrupted like that, you 
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just do not function the same way. 

CHAIRMAN (Mr. Zo~): With that, l would like to know if there 
is a system that would be able to evaluate what we have in the 
territories and say, ''This would be more even if the nursing 
personnel were distributed this way." Have you been asked for 
any kind of information like that from the department or do you 
have any kind of system that might make it more equitable for 
communities? 

MS. MARSOLLIER: In regard to the partnerships that we 
alluded to in the last part of our report, which said that we were 
meeting with all of these other associations and the 
government and we were hoping very much to meet with the 
Minister in the near future, there has been much work going on 
in that way. Before this can all happen in regard to how many 
nurses we need, maybe the nurses we have right now are 
enough, it is just the environment they find themselves in, if the 
communities are not working with those nurses. tt it is the 
attitude that health is something you go and get at the nursing 
station, if that is not ever dealt with, if we do not start 
challenging and saying, "No, health is something that belongs 
to me. I am responsible for making sure that I get my good 
night's sleep, that I do not drink too much alcohol when I want 
to have some fun, that I make sure that my kids go to school 
and that I feed them before they go to school," and if those 
things are not all in place, the nurses' jobs, even if you put ten 
nurses in there, are still not going to make a difference. It is 
very important. 

The government or the Department of Health is starting to do 
what they call community assessments, where they find out 
things. They may say, "All right, in this community, we have 
mostly very young people. There are hardly any old people 
there. Most of them are just little kids with many young moms 
and dads. That means, then, we need to focus on child care 
and mom and dad care." Then, you talk to each other. You 
develop a committee, maybe that is not the best word, but you 
sit down and you say, "All right, in our community, most of the 
kids are young and we are young ourselves. Our needs are 
we do not like it when our kids always come down with 
earaches, chest colds, bronchitis or whatever. What is it that 
·we could learn that will make this better for our kids and so 
that the nursing station is not going to be overworked?" We 
referred to collaboration with the government and the boards 
and we talked about the associations and the boards. There 
is an even more basic collaboration that has to occur, and that 
is between us, as individuals, and the professionals. It has to 
happen. 

MR. ARNGNA'NAAQ: I have one brief comment, Mr. 
Chairman. Somebody has been mandated to do something of 
that nature, where they are trying to educate the people in the 
communities about what it is that makes a person healthy. 
They go into the schools. Again, we get into a catch 22 
situation where they really do not have the time to be able to 
do that because they are often so overloaded with patients 
coming in day or night. Is that correct? 

MS. MARSOLLIER: That is right. 

MS. MOFFITT: I think it is correct, Suzanne, but one of the 
things that just hit me, though, is the role of the community 
health representative. It is to be a very pro-active health 

promotion person. Because all of those community health 
representatives are local people usually, speak the language 
and know the people, they are key people in providing this 
type of care and getting out there with changing lifestyle and 
working together. The nurse would work with them. 

MS. MARSOLLIER: I would like to add one more thing. I 
keep going back to the community. If you are in a community 
where most of the teenagers are getting into trouble all the 
time, if the police are always having to bring them to court, 
they are breaking into schools or whatever, it is our 
responsibility, as parents of those children, to get together and 
say, "What are we going. to do about this problem?" There is 
not enough of that going on. I guess it is part of what we were 
saying here. The politicians, the government, the 
professionals, but we, as moms and dads, also have to be 
leaders. Probably we would make more difference than 
anything the government or the professionals could ever do. 

CHAIRMAN (Mr. Zoe): Earlier on, my friend was talking about 
the workload situation. One of our Members, particularly Mr. 
Antoine, from Nahendeh, indicated that, in his view, he noticed 
that the nurses who are working at the Fort Simpson hospital, 
their workload situation seems to be more than the larger 
hospitals, for instance, Stanton or the one in lnuvik. That is 
what he was implying. Has your association observed that 
type of thing between hospitals, not necessarily the nursing 
stations versus hospitals? Mr. Antoine noticed between the 
bigger hospitals versus the smaller hospitals, that the workload 
situations for nurses in smaller hospitals were even more than 
the ones in Stanton or lnuvik. That was my understanding of 
what Jim was saying. 

MS. MARSOLLIER: They were taking care of more people. 
One person was taking care of more people than Stanton. Is 
that what you mean? 

CHAIRMAN (Mr. Zoe): He did not really get into specifics, but 
he implied that, in smaller hospitals versus larger hospitals, the 
nurses had a heavier workload. 

MS. MOFFITT: Nurses will say one to four. One nurse to four 
patients and I do not think that is what you are saying. I think 
what he may be seeing is that the nurse's role in those smaller 
hospitals is different than a nurse's role in Stanton, for example. 
In a smaller facility the nurse is responsible for many types of 
patients, a paediatric, a small child, an obstetrical patient, 
someone in labour or an elder. They do a wide range of 
nursing care, whereas in Stanton, not that there are not some 
nurses who do everything, but it may be a ward who are all 
surgical patients. Out in the small hospitals they also do the 
laboratory work. They do some of the X-rays and physical 
therapy. It is a wide, wide range. Not to say that is any 
different from some small rural hospitals in the south that are 
also like that. They are just used differently. It is almost like 
apples and oranges is it not? You cannot compare what it is 
like in our big hospital to what it is like in our little hospital. 

CHAIRMAN (Mr. Zoe): Obviously Jim noticed that because he 
has travelled to various areas. In looking at his situation, he 
observed that nurses, in his own little hospital in Fort Simpson, 
are doing all those type of things that you indicated. That tells 
me something, maybe by saying those types of nurses should 
be classified differently. I do not know what he is trying to say 
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as he really did not say it, but with the workload assessment, 
if they can develop something, maybe we could address those 
type of things. That is why it is so important to try to get the 
workload assessment tool in place so that all of these 
considerations for different types of nurses can be looked at. 
I think that is what you are basically trying to get at, in my view 
at least. Mr. Argna'naaq. 

MR. ARNGNA'NAAQ: I just wanted to get back into training 
a little bit. In the Auditor General's report, I do not know if you 
have reviewed the report, in section 4.8.2, I was just reading 
through it. It says, and I will quote from it, 'We found that 
training dollars are not distributed equally between the doctors 
and other health care staff. For example, the department 
allocates funding for the advanced nursing skills in-service 
program of approximately $400,000 for 365 nurses. By 
comparison, a doctor on contract has the benefit of two to 
three conferences per year which can add up to between 
$8,000 to $10,000 per doctor for their professional 
development. From our interviews with department 
management and nurses on the boards this is viewed as a 
constant source of discontent amongst the community health 
nurses, who under the primary health care model, are intended 
as the front line caregivers in the N.W.T.W The assessment of 
the distribution of dollars between the doctors and the nurses, 
I would like to get your response on whether you have a view 
on it. 

CHAIRMAN (Mr. Zoe): Ms. Moffitt. 

MS. MOFFITT: I can just make one comment in terms of the 
community health nurses. It is very difficult to find nurses to 
replace them when they go out, and there is no place in their 
community where they can get that education. I know that, if 
you were to talk to a nurse from some small community right 
now and if she is a nurse who has been around for a long 
time, she would probably say to you, 'We lost our second trip 
out." I hate to say this, but we hear it a lot from our nurses. 
When they used to have a second V.T.A., that second trip out, 
they would usually spend their money, upgrade, take a course 
or whatever on their own. It may not have been provided that 
way. I know some of the regions have tried to assist by giving 
them educational leave. I do not know what else to say. We 
have tried from the association's point of view to make our bi
annual meetings an educational proportion of the meeting so 
they have opportunities, not so much the community health 
nurses, but more the hospitals for things such as tale-medicine. 
It is an ongoing issue. Part of it is the expense, the numbers 
of nurses compared to the numbers of physicians, and it is a 
very difficult situation in this time of cost-effectiveness. We can 
appreciate how costly it is to travel from the small communities 
in the north to some place to get this educational opportunity 
for the nurses in the communities. 

CHAIRMAN (Mr. Zoe): Mr. Amgna'naaq. 

MR. ARNGNA'NAAQ: All we have in the Keewatin region are 
nurses. We do not have a hospital so we do not have doctors. 
We only have doctors that come in and out. With this being 
the case, it disturbs me that we have nurses who do not have 
the funds to be able to go out and get further training. In the 
Auditor General's report, they make mention of A.N.S.I.P ., that 
is a program. Would you say that the funding for that is 
sufficient? Is it something that we could carry on with, as I do 

not know, what its mandate is? 

MS. MOFFITT: Actually, this is a very worthwhile program the 
government has implemented. In fact it was offered in a large 
degree by one or two of the universities in southern Canada up 
until ours was started. I do not believe that it even exists in the 
south anymore for political reasons. It is an ..invaluable 
program here. It meets not only the needs of the nurses in the 
nursing stations, but it also meets some of the components for 
the nurses in the public health units and in the hospital setting. 
It is very comprehensive. It runs all year round now. There are 
different components of the program that are offered instead of 
it being back to back. They offer components so that, if 
someone is interested in the community health component, 
they will attend just the obstetrical, management or public 
health. I cannot even remember all of the different 
components. We would love to have it so that there were more 
dollars and more people could come to it. It is a very much 
recognized need and it is fulfilling that need in a sense that the 
program is available. It would be nice if more people could 
access the program. I just do not think we live in Utopia here. 
I know that there are limited dollars. 

CHAIRMAN (Mr. Zoe): Any further questions? Mr. Whitford. 

MR. WHITFORD: Mr. Chairman, when we were travelling we 
heard a bit about standards for the medical profession, 
doctors, nurses and other practitioners. In the Auditor 
General's report it says that the department should set 
performance standards for doctors. It recommends that in this 
report in section 4.6. While we were travelling to lnuvik we 
heard from a doctor from the lnuvik Medical Clinic. Their 
representative argued · that this would be inappropriate as the 
medical doctors have a system of a peer review. They do this. 
However, the nurses themselves have a peer review procedure 
under the Nursing Professions Act, but they also have 
performance standards that their employer or employers use 
to evaluate their performance. Doctors do not have that. They 
have peer reviews only if called upon to do it. There is no 
performance standard set or anything like that. As we are 
looking for suggestions to assist either the Auditor General in 
his recommendations or the department to benefit the northern 
people, could you offer any suggestions for your medical 
colleagues within their association for the Department of 
Health, that would help us in this area? 

MS. MARSOLLIER: That is something that we are very proud 
of. We only came into existence in 1975 and, as we told you 
at the beginning of our presentation, the purpose of our 
association is to protect the public. By doing that we are 
responsible for making sure that the nurses who are working 
here are competent and that if there is evidence of 
incompetency, we have the responsibility of discipline. Those 
are our two mandates. Those are the two reasons why we 
exist. It is very important that I give this message to you. It is 
with great pride that we have done this since 1975, and you 
can perhaps appreciate that, at that time, most of the nurses in 
the nursing stations were working for the federal government. 
This association was created during a time when there were 
very few nurses who would join this association because the 
terms of employment of the federal government were that you 
did not have to belong to an association. You could if you 
wished but they did not make them. Despite those odds, it 
was created, an act was made and passed by your 
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government and we continue to monitor our professionals and 
to develop standards which the employers, who are you, the 
government, continue to do. The doctors find themselves in a 
very different situation in that even though we feel that we are 
a very small number, they are considerably smaller in number 
than we are. The amount of energy, and I cannot begin to 
explain to you how much energy is required to do what our 
association does, is 90 per cent volunteer effort of people like 
myself, Pertice and many other people, who give generously of 
our time for no money to maintain this ability to protect the 
public. The physicians find themselves in a very small number 
and this energy that we have committed ourselves to is 
something that is beyond what they are capable of doing by 
themselves at this time. It is my understanding that they are 
looking to the government to assist them as they are so few in 
number. I think that you have the cooperation of the 
physicians on this issue. 

CHAIRMAN (Mr. Zoe): Mr. Whitford. 

MR. WHITFORD: I seem to have the message. I see what 
you do and it is greatly appreciated, believe me, the 
professionalism of the nurses and the doctors themselves. I 
will go on the record and say that they are like gods. When 
they say there is something wrong with you, there is something 
wrong with you. 

MS. MOFFITT: That is it. 

MR. WHITFORD: Confirming that standards are set by the 
Department of Health, the government, is this a desired thing? 

MS. MOFFITT: I think that the doctors in lnuvik, who, I think, 
you are referring to, are fearing the unknown. I think it is the 
good will of the medical association to cooperate and get 
assistance from the government. It is not that it would be the 
government mandating strudures or standards, what it would 
be is a collaboration between the physicians and the 
government in developing those standards. There would be 
excellent models from the southern jurisdidions. As I 
explained to you, there is a tremendous amount of volunteer 
energy that has to be generated and they just do not have the 
resources to do that by themselves. 

MS. MARSOLLIER: I think they collaborate in terms of 
registration with Alberta's association and some of the other 
associations who do have peer reviews and audits. It may be, 
and I certainly cannot speak on behaH of doctors, that they will 
adopt another province's protocol so they could become ex
officio members or something like that so they have a review 
system. I will tell you one of the problems that I know of from 
a nurse who was in administration in lnuvik years ago, it was 
in the 1980s. We had a nurse who was not registered with the 
Northwest Territories' association, and we felt she was unsafe 
to practise and was incompetent. She was fired from the 
hospital. In terms of our professional behaviour, we always 
report people who we feel are unsafe praditioners to our 
professional association. When I did that with her province, the 
answer was this is outside of our jurisdidion, she is in the 
Northwest Territories. So, of course, nothing happens with 
that. I do not know, but I wonder if that may be something to 
be considered as well when it comes to what is set up between 
affiliating groups of people. 

CHAIRMAN (Mr. Zoe): Any further comments? If not. I would 
like to thank the representatives of the N.W.T. Registered 
Nurses' Association for appearing before our committee. 

MS. MOFFITT: Thank you. 

MS. MARSOLLIER: Thank you. It has been a plP-asure. 

CHAIRMAN (Mr. Zoe): We will take a short, two minute break. 

MR. ARNGNA'NAAQ: Maybe we should ask if there is 
anything else that they would like to add, then by all means 
they should write to us. 

CHAIRMAN (Mr. Zoe): Sure, if you feel that there are any 
other additional comments that you would like to make, you 
can always submit it in writing to us. We will take it into 
consideration before we make our report. 

MS. MARSOLLIER: I will instruct our executive director to 
bring you up to date on the process or where they are with the 
nursing program. 

CHAIRMAN (Mr. Zoe): Thank you. With that, we will take a 
two minute break. 

---SHORT BREAK 

CHAIRMAN (Mr. Zoe): We have Mr. Erasmus from the Dene 
Nation appearing before us. Mr. Erasmus, if you can proceed 
with your presentation to the committee. 

Presentation by the Dene Nation 

MR. ERASMUS: Thank you, Mr. Chairman. Good afternoon 
committee Members. I would like to thank you for this 
opportunity to make _the Dene Nation's comments known on 
the Auditor General's report. The Dene Nation has a health 
program that tries to keep abreast of what is happening in our 
communities concerning health matters. We have had a 
chance to study the report and we have some comments that 
we have put together. I believe that you each have a copy of 
some of our comments in front of you. 

I would like to make some observations that we have and to 
comment generally on them. If you have questions, I could try 
to answer them as best I can. First of all, we have to focus in 
on the issue of health as a treaty right that our people 
understand to have between ourselves and the federal 
government. We have a special fiduciary relationship with the 
Crown and because of that we find health is a guaranteed 
right. So, when we talk of the administration of health, it brings 
in a whole different connotation from other people. It also 
brings in the question of accountability. Whoever is providing 
the resources, the programs and the services has to account 
to our people. I think, first of all, we have to bring that into 
focus. Specifically, with us if you look at Treaties 8 and 11, 
there is in both specific mention to health. Our people were 
reassured at treaty time that their health care matters would be 
taken care of. It is specific• in the treaty. 

With the transfer of the administration of health to the G.N.W.T., 
we go back a number of years, where at the time all of our 
people collectively were negotiating a comprehensive land 
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claim with the federal government and the transfer was viewed 
within that as part of a transfer that would occur. Our people 
looked at it as an interim transfer that would later fit into a self
government arrangement that our people would put into place. 
So, you find that the Dene chiefs, for example, have never fully 
endorsed the transfer. They have never said that the 
responsibility from the federal government to ourselves as a bi
lateral one goes to the territorial government. We basically 
said we are aware the transfer is taking place and in the future, 
it has to be open to our tribal councils, our First Nations or 
whatever organizations we have developed that have the ability 
to take on those responsibilities. I want to remind the 
committee of that. 

The auditor makes specific reference to the transfer. It talks 
about the intent of the transfer. It specifically says in chapter 
two, the transfer was to pass more decision-making powers to 
the communities in the north. However, "the boards contend 
that the spirit of the transfer has been delayed because, when 
the transfer took place, the government failed to state its 
intentions." It did not clearly state what its intentions were. It 
does not specifically refer to the policy here, but from my own 
experience and recollection, we had no problems with the 
agreement itself as the agreement talked of giving control to 
the communities which is what we were concerned about, but 
when the territorial government's policy came out, it talked 
more of having central control. 

The auditor then gets into the problem of who really has 
control, is it Yellowknife or is it the communities? This has 
been going on since the transfer. The government says this 
has to be cleared up very quickly otherwise we are going to 
have a lot of problems and health is very complicated. It is a 
very serious issue to deal with. There is no room for those 
kinds of misunderstandings as we have peoples' lives who we 
are dealing with. 

The auditor talks of how they believe the department and the 
boards do not function as effectively as they might, due to, very 
bluntly, the department trying to control the boards. That was 
really never the intent from the communities' point of view. If 
we are talking of a self-government exercise, if we are talking 
of clearly ·setting up a unique situation in the north or in 
Canada where people can institute their own programs, then 
we have to let that power rest in the hands of the people. I feel 
that the auditor is supporting the communities' view on this. 

In terms of the transfer, it is pretty clear that in the executive 
summary in the first chapter, it talks of the high population of 
aboriginal people on page three saying that, 'We expected to 
find progressive programs to help aboriginal people play a 
meaningful role as employees in the system yet the equity 
programs are not being pursued aggressively and the lack of 
results is obvious." You have a transfer, top and middle 
management people are not being plugged into the program 
by aboriginal people and we are still having, not in all cases, 
primarily non-native people, many from the south, who are in 
the higher echelon of administering the programs which calls 
for high turnovers. There appears to be a lack of sensitivity to 
community people. 

Those are general comments that you are aware of. I felt that 
I was compelled to echo what the Auditor General is saying. 
We believe that there is much work that can be done to take a 

hard look at this in a constructive way. We know there are 
problems. Let us begin to look at solution-orientated activities 
in order that we can provide the best resource with the dollars 
that we receive. 

If you look at the comments that we provided you with, we 
begin to talk about part of the weaknesses that we find is that 
there is an inability in the funding mechanisms both public and 
private to keep up with the high cost of medical care. Part of 
the problem we find is that first of all there are inadequate 
dollars. There is just not enough money to do the job 
correctly. Compounding that you have a lot of bureaucracy 
and it is well known that the north has more bureaucrats per 
person than anywhere else in the country. It is a given. We 
have a lot of bureaucracy. Within the· bureaucracy, the 
particular departments are not coordinating or functioning 
together in a comprehensive way. In other words, departments 
are working on their own. They are not exactly sure what 
others are doing. 

Personnel might be hiring people within the medical profession 
and the medical profession or the Department of Health might 
not be working as closely as they might. I really think that you 
have to look at how the departments might be able to link 
together, pool their resources and begin to prioritize much 
better. I think the G.N.W.T. has been trying to do that by 
bringing together health and social services and so on but they 
still have a long way to go in terms of rectifying that. Again, 
the lack of adequate provisions for preventative and primary 
care at one end of the health/sickness continuum which we call 
it and the need for long-term care at the other. 

We are finding, in the communities where we do not have full
time doctors, that we have C.H.R.s or nurses who are kept very 
busy. There are many things they cannot do. For example, 
just by doing health promotion to 'help people understand 
A.1.0.S. or H.I.V. prevention, many things people ought to 
know, interpreted in the languages and having a good working 
relationship with the community people, we are finding that 
these people are overworked. They are being overburdened 
by the heavy workload and there is a lot of stress. Many of 
them are good people and they are on the fringe of_ quitting 
and doing something else. We need a support mechanism. 

We have to be able to help these people in order that they can 
do their job comfortably and in order that the people in the 
communities feel comfortable with them. Again, access to 
health care. We find that many of our people feel that there are 
inequities to access that affect our .population. On the surface, 
people may not feel that there is a problem, as health care is 
available to everyone, but we find that many of the professional 
people, however professional or prepared they are to do the 
job in a clinical sense, are not prepared mentally in the sense 
of being culturally sensitive or community knowledgeable or 
orientated most of the time. 

For example, we have many people who complain that when 
they go to a doctor, I just use a doctor as an example, to get 
treatment for an ailment, many times they are asked if they 
have been drinking. There is a stereotype that, because you 
are native, your problem is associated with alcoholism. You 
immediately start off with a bad relationship with the 
professional and you just want to get out of that office. I 
suppose the doctors or the professional people do not know 
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the social organization or the structure of the communities. 

For example, when we amongst our people talk about being 
healthy or helping a person who needs assistance within our 
own society, generally, before the Europeans came here, the 
people who helped the ill were our own doctors, our own 
experts. They were an integral part of the community. They 
were related to people by kinship. They were respected and 
they provided an important function to the community. Now 
you have someone who is outside of the community coming in. 
They do not know how the people really function among 
themselves, they do not understand them to a great extent and 
it is very difficult for our people to give all of the information to 
feel comfortable. · 

There is a lack of acceptance and the awareness necessary to 
have some of the healing take place. In other words, there is 
a gap, there is a void that our people find. I find it difficult to 
express. If we are going to continue to have doctors coming 
in and we have not had our own doctors for many years, for 
example, then these people ought to be sensitive. They ought 
to try to spend more time in the communities. They ought to 
put more appreciation in people wanting to heal themselves. 
Again, the distribution of health manpower. The report· talks 
about how it appears that the department has not really 
prioritized yet and really figured out where and how people 
ought to be distributed in the field versus the bureaucracy. We 
find that in some regions, we have adequate people who are 
doing the job. In other regions, there is a great lack of 
expertise. We do not have the quality of professional care in 
our regions. The department has to begin looking at that long
term planning and re-adjust that kind of alignment. 

We find difficulties where the medical profession is not taking 
a holistic approach to diagnosing illnesses. We find that much 
like the western ideology, people are geared towards certain 
specializations. If you are an economist then that is your field. 
If you are a political scientist then that is your field, the same 
is true in history, the culture and so on. The way our people 
look at this whole aspect is that you cannot eliminate any one 
sector in healing people. 

When we look at the world, everything is interrelated and we 
feel that health promotion and understanding of healing has to 
take that approach. We also feel that many times we need 
second opinions. The doctors' opinions are not always the 
correct ones. We need to get away from this idea that a 
pediatrician, for example, is the only opinion. We need much 
more of a rounded approach to diagnosing people. 

Very briefly, those are some of the comments. I could go on 
talking about the Auditor General's report. We feel that the 
Auditor General is being very straightforward and is making 
important recommendations. We want to take a more 
comprehensive look at it. We have not been able to look at it 
as well as we would have liked. We have not really had a 
chance to talk with as many people in our communities as we 
would like to. 

We are planning a health meeting in March of this year where 
we are bringing our leadership, some of our elders and our 
youth together to review the transfer, review the whole area of 
health in the north including mental health, alcohol and drug 
abuse and so on. Out of that I am sure that we can have more 

opinions. We would like to continue commenting on this and 
providing more opinions to you. If you have questions. as 
Members, I am prepared to try and answer. 

CHAIRMAN (Mr. Zoe): Mr. Whitford. 

MR. WHITFORD: Thank you, Mr. Chairman. The submission 
that Mr. Erasmus has made is quite thorough and it touches on 
a good number of areas. On the second page, the last item 
you mentioned was the increased involvement of consumer 
participation in the delivery of health services. In the Auditor 
General's report, the Auditor General points out that problems 
exist in the department's approach to communicating with the 
public. On one end they are saying they should involve the 
consumer a little bit more and the Auditor General says that the 
department is having troubles communicating with the public. 
What role would the Dene Nation play in this area? What 
recommendations would you have for the department that they 
could use to improve their public communications? 

CHAIRMAN (Mr. Zoe): Mr. Erasmus. 

MR. ERASMUS: I think the approach people would like, it is 
not so much the central office playing a major role, but, as I 
was saying earlier, reaching out to the communities and the 
regions that are accumulating the responsibility over health and 
health care. People are learning more and more about what 
their rights are. Generally, I feel the unquestioned world of the 
medical field is beginning to become much more of a real one 
to people or one that is more approachable. Slowly, the gap 
is being bridged, but, by having much more effort given to 
interpreter's services, for example, it is much like legal 
interpreting when you get into body functions and surgery. For 
example, someone needs to have surgery and it needs to be 
explained to them, what the process is, what does it mean and 
what is the potential of having a particular operation. The 
doctor must go out of his way to explain precisely in easy to 
understand language, as we have incidents where someone 
can be operated on and they do not know what the operation 
is but they are consenting. 

I think, first of all, we need interpreters who know the language, 
who know the body parts and the functions, as it is difficult to 
explain in our aboriginal languages. I think just that example 
alone can go a long way in making people feel comlortable 
and that their rights are not being infringed upon. I feel that we 
are quite open to talking about how people may get rid of this 
fear they have of going to hospitals, dentists and doctors 
There are many people in our communities who will not go to 
a doctor or the hospital unless they are basically on their death 
bed. There is a reason for that. We have to dig down deep 
and find out what that is. There are many old people who have 
never gone to a doctor in their lives. You may see them 
limping down the road. They will bear that pain rather than go 
into the unknown. 

MR. PUDLUK: Thank you, Mr. Chairman. In subsection three 
of the Auditor General's report, it states that the Department of 
Health does not have a plan. The Dene Nation is trying to do 
some work in the health area. How is your work in this area 
being affected by the absence of a strategic plan? Are you 
able to give us an example of the areas where your work has 
been slowed down due to this lack of planning? 
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CHAIRMAN (Mr. Zoe): Thank you. Mr. Erasmus. 

MR. ERASMUS: The fact that there is no plan has an 
unsettling effect because when the transfer took place our 
people assumed they would have control in the communities 
and in the regions. That was the intent. That was the reason 
why people did not object. As the report says, since then there 
has been a dispute between the communities and the 
department on who really has control. That has happened and 
it is going to continue to happen until we have a long-term plan 
that really spells out clear intentions, clear areas of jurisdiction 
and what the field is going to look like down the road. It is an 
unknown. It makes it difficult for us as the trust factor is not 
there. 

As I was trying to say earlier, we are dealing with people's 
lives, medevacs, for example. A lot of people have their fingers 
crossed when there is a medevac because they do not know 
if the person is coming back home. I do not want to 
exaggerate but I think there are many ways we can improve 
the system. One way, if a strategic plan is not in place, is the 
department has to be very open as to how people are feeling 
or what is happening in the communities. 

CHAIRMAN (Mr. Zoe): Mr. Amgna'naaq. 

MR. ARNGNA'NAAQ: Thank you, Mr. Chairman. In your 
presentation you talked about, and you used a doctor as an 
example, when they come into the community they are not 
sure of the culture. In responding to a couple of the questions 
here, you give a sense that the caregiver and the people in the 
communities have a difference which do not mix very well, 
which would say to me that when caregivers are coming into 
the communities or into the Northwest Territories, there should 
be an orientation program of some sort for these people. 
Maybe even people who have been around for a long time 
should go into a cultural program where they get to understand 
who they are working with or for. H there were to be an 
orientation program created by the department, what elements 
of such a program do you feel should be mandatory? 

MR. ERASMUS: I think orientation is something that should 
be taken seriously. The mandatory part would be knowing the 
languages of the people, the social structure, the economy of 
the people and knowing more about the communities. There 
are cultural orientation programs that are designed which are 
very good for people who need to be introduced into different 
societies. You can adopt formats that are out there. I think we 
have to sit down and begin to work that out. The department 
should be open to doing that with the Inuit and also with the 
Dene and Metis. I think we can go a long way in that area. 

You find some places in the south where traditional medicinal 
practices are recognized in hospitals. They are recognized by 
health boards in the south. We could probably go a long way 
by recognizing that our people have traditional methods of 
healing. Midwifery for example. Mid-wives have been here 
since the beginning of time for our people and they still exist. 
They are still in our communities. If we would give recognition 
to many of the midwives, my grandmother was one, they have 
an educated understanding of the people in the community. 
Many of them are leaders. They have brought most of those 
people from the community into the world. For example, if 
these midwives were working with doctors to help and assist 

the person who is already playing that role, we could '10 a long 
way. 

We also have people who have other traditional medical 
practices. We have herbal doctors. These people are 
recognized in some hospitals in the south as practitioners. 
They are brought into the hospitals. In a mental health sense 
this really helps the people of the community because they are 
not seen as a patient who is neglecting his own people and 
going to the European society. 

CHAIRMAN (Mr. Zoe): Mr. Amgna'naaq. 

MR. ARNGNA'NAAQ: I get a sense that it should not be only 
the care givers who get the orientation. Should the people in 
the communities also get the orientation? Is this something 
which you are alluding to? 

MR. ERASMUS: I think we can be both. I am trying not to be 
overly critical. I know there have been mistakes. We are all 
aware of this. We know that we can improve the system. I 
would like to focus on the solutions. I realize from our end that 
we have a lot of learning to do. We can probably cut costs. 
We can probably help the administration if we sit down and 
begin to look at this as a serious problem. I feel that the 
department should not be put on the defensive when people 
talk about improvements. This is constructive and we are 
trying to improve the situation rather than condemn. 

CHAIRMAN (Mr. Zoe): Mr. Erasmus, you have provided us 
with a written presentation. Once we have reviewed your 
presentation thoroughly, and if we have any questions, our staff 
will be in touch with you. Mahsi Cho for appearing. 

MR. ERASMUS: Thank you. 

CHAIRMAN (Mr. Zoe): I wilf call upon our next witnesses, the 
Union of Northern Workers' representatives. Please come 
forward and make the necessary introductions. 

Presentation by Union of Northern Workers 

MR. WIGGS: Thank you, Mr. Chairman. I am Scott Wiggs, the 
Regional Vice President with the Union of Northern Workers in 
Yellowknife. We have a short presentation. 

CHAIRMAN (Mr. Zoe): Please proceed, Mr. Wiggs. 

MR. WIGGS: Thank you. The U.N.W. represents 7,000 
workers across the N.W.T. Our largest bargaining unit ·is made 
up of employees working for the G.N.W.T. Of that unit, 
probably the largest occupational group is our health care 
professionals who are estimated at close to 1,200. This 
includes about 450 nurses. One of the problems with this 
review is that the front line workers were not interviewed. The 
U.N.W. was not consulted. Only senior bureaucrats in the 
department and members of health boards were interviewed by 
the Auditor General's office. This is a serious shortfall with that 
report. 

The audit says that we expected to find progressive programs 
to help aboriginal people play a meaningful role as employees 
in the system. Aboriginals make up about 11 per cent of the 
department's staff compared to 45 per cent of the work force. 
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There is no simple solution for increasing the number of 
aboriginal employees in the health care system. There is a 
need to educate more potential affirmative action candidates in 
health care trades. A good start are several courses offered by 
Arctic College, the community health representative program 
and certified nursing assistant program. This course is inactive 
for the time being. Research is also underway- for a northern 
nursing diploma program. 

However, there must be positions for candidates to fill. For 
example, Stanton Yellowknife Hospital has reduced its C.N.A. 
positions by up to 12 positions over the last decade. Once a 
person has passed their schooling the next step is into the 
work force. The U.N.W. supports the affirmative action hiring 
policy of the government as long as it is applied fairly. If the 
policy is not applied properly, people who are unqualified and 
unsuitable end up filling jobs. Workers hired under a badly 
applied affirmative action policy may become frustrated and 
quit. It sours their taste for government employment and has 
a detrimental effect on their self-esteem. 

The audit says that high turnovers in health can be avoided by 
making sure that employees are suitable for the jobs they are 
hired to fill. Suitability must be closely looked at during the 
hiring process. Often through sudden resignations vacant 
positions must be filled quickly. This results in hasty hiring 
decisions. Perhaps not enough consideration is given to the 
suitability of the candidate and their ability to work amid a 
different culture and harsh climate. 

What is suitability? One factor that could be considered to 
determine suitability is a candidate's track record of community 
involvement. It is essential that community nurses be highly 
involved in the oommunity. This helps gain the trust of the 
community and it helps the nurse adapt to the oommunity and 
chances are he/she will stay longer. 

Even if properly applied, the affirmative action policy has limits. 
During its eight years of existence it has helped fill all of the 
entry level positions in health care which are available. Many 
health boards have a much higher rate of aboriginal employees 
because many of the jobs with the health board are entry level 

· jobs. Aboriginal participation is low in the specialized 
department jobs. This points to the need for career plans for 
health care workers once they gain entry level positions. 
These would include training programs that combine on the job 
experience, academic courses and other hands-on training so 
people can progress up the career ladder. 

Aboriginal people whose culture and tradition is oriented 
towards oral and not written communication seem to excel in 
a more hands-on type of education and training. One training 
obstacle to overcome is getting people to apply in the first 
place. The department and health boards have experienced 
problems in getting aboriginal people to apply for training 
programs. Dynamic hands-on recruiting campaigns may be 
more successful in getting aboriginal people interested in 
applying for training funds. A health care display at a 
Yellowknife mall publicizing careers in the field proved to be 
popular. The career fairs and recruitment campaigns must be 
lively and interesting. They should seek out interested 
participants beginning at the high school level. Advertisements 
in newspapers advising that training funds are available are 
likely to draw little interest and a waste of scarce government 

dollars. 

The audit says that training and development costs come out 
of discretionary funds. Boards should be allocated funding 
specifically for training. In a time of fiscal restraint. access to 
training money is low to non-existent. If a line item for training 
is placed in a board's budget, the board can plan training 
opportunities. It can set up career plans for employees and 
not just one shot training opportunities at the last minute. 
Several studies by the Canadian Nurses Association, "Nurse 
Retention and Quality of Work Life, the National Perspective, 
November, 1990" and by the N.W.T. Registered Nurses' 
Association, "Nurse Recruitment and Retention in the N.W.T., 
June, 1990" point to the importance of education leave. Health 
care professionals pursuing health care careers need ongoing 
training. If they do not keep up with the changes in health care 
technology as well as other services and knowledge 
improvements they become obsolete. Training must be 
distributed where needed and in a fair and equitable manner. 
The U.N.W. has taken steps to negotiate fairer processes into 
its collective agreements. At H.H. Williams Hospital in Hay 
River we represent about 100 nurses and support staff. Each 
nurse gets one educational course for every two years of 
service. Depending on the cost and the length of the course 
the employer will pay between 50 and 100 per cent of the cost. 

Unfortunately, the G.N.W.T. is only half committed to education 
leave. Nurses can apply for education leave but the final 
decision rests with management. There is no requirement that 
education leave be granted, at least not under the G.N.W.T. 
U.N.W. collective agreement. Trips out for courses help nurses 
and health care professionals increase their knowledge and 
network with other nursing and health care professionals, both 
in the north and in the south, and act as breaks away from 
isolation. However, we have found that many employees never 
get education leave because managers turn down their 
applications for a variety of reasons. The one most often 
encountered is the inability to find a replacement while they are 
scheduled to be on education leave. 

A common reason why nurses leave the north is burnout. 
Often they are on call 24 hours per day, seven days per week. 
They can never get away from their job to pursue other social 
and community activities. To help solve this problem the 
U.N.W. has negotiated a job-share agreement for health care 
professionals. They can share their job with another qualified 
person. The health department and the boards would be 
encouraged to recruit a reserve of nurses to be able to share 
jobs with incumbent. nurses. This would make setting up job
share agreements easier. 

The audit mentions that the department and boards must be 
able to keep track of how well people work. Also boards and 
the department fail to encourage consistent monitoring of 
employee performance. There is already a process in place. 
The G.N.W.T./U.N.W. collective agreement provides for an 
employee performance review. Managers should be properly 
trained in the purpose of performance reviews and how to 
develop them. Exit interviews are mentioned as a way of 
discovering why employees are leaving their jobs. The only 
problem with an exit interview is that an employee may report 
what they think management wants to hear rather than what 
the employee truly feels. 
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The audit repeatedly talks about the turf battles between 
boards and the department. Time burned up in jurisdictional 
battles between boards and the department could be better 
used directly serving the public. Part of the problem could be 
that it may be unclear what is departmental jurisdiction versus 
what is health board jurisdiction. Also, when it is not clear who 
is in ~harge the public's confidence in the health care system 
may be undermined. 

People orientated managers must be hired by both the 
department and by health boards. Front line health care 
workers in lnuvik were subject to the dictatorial style of a 
certain manager for several years. The end result of bad 
management is that everybody loses. The front line staff suffer 
morale problems which effects their service and thus the 
general public suffers. The situation in lnuvik deteriorated so 
badly in 1991 that the workers eventually staged a community 
protest and were joined in solidarity by many sympathetic 
members of the public. 

There are pros and cons to fully independent health boards. 
From the U.N.W.'s perspective it is probably easier for us to 
deal with a centralized department. The U.N.W. has no official 
position on whether boards or the department should be in 
control of health delivery. One thing is for sure, though, it has 
to be one or the other. There has to be a full commitment to 
live with either the department being in control or the boards 
being in control. 

There are pros and cons to having health boards run the show. 
In a community it is easy for front line workers to communicate 
their concerns to local leaders, such as regional health board 
members. At the same time, though, fully independent boards 
will result in some duplication of government resources. For 
instance, the G.N.W.T. Department of Government Services 
and Public Works staff no longer does maintenance of the 
housing authority assets. The housing authority does it. The 
community has a D.P.W. maintenance shop from when D.P.W. 
once took care of public housing, and now there is an 
additional shop belonging to the housing authority. This is a 
duplication of government resources. 

· If the government is going to devolve health delivery to fully 
independent boards, the department must take steps to train 
members of the boards to handle their jobs so that the 
authority can be fully devolved to them. Local leaders are 
naturally most in tune with what is happening in their 
communities, much more so than a distant Department of 
Health. Anyone who has lived in a community or even visited 
one knows how everyone knows everyone else. If regional 
boards have full authority to run their own affairs the input 
offered by front line workers in communities will have more 
success in being actioned. This requires effective local board 
members who know how to represent the concerns of their 
constituents and be able to run an efficient operation at the 
same time. 

The government should review the types of training programs 
that are available for board members. Storefront for Volunteer 
Agencies based in Yellowknife offers financial management 
training courses for volunteers. These course are available 
across the N.W.T. Some of these courses may be useful to 
health board members. There is a high turnover, 70 per cent, 
in the 1990 report of N.W.T. nurses. We have already 

discussed some ways to reduce this. It is also essential that 
during times of fiscal restraint no cuts be made to front line 
staff. Community health centres operate with minimal staff. 
Whereas it may be perceived that a hospital can absorb cuts 
to front line staff, a community centre certainly cannot. This 
applies to all staff at community nursing centres. 

The U.N.W. experienced a situation last year where a janitor 
resigned from a nursing station during the hiring freeze of 
1991. The position was not restaffed because the position was 
not deemed essential. The result was that the nurse working 
there also had to take care of janitorial duties. This led to the 
potential threat that the nursing station would have to be 
closed because it could not be kept clean. This example 
demonstrates that any cuts to health care, especially in the 
communities, must be avoided. 

The audit indicates that the G.N.W.T. should transfer 
responsibility for government employee medical travel from the 
Department of Personnel to the Department of Health. The 
U.N.W. agrees with this move. The Department of Health has 
expertise in this area because they presently administer 
medical travel for everyone else in the N.W.T. Bringing the 
administration for medical travel claims under one roof will 
ensure consistency. This will lead to more harmonious labour 
relations between the U.N.W. and the government. 

In conclusion, with changes to the health care system in the 
N.W.T. fewer patients will be sent out of their communities, 
regions and territories. In order to obtain a better system the 
need for qualified, especially northern, health care workers and 
professionals must be met. The public will have more 
confidence in the health care service when they are serviced 
by health care professionals, doctors and front line workers 
who have lived in the community for many years and who 
know the culture of the people. This will lead to a greater 
continuity of health care. Ideally local people will be doing 
health care in their own community. That day is still off in the 
future but everyone, managers, politicians, health care workers, 
unions and the public must work towards this goal. Thank you, 
Mr. Chairman. 

CHAIRMAN (Mr. Zoe): Thank you. Are there any comments 
or questions? Mr. Whitford. 

MR. WHITFORD: You mentioned that the employee 
performance review process was jointly developed by 
yourselves and the G.N.W.T. The Auditor General's report 
points out that the performance review planning process is not 
working well. The department has only completed 43 per cent 
of its appraisals and the boards have completed 26 per cent of 
theirs. Given this, what role can you as a collective unit take 
to encourage management within the Department of Health to 
improve its record in the area of performance appraisRls? 

CHAIRMAN (Mr. Zoe): Mr. Wiggs. 

MR. WIGGS: I would certainly hope that we would not have 
to bring pressure to bear on any of it. The audit indicates that, 
while the system is in place, it is not being accessed by the 
people responsible to use it and that is the people who do up 
the performance appraisals. It is hard to understand many of 
the reasons why, whether it is that they are responsible for too 
many staff or simply have not got the time to do them. I do not 
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think that it is necessarily a problem with the system. As we 
indicated, there has to be proper training in how to do a 
performance appraisal on an employee and to ensure that it is 
kept up to date and accurate. A great deal of this can be 
based on the employees themselves, they can say they want 
their performance appraisal done and that they want to see 
how they are doing. We certainly encourage our members to 
do this. However, there have been many instances where 
performance appraisals have not been done for two or three 
years on an individual employee. It would have to be the 
responsibility of a properly trained manager to ensure that 
he/she does this and keeps it up to date and current. 

CHAIRMAN (Mr. Zoe): Thank you. Mr. Arngn'naaq. 

MR. ARNGNA'NAAQ: Thank you, Mr. Chairman. I apologize 
that I was not able to sit through your presentation. I am 
interested in the training portion of what you discussed with 
respect to available funding for training and opportunities for 
aboriginal people. Recognizing that we are in a time of fiscal 
restraint and on one hand we say that we need more training 
opportunities, yet we are having problems keeping staff in our 
communities. What would you recommend as the best way to 
allocate funds in order that it is workable? In order to get 
people trained as well as keeping them in the community. Is 
there something which the union could recommend to the 
department which would reduce this? 

MR. WIGGS: There are some funds available to the federal 
government for training for aboriginal and other disadvantaged 
groups. Rather than simply use up money by advertising in 
the newspapers and having them stagnate is to go out and 
adively seek reauits beginning at the high school level. This 
was mentioned in the report. We need to have students 
recognize that they too have the ability to get into these fields 
and to continue their education with a direction of going into 
the health care. That is on the public side. 

On the employee side and for people who are already 
employees and need to undergo continuing education, while 
a great deal of these education programs may be paid for by 
the employee themselves it is simply a matter of maintaining 
the right to ·have access to the training. Whether or not there 
are some courses which are paid for, we have an 
understanding with the government that courses required by 
the employer will be paid. There are other courses that, while 
they relate to the individual's job, are not necessarily required 
but would give them an advantage later on and to keep them 
upgraded in technical knowledge and ability. In the most part 
the employee is willing to pay the costs associated but it is 
more a matter of having the right to go on these courses and 
the time off to do so. 

CHAIRMAN (Mr. Zoe): Mr. Arngna'naaq. 

MR. ARNGNA'NAAQ: You have one resolution whereby you 
are negotiating job share agreements with health care 
professionals. Is there anything else which the department 
might be able to do to encourage employees to stay on in their 
positions? 

CHAIRMAN (Mr. Zoe): Mr. Wiggs. 

MR. WIGGS: Aside from the items which we already covered 

in our presentation and some other issues brought to bear 
which really do not have anything to do with this particular 
90mmittee, housing, community nurses quite often are on call 
24 hours per day, seven days per week. We have alleviated 
that somewhat with the job share agreement but that job share 
agreement is a voluntary issue. It is not a mandatory issue and 
some people still do like to have full-time jobs. However that 
must be a manageable job. Part of the problems in the 
communities are the single nurse nursing stations where they 
are literally on call the entire time they are there. Something 
which a previous speaker brought up is that we have to deliver 
more programs. Part of it would be training community 
members to assist in the delivery of, for example, educational 
programs on health. This may be one solution. The only other 
solution to a staff member being on call 24 hours per day, 
seven days per week is the obvious one and that is more staff. 

CHAIRMAN (Mr. Zoe): Mr. Wiggs, you have touched on an 
issue which I find interesting but you did not want to elaborate 
on it. This pertains to housing. Can I get your views on what 
you meant by stating you did not think it was appropriate to 
mention that component which reflects human resources. 

MR. WIGGS: Certainly. It is our view, specifically since we are 
dealing with health care professionals, that the vast majority of 
them do not come from the N.W.T. and we do not have the 
northern education base at the moment to supply a mass 
number of nurses. It is simply a matter of fact that the 
proposed new housing policy will, in some instances, bring 
about rent increases so massive that people will no longer 
think it is viable to remain in the N.W.T. When people see what 
is offered to them especially in the smaller communities and if 
they do not think it viable to live there it is going to be hard to 
replace them. 

CHAIRMAN (Mr. Zoe): Thank you. Through our hearings and 
in speaking with community members in the two communities 
we have already visited I understand that there are nurses in 
lnuvik who have already put in their resignations because of 
the housing policy. 

MR. WIGGS: There is definitely that potential, Mr. Chairman. 
I personally have not heard of any yet but it has certainly been 
bandied about in various professional sectors. 

CHAIRMAN (Mr. Zoe): Are there any further comments or 
questions? I would like to thank the U.N.W. for making a 
presentation. If we have any further comments or clarifications 
we will get back to you and perhaps we can ask you to 
respond to our concerns. 

MR. WIGGS: Thank you, Mr. Chairman. 

CHAIRMAN (Mr. Zoe): Thank you, Mr. Wiggs. We will take 
a two minute break. 

---SHORT BREAK 

CHAIRMAN (Mr. Zoe): We have with us this afternoon the 
representatives of the Native Women's Association of the 
N.W.T. For the record can you please introduce yourself. 

Presentation by Native Women's Association 
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MS. ALLEN: I am Bertha Allen, the President of the Native 
Women's Association, and I have with me Riki Sato, the 
Executive Director. 

CHAIRMAN (Mr. Zoe): Good afternoon ladies. Can you 
please proceed? 

MS. ALLEN: I would like to thank the committee for inviting us 
to express our views. We will not touch on every aspect of the 
report in our presentation. We will touch on issues that we see 
as very important to the health of the aboriginal people. The 
main advantage of devolution of health care was that the health 
care services should be closer to the people served and to be 
sensitive and responsive to their wishes. The Native Women's 
Association of the N.W.T. agrees with many problems and 
issues stated in the Comprehensive Audit of the Department of 
Health. 

For example, politicians must take the lead in defining the kind 
of health care model that meets the needs of their constituents 
while accommodating fiscal restraint. The Legislative Assembly 
needs to make necessary legislative and policy changes. The 
organizational structure of the health care system is in disarray. 
The partners in the process are generally not working together 
to make things flow smoothly. Planning systems are almost 
non-existent. Systems for monitoring are deficient and need 
major overhauls. There is an inadequate process for 
meaningful measuring for management performance. 

The response of the Native Women's Association to the Auditor 
General's report are as follows, there have been enough 
reviews and recommendations made internally and externally, 
and we must have vision so that we can target what kind of 
health care services we want to have ten years from now. 
Accordingly, the legislation and policies need to be changed. 
There must be open communication between the people in the 
communities and the department so that we can evaluate the 
progress made in the health care services. Employees who 
deliver health care programs must change their attitudes from 
competing for power in the system that does not accomplish 
much. Uses of health care services in the communities must 
be able to measure their performance. There is a lack of 
regard for · economy and efficiency in the operations. Two 
hundred million dollars are spent for 58,000 people. Yet, there 
seems to be a lack of financial commitment to some programs 
which are important to the people in the communities. 

As the report stated, many causes of death in the N.W.T. are 
preventable. For a number of years there have not been 
enough programs to deal with preventative care such as 
nutrition, home management or dental hygiene. It is time that 
the departments consider the input on the health care issues 
from users of the health care services in the communities. 

The mandate of the Native Women's Association 1s that we 
develop programs for native women by native women so that 
we function in areas that affect our daily lives, be it socially, 
culturally, educationally, economically or politically. That is our 
policy. With our limited resources we deal with certain issues 
or problems. Four areas which are very important to the native 
women in the communities are: midwifery, community health 
representative program, medical interpreter/escort and hospital/ 
social worker, hopefully these will be programs. This is what 
the Native Women's Association wants. Information on health 

care programs so that we can evaluate their effectiveness at 
the community level. We want to ensure that he;:ilth care 
programs are delivered to the people of the N.W.T as they 
were meant to be. We want to be involved in planning and 
evaluation. Southern views, opinions and technology may be 
valuable and useful but they must be adjusted to reflect our 
unique society. 

In closing, the Native Women's Association advises the 
department that we want our input considered in places of the 
health care programs such as planning, evaluation and 
adjustment. All programs should be reviewed by the users and 
adjustments be made to be effective to serve the people. Our 
health care programs must reflect the unique society of the 
north. We need to learn to integrate southern education and 
technology with our tradition and lifestyles. There should be 
open communication between the people in the communities, 
health boards, department and non-government organizations. 
Open communication and sensitivity to the people served 
would cut down on the costs and create effective health care 
services. It would take people in the community less time and 
frustration to be heard and improve our health care services in 
the north. 

For example, budgets for midwifery projects should be made 
available for the next five years so we do not have to look for 
money every year. We could learn from our neighbours in 
Alaska. They have legislation and experience in midwifery 
programs. As the department learns from other countries or 
provinces we can change them to meet our needs in the 
N.W.T. We must have training program updates so we can 
adjust the program to improve the present situation. Those 
who successfully complete training programs and gain actual 
experience are likely to go to a. nursing school for further 
education and professional development. 

In the area of medical interpreter/escort services, these services 
have been requested for a long time by every region which I 
am aware of. Not all patients speak the English language 
Even if they do, they do not necessarily understand the 
terminology. Our elders, and there are not too many of them 
left, should not have to go out for medical care without a 
trained interpreter to escort them. We need to improve the 
quality of health care services training programs and 
professional development for the interpreter/escort program 
Human resource planning based on community needs would 
help us to encourage our young children to learn and enhance 
their native language skills. 

In the area of community health representatives, we must relate 
education and training to the job. Money is not committed. at 
present, to provide ongoing training for community health 
representatives. It is in their job description that once they are 
hired they will have ongoing training. In speaking to some of 
the C.H.R.s this has not been the case. Evaluation has not 
been done for this program since it was started. If our original 
mandate is not met then we must make adjustments to the 
program. Legislation and policy may need to be changed to 
be effective. C.H.R.s are our front line workers. Unfortunately 
there is a high rate of burnout at the present time. If they are 
to be effective we would like to see the C.H.R.s placed outside 
of the hospital. They are meant to be community health 
representatives. People only look to the hospital when they are 
down and out and ready for their death beds. We would really 
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like to see the C.H.R.s out of the hospitals if possible. We 
could benefit by looking at the rural community health program 
in Alaska. They have an effective program in Alaska which I 
have followed up on since their land claim was settled. I really 
encourage this committee to take some C.H.R.s to Alaska to 
look at this program. Their programs have been in place for 
many years. We certainly could learn from them and it would 
save us time and money. 

Hiring and resignation of employees could include exit 
evaluation. There are not enough aboriginal persons trained 
to handle health care programs. We must have long-term 
planning and money must be committed. Commitment without 
money creates frustration and discouragement. At present 
there is no evaluation for those who resign from their jobs. I 
should know this. I was an employee of the lnuvik Regional 
Hospital. When I left I asked to be interviewed by the 
management committee because I wanted to bring many 
issues to their attention. I did not get a reply from the 
committee. Even though employees offer they do not take the 
time to improve their services. Much time and money is spent 
in hiring but not enough money is spent when people quit. 

Education and training are long-term investments made by the 
Government of the N.W.T. No evaluation on resignation means 
a waste of money and time for both government and 
employees. With most health care workers coming from the 
south it is important to make sure that employees are 
adaptable to the lifestyle and different culture. 

There is an insufficient number of aboriginal hospital/social 
workers at present. We need more on the job training for 
aboriginal persons in palliative care and grieving processes. 
Networking with other social agencies is a necessity for the 
program to be successful. Again, there is a similar program in 
Whitehorse for the training of aboriginal social workers. I 
would suggest that you look at this program. 

Another thing which was brought to my attention is with regard 
to native food. There is a policy within the Department of 
Health. Having worked at the hospital, if the problem really lies 
with administration and with the dietary staff, it is simple to put 
into place. They cannot use the excuse that there are no meat 
inspedors on site. It is impossible to have meat inspectors 
every time someone kills a caribou. The pork they are feeding 
our elders is just as harmful as the uninspected meat is to the 
people in the community. It has been proven that our elders, 
if given the proper country food, will improve. That is 
something that has to be stressed and here in Yellowknife I am 
concerned about the dietary being shut down or gone to a 
contract. Now, I wonder what our elders are going to be 
served. Pre-cooked meals? The same as if you were in the 
hospital in Edmonton or anywhere where you get pre-cooked 
meals. They are not going to get any better. The cost of 
bringing another one of those alcohol treatment centres. The 
Department of Health spends a great deal of money to send 
people down south. What we have to seriously look at is 
saving those dollars and building centres up here that are 
relevant to the cultural needs of the people in the regions. 
These are just some of the issues we want to bring forth. I 
know the report is a comprehensive report and we are not 
going to be able to touch on everything I am sure others 
before us have. 

CHAIRMAN (Mr. Zoe): Mahsi. In your presentation you 
touched on the sensitivity between the health care givers and 
the people in the communities. In the report under managing 
people, chapter 4.4, employees' orientation, it talks about the 
need for improving employees' orientation. What do you think 
health care professionals should know specifically about the 
needs of native women? 

MS. ALLEN: We really need to do a proper development of a 
good cross-cultural orientation, not only for native women but 
for all native people. As an employee at the hospital. I took it 
upon myself, it was not in my job description but I made sure 
that I negotiated with management to do some cross-cultural 
training with some of the new health workers that are going out 
into the communities. Many of the issues I have discussed in 
the cross-cultural orientation is the way they should treat 
people, especially the elders and the women who go in to see 
the dodor, they should have someone there as that woman is 
not going to say I want someone there. They should know 
automatically that a nurse should be present when a woman is 
being examined. Many of our people do not know their rights 
as patients. They do not say, 'We want or I demand that 
another female is present." 

CHAIRMAN (Mr. Zoe): Earlier on in your presentation you 
mentioned that you would like to see various programs in 
development. You mentioned four of them. If I recall correctly, 
years ago in Rae at least the native women's group from Rae 
had a program called the health awareness program that was 
contracted by health to our local native women's association 
that are doing the health awareness. In your presentation you 
also stressed that the health awareness component of it, 
prevention has to be addressed more so than delivering the 
hospital administration because, if you affect it in the front line, 
perhaps we will not be required to spend so much money on 
facilities with doctors and so forth. You did not really say it in 
that manner. However, that is what I perceived from your 
presentation this afternoon. 

MS. ALLEN: You read me well because I truly believe that we 
have to zero in on prevention and the only ones that can be 
involved in order to have an effective prevention program are 
our own people. We have to train more para-professionals. 
We·have some young C.H.R.s in the program now, and I hope 
they will decide to move on. There is talk about some of them 
wanting to move on up to be R.N.s. Why should they be 
helpers when they could be the administrator of health care in 
a region? We have to concentrate on more prevention. 
Another method of prevention is the escort/interpreter. We 
really think that we have to seriously look at that and the 
regional boards have to take a hard stand that it is time we put 
a stop to just anyone being picked from the street to escort 
people. There is too much money wasted. They have no 
medical terminology training and there is no guarantee that 
they are going to be supportive of the patient once they get out 
there. So, we have to put a stop to that and • train medical 
interpreters and escorts. They will be the caregiver of the 
patient until the danger period is over. 

CHAIRMAN (Mr. Zoe): You also indicated that there was not 
enough consultation between various health stakeholders as 
for instance your association pertaining to health. How could 
we improve the relationship between the Department of Health 
and the sta~eholders? We have also heard during our public 
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hearings that, even the health boards are saying basically what 
you are saying, the department is not even consulting with 
them on a regular basis, especially for their input into policies 
or regulations or anything pertaining to health, in terms of long
term planning. How would you see your organization fit into 
the overall consultation network? Would it be at the community 
level? Each little chapter is in each community as I know that 
there is a native women's group in Rae. Do you see them 
plugging into the community strudure and then into the 
regional strudure? Or, would you see it on a territorially-based 
structure, where you get the input from your people to be input 
into the Department of Health? How do you see the 
networking so that we can have more input from the 
stakeholders? 

MS. ALLEN: As I have said sometimes they forget that they 
have appointed you to some of these boards that I have sat on. 
I think I sat on T.H.I.S.'s board for ten years and I was not 
happy with that strudure. The only way is to have some sort 
of a territorial structure. Right now bureaucrats are at the top 
and it is not healthy. We have to have some sort of regional 
representation at the top, good people that understand health. 
Much of the time they have political appointments to the 
hospital or the T.H.I.S. boards but they never said boo. Even 
if they did, they do not understand the health issues. We need 
some sort of a well-developed, administrative, territorial board. 
That is the way I see it, maybe others do not. We are looking 
for trouble right now with the bureaucrats giving direction from 
the top. The communications are not healthy. 

CHAIRMAN (Mr. Zoe): Okay, that is one model. The health 
boards we have heard from in our public hearings are 
suggesting things such as we should have all of the regional 
health boards meeting once or twice a year to discuss general 
issues that affect the territories. That is a suggestion that we 
have heard during our hearings. At the moment the 
Department of Health and the regional boards are not talking 
to each other. They are not consulting with them. If they do, 
it is informal. That is one suggestion that we heard in the east 
and also in lnuvik. I was interested in the comment that you 
just made where it should be on a territorial basis. Would you 
look at another model, something more of an aboriginal health 
council that would have a direct link to the Minister of Health to 
advise him? You made reference to setting up some kind of a 
board, but we just got rid of the T.H.I.S. board. 

MS. ALLEN: Yes, but you replace that with something else! 
Another option is the majority of people up north and the 
money that is given by the Department of Indian Affairs for 
aboriginal health, so why. not an aboriginal committee that 
deals with health. These should be people who have no 
political appointments. People who have a background in 
health should sit on these committees. That way you do not 
waste your money. 

CHAIRMAN (Mr. Zoe): Thank you. Are there any comments 
or questions? Mr. Amgna'naaq. 

MR. ARNGNA'NAAQ: Thank you, Mr. Chairman. The 
recommendations and comments you made this afternoon are 
very good. To some extent I wish that it was the Department 
of Health officials who sat throughout our hearings all week. 
We heard, both from the eastern regional health boards and 
from the west, and various organizations such as yourselves, 

very similar suggestions or recommendations to the 
Department of Health. This is why I say the Department of 
Health is the one that should be here listening to the concerns 
of the community groups. 

One of the areas I touched on, when presentations were made, 
was in the orientation area. You touched on the fact that care 
givers should be more sensitive to people. What would make 
a good orientation program for community health workers, 
nurses or people who are not in tune with the cultures of the 
north? 

MS. ALLEN: You have to understand that many of the 
southerners coming up here have no idea of the culture and 
the history of aboriginal peopl_e. You have to take them 
through the history of aboriginal people so they appreciate our 
history, and then zero in on the health care. They have to 
understand our economic situation. If we ever get traditional 
health healers, they have to have the same respect as medical 
doctors. Spiritual leaders have to have the same respect as 
clergymen. Orientation is needed for things such as why it is 
important that native foods be served to aboriginal people and 
why it is important that old people always like a cup of tea 
beside them, not little cups like this, but big mugs. These are 
the types of things that I discuss when I do my orientation. 

Old people say they feel naked when they just put a little rope 
on them and tell them to go to bed. The nurses are surprised, 
when they try to fix an old lady up, that she just puts on her 
stockings and her underclothes. They have to understand that 
is the way old people live. Another thing I explained to them 
is, if there is no reason, you do not have to bath them every 
day unless it is necessary. These people do not bath every 
day. Little things like this may not mean much to us, but they 
have to know that. You have to bring these to their attention. 
They have to understand that we have been taught to suppress 
our pain throughout our history. Therefore, our elders, 
especially, are still not telling where they are in pain. They 
have to be sensitive to look at facial expressions when they are 
examining. You learn with each workshop and questions that 
are asked of you: 

The Native Women's Association has been making much noise 
about cross-cultural orientation to all departments. We have to 
meet that demand, so now we are planning two days of cross
cultural facilitators workshop starting in lnuvik. Hopefully we 
will get more money to do it here so more of our women are 
trained to go out there and deliver this cross-cultural orientation 
workshop. We would be able to save money then and we will 
not have to get Dr. Dick Van Dyke from the south to give cross
cultural orientation at great expense. 

CHAIRMAN (Mr. Zoe): Mr. Arngna'naaq. 

MR. ARNGNA'NAAQ: Another area of your presentation, I was 
interested to note, was the community health representatives. 
From the presentation we heard from the N.W.T. Registered 
Nurses' Association, they indicated they are developing a 
program whereby the C.H.R.s would be able to upgrade to 
different levels. They are trying to create this sort of program. 
In your presentation, it sounded like you did not know that was 
being developed. It sounds like there is not the 
communication among variqus organizations that would_ have 

· any kind of relationship with the Department of Health. I am 
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wondering if you had much communication with the 
department to date with the various issues that you are raising 
about midwifery and community health representatives. 

MS. ALLEN: Not since I came back in as president last spring. 
We are just rebuilding the association. When we first started 
the Native Women's Association, we brought up the subject of 
midwifery. When that was made public, the Department of 
Health sent a nurse from Edmonton to calm us down and try 
to discourage us from even talking about midwifery. The only 
time it caught attention was when male M .L.A.s got tired of 
babysitting their children when their wives had to go to large 
centres to have their babies. Peter Emerk must have got tired 
of babysitting, so he brought it out. It caught the attention of 
the department and of the media. Now, we really want to be 
involved. I ask you to look at it in Alaska. They have 
legislation. Alberta just passed legislation. We have to pass 
legislation here and develop a good program. 

Sometimes when a program has been around for too long, its 
effectiveness has to be evaluated. I would seriously like to see 
something in the line of the rural community health workers in 
Alaska. Again, that is going to need legislation. The 
community health representatives in Alaska are the sole health 
care givers in the isolated communities. They have such good 
training that they hold their own clinics. If we looked at that, 
we could save a great deal of money when you look at the 
removal of community public health nurses from the 
communities. I really would like to see a program like that. 
There are other programs, but I am not familiar with them. The 
only one I have been following is the Alaska para-professional 
health care services. It is working very well. They have 
worked all the bugs out of the program. They had a great 
burnout, too. They wondered why. The hardest place to work 
is for your own people. How they resolve that problem is that 
they train two or three. They share their workload. 

CHAIRMAN (Mr. Zoe): Are there any further comments? Mr. 
Whitford. 

MR. WHITFORD: Thank you, Mr. Chairman. It is always 
refreshing to hear about different areas. Ms. Allen and Ms. 
Sato had touched on a few areas that we have not had much 
chance to deal with. We could go on for a long time going 
over these areas. I would like to comment on a couple of 
things you mentioned. Prevention is probably one of the 
things we are lacking direction on. If everybody quit smoking, 
drinking, using so much sugar and started buckling up when 
we drive, it would probably cut our medical bills in half in the 
territories and we would have a happier, healthier society. l will 
not touch on the other areas, but I have a couple of questions 
dealing with participation and communication. In your 
submission, you mentioned that we must have a vision. You 
commented that you want your input considered. The 
Department of Health has proposed, as I was saying, that we 
have to have input. They also have visions. One of the visions 
they have is "The N.W.T. Way". They have pushed it maybe 
not to the extent that they think they have. Have you heard of 
that phrase, ''The N.W.T. Way''? Has anybody ever contacted 
you to help develop a health system for the north? 

MS. ALLEN: They may have called our office, but we are both 
back in the organization, and we certainly would like to be 
involved because we certainly have ideas. If there could be 

some sort of a secondment to us of an employee to work with 
us in health care because that is a big area. You have to 
understand health to be effective. Our staff · does not have a 
health care background. 

MR. WHITFORD: What about that development of that vision 
the department claims they have? Have you ever had any 
input into it? 

MS. ALLEN: No, I have not, personally. 

MR. WHITFORD: All right. That is one of the areas there 
seems to be a lack of communication in. Communication is a 
two-way street. You did touch on it. It appears that 
communication is from the top down. They are up there and 
they tell you what is going to happen. That is one area you 
correctly pointed out. Chapter three of the Auditor General's 
report comments on the fad that the Department of Health has 
no plans to direct where the development of health services 
should go. How is the work of the Native Women's Association 
affected by the absence of a plan? It would appear that the 
department has plans, but when we talked to them, they said 
they are looking at it and they are planning to do something. 
The phrase that was used from time to time was "a planning to 
plan" mode. They are planning to do that, but they never really 
get these things off the ground. How will this be affecting your 
work and the people who you service? 

MS. ALLEN: The reason the Department of Health never really 
followed through with their planning is the change over of staff 
and no input by the Native Women's Association or any other 
organization. They are planning from the top without getting 
input. It is always on an ad hoc basis. That is not healthy 
planning. What we would like to do is to be able to help plan. 
We are here in Yellowknife. They are here in Yellowknife. 
Surely, they should be able to come to us for advice, not just 
when they need moral support on issues. 

CHAIRMAN (Mr. Zoe): Are there any further comments? Mr. 
Whitford. 

MR. WHITFORD: Would this affect your work due to the fact 
that they are not consulting with you and not involving you? 

MS. ALLEN: Of course it does. We appreciate some 
consultation and communication from the Department of 
Health. We do not want to be consulted only after a program 
is developed. We want to be involved from the start. We do 
not want to fix something because it takes time to break down 
their mentality. 

MR. WHITFORD: They do not have an overall plan. There is 
no way that you know how the Native Women's Association 
would fit into this entire thing. 

MS. ALLEN: Everyone is working in isolation. That costs 
money. 

CHAIRMAN (Mr. Zoe): Basically, the department is always 
reactive rather than being pro-active. 

MS. ALLEN: Crisis management. 

CHAIRMAN (Mr. Zoe): There were presentations made to us 
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in Rankin and lnuvik. I was interested to hear from Mr. 
Eckalook, the chairman of the Baffin Regional Health Board. 
During his presentation, he said part of the reason why the 
Department of Health does not want to devolve authority to the 
board was because the make-up of the board was all 
aboriginal. During the hearings, I asked various presenters that 
same question. I asked Mr. Maksagak from the Kitikmeot 
Regional Health Board that same question. I asked, "Do you 
agree with Mr. Eckalook's statement that he made to us 
pertaining to health boards, that the department is reluctant to 
give them additional power because · the majority of the board 
members are aboriginal?' He also agreed. When we went to 
lnuvik yesterday, I asked the same question to Mr. Gruben. 
I.R.C. made a presentation to us. I indicated to him that these 
were the comments made during a public hearing. I asked him 
for his views. He agreed with the comments made by those 
two chairmen. I would like to ask you the same question in 
terms of the comments that were made by Mr. Eckalook. Do 
you agree with that type of statement? 

MS. ALLEN: We still get bureaucrats who have the colonizer's 
state of mind to keep us under control. They are having great 
difficulty breaking through that mentality. We are able and 
capable of running the program with guidance from them, not 
them giving us the other way around. It has to be a two-way 
street. We know what we want. We just want to know how do 
we put it into practice? That bureaucracy has to be cut down. 
It is too expensive and powerful. 

CHAIRMAN (Mr. Zoe): Am I hearing you say that they are still 
in that colonial attitude? Before transfer took place, even after, 
that same attitude was carried over into our system after we 
took over. That attitude will have to change. 

MS. ALLEN: I will give you a few examples. When I was on 
the T.H.I.S. board, I was the only aboriginal woman who stuck 
it out to the end. Decisions were already made. 
Announcements were made about the programs. They ask us 
to approve after the fact. That is exactly what I am stating. 
They are still 100 years back. They make decisions and want 
us to initial it after decisions are made. That has to stop. 

CHAIRMAN.(Mr. Zoe): We heard similar comments from most 
of our presenters in terms of attitude. We definitely noticed it 
when the department was appearing before us. Are there any 
further comments? Mr. Whitford. 

MR. WHITFORD: I would like to find out if you have some 
suggestions as to how to change that kind of attitude. We 
have heard it expressed by most of the presenters that the 
department does not have a very positive attitude towards 
boards and local groups. I am not sure where it stems from, 
exactly what level of the department this comes from, the top, 
the middle or the lower levels of the administration. Would one 
change this attitude without the radical way of firing everybody 
and starting all over? Surely, there are some good people in 
there. How could we go about changing the attitudes? 

MS. ALLEN: It starts with Nelson Mclelland, Dr. Kinloch, 
nurses and hospital administrators. Those are the people who 
do not come to the cross-cultural orientation. These are the 
people you have to sit down with. These are the people who 
shgul~ sit in front of us, the Dene Nation, the Native Women's , 
Association, and we ·will put them through a cross-cultural 

orientation. We know what we are talking about. We have 
been around for a while. This is the communication we want 
to see from now on. We want to be consulted before the fact, 
not after. When I talk to groups, I say, "You have to live by the 
three C's. There is "communication", "cooperation" and 
"consultation." You will never go wrong with aboriginal people 
if you use those three C's." I say that to the R.C.M.P. too. I sit 
on their national board. 

CHAIRMAN (Mr. Zoe): Mr. Whitford. 

MR. WHITFORD: A thought came to mind while you were 
speaking. In the business world, in a firm, I.B.M., Ford or G.M., 
they have these high profile people who they bring in to run 
the· show. The budget of the territorial government's 
Department of Health is somewhere around $200 million. That 
is a fairly substantial amount of money. The infrastructure is 
enormous. The responsibility is equally enormous. If this was 
in the business world, there are performance standards that are 
set for these Lee lacoccas of the world. If they do not measure 
up, then they are out. There are also carrots and sticks. If it 
is a stick, of course, they are gone, but carrots, there are some 
incentives. I wonder if we should look at those kinds of things. 
I guess we do. If you want to keep your job, you do a good 
job. If you set some targets, in a given period of time, if you 
have not achieved that target, maybe we should look for 
another director or something like that. 

MS. ALLEN: I suggest that you give us the authority to get 
outside professional aboriginal views of health care. I could 
think of the Aboriginal Nurses' Association. There are 
aboriginal doctors. You have to be a good administrator. You 
could be a good nurse or doctor, but you do not have the 
administration skills. If there is someone out there to sit down 
with, without the Department of Health, and draw up their job 
description, their appraisal or evaluation and show them how 
to plan effective long-term development of a good health care 
program, Jhat is what I envisage with an outside consultant. 

CHAIRMAN (Mr. Zoe): Are there any further comments? H 
not, I would like to thank both of you for appearing before our 
committee. Your presentation will be absorbed within our 
report. You have made many good comments, particularly with 
the prevention and planning aspects of it that I really picked up 
on. I appreciate hearing from the Native Women's Association 
this afternoon. 

MS. ALLEN: Thank you. 

CHAIRMAN (Mr. Zoe): Mahsi. That concludes our hearing for 
this afternoon. We do not have any more people registered to 
appear before us. The committee will adjourn until tomorrow 
at 10:00 a.m. 

---ADJOURNMENT 

l, 



STANDING COMMITTEE ON PUBLIC ACCOUNTS 

PROCEEDINGS 

BRIEFING 

YELLOWKNIFE, NORTHWEST TERRITORIES 

SATURDAY, JANUARY 30, 1993 



STANDING COMMITTEE ON PUBLIC ACCOUNTS WITNESSES 

Department of Finance 

Mr. Eric Nielsen, Deputy Minister 

Department of Government Services and Public Works 

Mr. Bob Doherty, Deputy Minister 

Department of Personnel 

Mr. Ken Lovely, Deputy Minister 

Department of Education, Culture and Employment Programs 

Mr. Al Gerein, Deputy Minister 



STANDING COMMITTEE ON PUBLIC ACCOUNTS 

YELLOWKNIFE, NORTHWEST TERRITORIES 

SATURDAY, JANUARY 30, 1993 

Chairman 

Mr. Henry Zoe 

Deputy Chairman 

Mr. John Ningark 

Committee Members 

Mr. Silas Arngna'naaq 
Mr. Sam Gargan 

Mr. Fred Koe 
Mr. Kenoayoak Pudlat 

Alternates 

Mr. Charles Dent 
Mr. Ludy Pudluk 

Mr. Tony Whitford 

Legislative Assembly Staff 

Ms. Rhoda Perkison, Committee Clerk 
Mr. Alan Downe, Researcher 

Transcript 

Arctic Office Concepts Ltd. 
P.O. Box 1116, 
Yellowknife, NT 

X1A 2N8 



Ian, teQC 30 1993 SI4NDING COMMITIEF ON Pl IBI IC ACCOJ INIS Page 1 

STANDING COMMITTEE ON PUBLIC ACCOUNTS 

YELLOWKNIFE, NORTHWEST TERRITORIES 

JANUARY 30, 1993 

Chairman's Opening Remarks 

CHAIRMAN (Mr. Zoe): The Department of Rnance is now 
appearing before us. Mr. Nielsen, would you kindly come to 
the witness table? Do you have any opening remarks 
pertaining to the Auditor General's report on the Department of 
Health? 

Presentation by Department of Finance 

MR. NIELSEN: Mr. Chairman, no, I do not have any opening 
remarks. As I indicated in my letter, I am here primarily to 
answer questions if you have any. 

CHAIRMAN (Mr. Zoe): All right. I will start, then. Under 
section two, it deals with organizational structure. The Auditor 
General, in section 2.2, has commented about the strained 
relationship between the health boards and the D.epartment of 
Health. Much of this was observed to have arisen from the 
controlling approach which the department is reported to have 
taken. Boards have complained, for instance, about the 
number of requests for financial information on almost a weekly 
basis. Yesterday, during the appearance of Dr. Kinloch, he told 
the committee that this was due to frequent requests he 
received from your department or from the Financial 
Management Secretariat. Was this a fair comment for Dr. 
Kinloch to make, Mr. Nielsen? He indicated that the requests 
are from F.M.S. That is why they have to ask the boards to get 
all this information. I do not know if he was trying to pass the 
buck or not, but would you say that was a fair comment for Dr. 
Kinloch to make? 

MR. NIELSEN: Mr. Chairman, I think, particularly during the 
last few years, there has been a tremendous demand for 
additional information throughout the government. Obviously, 
many of those demands arise from the Legislative Assembly 
and the committees' requirements. The Rnancial Management 
Board has ongoing requirements. They make demands of all 
departments. Wherever you have a board and agency 
arrangement or relationship between a department and the 
public, you have additional demands, particularly because 
some of the information systems are not in place to provide 
that information automatically. That is one of the things that 
the Auditor General has commented on. 

CHAIRMAN (Mr. Zoe): F.M.S. is asking for various types of 
information. One of the concerns of the committee is that we 

have noticed, during the hearings, that the boards are saying 
to us that there are many extraordinary requests that are not 
within their system. We have asked them to try to put a figure 
on the amount of time that the board spends on doing 
information-gathering for the Department of Health. In one 
instance, one board indicated that about 15 per cent of their 
time was spent on information-gathering for the Department of 
Health. It varies. It seems like there is a great deal of work 
done by the boards. All the boards indicated that they were 
spending a great deal of time trying to get this additional 
information for the Department of Health. They are spending 
more time and effort trying to get all of this information rather 
than concentrating on their own operations. Dr. Kinloch said 
they are not asking for the information just for the sake of 
asking for it and that it is primarily for the Rnancial 
Management Secretariat. What type of information would 
F.M.S. request from regional boards? 

MR. NIELSEN: Mr. Chairman, we have a combined problem 
certainly from what you have said. Rrst of all you have the 
issue of the level of autonomy of the boards from the 
government. The boards themselves probably want to have a 
very high degree of autonomy and would prefer that the 
government asked them no questions at all. There is a 
responsibility of the Department of Health to be able to advise 
their Minister and the Financial Management Board of the 
financial affairs of the boards. In this case I would suggest that 
if there is information being requested of the boards, by the 
department for the Rnancial Management Board, this would 
have to do strictly with the financial operations of the boards. 
This would include ongoing financial management and if they 
are likely to be able to work within their budgets on an ongoing 
basis. We do ask for variance reports on a regular basis from 
departments. I suspect that you would get the same sort of 
concern from within the department that the Financial 
Management Board is asking for a lot of information. It would 
be nicer if they did not have to do this but you have to have 
ongoing monitoring mechanisms. Certainly if the department 
is asking for it I suspect that it is required. 

CHAIRMAN (Mr. Zoe): Is there any way in which we can 
modify these to take some pressure off of the board 
administration? 

MR. NIELSEN: Mr. Chairman, what I would have to do is look 
at the exact demands which are being placed. It is difficult to 
comment on them without knowing what kinds of questions are 
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being asked of the boards and what kinds of responses are 
required. Certainly as far as the Financial Management Board 
is concerned I do not believe that you would find the board is 
going to be asking for information that is not required to 
manage its financial affairs. 

CHAIRMAN (Mr. Zoe): Tony. 

MR. WHITFORD: Thank you, Mr. Chairman. In chapter three 
the Auditor General commented that the Department of Health 
does not have a strategic plan which it can use to set a course 
for the Mure. During our hearings we heard comments that 
the department is always planning but when it comes down to 
it there does not appear to be any kind of long-term plans as 
to which direction the department is taking, or how things are 
going to come about when they start putting these plans into 
action. There have been some attempts at it but it does not 

appear that they have a long-term plan. I wonder how this 
would impact on the work that the Department of Finance has 
to do for the long-term. Would it have an impact on the fact 
that there is no long-term strategy for the department in terms 
of capital planning, and setting up accountable systems? 

CHAIRMAN (Mr. Zoe): Mr. Nielsen. 

MR. NIELSEN: Mr. Chairman, the question of long-term 
strategy is certainly related to the stability of the department, 
which as we all know has been very difficult in the past few 
years, not just from the point of view of changes within the 
department and management of the department, but also with 
respect to the responsibilities that the department has and the 
changes that have been made there, not just in responsibilities 
but also in structure. 

I think that all of those things will impact on both the 
management of the department and the financial management 
throughout the government. The degree to which it is 
impacted on financial management is far less than it has been 
on program management because the structures, from a 
financial point of view, are there and in place and must be 
adhered to. I am not sure that there has been anything of a 
significant concern on the actual financial management from a 
~ntral agency point of view. 

CHAIRMAN (Mr. Zoe): Mr. Whitford. 

MR. WHITFORD: H the department is going to continue on in 
the manner in which it is going or expand in one area or the 
other of health care there will be a requirement for either 
infrastructure or program monies. This would impact on your 
departments financial accountability to the federal government. 
Without a long-term strategy it is difficult for you to know 
whether or not you will need more money in the future for a 
different kind of accounting systems, or whether or not an 
accounting system is going to work. We hear a lot of criticism 
of methods of information-gathering. They do not seem to be 
compatible. Without something like this, can you think ahead? 

CHAIRMAN (Mr. Zoe): Mr. Nielsen. 

MR. NIELSEN: Mr. Chairman, this is not something which is 
just related to the Department of Health. It is related 
throughout the government. One of the issues raised in the 
Strength at Two Levels report was the whole question of 

management information systems throughout government and 
the ability of departments to make changes and make long
term plans based on the infonnation systems which they have. 
The Department of Health is going through a much more 
difficult period because of the significant changes it has 
undergone and the significant demands and growth in 
demands for services which we have seen over the last few 
years. It is my understanding that as a result of reports such 
as this, and as a result of the department's internal 
management, that there is a recognition for room for 
improvement in the development of some of these information 
systems. There are some changes which need to be made in 
the overall management of health in the Northwest Territories 
to help reduce those impacts. I do not think there has been an 
inordinately higher concern with the Department of Health than 
there has been with other departments. 

CHAIRMAN (Mr. Zoe): Mr. Whitford. 

MR. WHITFORD: Mr. Chairman, in preliminary documents 
such as "The N.W.T. Way" they talked about the delivery of a 
particular unique health system to the Northwest Territories. 
This may suggest the restructuring of some of the facilities we 
presently have and the establishment of additional ones. This 
is in reference to capital planning. 

We visited the lnuvik Hospital and in its hay-day it was a nice 
place and well used. When we saw it the other day, the 
heating system was not working properly, and the piping 
system within the building is not adequate to meet current 
technical needs. For example, the oxygen system has 
deteriorated to a point where they are going to have to do 
massive renovations to accommodate the new system. They 
have bottles of oxygen in the operating rooms because they 
cannot use the pipes in the wall. The building is 35 years old. 
The x-ray machine has a life expectancy of a matter of months. 

They are going to go to the Cabinet and the Department of 
Finance at some point in time with a request for millions of 
dollars to do this. There does not seem to be any plan to 
replace this unit, either to downsize it or build a new one. Five 
years down the road we are going to need millions of dollars 
worth of new x-ray machinery for the lnuvik Hospital. This is 
capital. We are going to need a new building. 

I started off by asking if this would effect your ability to plan 
and to ensure that your section would be able to compliment 
the Department of Health. The concern which the committee 
has is that there does not appear to be a long-term plan for the 
department. Comments? 

CHAIRMAN (Mr. Zoe): Are there any comments? 

MR. NIELSEN: Mr. Chairman, I do not have any personal 
knowledge of the long-term planning strategy within the 
department. I can only comment with respect to the overall 
government arrangements. We do have a fairly well 
documented and reasonable level of sophisticated capital 
planning for the government. While I do not have personal 
knowledge of the concerns and conditions of the lnuvik 
Hospital, that hospital would be evaluated by the department 
and the capital planning committee in the same manner as any 
other capital needs across the territories. It would fit into the 
capital plan at the appropriate time. It is not just a 
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departmental issue. It is an overall governmental issue. 
Certainly if it were deemed that this hospital was a high priority 
and the conditions were such that there needed to be an 
allocation of capital, that allocation would be made. 

CHAIRMAN (Mr. Zoe): Surely this is going to effect your 
department in terms of capital planning for the overall 
government. H the Department of Health does not know where 
it is going or does not know how it is going to get there and 
there is no plan in place, this will effect your department. H the 
department does not have any plans with regard to the capital, 
how are they plugging into the overall government plan? 
Surely your department, which coordinates this, would have a 
concern. 

MR. NIELSEN: Mr. Chairman, as I indicated there is an overall 
capital plan for the government. The department would be 
expected to plug into that plan and identify the capital 
structures. H there was a deficiency they would have to ensure 
that this was given the appropriate level of priority within the 
capital plan. Again, I do not have any personal knowledge of 
the capital planning which goes on within the department. I 
think that question is better directed to the department itself. 
From an overall government point of view, certainly on the 
capital side, I am not aware of any significant concerns. 

CHAIRMAN (Mr. Zoe): Mr. Nielsen, there are three PYs within 
your department which were allocated to look after agencies on 
systems. They are specialists. Last year the Standing 
Committee on Finance suggested that these three PYs be 
deleted. It is my understanding that the government never 
accepted that recommendation. These three people are 
supposed to help different groups with information systems. 

The H.B.I.S. system is one that they have been helping the 
Department of Health with. In our hearings we heard that when 
this system was developed there was no input from various 
user groups. They had no input as to how they felt about how 
the system should be developed or that it be compatible with 
their own systems. H.B.I.S. appeared and was basically 
shoved down their throats. It was imposed on them by the 
Department of Health. They felt strongly that they had no 
Input into the development of this system. They were not too 
happy with the Department of Health and the people who work 
in your department who helped with the development of this, 
who were the experts and put this system in place. 

Can you oomment or elaborate on how this decision 
concerning the accounting systems were made? Should the 
people who are working on these various systems not be 
oonsulted? It would have been better to oonsult the users 
rather than the department imposing this on them. I am not 
sure what authority those three PYs have. It is my 
understanding that these are people who deal specifically with 
systems. 

MR. NIELSEN: Mr. Chairman, I will respond to this in two 
areas. First of all, this boards and agency team within the 
Department of Finance do not work only with health boards. 
They also work with education boards, the Northwest Territories 
Housing Corporation, who have a clone of the Financial 
Information System. When the original recommendation was 
made by the oommittee it is my view that there was probably 
a misunderstanding of the responsibilities of the boards and 

agency team, and perhaps not a very good explanation 
provided to the standing committee on its responsibilities. 
Subsequent to the recommendation being made a number of 
boards, including the Keewatin board, recommended very 
strongly to the Standing Committee on Finance that this board 
remain in place. They sent letters in as well as from other 
organizations identifying that this team was providing them with 
the support that they required. I do not know what the 
Standing Committee on Finance position is on this right now 
but as far as I know there has not been a oontinued ooncem 
expressed. In fact in the response to the standing oommittee's 
recommendation the government recommended that this 
suggestion be reconsidered. 

With respect to systems development we must recognize that 
the transfer took place at the same time as this system was 
implemented, in 1988. The transfer took place very quickly. I 
suppose in hindsight one could say that if we knew what was 
going to happen and we knew we were going to have boards, 
we could have started planning two or three years earlier and 
evaluating what systems might best be put in place for the 
boards. 

Having said that, this was done very quickly. The government 
examined alternatives very quickly and decided that it would be 
in the short-term interest to use the government's expertise in 
a system and implement that system. There are a oonsiderable 
number of benefits in using the government's system, not the 
least of which is that it is a northern developed system. It is a 
system which has been used effectively and where we have a 
number of people with expertise on it throughout the Northwest 
Territories. It is not something that has resulted in the need for 
tremendous demands for training of people coming in. There 
can be a fair degree of movement between systems. A good 
example of that is someone who has just· moved from the 
Department of Finance over to the Mackenzie Health Board. 

Having said that, I suppose you oould find people within the 
Department of Finance who would strongly support H.B.I.S. 
and you oould find people within the health boards that would 
strongly support M.H.O. You oould also find the reverse. 
There are people who I have talked to within the health boards 
who are strongly supportive of H.B.I.S. and there are people 
within the Department of Finance who are supportive of moving 
away to a smaller system. There is also a misunderstanding 
with respect to what systems we are talking about. As I 
understand it there are three systems in place. They refer to 
the M.H.O. as the old system. I should clarify what the M.H.O. 
is. Manitoba Health Organization is a private oompany. It is 
not the Department of Health in Manitoba but rather a private 
oompany which has been marketing a system which is 
obsolete and which they will be withdrawing service on in a 
fairly short period of time. The requirement then is not to just 
replace or reoonsider the use of H.B.I.S. but rather to 
reoonsider the use of M.H.O. also. 

The Department of Health has been working with the boards 
and the Department of Finance very recently to put in place a 
process which will address the needs of the boards and the 
Department of Health and the Government of the Northwest 
Territories in the long-term. The comment made by the Auditor 
General that there are three systems in place is quite valid. 
The fact that there is a difficulty in working with three systems 
and coming up with something which is oompletely oompatible 
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to the Department of Health will address all of the 
government's needs is valid also. That will be addressed. We 
are talking about a relatively short time frame, from 1988 to 
1992, we are only talking about three or four years. During that 
period of time there has been the recognition of a need to do 
something about it and there is a process in place with an 
expectation of a decision being made probably by the fall of 
this year. 

CHAIRMAN (Mr. Zoe): The department indicated they 
understand there is a problem with the systems. Now the 
department is revisiting the question of who is and is not happy 
with what is out there. They have set up a working group to 
look at this. I think employees from your department are also 
involved with this. Dr. Kinloch told us that they use M.H.O. at 
the Stanton Yellowknife Hospital. We understand that there 
was a new upgraded system which was developed for M.H.O. 
Stanton was then quite happy with what they had. However, 
it is not compatible to the Department of Health or other 
boards, as they cannot plug in to it. They are unable to share 
infonnation. Stanton is quite happy with their system. 
However, the Department of Health is not. We have a number 
of different systems in place but because this was raised in the 
Auditor General's report they are regrouping to see if they can 
standardize the system so that it is compatible. They have now 
set up a new working group to take another look at this issue. 

I am not sure if they are going to accomplish anything if 
Stanton and the Department of Health cannot consult with the 
boards. tt they do not consult with the boards, there is no way 
the boards are going to adhere to the department, even if they 
were to develop a new system without their input. It is crucial 
that the specialists from the Department of Finance and the 
Department of Health need to get the agencies involved. The 
agencies are the main users of this and they have to be able 
to infonn the specialists regarding what type of system they 
have and what type of infonnation is required. We are talking 
about a great deal of money if we have to change the systems 
which are in place and try to standardize them. I know that 
there has been a lot of money_ spent on the H.B.I.S. 

You indicated that some boards were quite happy with H.B.I.S. 
This is not the feeling I received when those boards appeared 
before us. Many of them told us that the system was imposed 
on them and that they did not have a choice in the matter. 
They infonned us that they were not happy with the system 
because they had no input into the development of it. You 
have indicated that some boards are happy with H.B.I.S but 
this is not the case. From what we have heard during our 
hearings I think if most of them had a choice they would get rid 
of it. None of the boards indicated that they were happy with 
H.B.I.S. 

MR. NIELSEN: Mr. Chainnan, I was not indicating that the 
boards were happy. I said that you could find individuals 
within each organization who would support either one. I am 
not here to defend H.B.I.S. or M.H.O. I think both systems 
have advantages. As you indicated there is definitely a 
requirement for the boards to get together with the Department 
of Health and the government to ensure that a system is 
developed or examined, or alternatively selected from the 
market place. It is not just M.H.O. which needs to be looked 
at. There are also other systems which are available. 

CHAIRMAN (Mr. Zoe): Mr. Whitford. 

MR. WHITFORD: Would you want to have input into anything 
which would be designed? Would you want to be part of the 
review to see whether these systems are compatible? We have 
been hearing that they are not compatible. I am not a 
computer person at all but I know that it is similar to language. 
You can have two groups of people present and both speaking 
but they are unable to understand one another. Across the 
territories we have that fact. We do not need to have that in 
electronic language. There can be systems which talk to one 
another and are compatible. Is your department interested in 
having some input in this area? We are concerned in this day 
and age that we are going along with systems which are the 
preference of someone in the department in one area and not 
in the other. You cannot run a $200 million service like this for 
very long. tt they are going to do something to change, we 
feel that your department should be involved. Would this be a 
fair assumption on our part? 

MR. NIELSEN: Certainly, Mr. Chainnan. The deputy minister 
of the Department of Health has indicated to the committee that 
he will be tabling a document outlining the tenns of reference 
of the working group. Our participation will be outlined in that 
paper. 

MR. WHITFORD: Mr. Chainnan, when the Native Women's 
Association appeared before us yesterday, they talked about 
the need for a vision of health care in the territories, a vision of 
which direction the department is heading. The department 
also says the same thing, that they need a vision and a plan. 
Since the Strength at Two Levels report there has been a draft 
document called "The N.W.T. Wa'f. This is the draft of what 
may exist. Have you heard of this document? Has your 
department been involved in this in any way? 

CHAIRMAN (Mr. Zoe): Mr. Nielsen. 

MR. NIELSEN: Mr. Chainnan, we certainly have heard of the 
document but without something specific I could not address 
whether we have been involved in it. I do not recall anything 
specifically in the document which was related to the 
Department of Finance. 

CHAIRMAN (Mr. Zoe): Mr. Whitford. 

MR. WHITFORD: Mr. Chainnan, I would like to elaborate. The 
understanding which some of us have is that there would be 
implications for the Department of Rnance. I was wondering 
if the department is working in isolation making some visionary 
plans without involving other parts of this government. The 
vision would include expansion. tt one department is going to 
do something certainly another department such as yours 
should have been consulted along the way to see whether or 
not it is even possible. Have you had any input into "The 
N.W.T. Wa'y? 

CHAIRMAN (Mr. Zoe): Mr. Nielsen. 

MR. NIELSEN: Mr. Chainnan, I think what we are talking 
about to some extent is a policy document which would flow 
from the Minister to the Cabinet and get some fennel approval 
in that way but not necessarily through the Department of 
Finance. Subsequent to that overall kind of direction being 
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provided, there would be some specifics proposed and the 
identification of costs. This is not unusual in government to 
have policy direction provided by the Cabinet but with the 
understanding that they can only do this within funds allocated. 
We saw this federally, for example, with the day care program 
which was announced which was going to be quite an 
elaborate scheme. After examining it there was a withdrawal 
of support for that program simply because the funding was 
not available federally. This is not dissimilar to the kind of 
situation you are suggesting. 

CHAIRMAN (Mr. Zoe): What role does the comptroller 
general play? 

MR. NIELSEN: Mr. Chairman, there is an overall government 
policy which provides for the Department of Finance 
participation through the comptroller general's office. The 
management accounting services group within which this 
board and agency team is located is the group which would 
provide the support to the departments on individual systems 
developed. For example, we participated in the development 
of the social assistance system. Depending on the nature of 
the system we might participate more or less. If it is strictly a 
departmental system we may not participate in it. 

CHAIRMAN (Mr. Zoe): The comptroller general's office 
monitors all of our systems. They make sure that the systems 
which we develop are working. 

MR. NIELSEN: Mr. Chairman, they would not monitor all 
systems. They would monitor all of the systems which have 
financial implications. They would not participate in the 
development of a departmental system which only provides 
program information. 

CHAIRMAN (Mr. Zoe): H.B.I.S. also involves financial 
information. 

MR. NIELSEN: In the case of H.B.I.S. it was a matter of 
convenience more so than doing a thorough analysis of which 
system would be in place. We have a system in place and 
:from an efficiency/cost stand point it was deemed appropriate 
to proceed with that system at the time. In retrospect I think 
that was a good decision. Having said that, as we all know, 
this is being evaluated and we will come up with a new system. 
The working group who are participating on this will contain a 
Department of Finance representative. 

CHAIRMAN (Mr. Zoe): Would the comptroller general have a 
role? Would he be the one who is spearheading the evaluation 
of the H.B.I.S. system? 

MR. NIELSEN: I do not think it will be an evaluation of the 
H.B.I.S. system. I think the approach which will be taken is 
that there will be an identification of the requirements of 
boards, a determination of what their actual needs are, the 
identification of the needs of the Department of Health, the 
identification of the needs of the government in terms of overall 
government systems, and putting this package together and 
evaluating what the marketplace has. H.B.I.S. will obviously be 
looked at as one alternative. There is more than one system 
out there. There are a number of system which health boards 
or health organizations are using. 

CHAIRMAN (Mr. Zoe): Does the comptroller general's office 
have a role? Is he not even consulted? 

MR. NIELSEN: His staff will be on the working group who are 
doing the evaluation. 

CHAIRMAN (Mr. Zoe): Thank you. Are there any further 
questions or comments? Thank you for appearing. Mahsi. 
We will continue with Mr. Doherty with the Department of 
Government Services and Public Works. Mr. Doherty, do you 
have any opening remarks. Please proceed. 

Presentation by Department of Government Services and 
Public Works 

MR. DOHERTY: Mr. Chairman, I do have some opening 
remarks. I also have copies available. At. the time we began 
services to the boards we were two departments, the 
Department of Government Services and the Department of 
Public Works. The departments began providing services to 
the Department of Health upon transfer from the federal 
government in 1988. At. that time there were four new boards 
established in the regions and we were directed to provide 
services to the Mackenzie Regional Health Services, the 
Kitikmeot Board of Health, the lnuvik Board of Health and the 
Keewatin Board of Health. Other boards which were existing 
at the time were the Baffin, Stanton, Hay River, and the Fort 
Smith Health Centre but we were not providing services to 
those at the time. 

In late 1988, eariy 1989, individual memoranda of agreement 
were signed between the board and the department which 
defined the types and levels of services provided. During the 
period of 1990-91 a review of services to health boards was 
carried out. There were disa.issions with the health boards 
during that time and the boards expressed a general level of 
satisfaction with the services provided by the Department of 
Public Works. As a result, boards agreed to eliminate the 
indirect category of services which was the Vote 4/5 
arrangement of recoverable services. A new standard 
memoranda of agreement for four boards was developed and 
is currently being reviewed by the boards and the Department 
of Health. As a result all former Department of Public Works 
type services are now provided to those boards on an indirect 
basis, that is without cost recovery. 

The government services type services, such as mail delivery, 
purchasing and a host of other services are delivered on a 
delegated or as requested basis by the individual boards. It is 
safe to say that the bulk of these services are delegated to the 
boards so that they undertake them on their own behalf with 
assistance and advice from the department as appropriate. For 
example, most boards will do their own purchasing but if they 
have a requirement for sea lift they will avail themselves of our 
department's sea lift traffic management services. 

Except for major capital project management services, the 
coordination of services and support to each board is done 
directly between the individual boards of management and the 
department's regional managers. The management of the 
operations and maintenance of facilities is carried out in 
accordance with the department's maintenance management 
system. I should mention that those initial memoranda of 
agreement with the boards are quite extensive. In most cases 
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they define the responsibilities of the board, the Department of 
Government Services, D.P.W., and the Department of Health. 
In addition, procedures such as the planning and management 
of capital projects are defined quite extensively. It was 
understood at the time that capital project management would 
be a complex and sensitive area so considerable effort was put 
into defining that relationship and the roles and responsibilities 
of the boards, our departments, and the Department of Health. 

Over the ensuing period those project management 
procedures have been refined and reproduced in a draft 
document called Capital Planning and Maintenance: Policies, 
Directives and Procedures manual. I have a copy of this with 
me. Those procedures followed are standard departmental 
project management procedures which reflect the special 
functional and technical needs of health facilities and the 
unique relationship of the boards in addition to the normal 
dient/department role. I would like to mention that the 
development of capital standards and criteria for our unique 
northern health facilities is a complex and ongoing 
developmental process. Given the unique health 
characteristics of each community, which are continually 
changing, a capital standards and aiteria document would 
probably never be a static document but one which evolves on 
a project by project basis. 

Starting with the design inherited from the federal Department 
of Health and working with the territorial Department of Health 
and individual boards, we have been able to develop a project 
brief which is used as a guideline for defining the functional 
requirements of each community health station project. I also 
have a copy of this project brief available. Our programming 
staff work with local boards and the Department of Health staff 
to review the project brief to confirm and establish the 
functional requirements for each new project. In this way the 
functional program requirements for each community nursing 
station is evoMng as well as our collective understanding of the 
northern health care needs. 

While the original federal criteria were based primarily upon 
population, for example, it is now also driven by individual 
community. profiles in regard to health care program needs and 
use, demographics, and staffing and visiting medical team 
profiles. Where the federal functional program induded 
apartments for nursing staff, for example, housing is now 
provided outside of the facility. Not only does this reduce the 
capital costs of the facility but it integrates the nursing staff into 
the fabric of the community with its obvious benefits. Another 
example of evolution is seen in respect to community health 
education. Where the federal programs were driven by 
treatment more emphasis is now given on education. The 
public health room has therefore been pulled from the back of 
the health facility and is now located in more public areas of 
the building for evening community use. In this way, the 
functional program requirements for community health facilities 
continue to evolve. 

In addition to those functional requirements new capital 
projects are constructed to our own public works technical 
standards. A post-occupancy evaluation procedure has been 
developed. It is desaibed in the Capital Planning and 
Maintenance: Policies, Directives and Procedures manual and 
has been used on the Rae Lakes and the Fort McPherson 
Health Centres. This post-occupancy evaluation allows us and 

the dient to go back after a year of experience with a new 
facility and see how it is meeting the perceived and intended 
needs. These experiences are then built into the next edition 
of the project brief. 

In respect to data processing and information management, 
your committee has asked if there are overtapping 
responsibilities between Government Services, Public Works 
and the Department of Health. The Department of Government 
Services and Public Works provides the computing facilities to 
run the H.I.S. and C.H.M.1.S. systems. I understand that these 
systems were inherited as part of the transfer. 

The department also provides computer programming and 
project management staff who assist the Department of Health 
in defining and developing their information and system needs. 
It is, however, the Department of Health's responsibility to 
define and ultimately approve what the systems will do and the 
information to be provided. Thus, there is no overtapping of 
responsibility. 

A project was establish last year, which is intended to address 
the information management problems identified in the Auditor 
General's report. Working with the Department of Health 
officials, our systems specialists are preparing a •systems 
development plan• which when approved will form the terms of 
reference to the deputy minister of Health by the end of 
February. Once approved, this would provide the blueprint for 
enhancing the capabilities and connectivity of the two systems. 
Until this plan is complete, it would not be possible to give an 
accurate estimate of the time and cost for this development 
work. At. this time however, the project manager suggests that 
a project of this magnitude might take as much as 24 months 
to complete. This completes my remarks, Mr. Chairman. I 
would be pleased however, to address any questions the 
committee may have. 

CHAIRMAN (Mr. Zoe): One of the themes that stands out in 
the Auditor General's report is that the Department of Health 
has no overall plan which shows where they are heading in 
developing future programs, services and facilities. The 
department has said that they are "planning to plan: They 
have been stuck in that mode since we have taken over the 
transfer in 1988. They have been planning to plan, but we 
have not seen anything come out of there yet. We do not even 
know where the department is going next year, the year after, 
the next five or ten years. I do not know what plans they have 
for the communities that do not have nursing stations. We 
have communities that have lay dispensers. I have one in my 
region. There are a number of them in the Deh Cho region. 
I assume there are some in the eastern Arctic. It makes it 
difficult. When I asked Mr. Nielsen how it plugs into the overall 
government capital plans, he said, 'We do have a plan in 
place, but the department has to plug into it.■ I do not know 
how the department is plugging into the system. Somewhere 
in between there, you are also involved. 

You indicated in your statement that you are working dosely 
with them in terms of the building requirements and you have 
a certain M.0.U. or M.O.A. that the department fixed for you to 
service the health boards. On one hand the government is 
saying, 'We do have an overall five year capital plan.• The 
department is supposed to plug into it. The government does 
not really know exadly whet they are doing. On the other 
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hand, you are saying, 'Vile know the department is stuck in 
there somewhere.• I am not sure what is going on because 
there is no plan. We have not seen one yet. This is one 
extreme to the next. It is confusing. 

MR. DOHERTY: Mr. Chairman, it would be difficult and 
inappropriate for me to comment on the specifics of why the 
Department of Health does not have an apparent capital plan. 
The planning that I talked about in my opening remarks relates 
to the specific project planning, the results from information 
coming out of the department's overall plan for health delivery, 
inasmuch as it affects the capital facilities. The Department of 
Health does have a capital plan. I am not trying to defend it, 
but my understanding of the situation is that their capital plan 
is in the five-year capital plan. 

It is the document that determines when and where capital 
facilities will be •built. They do have a plan. The question 
relates to the quality of information on which that plan is based. 
I will not comment on the quality of the information because I 
am not familiar with it. I am aware that our staff has been 
working quite diligently with the Department of Health planning 
staff, who have been working quite diligently to try to refine that 
information and develop a plan. It is my perception that this 
process is taking some time to evolve. It is not through lack of 
effort. I think part of it is the conflid between the department 
and the boards which has lengthened the process. That is 
probably healthy. It is healthy that there is a process of 
communication and conflid. 

Hopefully, eventually, there will be an agreement. It is taking 
some time, as Mr. Nielsen mentioned. The transfer only took 
place in 1988. It is a short period of time. The development 
of a health plan for the north is a very complex issue. It does 
take time. In summary, on that question, they do have a plan. 
That is what we draw our projects from. tt there are gaps in 
the information in the broader plan, they are usually filled by 
direct communication with the community, the particular board 
of health and the Department of Health at the time the project 
is put together make sure that the adual project meets the 
community's needs as best as it can be defined. 

CHAIRMAN (Mr. Zoe): I am probably wrong in terms of the 
capital planning part of it. Perhaps they do have something. 
I am not sure. My understanding is, from listening to Dr. 
Kinloch and others, that component of the capital plan might 
be there from the way you described it. It looks like you are 
doing something with them. Perhaps they do have a five-year 
capital plan. Perhaps it is done on a yearly basis. You are 
commenting on the type of criteria that you use and the follow
up that you do and so forth. It is indicated in your statement. 

Even if they do have a capital plan for the department, it is not 
linked to their overall strategic plan. We do not know exactly 
where we are going in terms of planning. They do not have 
priorities. I do not know how it all ties in. That is basically 
what I am trying to get at. tt they do have a five-year capital 
plan, how could they tie it in? How could they develop that 
without having an overall strategic plan? It has to plug into 
another plan. The Department of Health's strategy has to fit 
into our overall government priority plans. One plan has to fit 
into the next. There are no connections between what is 
happening. It t,as to start from the grass roots people. The 
boards have to have their own little strategic plan that should 

fit into the overall Department of Health plan. The Department 
of Health plan would fit into the overall government plan. Since 
they do not have an overall departmental plan, how could you 
develop something which you do not know how it will look? 
Do you understand what I am trying to say? 

MR. DOHERTY: Yes, Mr. Chairman. You have desaibed the 
process, the requirements, quite well. You are questioning the 
lack of a large plan, that umbrella that covers everything else. 
Clearly, the quality of any decision and produd at the very end 
is directly related to the quality of that umbrella plan and the 
information that went into it. That is where you get to the 
community consultation. There is that issue and that problem. 
Your question is, ■How do we make our decisions in the 
apparent absence of some of that information?' I know that it 
is done on a project by project basis, on the basis of direct 
communication with the boards and communities if there are 
gaps in that larger plan. The quality of the produd at the end 
is a fundion of how well that communication took place and 
how much information they were able to get at the start. 

The success of the project depends on the people who are 
using it, whether it meets their needs. That is what this 
committee is about, to try to make an evaluation. We draw the 
information from whatever sources we have. The capital 
planning process does not stop because of a lack of that 
bigger plan because it has to go on. The quality of the end 
produd is determined by the overall quality of information that 
has been developed at that point in time. I do not think the 
problem is different from most other program areas that we 
design facilities for, whether it is recreation, school or airport 
programs. The policies and planning evolves over time and 
some of them have evolved better than others. I hope that 
addresses your question. 

CHAIRMAN (Mr. Zoe): Mr. Whitford. 

MR. WHITFORD: Thank you, Mr. Chairman. I would like to 
ask a couple of questions. The Auditor General's report 
recommends that if the department intended to use diagnostic 
end treatment data to evaluate the health status of residents to 
determine health care delivery, then the H.I.S. system, which 
tracks dodor billings, and the C.H.M.I.S. systems, which 
records what nurses are doing in health centres, should be 
merged. How much work would this be? What would it cost? 
ls it possible to have two separate systems, but a single 
reporting format? Electronically, the systems should be talking 
to each other because it is not very efficient to have one 
system to have to download, hard copy them, and reprogram 
it into something else. These things should be put into a bag 
of a few disks and talk to each other. Can we have two 
systems, but one reporting format? Would it be costly? 

MR. DOHERTY: Mr. Chairmen, as I mentioned, there is a 
working group that has been established to look at that 
question. They said that they will present a plan or a proposal 
to the deputy minister of Health by the end of February. That 
plan will recommend an approach to deal with that problem. 
It will recommend improvements to the basic information 
system, but it will also deal with the question of whether you 
should continue the development of those two systems, come 
up with a completely new system that replaces both of them or 
a process of linking the two. Right now, I cannot tell you which 
will be the best approach. As I mentioned· in my opening 
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remarks, in talking to the project manager who works with the 
group, he thinks that, in either case, it will probably take a 
good 18 months to two years to actually design a full 
operational system once the decision is made which way to go. 
If you are going with a complete rebuild, I would guess that 
improving the quality of the two existing systems would be 
time-consuming and costly. 

MR. WHITFORD: Mr. Chairman, that seems like an inaedibly 
long time that they have known that these systems are not 
quite compatible. It is true we have inherited much of this 
problem, but surely a $200 million operation should be able to 
act a little quicker on this because of the cost that is involved 
with the way the systems are not functioning. In this day and 
age, it seems an inaedibly long time, 24 months, for a system 
this size. 

I understand that your department may have already studied 
this issue. There is a reference somewhere, that we have 
come aaoss with the information the committee has, about a 
report called a Tamarack report. What are the findings of this 
report and can we, if there is such a doa.Jment in place, get a 
copy of this? 

MR. DOHERTY: I have to admit, Mr. Chairman, I am not 
familiar with the report myself. I would imagine it can be made 
available. 

MR. WHITFORD: Will you assure us that, if such a report 
exists, we will get copies of it? 

MR. DOHERTY: Certainly. I would also like to respond to the 
first part of the question. The estimate of 24 months would be 
the time to take and develop a complete new system, do all the 
tests and make it fully operational. Certainly, within the 
framework of the terms of reference, there would be 
recommendations as to prioritizing requirements. That would 
recognize that there is a current need for information. There 
would be a protocol of how you would improve the quality of 
the current information without having to wait to oomplete an 
entire new system. It is not like you are going to have to wait 
fpr 24 mont~s before you can get any better information. 

CHAIRMAN (Mr. Zoe): Mr. Whitford. 

MR. WHITFORD: Thank you, Mr. Chairman. We have heard 
boards express concern that they lack autonomy. In some 
areas, they are more aggressive than others. In some areas, 
they expressed a ooncem that they do not have an adequate 
level of autonomy to function as boards of management. How 
much autonomy should a board or agency have with respect 
to managing capital assets purchased with public money? 
Should they have more autonomy with that? 

MR. DOHERTY: Certainly, I believe that every board should 
have as much autonomy as the system can afford to give them 
within the oonstraints of the budget and the authorities that 
need to be exercised by certain levels within the system. The 
Minister of Health has certain acoountabilities that she has to 
make sure are maintained. When it oomes to the management 
of facilities, I agree that the best system is to have the people 
who are in the building responsible for the operation and 
maintenance. There is no question about it at all. 

The problem we face in the north is that we have many 
facilities all over in a large number of communities. It is not 
possible to have, in each community, the kinds of resources 
you need to look after all of the needs of the facility. We have 
a structured system, where, at the oommunity level, we look 
after the basic needs of the facilities, such as checking the 
furnaces to make sure they are working. If they happen to quit 
in the middle of the night, we respond to that. As we go to the 
regional level, we have a smaller group with more specialized 
resources who can respond and at the headquarters level and 
so forth. At. the oommunity level, we are working to improve 
the capabilities with more training of local people because that 
is the emphasis. As the quality of the knowledge and the 
capabilities of the people we have at the community level 
inaeases, we inaease their responsibility. You work with that 
structured environment which shares the limited resources that 
you have. In doing that, we try to work very closely with each 
board to make sure that we understand what their particular 
needs ere. Within those restraints, we deliver the service in 
accordance with their particular needs. It is one of limited 
resources. 

Lat us say we have $1 million in our roofing program, I can 
replace one or two roofs a year. Perhaps even one roof is a 
major building. You split that up between five boards, there is 
not enough in each pot of money to do anything. You have to 
move it around on a planned basis. That is the process that 
we apply. 

MR. WHITFORD: Planning is very important in this. Mr. 
Doherty, you talk about capital assets. A department es big as 
the Department of Health must have a tremendous amount of 
assets. There is a system that they are proposing to keep 
track of all this. We talked to them end Mr. Olenek indicated 
that the department is working on a system. They are 
proposing a new program which is called C.A.T.S. It is the 
acronym for Capital Assets Tracking System. Has your 
department been oonsulted about the design of C.A.T.S.? 
What is your assessment es to whether it will provide a suitable 
level of effective monitoring? 

MR. DOHERTY: Our systems and oomputer services staff is 
oonsulting with the Department of Health in the development 
of that system. They are at the stage where they are looking 
et the best way to proceed in developing this system, whether 
to go with oonsultants or develop it in-house using our own 
resources. They are getting advice in that direction. The 
management of oontrollable assets is a responsibility of each 
particular department. As you know, we have a oontrollable 
asset system that was developed in-house and it is available 
for departments to use at their own disaetion. 

MR. WHITFORD: Then, need we re-invent the wheel? 

MR. DOHERTY: Their requirements are a little more oomplex 
than what that system we have developed will satisfy. Our 
system will oount the number of chairs and tables, but when 
you get into some of the equipment that are in hospitals, it is 
more complex. We have our controllable asset system plus, in 
the Department of Public Works, we also have our maintenance 
management system, which has an inventory of buildings 
which is more complex than chairs and tables. Likewise, on 
the Health side, that particular equipment is different and the 
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needs are different from controllable assets for buildings. That 
is why they are looking at it. 

MR. WHITFORD: Mr. Chairman, this is a very important part 
of any operation such as a department of that magnitude. 
Chairs have a life expectancy of so long. Trucks have a mark
down date. They start costing you so much, then you get rid 
of them. Their life expectancy is different. The Department of 
Health would have that same thing too. We just came across 
an x-ray machine that belongs in a museum somewhere. It is 
true that we inherited this from the federal government, but 
surely there is a system that they will be able to say that this x
ray machine has a life expectancy of so long. It is true it looks 
nice, but it is out of date and it is dangerous. It hes a date on 
it now that they have to get rid of it by. All of a sudden, it is 
going to come down on them that they have to spend $1 
million. Wrth a proper tracking system, these things can be put 
in place. For instance, by the year 1993, we need a new 
machine to replace that one. In 1990, they should start saving 
or planning for it. It is very important. You said you already 
have a C.A.T.S. type of system in place. We should just give 
it to them. 

CHAIRMAN (Mr. Zoe): When they were talking about tracking 
systems, the Departments of Health and Government Services 
went out and got a consultant to put this proposal together for 
them. That is the one Mr. Olenek was referring to. It has been 
developed. It looks like it is going to work, according to Mr. 
Olenek. Since this person developed this system and the 
Department of Health has it now, did your department assess 
what this person came up with to see if it is good enough? 

MR. DOHERTY: I cannot give you a correct answer on that. 
I am not sure at this stage in the game. I know our 
departments were involved in assisting and advising the 
department on it. We provide a service to departments. You 
go through a process of evaluating the needs and then there 
are decisions made es to how you want to proceed to 
implement or develop a system that meets those needs. 
Sometimes departments decide to go on their own and hire a 
consultant, in which case our people quite often work with 
them and l[ldvise them. In other cases, they are developed 
·without our· knowledge. This particular one, I cannot say, but 
I will find out. 

CHAIRMAN (Mr. Zoe): Can you find out if your department 
has assessed that C.A.T.S. tracking system that they have 
developed? Has it been already developed? 

MR. DOHERTY: Yes. 

CHAIRMAN (Mr. Zoe): All right. Are there any further 
questions? Thank you for appearing before us. I do not 
believe we have any further questions. If we do, we may write 
to you before we make our final report to the House. 

MR. DOHERTY: All right. 

CHAIRMAN (Mr. Zoe): All right. Thank you. Our next witness 
is the Department of Personnel appearing before us. The 
Deputy Minister, Mr. Lovely, do you have any opening remarks 
in regard to the comprehensive audit of the report? I believe 
I have written you a letter. 

Presentation by Department of Personnel 

MR. LOVELY: Yes, I have had a few letters from you, Mr. 
Chairman. I appreciate them. It helped me to prepare. I do 
have some brief opening comments. I will be open to 
questions, as well, once I am finished. 

I find the comprehensive audit process to be very useful. We 
have always appreciated the information that we get from the 
Auditor General's input into these audits. It gives you a very 
clear picture of where you are and where you need to go. 
They are viewed, at least within our organization, as a very 
positive thing. 

I have looked at the recommendations made by the Auditor 
General. I think they are very valid, but I do think that they 
need to be viewed in context because, while some of the 
observations point to some negative aspects of the 
department's operations, some of those negative aspects have 
been beyond the department's control and have been affected 
by the fact that they have only been in existence as a 
department since 1988. They have been struggling to establish 
health boards, which was a monumental task, to tum over the 
nursing stations and the regional operations to the Department 
of Health and, to a certain extent, to integrate them into the 
government's operation. I think they have made incredible 
progress, in spite of the fact that there is still a long way to go. 
The actual transfer from the federal government's systems and 
operations has probably been the most challenging. I know 
because we negotiated with the federal government. It was not 
an easy process. 

There were some fairly aitical comments about the Department 
of Health's efforts to increase aboriginal employment. I think 
the entire government needs to work on that and we are 
committed to do that, but to put it into context, you have to 
look at the detailed organization of the department. Health has 
an overall representation, which is about average for all 
government departments of aboriginal employees, but the 
breakdown of that aboriginal representation is quite different 
from headquarters to regions. 

At the headquarters level, they have about 11 per cent of their 
organization who are aboriginal. In the health boards, there 
are about 38.7 per cent. That is a low of 34.2 per cent in lnuvik 
and about 50 per cent in the Kitikmeot region. I was involved 
with the Department of Education and Health when the transfer 
took place. I sew some very positive things developing out of 
that transfer. One of them was the program that was run by 
the Arctic College for community health representatives. 

At the time of the take over, almost ell of the jobs were vacant, 
so Health had a monumental job of trying to find people who 
had the base qualifications for training, not the basic 
qualifications to do the job. They chose almost totally 
aboriginal people end they trained 34 community health 
representatives, who are currently in place. I think there are 
another nine who are currently in training. That cost a great 
deal of money and it was one of the best examples of 
interdepartmental cooperation that I have ever seen. We 
contributed money from the Department of Education when I 
was with that department. Health contributed money from their 
allocation and money was available from Canada Employment 
and Immigration to put together a comprehensive program that 
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resulted in almost 100 per cent aboriginal employment in that 
occupational category. I see that as very positive. 

They launched into a health careers preparation program at 
Arctic College recognizing that one of the major shortcomings 
in our N.W.T. skills inventory is sciences. I do not think there 
was a great success in that program but it did help to increase 
the level of knowledge in sciences. There was a University of 
Manitoba pre-medical program. I can remember the difficulty 
we had in finding aboriginal people who had the base line 
qualifications just to get into the pre-training that was provided. 
My recollection is that it cost hundreds of thousands for one or 
two trainees very similar to the aboriginal program that the 
University of Manitoba uses for engineers. 

The key problem that I think the department faces, especially 
when they look at increasing the representation of aboriginal 
people in the professions is the education levels. I did a quick 
run through of the labour force survey before I came over. We 
have about 10,700 native people who are unemployed between 
15 to 64 years of age. Almost 80 per cent of those 
unemployed people have less than a grade nine education. It 
is obvious what we have to do if we are going to move people 
into the professions. We are going to have to devote more 
money to education, particularly post-secondary educational 
programs that have upgrading built into them. We also need 
to complement that with comprehensive career information 
programs in schools so that our students, before they even 
leave school, know that health is a viable profession for them 
and what they need to do to get into the profession. 

I mentioned about access programs earlier. Arctic College is 
working with the Department of Health now to develop a 
nursing access program. Representation of aboriginal people 
in the nursing profession is very low, if almost non-existent. 
Finally, there is a need for some comprehensive human 
resource planning to be done within the Department of Health 
that is linked to the educational programs that can be 
developed and delivered by the Department of Education. We 
have been working very closely with all government 
departments, from Personnel's point of view, to develop a 
human reso_urce planning process because we have not been 
well organized in that area over the last 25 years. It is only in 
the last few years that we have managed to bring together a 
group of departments who have an adive interest in human 
resource planning. We finally have a comprehensive and 
consistent human resource planning process for the 
government. That is outlined in our Personnel manual, a copy 
of which I sent to the Standing Committee on Finance recently. 
We have also developed a new performance review process 
that the Department of Health contributed to. That process will 
be piloted in 1993-94 and should satisfy some of the needs 
that have been identified in the Auditor General's report. 

As well, the Department of Health and Personnel, along with all 
other government departments, have been working on 
orientation programs. We deliver a consistent one across the 
government. That orientation program could be modified for 
use by the health boards to orient their people before or when 
they arrive. We have a standard exit interview process now 
which is being piloted. The Department of Health is using it. 
We are going to have much better information on why people 
leave the organization and how we could do better to keep 
them in the organization. It is important to recognize that it is 

not because there has not been human resource planning, it 
is just that there has not been a consistent process of human 
resource planning. It has not been coordinated from one 
department to the next. 

The Auditor General's report indicated that there was a need 
for a human resource management information system. We 
recognize that and our own information system is called a 
Government Human Resources System. We implemented that 
in four modules over the last four years. Those modules are 
position control, employee information leaving and attendance 
and competition information. It is missing the training and 
human resource planning module. The problem is that there 
are only so many modules you can implement in one year if it 
is going to have government-wide application. Cost is a big 
factor as well. We have not had the money to be on one 
module per year. We have all the health boards on the system 
with the exception of the Stanton Yellowknife Hospital. Their 
needs are a bit different than the other organizations. They 
have decided that, rather than going on G.H.R.S., they will buy 
their own human resource management information system 
that satisfies their needs more closely than the one we can 
provide to them. They do, however, provide us with the 
information that we need to have a clear picture of what is 
going on in all of our contributing organizations. 

Medical travel was observed upon by the Auditor General's 
staff. A need was identified to have better controls in place. 
The Department of Personnel has implemented much stronger 
controls now. We think we have addressed many of the 
Auditor General's recommendations. We are working very 
closely with the Department of Health to make sure that our 
practices are linked because we will be turning over 
management of employee medical travel in 1993-94 to the 
Department of Health so that all residents have consistent 
treatment. It is all done in the same way and they can make 
sure that they benefit from the information that is available on 
why people are travelling and provide home grown services 
that do not require having to send people out to places such 
as Edmonton, Toronto and other places where they have the 
available facilities. We think that is going to save money. That 
should be implemented this year. That should help us to 
benefit from the economies of scale that are also available from 
both of those programs. 

In summary, I view the report as very positive. We cooperated 
very closely with the Auditor General's staff in the completion 
of the report, particularly in the human resource management 
area. I think the Department of Health is also supportive of 
those recommendations. Those are my opening remarks, Mr. 
Chairman. I am open to questions. 

CHAIRMAN (Mr. Zoe): Mr. Lovely, I am going to be quite 
frank with the Department of Personnel as I have been with the 
Department of Health pertaining to the human resources 
section. I am appalled right from day one, since we have taken 
over the program and that entire program was devolved to our 
government. Surely, prior to our take-over, all the departments 
that were affected must have realized what they were getting 
themselves into, including Personnel. All those things that you 
described should have been done before the transfer or 
planned to be done right after we have taken over. It appears 
to me that we are just initiating that process now. 
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I said that long before we brought the AG. 's office into this 
play lest year when the Legislature asked them to deal with it 
because we knew there was something wrong there. Now, it 
is on paper, black and white. Now, they are reacting to it. All 
the rationale that you have given to date should have been 
oonsidered a long time ago. I am appalled by, not only your 
department, but the overall government. To me, just from 
listening to you, Personnel looks after all the public servants. 
You are indicating that you are quite satisfied with the 
department's performance in aboriginal hiring. I blasted the 
Department of Health when they appeared before us, 
particularly their human resource section people. They have 
never been pro-active. They have always been reactive. They 
have not done anything, in my view. 

Just from listening to you, you are sort of defending the 
oomments that they made to us, too. Obviously, you are doing 
the same thing for your department. It is not good enough for 
me. 

I realize you have not been in the Department of Personnel that 
long. I think it hes been over a year end a half or two. 

MR. LOVELY: Three. 

CHAIRMAN (Mr. Zoe): Hes it been that long? I em quite 
surprised that the Department of Personnel did not pick it up. 
We do have affirmative action in place. I know that the 
departments are supposed to be implementing this entire 
program, but Personnel also monitors. Did the Department of 
Health ever approach you people? I do not know if they said, 
"We need help. Look at our statistics. We are the lowest in the 
govemment.N They have been for a number of years. Did they 
ever ask you for help? They have no plans in place. I am 
wondering if the Department of Health ever came to you and 
said, "We really need help in terms of human resource planning 
and everything that ties into human resources.• 

MR. LOVELY: Yes, Mr. Chairman, they have approached us. 
One of the problems that the department has suffered from, in 
their defence, is that they have been having an incredible time 
just adjustiag to the establishment of the organization as a 
department. As you are aware, it is difficult to deliver a 
program with, what I oonsider to be, limited resources because 
most government departments do not have sufficient resources 
to do much of the work that they do, especially the Department 
of Health. If you look at the percentage of money that we 
spend on health in our jurisdiction compared to others, we are 
low. At least, that is my recollection of the statistics. 

They have come to us over the past five years. When they first 
came to us, we could not help them because we could not 
help ourselves. It is only in the last couple of years that we 
have managed to organize our human resource planning 
sections to the point where they have been of use to the 
government. I am not making any apologies for that because 
I did not have control of the department any further back than 
1990. It has taken a long time to put it together. I can tell you 
that there was no oonsistent process in place for anybody in 
the territorial government. While departments like Education, 
Municipal and Community Affairs, Transportation and D.P.W. 
actually had their own human resource plans, there was 
nothing that was coordinated across the government. That is 
what we are trying to solve today. My experience with the 

Department of Health over the past five years is that they have 
had so many other pressing ooncerns, just in terms of 
delivering programs to the public, that it has only been in the 
last oouple of years that they have really been able to devote 
a lot of attention to things like human resource planning. 

CHAIRMAN (Mr. Zoe): In your presentation, you said that you 
are developing some sort of career planning strategy for the 
department. Are you assisting the department in that area? 

MR. LOVELY: I talked about the need for career information 
programs in the schools. I mentioned that we have developed 
a standard process for human resource planning which is 
available to the department. They are doing exit interviews. I 

am not sure if they have their own orientation program. I do 
know that they have been involved in the human resource 
planning process and that it is something which they intend to 
use. I do not know how far they have gone in developing their 
own human resource plan. 

CHAIRMAN (Mr. Zoe): I do not think they have. I believe 
they are reacting to our concerns. I know that this particular 
section has always been reactive. They have not been 
proactive. We made a suggestion that they should be going 
to the.schools to identify certain people to encourage them to 
get into the health career professions. I believe they are just 
starting this. 

I was appalled by the human resource section within the 
Department of Health. Aside from this issue which was 
addressed by the Auditor General, I have been raising this in 
the Legislature for years. Nothing has been done. Now we are 
doing public hearings and the boards are telling us this. There 
is nothing in place. The affirmative action portion of it at the 
field level is better than within headquarters. We have many 
C.H.R.s and janitors who work in health centres. However, at 
headquarters it is pathetic. We do not have anybody in middle 
or senior management. The affirmative action statistics tell us 
this. It has been like this since day one. Nothing has been 
addressed in this area. Personnel have to be involved. I think 
you have to give them more of your time to assist them to 
develop something. They are hurting. They are the worst 
department in our whole government structure. More time and 
effort needs to be given from your department to assist the 
Department of Health. Something has to be done and it has 
to be done now. Tony. 

MR. WHITFORD: The Auditor General's report talks about the 
monitoring of staff performance. He found some areas of 
concern in this area. The report states that based on 1991 
information the department had completed only 43 per cent of 
its appraisals and the boards' average is 29 per cent. 
Yesterday the U.N.W. commented on the inadequate level of 
performance review within the Department of Health. This is a 
real concern to the standing oommittee. Can you identify whet 
the problem would be? Is it the performance review and 
planning system or is it the department? Is it the system which 
is not good enough or the department which is not able to do 
it or want to do it? 

MR. LOVELY: It may be a combination of the department not 
taking the time to complete the performance reviews and also 
the fact that the existing system is set up as a management by 
objectives system. It is really structured more for management 



lea, 1eqr 30 1993 SIANDING COMMITTEE ON Pl 181 IC 4CCOI INIS Page 12 

jobs than it is for jobs at the entry levels and in between. We 
have recognized this as a problem and that is why we have 
been working with all of the departments to oome up with 
something which will be easier to deal with. One of the 
problems that many of the departments have, and the 
Department of Health in particular, is management by 
objectives has to be strudured in a different way depending 
upon the level of the job. The way in which our systems ask 
for the information on the forms is project oriented. Many 
people at the entry levels do not have project oriented jobs, 
they have operational jobs. We have not done enough to help 
departments understand how to set objectives and then to 
assess the performance of the staff achieving those objectives. 
What we have done is modified the system so that it makes it 
easier for the "average Joe" to do the appraisals. One system 
has to be pretty flexible to respond to all of the needs. I think 
this will help the department improve its performance. 
Ultimately health boards have to be held acoountable for their 
attention to this area. The deputy minister is not in the position 
to make those kind of demands. 

You asked one of the earlier witnesses to talk about how much 
oontrol departments or boards should have over their capital 
resources. It is a similar question for how much oontrol they 
should have over their human resources. I agree with Mr. 
Doherty that they should have the maximum amount of oontrol 
which is possible within existing policies. One of the key 
elements of that is making your staff acoountable and 
measuring their ability to achieve their objectives. This is one 
where I think a central level needs to be enoouraging and 
demanding but it is certainly not going to be in a position to do 
the appraisals themselves. 

CHAIRMAN (Mr. Zoe): Thank you. I have question with 
regard to aboriginal hiring. I do not know exactly what the 
problem is. I understand that we cannot recruit aboriginal 
dodors because we have so few in the oountry. I realize this. 
It takes years before someone beoomes a dodor. With regard 
to the middle and senior management positions, one does not 
require their Ph.D. to beoome a manager or fill an officer level 
job. One of the problems within the department is that perhaps 
they have their qualifications set too high. Do you have to be 
a R.N. to fill a job at the administration level? You do not need 
to be a registered nurse to be an administration officer. I 
wonder if the department has ever done an evaluation of their 
job descriptions and qualifications to see if they are set too 
high. I believe they are in some case, particularly for 
administration type jobs. 

Certain medical knowledge would be of assistance for some 
positions such as being the head of a division within the 
Department of Health. H you are a chief medical officer you 
would need some sort of understanding of medical knowledge. 
I believe many of our positions have their standards set too 
high. Has the Department of Health ever done any evaluations 
of their positions? I wonder if this oould be a suggestion to 
your department to advise the Department of Health to look at 
the possibility that they may be setting their qualifications too 
high for some of their positions. There are not many aboriginal 
people at the administration level within the Department of 
Health, especially at headquarters. This is appalling. This 
whole area should be looked at. 

MR. LOVELY: Yes. There are two sides to that equation. 
Generally speaking about the government, there are limited 
human resources available to departments and as funds are 
cut back you find that you really have to search further afield 
to find skilled people to do more work than they used to have 
to do because they have to oover more areas of responsibility. 
In some ways you need better qualified people these days than 
you did when you had smaller programs and less 
responsibility. I think all departments oould benefit from a 
review of qualifications. 

We recently looked at some of the decentralized positions, the 
positions which are going to Rankin Inlet, lnuvik and Iqaluit. 
We found that it was very possible to reduce the qualifications 
which had been identified as required as essential in some of 
these job descriptions. As a result of this we are making 
reoommendations to the departments so that they will be in a 
position to hire more local people when they move. I believe 
the Department of Health oould benefit from the same kind of 
review. 

One of the difficulties that they have experienced in hiring 
aboriginal people is that they are a relatively short-term 
department within our government. The other departments 
have had more exposure to native people in middle 
management jobs. You will see that in many of the other 
government departments there is a higher representation. You 
have also mentioned this. As that representation improves you 
will see the departments hiring more and more aboriginal 
people. It is almost like they have not broken in yet in the 
Department of Health because we are still adapting to the 
federal environment that was present when people were 
adually doing these jobs somewhere else. We are still, to a 
certain extent, hiring the same kind of people that we did then. 
As more and more aboriginal people are brought into their 
workforce you will see a marked improvement over the years. 
We can do some things to improve it more quickly and your 
suggestion of a review of the qualifications is a good one. 

CHAIRMAN (Mr. Zoe): I am not suggesting that we lower our 
standards. However, I am asking about what it takes for a 
particular person to do a particular job. I believe that some of 
them are set too high. 

The oommittee has noticed that the Department of Health is not 
utilizing our in-service training programs. They have not asked 
for their own PYs to train positions or to use our in-service 
program through the Department of Education. They are not 
proadive. They do not even try to get training positions which 
are offered through other departments. They are not doing 
anything. Perhaps this is another area that Personnel can 
encourage them to start looking at? 

MR. LOVELY: Mr. Chairman, one of the problems is that the 
in-service training program has limited resources. I am sure 
Mr. Gerein will attest to this. There are fewer opportunities 
available now than there were. I used to manage the in-service 
training program at the time when the oommunity health 
representatives were trained. We diverted at least $1 million 
per year out of that program to the Department of Health so 
that they could train those oommunity health representatives 
using an Arctic College program. While we did not give them 
the adual PYs, we gave them the money so that they oould 
train the people to do the jobs. They have used the program 
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in this way. Recently all of the departments have been at a 
disadvantaged position because there has been less money 
available. I have had discussions with Dr. Kinloch and I know 
he does have plans to use the public service career training 
program. I do think it could be useful at the headquarters level 
where people could be hired on a term basis and others 
trained for their jobs. 

CHAIRMAN (Mr. Zoe): This is what we will be suggesting to 
the Department of Education. They should try to assist the 
Department of Health. They are one of the worst departments 
within our system at the moment. When we spoke with them 
they were not using one position out of the in-service training 
program which is provided by the Department of Education. 
They never even applied for it. You have to apply for it in order 
to get it. There was no move from within the department to 
utilize this program. Other departments are utilizing it. When 
you are discussing this whole area of human resources with 
the Department of Health, perhaps your department should 
suggest that they start utilizing these other programs which are 
available. 

MR. LOVELY: Another suggestion may be to identify the 
health professions as priority occupations. We have the ability 
to focus their funding in government in all of our staff 
development programs toward priority occupations. We have 
not adually identified particular occupations as priorities but 
the health occupations are one, in my opinion, which could 
easily be designated as priorities. 

CHAIRMAN (Mr. Zoe): I think health careers are the best 
professions to get into in Canada. 

MR. LOVELY: Everyone is sick with the recession. I guess 
that is it. 

-Laughter 

CHAIRMAN (Mr. Zoe): Mr. Whitford. 

MR. WHITFORD: Was the Department of Personnel involved 
in the development of a draft program called ''The N.W.T. 
Way-? . 

MR. LOVELY: Not to any great extent. We may have received 
copies of it in the earlier stages. 

CHAIRMAN (Mr. Zoe): Are there any further comments or 
questions? I would like to thank you for appearing before us. 
tt we require additional information our staff will write to you. 

MR. LOVELY: Thank you. 

CHAIRMAN (Mr. Zoe): The next witness is the Department 
responsible for Education, Culture and Employment Programs. 
Please proceed, Mr. Gerein. 

Presentation by Department responsible for Education, 
Culture and Employment Programs 

MR. GEREIN: Thank you, Mr. Chairman. I have copies of my 
opening remarks and some charts available for you and the 
Members. Mr. Chairman, you will find that as we go through 
this your interview with Mr. Lovely has already touched on a 

number of issues which I am going to be talking about. Both 
of our departments are in the business of investing in people 
and dealing with our human resources in the territories. Mr. 
Chairman, and Members I appreciate the opportunity to 
comment on the Comprehensive Audit of the Department of 
Health. You have suggested that I particularly comment on the 
sedions of the report which deal with employment equity, 
human resource planning and training in general. My 
presentation, Mr. Chairman, I realize may not fully address your 
interests or concerns and I look forward to your questions to 
allow further discussion on any of those issues. 

The Department responsible for Education, Culture and 
Employment Programs has responsibility for the coordination 
and delivery of general staff training programs and has recently 
become responsible for the promotion of employment equity. 
We are integrating this latter responsibility with other 
responsibilities for career development and counselling 
provided through the career centres in Iqaluit, Rankin Inlet, 
Cambridge Bay, lnuvik, Yellowknife and Fort Smith. The audit 
report made some specific observations on employment equity 
in section 4.2 which I would like to comment on. 

Levels of education and qualifications of the N.W.T. work force 
limit the jobs that people can access. Overall, the 
unemployment rate for the N.W.T. is approximately 16 per cent 
but a comparison of unemployment and education is very 
revealing. Individuals with a grade seven to nine education 
have an unemployment rate of 31 per cent. Those with a 
grade ten or grade 11 education have an unemployment rate 
of 15 per cent. Those with a grade 12 have an unemployment 
rate of five per cent. 

The Auditor General report's observation of the significance of 
increasing the number of high school graduates is critical for 
all occupations, Mr. Chairman, including health. Recently there 
has been much discussion on the current results of the 
education system and how they can be improved. Obviously, 
Mr. Chairman, this has been a focus of my department's efforts 
and those of our partners in education. Before students can 
graduate from grade 12 they have to stay in school and 
progress from grade ten to grade 11. So far we have 
increased participation rates of students in high school grades 
from over 40 per cent in 1990 to up to 65 per cent this year. 
This begins to compare to the national average. Our 
graduation rates however are still unacceptably low at 24 per 
cent. We projed that with improved accessibility through 
grade extensions that the rate will improve to 36 per cent by 
1994-95. We hope to reach the national average of about 67 
per cent in the next five to seven years. 

The department is committed to improving the results of 
schooling together with local education authorities, 
communities and parents. It is a task we cannot achieve alone. 
I have provided some general background tables on schooling 
and N.W.T. labour market for the information of the committee. 

The Auditor General's report also refers to the nursing diploma 
program. It is being developed this year and is proposed to 
begin in September of 1993. It is a proposed two year 
program with an access year. Completing one year of this 

program would qualify an individual as a certified nursing 
assistant and with two years students would graduate with a 
nursing diploma. This program is being designed to be 
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accredited end students would then be able to oontinue with 
their third end fourth year in a bachelor of science nursing 
program in a southern university if they so wished. 

The promotion of nursing es a career is also mentioned in this 
section of the Auditor General's report. I em sure that you ere 
aware that the Department of Health hes a health careers 
promotion officer. My department ooordinetes its career 
promotion edivities with that of the Department of Health. For 
example, the health careers promotion officer is invited to 
career fairs held for secondary school students. We ensure 
that our efforts are ooordinated through an interdepartmental 
oommittee. Health has produced a careers brochure. We are 
currently preparing a profile of nursing oc:c:upations in 
oonsultation with Health for general career oounselling 
purposes. 

The report also touches on the health bursary program. It 
points out that the Department responsible for Education, 
Culture and Employment Programs already provide extensive 
funding assistance to aboriginal students. Forty students or 
some 3.4 per cent of the total number of students enrolled in 
post-secondary programs are studying in health related fields. 
The Department of Health does ooordinate the bursary 
program with this department in that they do not provide 
funding to students who are already receiving funding from the 
student financial assistance programs. It may be worthwhile, 
however, for the department to review this program because 
most aboriginal students who are interested in post-secondary 
education can and do receive student financial assistance. Mr. 
Chairman, I have also provided you and the oommittee with 
some detailed statistics on post-secondary students studying 
in the health field this year. 

Human resource planning is another topic mentioned in the 
Auditor General's report in sedion 3.2. The Department 
responsible for Education, Culture end Employment Programs 
does not have the responsibility for human resource planning 
for the G.N.W.T. We are a partner, however, in the process 
and we do participate in a G.N.W.T. Human Resource Planning 
Committee which is chaired by the deputy minister of the 
Department of Personnel. This oommittee sets priorities for 
training and reoommends applicants for education leave. 
Education leave is one of the general training programs which 
the department provides. Training and development was a 
topic you requested I refer to in section 4.8 of the report. This 
year, Mr. Chairman, education leave was reduced in budget 
from $700,000 to $350,000. Twelve candidates are receiving 
support to oomplete their training. Of these 12 candidates, one 
individual was nominated by the Department of Health from the 
Hay River Regional Health Board. The Department of Health 
has al.so decided to support en additional candidate on 
education leave this year from the Baffin Regional Board with 
their own !t,Jnding. In the pest two fiscal years from 1990 to 
1992 six individuals, nominated by the Department of Health, 
were receiving education leave support provided through the 
government's educational leave program. 

The public service career training program is another program 
which provides training for G.N.W.T. employees. Mr. 
Chairman, it was mentioned earlier that it provides 
opportunities for staff to take training to prepare them for officer 
and management level positions in the public service. It 
provides training for 60 to 70 candidates annually over a two 

year period and hes an 85 per cent success rate. Health had 
ten candidates in this program over the last two years. In 
addition, the department also provides for training oourses for 
general staff development. These oourses range from time 
management to training in oomputer programs. Arctic College 
also delivers general training programs for the public. 

The idea of a G.N.W.T. management training program was 
discussed in the Standing Committee on Finance recently. It 
is something which we will be oonsidering for the future. It 
certainly would assist all of the departments to provide the 
training which staff need to advance. Thank you, Mr. 
Chairman. 

CHAIRMAN (Mr. Zoe): Mahsi. You mentioned that there were 
six people nominated from the Department of Health to receive 
education leave. Of those six how many were aboriginal 
people? 

MR. GEREIN: Mr. Chairman, I will provide this information to 
you later. 

CHAIRMAN (Mr. Zoe): You also mentioned that you had ten 
candidates in the public service career training program in the 
health related field. I will ask the same question again. How 
many of these ten were aboriginal people? Have you been 
tracking those ten candidates to see where they are? 

MR. GEREIN: Again, Mr. Chairman, I will provide you with this 
information. The educational leave system does its own 
tracking based on the progress of the student. H they were to 
oome to a point where their success was of such a low level, 
they would drop off the program. Having them in the program 
indicates· that there is ongoing advancement. I will provide this 
information to you in writing. 

CHAIRMAN (Mr. Zoe): I am interested in knowing about the 
ten candidates that have gone through this career training 
program. 

MR. GEREIN: Would you like names? 

CHAIRMAN (Mr. Zoe): Yes. You mentioned the bursary 
program which the Department of Health offers. I em not sure 
of what you are trying to say. You said that many people are 
getting student financial assistance and that is why they are not 
getting bursaries. Is this what you are saying? 

MR. GEREIN: Mr. Chairman, what we are trying to say is that 
if students beoome eligible for the bursary program they are 
not doubled funded from the student financial assistance 
program end vice versa. 

CHAIRMAN (Mr. Zoe): Mr. Gerein, perhaps the bursary 
program needs to be looked et. 

MR. GEREIN: This is what we are suggesting, Mr. Chairman. 

CHAIRMAN (Mr. Zoe): Perhaps this program should be an 
incentive for individuals who want to get into the health career 
professions. Perhaps we can tap into the bursary program. 
We are having problems in this area within the health 
professions. People who get into this area can also qualify for 
the health bursary program rather then being denied just 
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because they are already receiving funding through the 
Department of Education under the student financial 
assistance. 

I questioned them on how many aboriginal people receive 
funding and there were very little. I asked if they were keeping 
track of the people who use the bursary program and how 
many of them are from within our system. I asked them if they 
monitor it to see if we are getting people into our system that 
we do fund through the bursary program. This whole area 
needs to be looked at so that perhaps it can be used as an 
incentive. I believe the program states that if you are receiving 
funding from another source you cannot qualify for the bursary 
program. Perhaps we can utilize the bursary program to 
enhance and get more people interested in the health career 
professions. Mr. Whitford. 

MR. WHITFORD: Page four states, ,he department 
coordinates this program with this department and that they do 
not provide funding for students who are already receiving 
funding from student financial assistance. It may be worthwhile 
for the Department of Health to review this program.• When 
should this program be reviewed? Should we do it now or 
wait? 

MR. GEREIN: I feel that we should be examining this entire 
area as soon as we can. Certainly the nursing program has 
been the initiative over the past six months or so. The Member 
asking the question played some role in helping push along 
the aystallization of the program, I am hopeful, we will be 
offering this fall. We can continue to improve in these areas. 
I have spoken with Dr. Kinloch, from a labour force and skill 
training point of view, and that we need to examine the 
hierarchy of skills required to deliver professional services and 
see if we can reduce some of the barriers to access of 
northerners who work in the health professions. We see 
ourselves in some areas as moving against ourselves. As we 
try to increase the level of service, we increase the level of 
qualifications required of our work-force, which goes in an 
opposite direction to the existing supply. We need to look at 
these areas seriously. 

We have also been talking to the Stanton Yellowknife Hospital. 
They had been moving to a system where there were no 
certified nursing assistants any longer and having all of the 
physicians at a registered nurse level. We have been talking 
to them about this. I believe there are things which can be 
done to open the health field up to more para-professionals. 
This is a matter we are just beginning with the Department of 
Health. 

CHAIRMAN (Mr. Zoe): Are there any further comments? Mr. 
Whitford. 

MR. WHITFORD: We have heard from the Department of 
Health and others over the last little while. The responsibility 
or lack of it seems to switch back and forth. We have heard in 
our hearings from government officials in other departments 
that the reason there is not more aboriginal people working for 
the government is because the educational system has not 
turned out the numbers of health care professions. What do 
you think of that statement? Should you be the one bearing 
the brunt of this aiticism of why there are not as many 
aboriginal people in the health care professional or within the 

department? I would like to move away from the professional 
part of it because there are many jobs within the Department 
of Health that do not require university qualifications. 

MR. GEREIN: Mr. Chairman, I would say that the Department 
responsible for Education, Culture and Employment Programs 
is definitely squarely in the front line in terms of having to take 
responsibility and action in increasing the supply of people with 
the suitable backgrounds to build successful careers in officer 
and management level positions, including the health 
professions. We see this coming. It is a developmental thing. 
I believe we see it coming through the high schools. 

I was out in Rae yesterday. When one is down about the 
business we are in, all one has to do is go to Rae and look at 
the school there. Mr. Chairman, we expect to have 
approximately 60 grade 12 students next year in the Chief 
Jimmy Bruno High School. From that, I would forecast that we 
are going to have greater than one graduate from that school. 
In 1991-92, Mr. Chairman, we had no graduates from the 
Dogrib area in grade 12, much less 60 grade 12 students. We 
had perhaps in the order of ten students enrolled in grade 12. 

In terms of increasing the supply side which is absolutely 
aitical to all of the departments and being able to meet and 
have people who have the fundamental understandings of the 
sciences and languages, and of being able to communicate 
property in scientific and technical areas, even if you are an 
invoice clerk you need to understand many of the words in 
order to be making appropriate judgements as to coding, etc. 
Literacy and numeracy skills are very important. Seventy two 
per cent of our aboriginal population are considered to be 
illiterate. The Canadian definition of that is anyone who has 
less than grade nine education. 

Yes, we have a responsibility. No, we are not trying to pass it 
on. Yes, we are trying to work with the departments to develop 
programs that are sensitive to where we are in real time. With 
the nursing program, we are having an a~ year prior to the 
first two formal years of training. This will allow us to take 
students with a basic grade ten, 11 or 12 grouping of skills and 
upgrade their science and languages skills to a level where 
they can start taking on the scientific and technical training 
required of a level one and level two years. People who have 
full certification in grade 12 can go directly into the first year. 
People who are already certified, C.N.A.s, will be able to go 
into the second year of the nursing program and graduate after 
one year. We are really trying to build on this laddered 
approach so that we can build skill levels and continue to give 
people a chance to build on their education as they go along. 

CHAIRMAN (Mr. Zoe): I understand what you are saying 
about taking the aiticism. Do you feel that it was fair for the 
Department of Health to make those type of comments directly 
to your department? In my view, after looking at his own 
operation within the Department of Health, Dr. Kinloch was 
trying to pass the buck to Education. He was trying to say that 
it is not a departmental fault that they did not have enough 
aboriginal people or enough people trained in the health career 
area. He was trying to say that it was not his responsibility and 
that it was the responsibility of the Department of Education. 
Do you feel that the comments made by Dr. Kinloch were fair? 
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MR. GEREIN: I would think that Dr. Kinloch was speaking to 
the supply side. He is saying to give him some people who 
are qualified or capable of entering in the health professions 
area and he will give you health professionals in our system. 
I think this is a reasonable comment. At. the same time I would 
say that coming from the employment and education side of 
our government and having a mandate, I think that all of us 
can be more proactive in terms of participating in the 
development of programs which are sensitive to our place in 
real time. 

I believe Mr. Lovely talked about where health was in terms of 
"youth of an organization• or "maturity of an organization.• I 
think some of these things are factors. H you are struggling 
with program delivery, service levels and peoples lives you 
would tend to deal with them first and perhaps shuffle off the 
responsibility to education. There is quite a bit that we can do. 
Again, I am very concerned with the trends in government and 
elsewhere with respect to training and the need for retraining 
in our time of restraint. H you cut back on the number of 
personnel you have and have 12 people to do a job, you could 
ladder it and provide more opportunity for less skilled people 
or for skilled people with limited skills to progress. You limit 
that, you limit your ability to deal with affirmative action 
programs. 

The other thing which comes out also is the cash to deal with 
developmental needs in an organization. As soon as you do 
a three or four per cent cut, those are the things which go 
because the travel for program delivery is needed. These 
remain. You need to buy stamps and make long distance 
telephone calls. The things which go are the things which 
appear discretionary but we should not considered them as 
such. This is what happens. It really squeezes the system and 
squeezes the chances of seeing significant increases in 
aboriginal participation in our government work force. It puts 
managers in a very difficult position. 

CHAIRMAN (Mr. Zoe): I appreciate what you have said with 
regard to accepting the responsibility for increasing the supply 
of aboriginal people within the health system. However, there 
are situations where aboriginal people have been trained but 
they still cannot get hired. It appears from what we have heard 
there could be attitude problems which exist among 
supervisors and within the system, on boards and also within 
the department. I do not think that you would take the 
responsibility for this. 

What pressures could you place on other departments to hire 
your graduates, particularly in the Department of Health? 

MR. GEREIN: Are you talking about graduates from our 
management programs? 

CHAIRMAN (Mr. Zoe): ·Yes. All of the people who are coming 
through our system through the Department of Education. 

MR. GEREIN: Mr. Chairman, among the charts which I have 
passed out are the employment breaks by grade level. 

CHAIRMAN (Mr. Zoe): You ere producing a number of 
people through your system. There have been problems, 
particularly in the Department of Health, with regard to hiring 
either at the board level or within the department. Even though 

we have the supply, it appears that they ere having problems 
with the hiring of graduates that you ere pumping out. Whet 
kind of pressures can you put on the Department of Health to 
hire the graduates you are producing? It appears that there is 
an attitude problem either at the board or the departmental 
level and particularly with supervisors. 

MR. GEREIN: Mr. Chairman, obviously you have gained some 
insights into the Department of Health which I am not familiar 
with. What I can comment on is the fact that people who have 
a grade 12 education, and among them are aboriginal people, 
some 78 per cent of those people are employed. What we are 
saying is that there is not a great number of people who have 
qualification who are not already in jobs. The question to me 
then would become, •has Health been getting their fair share 
of those number of people with qualifications?" That, Mr. 
Chairman, is a judgement you would have to make. As the 
deputy minister responsible for Education I am quite happy 
with the outcomes in terms of employment of people who are 
actually qualified. 

One of the other charts indicates a number of people with 
university education. You can see in the 1989 labour force 
survey that of all of those in the territories who have a degree, 
four per cent are aboriginal people. One hundred per cent of 
those people are employed. The previous chart I gave you 
was the one which dealt with the number of people who had 
grade 12. Some 78 per cent of those are employed and you 
need to consider that there are mothers and other people who 
would not be actively seeking employment in that chart also. 
There are very few and I believe I said five per cent, who had 
grade 11 or more who were not employed. 

Wrth the changes that have been made in the Department of 
Health in recent times you might see an increased 
aggressiveness in terms of trying to get their share of the 
number of people who do have the skills to participate in the 
delivery of health programs. 

CHAIRMAN (Mr. Zoe): Mr. Whitford. 

MR. WHITFORD: It has been my observation that many times 
we are reactive to needs rather than proactive. I am referring 
to being able to look into the crystal ball and find out what the 
needs are going to be and work toward meeting those needs. 
We tend to say that we need a number of people now and 
because we do not have them here, we will have to hire them 
from somewhere else. 

On the other hand we need to know when there is enough. 
There has to be a coordination between the Department of 
Personnel who know what kind of demands there are, the host 
department and the Department of Education. These three 
need to work together to meet a projected demand. When we 
first took over, the Department of Health should have been able 
to say that they were going to need nurses because there is a 
turnover and they should have been able to confirm that with 
the Department of Personnel. That is just an observation. It 
still bothers me that we are reacting rather than being able to 
predict. It is not a science by any means that we can 
accurately predict the number of graduates we are going to 
need in the year 2000 and have them all trained and ready to 
go on stream at that time because there are forces that govern 
us. 
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There are programs that we had that worked fairly well that 
could meet some of the needs. The Department of Health is 
not made up entirely of nurses and doctors. There are also 
administrators, people such as Mr. Bower over there. The 
Northam Careers Program identified areas within the 
department and they targeted those areas for recipients. They 
said that they knew there was a high turnover in this area and 
we are going to train people specifically for that on-the-job, and 
anybody coming in would have known that they were only 
going to be there for a short period of time. It worked fairly 
well. The federal government benefited from this program. 
This was a federal program. The territorial government 
benefited greatly from that federal program also because we 
went head hunting and picked off many of the graduates. 

I would like to know what we are doing to help northern 
aboriginal people to move into the health administration 
careers, accountants, and purchasers, so that we can identify 
positions like this and train for it. Then we can promote Mr. 
Bower to a higher• level, of course. 

--Laughter 

There are areas where there is a lack of people to draw on and 
consequently we have to go south. I am referring to 
specifically targeting. In this way, the departments and 
individuals can be held accountable. They can be asked why 
they have not met the targets. 

MR. GEREIN: Mr. Chairman, the Member makes some very 
valid comments and aiticisms. Perhaps on a more general 
basis to deal with labour market matters in terms of forecasting 
needs relative to occupational groups, there has been some 
work going on in this area. There have only been a few areas 
where we have actually succeeded in introducing programs 
which are responsive to those needs. I can point to the 
Teacher Education Program. For example, we know 
approximately what our needs are going to be. We are 
currently forecasting what our requirements are going to be for 
the year 2000. We have set for ourselves a target of 50 per 
cent aboriginal educators by the year 2000. We are now 
peveloping . an investment plan for us to get there. This is a 
aitical part. 

I see the Department of Health doing similar things now with 
our participation. Some of it may have come as a result of 
changes in the department and pressures being brought to 
bear on the department. Nursing was identified as the single 
largest occupational grouping.in the territories. There are over 
400 positions in nursing. That in itself is the basis for the 
establishment of a nursing program. I am anticipating that we 
are going to be doing the same thing in the engineering 
technologies also. We need to develop a firm foundation of 
analysis and research before we start investing to make sure 
that we can continue to both have the supply of candidates 
who are going to enter that and also have jobs when they 
graduate. We are able to do those things. 

The Public Service Career Training Program, Mr. Chairman, is 
the only program which comes close to the federal 
government's program. There are 70 positions and they are 
allocated across the government and the regions based on the 
size of the work force in each one of those locations. Each 
region has a committee which deals with the senior managers 

from that region in terms of allocation of the training person 
year to the departments. Again, it does require the initiative of 
the department to bring forward proposals and compete, in 
essence, for those resources. The resources are limited. 
There are only enough resources for approximately 60 to 70 
persons depending on the level at which you want to train 
them. For example, if you are trying to train a regional director, 
you will probably start off with a more qualified aboriginal 
person with some kind of a proven track record, so you are not 
able to start him off at a low salary, you need to start where 
they are and progress up the ladder toward the regional 
director level. It depends on what jobs you are dealing with in 
terms of how many person years you can actually pay for 
within that allocation. 

A great deal of it depends on the department's aggressiveness 
and in terms of access to Public Service Career Training 
Program. We always have more demand for the program than 
we have cash. Departments who are particularly busy are not 
as good at preparing their proposals to compete among the 
departments. 

CHAIRMAN (Mr. Zoe): Thank you. Of all of the people who 
appeared before us during our hearings either here or in the 
communities - and most of them were senior health officials -
not one of them was aboriginal. Not one of them. None of the 
C.E.O.s of the health boards were aboriginal. The finance 
officers who came to the table with them, and even within the 
Department of Health, not one of them was aboriginal. Is that 
a supply problem or is it because of an attitude problem that 
led our health system to reduce its demand for aboriginal 
people? 

MR. GEREIN: Mr. Chairman, I do not have adequate 
knowledge of the department to give you my own diagnosis of 
the corporate culture of the Department of Health. It would be 
unfair of me to do this. I can perhaps give you a feeling about 
my own department in terms of corporate culture and attitude. 
I certainly could not assist you in terms of giving you feedback 
on people's predisposition to hiring aboriginal people, either in 
training programs or in management programs. I just do not 
have enough information. Thank you. 

CHAIRMAN (Mr. Zoe): Thank you. Mr. Whitford. 

MR. WHITFORD: Was the Department of Education, Culture 
and Employment Programs ever consulted in the development 
of "The N.W.T. Wa,r? 

CHAIRMAN (Mr. Zoe): We have been asking everyone who 
appears before us this question. 

MR. WHITFORD: This involves everyone, it involves 
Education, Personnel and D.P.W. Our government department 
appear to be working in isolation of each other. We all affect 
each other in some way or the other. 

CHAIRMAN (Mr. Zoe): Mr. Gerein. 

MR. GEREIN: Mr. Chairman, yes the department has been 
involved. There is an inter-agency committee which has 
existed among the social agencies of our government, 
Education, Social Services and Health. We have been 
attempting to deal with a whole range of issues relative to 
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education and the handling of students in the schools and the 
services to students. I do not know how much of that is 
reflected in "The N.W.T. Way". I would have to ask my staff. 
I have only been here a year. 

MR. WHITFORD: Were you ever sent a document? 

MR. GEREIN: Not that I am aware of in the year I have been 
with the Department of Education. 

CHAIRMAN (Mr. Zoe): Thank you. I would like to thank you 
for spending a few hours with us this morning. Thank you for 
appearing before us. Mahsi. 

MR. GEREIN: Thank you. It is always educational. 

-Laughter 

CHAIRMAN (Mr. Zoe): The Auditor General's office have been 
here with us yesterday and today. Do you have any comments 
or observations? H not, this concludes our meeting for today. 
The next meeting will be at the call of the Chair. 

-ADJOURNMENT 
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