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EXECUTIVE SUMMARY 

Introduction 
At the request of the Legislative Assembly we 
audited the Department of Health (Department) 
in late 1991 and early 1992. The topic of health 
in the NWT is contentious, as demands for more 
services run into the realities of fiscal restraint. At 
present, health is the single most expensive pro­
gram in the NWT, and at an annual cost of close 
to $200 million, it consumes some 16% of the 
entire government budget. Comparison to other 
jurisdictions is not meaningful because the ser­
vices provided are not identical and budgets are 
not all made up of the same components. 

Scope 
There has been considerable interest, dis­
cussion and sometimes spirited debate about 
the present state of health care in the Territories 
and about the future direction it should take. 
Therefore, we set some simple guidelines for 
doing this audit. First, we would not duplicate 
any other work done recently. Second, we woulp 
design our report to deal with issues that will be 
of interest to our client, the Legislative Assembly. 
We also hoped that our findings would be of in­
terest to the Department and boards. 

In scoping our audit we researched extensively 
the work carried out in recent years. Where 
appropriate to do so, we make reference to these 
other studies. We have not attempted to assess 
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the impact of land claims or greater delegation to 
the community level. Nor have we assessed the 
impact of the amalgamation of the Departments 
of Health and Social Services. Similarly, we have 
not performed any operational audits of hospitals 
or health centres, although such audits might be 
of benefit to the system if undertaken with a de­
veloped approach and suitable methodology. 
We did our work in the Department of Health in 
Yellowknife, and we also visited four boards. We 
interviewed senior staff in the Department, and 
mailed questionnaires to each of the eight Chief 
Executive Officers (CEOs). We received 7 
replies. We also sent questionnaires to 89 board 
members, with a poor response rate of 18 per­
cent. The questionnaire asked for comments on 
policy, legislation and management pertaining to 
boards, data and information systems, the NWT 
health care model, and human resources. We 
followed up on the questionnaires with several 
telephone interviews with Board CEOs. 

Where appropriate, the results of this questionn­
aire are referred to in this report. 

We also reviewed documentation and inter­
viewed staff in the Department of Personnel (Per­
sonnel) on issues pertaining to human resource 
management. 

Several of the documents referred to in this report 
are relatively old. The Department informs us that 
in some cases the situation has changed, but • 
was not able to produce adequate evidence to 
substantiate the changes. 

The audit covers the period since the health 
transfer in 1988 with the most current information 
available used to illustrate the observations. 

Our report focuses on those issues that we be­
lieve are at the heart of the debate and current 
prob.lems. Starting with the fundamental organ­
ization of the system, we tried to sort out the 
realities in the vigorous debate between the De­
partment of Health, the regional boards, the vari­
ous intervenor groups and politicians. 

Although this report points out many areas where 
improvements are needed, it should not be con­
strued as suggesting that any individual has re­
ceived inadequate health care as a result of 
these issues. Similarly, the report comments on 
the need for better understanding and coope­
ration between the Department and boards, but 
should not be regarded as advocating the posi­
tion of one as opposed to the other. 



Summary of findings· 

a. Mandate and organization 

The health care system includes many dedicated 
and energetic people who work hard to provide 
a good standard of care for NWT residents. Yet 
they labour under a handicap. The Government 
has not yet pronounced on what the NWT health 
care model should be; nevertheless, the Depart­
ment, boards and professionals are providing 
ongoing care. 

Politicians must take the lead in defining the kind 
of health care model that is needed or desired by 
NWT residents. The equitable distribution of 
health care is as much an issue of political will as 
of improved departmental and board manage­
ment. The transfer of health from the federal to 
the Territorial government was a stepping stone 
on the road to improving health care delivery to 
all NWT residents. But our findings have indi­
cat~d that what is needed now is a consensus, 
to meet the challenges of taking NWT health care 
into the 21 st century, while accommodating the 
realities of fiscal restraint. Politicians can assist 
in this important step by agreeing on a model that 
meets the needs of their constituents and the 
Government's pocketbook. 

As we note in Chapter 2, in the period since de­
volution, the various parties have been carving 
out their own positions and the result is unsatis- . 
factory. There is organizational confusion in the 
system. Control has replaced monitoring and 
real accountability is diffused. Essentially we 
found that 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 and each has set up 
protocols and other practices that act as barriers 
to co-operation. Politicians can initiate this im­
portant step. 

In many respects, the Department and the 
boards are in a holding pattern awaiting direc­
tions from the Legislative Assembly on the form 
and role of the health care model. Once the plan 
is in place, the Department needs to organize 
and the Legislative Assembly needs to make the 
necessary legislative and policy changes. 
These changes should consider the roles and 
responsibilities of the Department, boards and 
the public, reflecting the partnership in health 
care delivery that has evolved since the federal 
health transfer and the new regional structure. 
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As noted by Geoffrey Weller in The Devolution of 
Health.Care to Canada:S North, the main advan­
tage of devolution was that "health care servi­
ces ... should be closer to the people served and 
more likely to be sensitive and responsive to their 
wishes." 

Following any necessary legislative and policy 
changes, the Department, along with the boards, 
must define the systems and processes to ad­
minister and deliver health care. If these are 
developed in a spirit of co-operation and con­
sensus, then the relationship between adminis­
trators and care-givers will become a 
partnership with common goals serving the best 
interest of the public. The individual partners 
instead of trying to dominate each other must 
seek consensus on the principles as well as the 
nuts and bolts necessary to make the system 
work. 

In particular, in promoting the Healthy Public 
policy concept, implicitly the Government is en­
couraging people to work together to identify 
and promote lifestyle changes. To make sure that 
the ingredients for overall public health, such as 
adequate housing, education, employment op­
portunities, etc. are present, various depart­
ments, boards, agencies and professional 
groups must co-operate effectively. But to con­
solidate these various efforts requires a change 
to the existing way of operating. Government 
must take the lead to break down the bureau­
cratic barriers that may prevent successful co­
operative efforts. 

b. Planning for the future 

We followed our organizational review with an 
examination of the systems used to plan for the 
future and to monitor current developments. 
What we found was not reassuring. In Chapter 
3 we note that planning systems are almost non­
existent, and systems for monitoring are deficient 
and need major overhaul. Department man­
agers feel that they have started to deal with the 
lack of planning by initiating a framework for 
community based studies. These studies review 
facilities and services, with those for Fort Smith 
and Hay River already completed. The remain­
der are scheduled for completion by the end of 
1993. In our view, effective planning needs much 
more than this, although the framework is a start 
in the right direction. 
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c. Managing people 

In Chapter 4, we report on our examination of the 
critical area of human resource management, 
which is of particular concern in a system where 
people dealing with people is the single most 
important factor for success. We found that the 
many dedicated professionals are not helped by 
a management system that is cumbersome. 

With a high aboriginal population 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 re­
sults is obvious. 

When a system has a large number of em­
ployees, good hiring and performance tracking 
capabilities are very important. In particular, with 
most health care workers coming from the south, 
it is doubly important to make sure that em­
ployees are adaptable to the lifestyle and differ­
ing cultural expectations. This reduces 
expensive turnover and ensures that the people 
receive the best and most sensitive care. Yet we 
found that overall Human Resource Manage­
ment systems were poor or non-existent. There 
is currently a debate about doctors as em­
ployees or fee earning independents. The NWT 
system has not come to grips with this issue. 

Formal management systems need to be im­
proved, and a more equitable training system is 
overdue.· 

d. Information systems 

Information systems, which should be the life­
blood of a major health care process, need major 
improvements in order to be effective. Managers 
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do not have the information needed to do a good 
job, and, as a result, there is a lack of regard for 
economy and efficiency in operations. We think 
that some economies can also be made for some 
system elements. 

e. Capital aaaets 

Capital assets are managed with split responsi­
bility between partners. Improvements are 
needed. 

f. Flnanclal luuea 

Chapter 7 notes some of the critical financial 
problems facing the system, and highlights the 
lack of financial accountability and inadequate 
control over finances. 

In particular, we comment on the difficulty in esti­
mating costs, requiring regular requests for Sup­
plementary Estimates, the continuing issue of 
out-of-Territories patient treatment, and unpre­
dictable and hard to control medical travel costs. 
But a major problem concerns the inability of the 
Government to recover some $50 million from the 
Government of Canada to reimburse the Terri­
tories for health care provided to Indians and 
Inuit. This particular problem has been ongoing 
for several years and needs an urgent resolution. 

g. Management reporting and 
accountablltty 

Finally, Chapter 8 observes the inadequate pro­
cesses for measuring management perform­
ance. 

Many of the problems can be solved with clear 
vision, leadership, and goodwill on the part of the 
players. 
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ORGANIZATIONAL 
STRUCTURE 

2.1 Introduction 
When the Government took over responsibility 
for health care delivery from Canada in 1988, it 
decided on a unique northern approach to orga­
nizing its .system. Rather than concentrate deci­
sion making in Yellowknife, with all the 
bureaucratic implications, the Government set 
up a partnership structure consisting of a central 
department in Yellowknife, and direct involve­
ment from the communities. The intent was to get 
the people involved in a meaningful way in the. 
day-to-day decisions affecting their health, and 
to avoid unnecessary red tape and bureaucracy. 

The approach was consistent with the Govern­
ment's intention of empowering the people 
through community involvement in many pro­
grams. It set up new health and hospital boards 
to both complement those already existing be­
fore devolution and ensure all the regions were 
represented. In all , the Government created 
eight boards to work in concert with the Depart­
ment of Health. 

Regional boards have many attractive features. 
They allow local involvement in key issues, they 
can be more responsive to the cultural sensiti­
vities of the people, and they put the decisions 
and resources where the communities can be 
actively involved in deciding how to use them. 

After four years a valid question is "Has the idea 
worked?" In our view there are many problems 
that prevent the system from being as effective 
as it should. The players are confused about 
their roles and responsibilities and the vested 
interests are competing for power. Some boards 
are more powerful than others, and receive more 
resources than others. This can cause jealousy 
and resentment. The Department in Yellowknife 
is not helping the grand plan because it ques­
tions the capabilities of boards to do the things it 
feels should be done. Overall Government finan­
cial constraints are putting pressure on all the 
parties and although health care demands are 
increasing, other government services are com­
peting for the declining resources. 

At the root of the problem is the fundamental 
question of how health care should be delivered 
in the Territories. The community orientation of 
the 1988 structure was reinforced by the 
"Strength at Two Levels" report which empha-

1991 population and board funding, by region 

Board 

Baffin 
Fort Smith 
H.H. Williams 
lnuvik 
Keewatin 
Kitikmeot 
MacKenzie 
Stanton 

Total 

1991 population 

11,385 
2,480 
3,206 
8,491 
5,834 
4,386 
6,688 

.15...119 

57,649 

Allocation 1991-92 

$20,493,433 
3,856,829 
5,660,614 
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14,735,660 
9,173,976 
4,985,747 
9,163,135 

22 764 998 

$90,834,391 

Allocation 199~1 

$17,537,135 
3,430,902 
5,040,303 

14,nS,029 
8,157,780 
4,858,664 
7,612,272 

17,587 852 

$78,999,937 



sized greater local involvement.. The report also 
reinforced the concept of the NWT Way, which 
places a strong emphasis on community health 
centres staffed by nurse practitioners as the 
front-line professionals serving the people. 
However, past funding decisions to develop 
hospitals, particularly Stanton and Baffin, have 
created public and professional expectations for 
a level of health care that the NWT Way may not 
be able to satisfy. Other regions feel they should 
have similar facilities, even though one of the 
current dilemmas is how to deal with underutil­
ized hospitals. Increasing the use of nurses in 
the communities may impact on the roles of doc­
tors. 

Finding the right balance among these compet­
ing demands is vital. Those affected by policy 
indecision are becoming restless and, when 
groups fight rather than co-operate, resources 
can be wasted and important decisions do not 
get made. Most importantly, the people can get 
poor service. 

We concluded that the organization structure of 
health c·are delivery in the NWT is not working as 
well as it should. With a population of only 
57,000, albeit spread over a large area, there is 
a surprising amount of discord between the 
partners. Everywhere we went during our audit, 
we received complaints about how others were 
not co-operating to make the system work. Yet 
little has been done to help solve the problem. 
The main issue is one of central versus local con­
trol. From our assessment of the situation, and 
the various comments made to us, we reached 
the conclusion that the problem stems from mis­
understood roles and responsibilities dating 
back to devolution in 1988, and in some cases 
even earlier. 

Basically, the relationship issue is complex. 
Some health and hospital boards were created 
before devolution; they have experience and 
power. In 1988, the Government created new 
boards in the regions, and now these want a 
greater share of the power. At the same time, the 
Department in Yellowknife appears to want to re­
tain the power centrally. 

Is is important that accountability to the Legisla­
tive Assembly should not be fragmented. While . 
the boards have their conferred responsibilities, 
the Department is at the centre of the system and 
the Government rightly expects accountability 
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. from it. This requires all the parties to work to­
gether effectively. 

Adding to the difficulties are unclear laws and 
policies combined with different understandings 
of roles and responsibilities. 

2.2 Health care system 
organization 

One of the most significant issues concerning 
health care delivery in the NWT is the contrast 
between the perceived, practised and pre­
scribed roles and responsibilities of the Depart­
ment and the boards. The actions of 
departmental management signal that they per­
ceive boards as regional representatives of the 
Department. The staff and members of boards 
perceive themselves as running organizations, 
separate from the Department, with the auton­
omy of independent entities. 

The specific issue is the rivalry, sometimes bor­
dering on animosity, between boards and the De­
partment. There appears to be a lack of trust, a 
one-way paper flow, poor communication and 
inappropriate control by the Department. In our 
view, what should have been help and monitor­
ing has turned into control. Monitoring is desir­
able and expected, but it needs proper 
information and performance systems to provide 
the right kind of data. These have not been de­
veloped, as shown in chapters 5 and 8 of this 
report. 

2.3 The prescribed roles 
Legislation and policy, specifically the Terrjtorjal 
Hospital Insurance Services CTHIS) Act, GNWT 
transfer policy, and the financial Admjnjstratjon 
Act (FAA) should define the role and responsibil­
ity of the Department and boards and the relation­
ship between them. 

Ambiguity about the transfer policy, which 
creates expectations, and the THIS Act, which 
defines responsibilities, has boards and the De­
partment competing for power and autonomy. 
The ambiguity can be traced back to the ex­
pectations created at the time of devolution of 
health care from the federal government. 

The Act delegates to the boards the responsibil­
ity to "manage, operate and control health faci­
lities". In the broadest sense the authority can 
mean boards have an operating mandate that 
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includes operational and planning responsibility 
for health care for their region. In its narrowest 
sense, the authority can mean that each board's 
operating mandate is limited to managing, oper­
ating and controlling resources dedicated to its 
specific health facility only. The "manage, oper­
ate and control" authority does not specifically 
exclude or include any specific activity. The Act 
generality allows the Department and the boards 
to interpret roles and responsibilities as they see 
fit. This aggravates the ambiguity problem. 

Before the transfer of health care to the NWT, 
Commissioner Agreements were signed by each 
of the four "old" boards (Baffin, Stanton, Fort 
Smith and the Pentecostal Assemblies of Ca­
nada for H. H. Williams) and the Department. 
These agreements do not clarify the "manage, 
operate and control" responsibility, they do, ~~W­

ever, set out responsibility for personnel hmng 
and firing, property and equipment, service con­
tracts, procurement, and establishing operat!ng 

• policies and procedures. For those boards with­
out Commissioner Agreements, the Trustees' 
Manual is supposed to clarify or define roles and 
responsibilities. The Department is working on 
an outline for a standardized memorandum of 
agreement for all boards. 

Restrictions imposed on board operations by the 
FAA also limit their autonomy. For example, the 
FAA sets out rules for the boards in areas such as 
borrowing and investments, appointment of 
auditors and financial statements. The Act gives 
the Minister of Finance authority to issue direc­
tives to boards for financial management and 
financial administration, and provides for the ulti­
mate accountability of boards to the Legislative 
Assembly. 

2.4 The perceived roles 
The way board managers and members perceive 
their roles comes from the way Government 
transferred health programs to the boards in 
1988. In that year, the federal government tram~­
ferred responsibility for health care delivery to the 
Government, which in turn delegated responsi­
bility and resources for delivery ~f he~lth c~re 
programs to boards. This delegation did not _in­
clude transfer of legislative or political authority. 

The transfer provides for the passing of responsi­
bility and resources for program delivery to local 
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decision makers through community govern­
ments or other organizations. This includes local 
management of buildings, equipment and other 
assets used in the program. 

The Government's objectives and implementa­
tion strategy for decentralization does not define 
the roles and responsibilities of the communities 
or boards. The Minister has authority to decide 
how much responsibility to transfer to the boards. 
A range of responsibility for assets, employees, 
and level of support services could be trans­
ferred with the approval of the government. 

The intent of the transfer of health was to pass 
more decision-making power to the commu­
nities of the NWT. It is the boards' contention that 
the spirit of the transfer has decayed. At the time 
of transfer, the Government did not state its inten­
tions definitively, and this created high expecta­
tions of autonomy. Later the Department defined 
the administrative issues of the transfer, while the 
boards delivered health care based on their own 
broader interpretation of the responsibilities 
transferred. The Government has not clarified 
what it intended the role and responsibility of the 
boards to be. 

Since 1988, the disparity among boards them­
selves has become more apparent. Old boards 
are more autonomous because they have more 
experience and they have Commissioner Agree­
ments. New boards have to struggle to define 
their role, have no Commissioner Agreements, 
and are closely controlled by the Department. 

Some of the Department's managers believe that 
they have complete power and control over the 
boards. Many of the Department's policies and 
procedures reinforce this. For in.stance, the De­
partment established policies dealing with 
budget control, capital fund surpluses, year e~d 
audited financial statements, management in­
centive policy, working capital, deficits and 
earned interest. 

2.5 The practised roles 
In practice, the Department and boards do not 
function effec~ively with each other: the Depart­
ment tries to control boards, which resist this con­
trol by asserting their autonomy. On a 
day-to-day basis, the boards execute their per­
ceived roles with some success. They manage 
their own staff and facilities, administer pro­
grams, set operational policies, negotiate some 



contracts, assess health status and health needs 
of residents, and liaise with other medical organ­
izations. However, the discrepancy amongst the 
boards' perceived, practised and prescribed 
roles becomes apparent when the boards deal 
with broader issues such as program planning, 
budgeting and contracting. 

The Department is responsible for administering, 
planning, policy making, standard setting and 
regulating. Some activities, usually those cover­
ing all patients, for example Medicare and Ex­
tended Health Benefits (EHB), are delivered 
directly by the Department. Other programs are 
delivered regionally by the boards. The Depart­
ment controls boards by its power over their 
budgets, by closely monitoring spending, and 
by requiring financial and administrative reports 
on board operations. 

The Department informed us that the tight con­
trols were set up in the early days following 
transfer when the boards had inadequate finan­
cial controls. Although things have improved 
since then, the Department still imposes the tight 
controls because a directive set up before 1988 
has not been amended. In light of the improve­
ments, however, it may be time to reduce the 
strict application of the original directive. 

The Department should recognise the improve­
ments made by boards since 1988, and amend 
the control directive to reflect the needs of the 
present day. 
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2.6 What is necessary? 
First, all parties must understand and reaffirm 
that health care program delivery is a partnership 
between central government and regions, with 
accountability to the people through the Legislat­
ive Assembly. The Department allocates annual 
resources to the boards on behalf of Govern­
ment, which still retains overall responsibility and 
accountability to the people. The partners must 
agree exactly what kind of power "mc;1nage, oper­
ate and control" gives to boards. In turn, the 
boards need to recognize the policy and stan­
dard setting role of the Department. The Depart-
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ment should realize that it adds to the 
controversy by establishing controls that are 
neither explained to nor understood by the 
boards, by focusing on trivial issues, and by not 
involving boards in the broader health care plan­
ning issues. 

In his article "The Impact of Devolution on Health 
Services io the Baffin Region NW[: A Case 
~", John D. O'Neil pointed out that conflicts 
in political perspectives must be resolved to en­
sure that all parties work toward achieving bal­
ance in the evolving health care system. 

In addition to the policy and legislation issues 
discussed above, the Department needs to 
strengthen its program evaluation, planning and 
communication and information management, at 
present are suffering from fragmented informa­
tion systems. The various divisions do not work • 
together as a team with organized information 
sharing and co-ordinated health care planning. 

In paragraph 8.3 we note that the boards also 
have no evaluation process. 

For example, the Community Health Division staff 
planned an evaluation of the Nutrition Program in 
1990-91 , but the project could not be completed 
because the delegated staff left and were not 
replaced. Because the Department has no pro­
cess to evaluate objectively the program per­
formance of itself or the boards, such projects 
have no policy framework to guide them. One 
consequence is that the Department has not 
completed any full program evaluations. 

While there never seems to be enough money to 
do everything the boards and Department want 
to do, both have to deal with fiscal restraint and 
continue to provide increasing services even 
where funds will not grow at the same rate in the 
future. Both parties need to find ways of improv­
ing efficiency and making better use of re­
sources. 

1. The partners in health care should clarify and 
resolve their respective roles, as well as the 
ambiguity between the THIS Act and the 
transfer policy. 

2. The Minister, through the Department and the 
boards, should work with all parties con­
cerned to negotiate a health care model for 
the NWT. 
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2.7 Departmental 
organization 

The Government organization policy states that 
" .. . the organizational design of government de­
partments shall be standardized where practical 
and adhere to the basic principles of organiz­
ational design .... " In our review, we identified 
some areas where pooling of specialized func­
tions could be achieved with potential cost and 
efficiency savings. 

Headquarters has professional, policy and sup­
port areas reporting to two Assistant Deputy Min­
isters. Separate from these areas are Legislation 
and Finance, which both report directly to the 
Deputy Minister. We believe the Department has 
an opportunity to save resources by consolidat­
ing divisions that do similar things. For example, 
two operations in the Department perform similar 
functions to finance and administration. 

The Health Insurance Services Division 
administers health insurance benefits which 
involves paying hospital and doctors 
billings. It has 22 person years and functions 
like Finance and Administration, which also 
pays bills among other things. The division 
is not involved in a major way in health care 
planning, management or delivery. There 
might be savings by merging the division 
with Finance and Administration to pool the 
expertise in this type of operation. There 
could also be benefits in systems 
improvements where similar processes could 
take advantage of modem technology. The 
Government announced recently that this 
division would be decentralized to Inuvik 
and Rankin Inlet. Even so, strong functional 
leadership from Finance could ensure 
minimum disruption and maximum control 
and operational effectiveness. 

Hospitals & Health Facilities (H&HF) is a 
board monitoring group with a mandate to 
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provide help to the boards in solving 
financial and administrative problems. This 
role is also similar to Finance & 
Administration. The division administers the 
THIS Act, provides technical and 
professional consulting services and 
financial monitoring and direction for board 
operations. Before H &HF can do any 
financial or budgetary monitoring, H &HF 
has to standardize the board's information 
systems output, a time consuming task. The 
technical and professional consulting service 
part of the mandate is not well developed 
because the division spends more time on 
detailed control tasks and information 
conversion. The boards see it as imposing 
controls and providing little assistance. 

Finance & Administration manages the 
financial, administration and computer 
coordination services. It could be beneficial 
to consolidate all the financial management, 
systems and monitoring in one group that 
can pool its expertise. 

Strong links need to be forged and maintained 
among Finance, Administration, Policy and oper­
ations. 

The Department should review the effectiveness 
of Headquarters' organizational arrangements to 
determine if they are the most appropriate for 
serving the health care system. 

2.8 Communicating with the 
boards 

A decentralized system for health care delivery 
requires good co-operation and good communi­
cation among all staff for efficient and effective 
service. But we found that bureaucracy and pro­
tocol barriers between the Department's staff 
and the boards make it difficult to work together 
towards the best results. 

For example, in 1991 there was an outbreak 
of a deadly strain of E. Coli. This can cause 
severe diarrhoea and even death if not dealt 
with quickly. There was a lack of a clear 



understanding about commu,zicable disease 
reporting between the Chief Medical Officer 
of Health and the board staff. In this case, 
the board staff initially responded on their 
own while maintaining contact with the 
Department. While the situation was 
aggravated by the autonomy issue, it 
required a co-operative effort and rapid 
intervention without any delays. The 
resulting communication problems reduced 
the mutual respect between the Department 
and the board. Mutual respect is vital to any 
working partnership. 

Another example illustrates how the lack of an 
effective partnership between boards and the 
Department can lead to a breakdown in com­
munication, misunderstandings and possible 
monetary loss. 

The Keewatin Regional Health Board provided 
dental services to the population under a service 
contract with the University of Manitoba. The 
contract expired on Marr:h 31, 1992. The Board 
was unwilling to renew the contract and negotiated 
its own a"angements with two NWT dentists. 

This is a major contract worth some $6.8 million 
• over five years, with clinical services based in 
Rankin Inlet and itinerant dental services to the 
other communities. In this region, some 91 perr:ent 
of the population are Indian and Inuit. Their 
dental care is the primary responsibility of Medical 
Services Branch'(MSB) of Health and Welfare 
Canada which reimburses the NWT for costs 

• incu"ed in providing dental services to these 
people. The board negotiated a new approach 
providing a blend of per diem and fee-for-service 
payments. MSB has a prefe"ed type of contract 
that pays fees for services actually provided: 

This ensures the best value for money as 
unproductive time, such as weather delays or 
equipment set-up are bome by the contract dentist, 
not by the Governments of the NWT or Canada. • 
Neither MSB nor the Department were involved in 
the negotiations. 

MSB reimburses the NWT for services provided to 
Indians and Inuit. In tum the NWT provides initial 
budgets to the boards to enable them to provide the 
service. Jn this instance, the board owes a duty of 
care to the Department which is an agent of MSB, 
at least as far as the recoverable portion of dental 
costs provided under this contract. It would have 

been reasonable to involve the Department in this 
contract negotiation, particularly as it understands 
the needs of MSB and has an umbrella 
responsibility for the whole of GNWT/MSB 
relationships. 

The Department believes that the board may not 
have understood all the cost ramifications of the 
new contract. 

Working together on issues such as these may also 
pay dividends in other areas. The Department has 
considerable experience in contracting, and it has 
access to legal services to make sure that the 
contract terms are appropriate. With the board 
going it alone, it may have demonstrated its 
independence of the Department, but the 
consequences could be costly, if MSB disagrees 
with the fee basis. 

These cases each suggest that the working rela­
tionship between the Department and the boards 
needs immediate attention in order to create a 
climate of co-operation and avoid independent 
actions where working together will achieve 
better results. 

As a joint exercise, the Department and the 
boards should review all requirements for board 
reporting and communication to make sure that 
all unnecessary barriers are removed, and that 
tradition does not get in the way of progress. 

2. 9 Communicating with the 
public 

The Department and boards are responsible for 
informing the public about the relationship be­
tween_ health care costs and preventive health 
care. More public understanding of the quality 
of life, and how poor living habits or practices 
detract from life expectations, may_improve be­
haviour and reduce needs for health services. 
This, in turn, will help keep health care costs 
down. 

When the partners have agreed on a health care 
model, they will need to ensure that all NWT resi-
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dents become familiar with all its components , 
including life-style issues. 

The Chief Medical Officer of Health feels that a 
Departmental publication, EPI North, could be a 
useful vehicle for this communication. We note, 
however, that it is published in English only and 
would need editions in French and all the aborig­
inal languages for the message to be communi­
cated effectively. 

Once a health care model has been agreed upon 
by all the partners, the Department, in conjunction 
with the boards, should ensure that the details are 
communicated effectively to all NWT residents. 

2.10 Co-ordination with other 
departments -

The Government policy, "Healthy Public Policy," 
is an effort to help residents· be as healthy as 
possible. This requires co-ordination of services 
from all government departments with planning 
and commitment at a government-wide level. 
Health care is still the primary responsibility of the 
Department of Health, but is affected by factors 
outside of the management or control of the De:. 
partment. • 

An example is shown in the Department's 
October 1990 publication of the Health and 
Health Services Report, which contains 
information on NWI' socio-economic 
conditions such as income, unemployment, 
education, housing, nutrition, family and 
community life, alcohol and tobacco, 
sanitation and contamination of traditional -
foods. The Report discusses how these 
socio-economic factors affect the health of 
the population, and puts into perspective the 
issues involved in delivering health services 
in the NWT. If the Department can also 
find· a way to incorporate accountability 
information, such as what has been spent 
and achieved, this format will be powerful. 
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This type of report was a first-time publication for 
the Department. Management has subsequently 
produced a further report which was tabled in 
the Legislative Assembly in June 1992. The sec­
ond report included useful information on health 
service operations. 

The Report identified operational and strategic 
issues that on which other departments and 
agencies need to cooperate. We enquired if 
there were any interdepartmental exchanges to 
identify, discuss, and co-ordinate health care 
delivery. 

Senior management of the Department informed 
us that they liaise and meet regularly with other 

• departments and agencies as well as non-gov­
ernmental organizations. We have not audited 
the nature of these meetings nor their achieve­
ments, and we understand that agendas and 
minutes are not prepared. From the information 
provided to us, the topics covered deal with im­
portant issues of the day. With the growing 
awareness of the need for strategic as well as 
operational action, these relationships should 
allow the Department to deal with the longer­
term concerns raised in the Health and Health 
Services Report, and the Healthy Public Policy. 

The Government should take steps to form 
effective alliances at the working level among the 
departments involved in the Healthy Public 
Policy. The arrangements should be structured in 
a practical way to avoid bureaucracy and produce 
co-operative results . 

2.11 Board members 
As part of the health transfers, the Department 
was to encourage the decentralization of health 
care to the population served. With the addition 
of new regional health boards came the need for 
local membership to fulfil the concept of local 
involvement and direction. Membership on the 
boards is intended to provide representation 
from the various communities and reflect the . 
ethnic mix of the region. 



However, many board members have had no 
previous experience in this type of role, and what 
is needed to make them work. If the Government 
is to make the best use of boards, it must help 
members feel comfortable with their roles, and 
provide instruction in the necessary leadership 
skills. To date, the results of board orientation 
have been mixed. 

There is no comprehensive training plan for 
board members. The Department has produced 
a manual which sets out many valuable instruc­
tions, but the lack of training makes many 
members dependent on their CEOs and the De­
partment for real decisions. This goes against 
the spirit of the boards and concentrates the 
power in the hands of a few people. 

From our various discussions within the Depart­
ment, the boards, and other departments, we 
encountered an attitude that showed a lack of 
respect for board members. They are not viewed 
as capable of understanding the complex issues 
involved. Undoubtedly many are inexperienced, 
but a patronizing view of members' capabilities 
is really an excuse for doing little to help them 
improve. At present the board training only oc­
curs if the boards can find the resources from 
their own funds. 

Without an adequate effort to share the power 
through board training, the suspicion will con­
tinue that the Department wants to keep 
members ineffective so that it can control the 
overall administration itself. This then perpetu­
ates the myth that boards cannot do what they 
are supposed to and the Department is justified 
in maintainin·g controls. Also, the boards and 
their CEOs are expected to make informed plan­
ning and budgeting dedsions regarding health 
care delivery in their regions. To do so, they need 
training in how to deal with these complex issues. 

At present, boards work in considerable isolation 
from each other. They do not share information on 
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trends and innovations. During our interviews, 
Departmental managers informed us that they do 
not plan to delegate more control to the regions 
because they want to retain control in head­
quarters. This, to a large degree, negates the 
inten~ of setting up boards. 

It is now four years since delegation. Given the 
comments we received about the boards' effec­
tiveness, it may be appropriate to review their 
roles and whether the present format is achieving 
the objectives set out for them. 

1. The Government should arrange for an ongo­
ing independent evaluation of the role of the 
Department and the boards, against a set of 
key indicators developed jointly between the 
Department and the boards. This will estab­
lish whether they are meeting their objectives 
for greater community service and control 
and if not, what alternative arrangement 
might better meet the needs of the public. 
The evaluations would identify training needs 
and any required changes in the delegation 
format. 

2. The Department, in consultation with the 
boards, and with clear direction from the 
Legislative· Assembly, should plan and 
budget for a comprehensive and ongoing 
training program for board members, at a 
pace that is acceptable to each board. 
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chapter 

PLANNING FOR THE FUTURE 

3.1 Planning process 
The system has not been well planned and or­
ganized to deliver health care in the NWT, in light 
of the ~hanging environment of health care, the 
escalation of costs, and the recognition that 
many causes of death in the NWT are prevent­
able. 

We observed a 'planning to plan' posture in the 
Department. Part of this can be explained by the 
recent attention to health care; part by the lack of 
a formal planning system. Management spends 
a lot of time on current issues leaving less time for 
long term planning. For instance, because of 
escalating health care costs over the last three 
years, management has been under pressure 
from the Legislative Assembly, the Standing 
Committee on Finance, the Financial Manage­
ment Board, boards, professional medical 
groups and the public to contain costs without 

reducing services. Managers have to respond to 
all the parties consequently their attention is di­
verted from strategic issues and opportunities, 
to dealing with emergencies on an ad hoe basis. 

Even though four years have passed since the 
transfer of health care, the Department has no 
comprehensive long-range plan outlining what 
the government expects health care to be and 
how it intends to get there. Instead, politicians 
and the government are still deliberating about 
how health care delivery should be defined, what 
principles and framework should be established 
to guide development of the Nwr health care 
system, and how community consultation could 
be sought. A consensus is necessary soon. The 
fundamental question is whether the Nwr health 
care system is to be based on community care 
or regional referrals, or a combination of both. 

In the meantime, the system is not getting the 
best value for its investment. The utilization of 
NWT hospitals is generally low. We prepared the 
following chart using information from the De­
partment's 1990 Health Report, which was tabled 
in the Legislative Assembly on 25 June, 1992 

The current utilization rates make hospitals ex­
tremely expensive, thus denying resources to the 
community-based alternatives which could re­
duce the need for and shorten the length of 
hospital stay. 

Getting the right kind of health care people to the 
places where they are needed across the Terri­
tories is a major challenge requiring effective re­
source planning. All the parties and the people 
should know exactly what they can expect. From 
our survey results and press reports, we noted 
there was confusion about health care delivery in 
the regions, and residents are not sure what to 
expect. All of the concerned parties do not 
properly understand or accept the model known 
as the NWT Way. The present system has many 

GNWT Hospital Inpatient Utilization Rates 

Hospital #of beds 1990 1989 1988 

Baffin 35 62% 65% 68% 
Fort Smith 25 9% 8% 11% 
H.H. Williams 50 22% 28% 28% 
lnuvik 47 30% 37% 35% 
Fort Simpson 14 20% 24% 10% 
Stanton 99 illl filR ~ 

Overall 210 40% 40% 38% 
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different interests, all trying to protect their own 
positions. 

Part of the problem • is the confusion over plan­
ning. The present system has not progressed 
significantly from the old federal system, al­
though circumstances today are different. The 
Department has not developed a strategic plan 
or clear statements of policy on health resources 
in the Territories. Senior managers have devel­
oped only a broad "guiding principles" docu­
ment and have not set direction. With the tough 
financial situation at present and the high costs 
of health care, the need for such a plan is vital. 

Managers gave several reasons for the delay. 
For example, the Cabinet has directed depart­
ments to review the structure, processes and 
operations of government. . The Cabinet set up 
an Operational Review Committee (ORC) to 
oversee this. The Committee directed individual 
departments to conduct functional analyses to 
review present programs and services and de­
termine what does and does not work. Depart­
ments pass the analysis results to ORC, which 
will assess the organizational structure support­
ing the programs and services. 

The Department planned to conduct a functional 
analysis prior to its merger with Social Services, 
but at the time of our qudit, the analysis had been 
postponed. At present, the Department is doing 
a highly focused functional analysis of Health 
Insurance Services, prior to that division's 
transfer to the regions. The Department planned 
the original analysis to review the administrative 
side of its activities, not to change people re­
quirements on the care-giving side. In our inter­
views, management cited the functional analysis 
as the primary reason for not developing health 
care plans. Yet it is precisely this kind of analysis 
that would help health care planning regardless 
of departmental mergers. 

From our board visits, we noted that the excess­
ive delays are adding to the frustration of the 
board staff and their distrust of the Department's 
intentions to work in partnership. In the mean­
time, the boards are assessing their needs and 
developing plans on their own. 

The Government, in conjunction with the Depart­
ment, should complete the review quickly· and 
make sure that it considers all headquarters 
functions. 

14 

We reviewed the Minister's key result areas, the 
objectives of the Management for Results Sys­
tem (MFRS), and capital and operating plans to 
understand the corporate plan. We found no 
planner, no departmental planning policy, and no 
cohesive system or team approach to collecting 
information for planning purposes. Among De­
partment and board personnel there are many 
ideas about what a corporate health care deliv­
ery plan should look like and many agree that a 
plan is necessary. 

We were told that Departmental managers attend 
planning meetings once or twice a year but they 
keep no agendas or minutes. Management 
meetings held monthly deal more with the issues 
of the day than long-term planning. 

Management has not established clear priorities. 
From our discussions with headquarters man­
agers and board personnel, we note an effort to 
plan for their respective areas. But these individ­
ual efforts are not pulled together into an overall 
health care plan that is well communicated to 
managers. Often managers change their prio­
rities to deal with new issues, leaving them with 
no long-term focus. 

Recently the Department has initiated a frame­
work to review health services and facilities in 

• NWT communities, in response to a request from 
Cabinet. The details were tabled in the Legislat­
ive Assembly on 26 March 1992, including a de­
scription of what the Department means by the 
NWT Way. The Department sees this as the start 
of a planning process. To date, community 
studies have been completed for Fort Smith and 
Hay River as part of the initial effort to study the 
Stanton Hospital catchment area. The Depart­
ment informed us on 11 September 1992 that it 
intends to complete all the community studies by 
the end of 1993. 

Based on our information and interviews, some 
boards appear to have a useful perspective on 
long- term health care planning and issues, but 
do not have formal input into the overall health 
care planning process. They submit annual 
budgets and monthly financial and administra­
tive reports to the Department, but the board's 
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concerns beyond tt:le one-year time frame do not 
formally have a place in the process. 

We reviewed one board's planning process with its 
Chief Executive Officer. The board has a well 
defined plan that spans several years. It identifies 
specific areas that the board wants to develop 
including health care programs, capital projects, 
and administrative systems. The board has 
estimated the resources needed and developed a 
strategy to achieve the plans. Board management 
explained that it will respond to the Department's 
one year time frame as requested but will try to 
build an agenda for its own use. 

The boards' main point of contact with the Depart­
ment is the Hospitals and Health Facilities divi­
sion. As already noted, this Division's orientation 
is control and day-to-day problem solving, not 
consulting, monitoring and directing in the con­
ventional sense. Although the division director 
feels that he does consult and monitor, the board 
staff see the division's present role as a control 
function. Given this relationship, the opportunity 
for the boards to have input into planning is re­
stricted. More importantly, the Department's 
ability to deal with -the leading health issues will 
be hindered until it is able to receive input from 
the boarqs and maintain priorities. 

In summary, there are many problems with the 
health care delivery organization and the lack of 
a long-range plan. Until the problems with un-

clear legislation and ambiguity between legisla­
tion and policy are resolved, health care 
administration and delivery will continue to be out 
of balance. Without a plan, NWT health care has 
no clear sense of where it is going or how to get 
there. 

1. The Department should negotiate a planning 
process with the boards which sets priorities 
and allows both parties to participate effec­
tively in planning. 

2. The Department should develop a long-term 
plan in consultation with the boards .. 

3.2 Human resource planning 
problems 

According to the Bureau of Statistics, the esti­
mated NWT population distribution is as shown 
below. 

For the Department to make the most of limited 
resources, it needs to analyze causes of illness 

1986 

Region Inuit Dene Metia Non-native Total 1991 

Yellowknife 288 1,218 946 11,247 13,699 · 15,179 
Mackenzie 7 4,481 579 756 5,823 6,688 
Fort Smith 72 476 919 1,021 2,488 2,480 
Hay River 32 313 703 1,844 2,892 3,206 
lnuvik 2,665 2,529 745 1,853 7,792 8,491 
Total-west 3,064 9,017 3,892 16,721 32,694 36,044 

" 6% 17" 7o/o 32% 62" 62% 

Kitikmeot 3,TT4 12 17 418 4,221 4,386 
Keewatin 5,412 20 14 523 5,969 5,834 
Baffin 8,558 25 39 1,654 10,276 11,385 
Total-east 17,744 57 70 2,595 20,466 21,605 

" 34% "°" 0% 4% 38% 38% 

Totals 20,808 9,074 3,962 19,316 53,160 57,649 

" 40% 17% 7% 36% 100% 

15 



and death and match the hiring of health care 
staff accordingly. This requires the development 
of a territorial-wide strategy that is fair to all of the 
boards and people in the NWT. 

With the majority of non-natives located in the 
western, mostly urban portion of the Territories 
and the aboriginal people spread throughout the 
NWT in smaller communities, care must be taken 
to ensure that health care resources are distrib­
uted on a fair basis. 

In the regions there is a need for partnership in 
developing such a strategy. Managers provided 
numerous examples of differences in staff levels 
from one community to the next. For example, of 
the 1,200 staff in the Territories, nurses make up 
about one third. But most of the nurses are 
hospital nurses, and 200 out of 360 are in urban 
centres. Only 160 community health nurses live 
in the other communities where the majority'of the 
aboriginal people live, and the leading causes of 
death are magnified. Under the primary health 
care model, community health nurses are the 
front-line care-givers. Although hospitals have 
adequate staff levels to rotate nurses for shift 
work, community health nurses are required to . 
be on call 24 hours a day, 7 days a week. The 
distribution can be traced back to the lack of 
planning. If the model focuses on referral centres 
then the system may need more nurses in- Stan­
ton and Baffin. If the focus is on the communities, 
people will expect more nurses in the health 
centres. 

The Nursing Services Division has proposed an 
assessment of nurses' workloads. The Division 
is trying to determine if it can better assess staff 
levels and work scheduling, and if it can relieve 
community health nurses of some administrative 
duties so they can concentrate more on nursing. 
But staff shortages in Headquarters have stalled 
the assessment process. The boards question 
the reasons for the delays and, in the meantime, 
some nurses suffer from stress and poor morale. 
In July 1990, based on data from April to Sep­
tember 1989, a Nurse Recruitment and Retention 
Study showed nursing staff turnover of up to 70 
per cent in the NWT. The Department has not 
published a comprehensive analysis of turnover 
rates in all regions since then, but claims that in 
some regions, turnover is significantly reduced 
since the 1990 report. The Department is not 
clear about whether the reduction is systemic or 
a function of generally poor economic opportu­
nities for nurses across the country. 
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In contrast, a supplementary estimate relating to 
Stanton repatriation as a regional referral centre 
increased the Department's staff by three people 
and the hospital's by 27. Without a firm policy, the 
other boards see Stanton gaining while their con­
cerns are not addressed. 

Strategic planning needs good data. As we 
comment later, managers rely on systems that 
cannot produce timely and reliable information. 
We made three requests to obtain summary data 
through the Community Health Management In­
formation System (CHMIS), but the Department 
could not produce this due to computer retrieval 
difficulties. 

The Department should develop appropriate 
workload assessment tools and standards as 
quickly as possible, and apply them to the 
communities and all the Boards. The standards 
should consider all variables such as community 
infrastructure, support network, housing, popula­
tion, gender, age, health problems, trends, diet, 
distance, etc. 

I 
3.3 Budget allocation equity 
Through interviews and supporting documenta­
tion, we were informed that the leading health 
problems in the NWT are preventable and that 
such prevention is linked directly to public health 
initiatives. The Chief Medical Officer of Health 
noted that if the health care system concentrated 
its effort on the most important public health is­
sues, this would have a significant impact on 
reducing health care costs. For example, lung 
cancer, violent deaths involving alcohol, suicide, 
sexually transmitted diseases, aboriginal infant 
deaths, etc., are far higher in the Territories than 
in the rest of Canada. 

In particular, the Department recognizes that al­
cohol abuse has major implications for society • 
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and particularly native society. NWT residents 
consume 31 percent more alcohol per capita 
than other Canadians, and this leads to higher 
medical and social costs. A report to the Stand­
ing Committee on Finance indicated these costs 
to be $87 to $100 million each year. Ironically, the 
Government earns about $15 million yearly from 
its Liquor Commission. Based on the 1991-92 
main estimates, the Government invests about 
$2.5 million in programs for alcohol and drug 
treatment, through Social Services. 

Suicide is another example. Suicide in the North 
is five times the Canadian average, and research 
indicates that the reasons for this are linked to 
poverty and limited prospects for opportunity 
and advancement. This is a recurring theme 
amongst Canada's aboriginal people. Yet, ef­
forts to curb this tragic loss of life are unsuccess­
ful. Social Services provides funding to a 
non-profit society for managing a toll-free crisis 
line staffed by volunteers on a three-hour even­
ing shift. Problems arise when the majority of 
volunteers are unable to communicate in the 
caller's language of choice. In a crisis situation, 
comfort levels are critical to ensure understand­
ing and reassurance for the individual seeking 
assistance. 

The above examples show where some govern­
ment programs may not mesh with each other, 
and emphasize why co-operation between de­
partments is necessary. The Department and the 
Government as a whole need to reexamine 
Healthy Public Policy initiatives to ensure that 
they respond to the causes of ill-health and be­
haviour, instead of just dealing with the 
.symptoms. 

Allocating staff and dollars to the regions needs 
the perception of a "fair shares" policy. In a fair 
shares policy, some regions may have to give up 
resources to those which have less than their fair 
share. The policy needs an initial commitment to 
the process and participation of all the parties in 
developing the formula. Pending the finalization 
of a health care model and any consequent re­
distribution, there should be a fair shares formula 
that allocates any new resources in accordance 
with the scheme. 

At present, health care staff and money are not 
always invested in the areas of greatest health 
care needs as indicated by the Department's 
identification of the leading health issues. 
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In its forthcoming merger with Social Services, 
the Department of Health should examine its 
allocation of resources to see if they can be 
invested in areas more closely associated with 
the leading health issues, and monitor the results. 

3.4 Policy harmonization 
needed 

In the absence of a master health care plan, po­
licies may be working at cross purposes. 

For example, since transfer, doctor cutbacks 
in the lnuvik regional hospital has led to the 
Inuvik Medical clinic picking up the slack 
with a complement of five doctors. They 
work out of a clinic on a fee-for-service 
basis and are doing some work that could be 
carried out by nurse practitioners in the 
region. The costs of supporting the clinic 
are significantly higher than nurse 
practitioners. The Department noted no 
observable health benefit from the Inuvik 
situation. Also the Department was 
concerned about damage to the delivery 
system where the expectation of the 
population is based on high cost doctor's 
services when nurse practitioner services 
would suffice. 

Once the parties have agreed on a health care 
model, the Department should develop appropri­
ate policies to ensure that private clinics do not 
result in higher than acceptable payments for 
health care in accordance with the model. 
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MANAGING PEOPLE 

4.1 Introduction 
The number of persons working in the GNWT 
health system (2.4 percent of the population) 
does not differ significantly from the Canadian 
average. 

While most managers are used to managing 
budgets and administration, many are less com­
fortable with managing people. In health care, 
even with increasing technology, people remain 
at the forefront of dealing with the patients. With 
a people-dependent system, organizations 
must help the people they hire to achieve their 
potential. Human Resource Management (HRM) 
means that the different parts of an organization 
have to work together to make the best use of the 
people hired and to keep them happy and pro­
ductive. In most organizations, HRM is sup­
ported by the systems, people management and 
support mechanisms. 

For human resources to contribute efficiently to 
health care delivery, management must plan the 
right mix of staff to meet the health care require­
ments of the population. In the NWT, Human 
Resource Management is split between Person­
nel, the Department and the boards. 

The Department of Personnel is responsible for 
serving GNWT departments, boards and 
agencies in recruiting, developing and retaining 
people, and ensuring fair and equitable treat­
ment of employees. Specifically, Personnel is 
responsible for job classification, labour rela­
tions, equal employment, employee benefits and 
staffing services. 

In 1988, Personnel entered into service agree­
ments with each board covering both direct and 
indirect services, such as advertising, recruit­
ment travel, vacation travel assistance, em­
ployee removal and medical travel assistance. 
On July 25, 1991, the Executive Council reduced 
Personnel's direct services to boards to em­
ployee removals. 

To keep the health care system running smoothly, 
the Department and boards must be able to 
determine future staff requirements and the avail­
ability of suitable candidates, keep track of how 
well people work, help people get better at what 
they do, this information has to be available 
quickly and accurately. Special care must also 
be taken to hire staff who are sensitive to the 
health problems and cultural differences of all the 
NWT's people. 

We interviewed senior managers in the Depart­
ment and Personnel, as well as CEOs and man­
agers from four boards. Additional input came 
from various documentation and our survey re­
sults. We also interviewed 1 O staff members and 
sampled 50 personnel files from the four boards 
and the Department to assess existing HRM 
practices covering recruitment to resignation. 

Systems People Management Support Mechanisms 

- Planning - Leading 
- Hiring Organizing 
- Training - Two-way communication 
- Performance management - Involving 
- Job evaluation - Empowering 
- Compensation Motivating 
- Staff relations - Evaluating 

- Rewarding 
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- Organization 
Policies 

- Directives & guidelines 
- Processes 
- Information reports 

Control 
- Performance evaluation 

and feedback 



4.2 Employment equity 

4.2.1 Aboriginal employment equity 

For a public service to best represent the popula­
tion it serves, it needs to plan and implement fair 
and equitable policies. We found that the De­
partment has not significantly increased aborig­
inal involvement in health care delivery, although 
this is a policy objective. At present aboriginals 
make up about 11 percent of the Department's 
staff compared to 45 percent of the work force. 

Under the primary health care model, 
community health nurses are seen as 
front-line care-givers. At present, of the 
365 registered nurses, only two are 
aboriginal. Arctic College, in conjunction 
with the Department and boards, has 
planned a Registered Nurse program that 
will seek to improve access for aboriginal 
students. A c~rdinator will be hired in the 

• fall of 1992 with an initial task to secure 
funding as a condition of the RN program 
going ahead. 

Another opportunity for aboriginal 
involvement is in midwifery, which is 
reaching full accreditation levels in some 
provinces. One o/the Ministers key results 
areas was to develop a pilot project in 
Rankin Inlet. The project is scheduled to 
start in October 1992 and will be further 
studied by the Department. Managers need 
to study further the .financial implications of 
the expanding role of midwives in the NWI'. 
Midwives would re-introduce traditional 
aboriginal health practices. The present 
delay defeats the stated purpose of 
increasing aboriginal representation in a 
health profession that would blend both 
traditional and modem practices. 

The Department has a better track record 
with Community Health Representatives 
( CHR) who are para-professionals working 
in communities. Their job is to provide local 
health education, disease screening, and 
health status surveillance for the community. 

The majority of CHRs are aboriginal, since 
candidates are selected from the 
communities where they will eventually 
work. Except for Yellowknife and Hay River, 
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aboriginal people are the majority in all 
regions. Past funding arrangements 
required that a position be vacant before 
training a replacement. But funding 
problems are affecting this initiative. On 
occasion, positions left vacant in the winter 
remained vacant until the next annual round 
of training took place in September. 
Client-group needs remained unfulfilled and 
there was a risk that candidates identified 
for training would make alternative plans. 
To deal with this timing problem, the 
Department has proposed training a pool of 
candidates. However, several organiwtions 
combine to provide CHR training funding, 
including the federal and Territorial 
governments. It is possible that aboriginal 
training may be amalgamated under the 
Employment and Immigration Commissions 
PATHWAYS program, a.fixed-funding 
arrangement to ensure dedicated resources 
for Community Health Representatives 
training. Such an amalgamation would 
ensure that dedicated resources are allocated 
for training CHR. However, this move has 
still to be con.firmed. 

The Department, in pursuing an equitable dis­
tribution of training dollars, should address the 
issue of increasing aboriginal representation in 
those health vocations that are particularly con­
cerned with delivering health care services to 
aboriginal people. 

••••• •• •••.• :..•:•·•::;:••:❖ 
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Health bursary program and 
aborlglnals 

The Department manages the NWT Health Bur­
sary program, which assists all NWT residents 
and non-residents who wish to pursue a career 
in health care. For 1991-1992, $35,000 was 
committed to the Program. Of the 162 applica-



tions received since 1988, 103 were approved; of 
these five were aboriginal. According to depart­
mental documentation, few aboriginal people 
apply. Those who do apply are not given bur­
saries because it has been the practice of the 
Selection Committee not to duplicate funding for 
which aboriginal people born and raised in the 
NWT are eligible under other educational assist­
ance programs. 

The Department, in keeping with the philosophy 
of increasing aboriginal representation in the 
health care system, should ensure that education 
assistance funds are available for this purpose. 
Furthermore, the Department should ensure that 
eligible applicants are denied funding only if they 
are able to secure support from other sources, not 
because they may be eligible for other source 
funds. 
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4.2.3 Aboriginal employment In 
boards 

To increase aboriginal involvement in the health 
care system requires a dedicated effort to hire, 
orient, train and develop aboriginal staff to maxi­
mize their retention in the system. The philos­
ophy behind employment equity or affirmative 
action is to develop a public service that repre­
sents the population it serves. 

We examined the Department's and boards' af­
firmative action efforts towards aboriginal repre­
sentation and noted that the Department in 
Yellowknife submitted its first and only plan in 
1989 and has not updated targets since then. 

According to Personnel officials, the Govern­
ment target-setting did not cover hiring, orienta­
tion and training requirements to promote 
retention of aboriginal staff. As well, targets were 
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not supported by a workforce analysis and a 
comprehensive human resource plan. Target 
setting is difficult because aboriginal students 
make up only 1 0 percent of all NWT high school 
graduates. At the same time, our analysis of stat­
istics indicated that boards have been better at 
increasing aboriginal representation, with about 
40 percent. It is lower in the western urban 
centres, about 12 percent. Although these per .. 
centages reflect the local population mix, aborig­
inal representation in the Department, at 11 
percent, is much lower than the NWT population. 

The Department should revitalize the affirmative 
action plan to recruit and retain aboriginal em­
ployees. 

:~.:'~=at~~=!;~~ 
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4.3 Boards' hiring efficiency 
Hiring staff who are willing and able to work in the 
remote conditions of the North has always been 
a challenge for any organization in the Territories. 
This is particularly so for health care workers who 
are recruited mainly from the south. In addition, 
recruitment efforts are complicated if different 
players are targeting the same market for health 
care staff. 

We found that Personnel recruits staff for the De­
partment and assists four of the eight boards who 
handle their own recruitment and staffing with 
help from local Personnel staff. The remaining 
four boards do their own hiring without assist­
ance. The Department provides recruitment ser­
vices on an as-needed basis to the boards. 
There can be several players competing for each 
health care professional. This complicates the 
task of trying to obtain the right person for the 
right job at the right time. 

Personnel is revising its staffing process for 
better job matching. Personnel managers ad­
vised us that they are not sure they will apply the 
new process consistently in all the· regions al-



though the boards must use Personnel policies. 
The Department hopes to improve personnel 
practices when it finalizes Memoranda of Agree­
ments with the boards to transfer Personnel staff 
to the boards. 

We reviewed the time taken to staff a position. 
Regional staff were able to recruit and staff posi­
tions in half the time required by Personnel in 
Yellowknife. We did not audit whether there were 
any differences in the quality of staff hired. In our 
view, using turnaround time as a criterion sup­
ports the Department's efforts to transfer the per­
sonnel function to the boards. 

The Department should finalize the transfer of 
personnel positions to the boards as soon as 
possible, and develop appropriate co-ordination 
to ensure that boards are not competing for the 
same potential employee. 

4.4 Employe·e orientation 
Any organization seeks loyalty and commitment 
from its employees. This helps to keep staff turn­
over low, as well as minimizing recruiting and 
training costs. 

There is an added challenge in the North, with its 
harsh conditions, which can sometimes get the 
best of even the most dedicated employee. Be­
fore hiring a southern based person, it is very 
importantto assess the individual's personal suit­
ability for the North. The hiring process is where 
this should happen. 

We interviewed Department and board adminis­
trators and employees to determine how they 
assess the adaptability of new employees and 
their families to the working and living conditions 
in the North. In all cases, our interviewees noted 
that current recruitment and orientation practices 
are more concerned with assessing the technical 
competence of an individual than with whether 
the person is capable of adapting to life in the 
North. Management stated that because of 
Human Rights legislation, recruitment efforts 
cannot assess the personal suitability of the tarn-
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ily unit along with the candidate. With winter in a 
remote community being long and hard, asses­
sing the adaptability of the family unit is just as 
important as assessing the adaptability of the 
candidate. However, even if legislation prevents 
an assessment of family suitability for life in the 
North, realistic information packages coupled 
with the offer of counselling services may offer 
family units an opportunity to gain needed in­
formation before committing to a move. A better 
job of doing this could help to reduce the high 
turnover rates. 

We also examined rating guides and job descrip­
tions used to match the candidates potential to 
job requirements. We sampled 50 .files and, in all 
cases, the person doing the hiring used the stan­
dard Government rating guide with little if any 
reference to the personal suitability of the candi­
dates. We also sampled various job descrip­
tions. We noted that all senior staff in the 
Department and the boards have job descrip­
tions describing in detail the need for sensitivity 
to the cultural diversity in the North. Yet, less than 
five percent of job descriptions for subordinate 
staff made any similar reference, even though 
these staff are more often in day-to-day contact 
with aboriginal people in the communities. We 
found no requirement to train new staff about 
cultural sensitivities. 

We reviewed written materials, such as job ad­
vertisements, used in recruitment practices. Per­
sonnel and the Department's materials tended to 
be bland and uninteresting. In comparison, 
board recruitment materials emphasized the cli­
ent group in an attempt to increase the incoming 
professionals' awareness of the unique char­
acteristics of the environment and population of 
the health centre or hospital concerned. 

We also noted that the Department's HAM divi­
sion does much of the same recruitment work as 
is done by the boards particularly in advertising 
for nurses. The division advertises generally and 
the boards only when they have a specific need. 
The result is a possible duplication of advertising 
costs, which could be avoided. 

The division does little towards human resource 
planning, affirmative action or orientation, which 
are part of the Division's responsibilities. 

The Department should consider the desirability 
of eliminating the recruitment function from the 
HRM division and redirect recruitment dollars to 
the development of rating tools that will assist 
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boards in assessing the personal suitability of 
candidates to the North. Once hired, staff should 
be oriented to the requirements of the people and 
working conditions in the NWT through some 
form of mandatory in-house cross cultural aware­
ness training. 

4.5 Monitoring staff 
performance 

Both the Department and the boards need to 
monitor staff performance critically to assess the 
quality of health care being provided and to con­
trol costs. Without some form of consistent per­
formance evaluation, management cannot know 
if performance is satisfactory. Management also • 
needs to know an individual's strengths, wea­
knesses and commitment to the health care sys- • 
tern and whether the individual's own needs are 
being satisfied. An adequate performance 
evaluation system is important for making sure 
that employees have an opportunity to state their 
problems and concerns, as well as receive feed­
back on their own performance. Performance 
Review and Planning (PRP) is the management 
system used in the Government. 

Personnel develops broad policy guidelines for 
performance management. Proposed changes 
to the guidelines will match the performance re­
view date with the employee's hiring date. To be 
useful , appraisals must be done regularly. Per­
sonnel is responsible for monitoring the comple­
tion of performance appraisals. Based on 1991 
information from PRP, the Department had corn-
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pleted 43 percent of its appraisals, and the 
boards averaged 29 percent. 

If it is used properly, PRP can be an early warning 
to the Department of where things are not going 
well. But PRP must be kept up to date to be 
useful. For example, lnuvik Regional Hospital 
has been the site of labour disputes over the last 
year. In the mid-70s, during the peak of oil ex­
ploration, accident levels justified a high number 
of nurses and doctors at the hospital. Energy 
companies have since reduced exploration and 
related medical activity has fallen. With the De­
partment downsizing the hospital, the possibility 
of staff cutbacks· has resulted in tensions with 
management. 

We reviewed three years of overtime in lnuvik and 
noted high overtime costs. There were inad­
equate controls and staff scheduled their own 
overtime at the expense of the budget. Overtime 
earned by some staff almost equalled their sal­
aries while working in the Territories. Manage­
ment has since put in controls to prevent this from 
happening again. This has led to further conflict, 
with nurses petitioning the Legislative Assembly 
seeking changes. 

Boards and the Department failed to encourage 
consistent monitoring of employee performance. 

Of the 50 files we sampled, less than jive 
percent of job descriptions had objectives 
that could be considered measurable. Of the 
employees interviewed, nine out of JO 
viewed PRP as a paper exercise with the 
same indifference for the system as expressed 
by management. 

1. The Department and the boards should im­
plement a Territorial-wide performance man­
agement program and ensure that: 

a. all levels of supervision in the boards/ 
HQ are trained in monitoring and con­
trolling employee performance; and 

b. they appraise the performance of all 
employees regularly. 

2. All managers should be trained to assess the 
adequacy of performance plan objectives 
and to ensure that supervisors are not en­
couraging a paper exercise at the expense of 
the process . . 
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4.6 Doctors 
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Of the 59 doctors residing in the NWT, 37 are fee 
earning, 21 are salaried GNWT employees and 
one is on special contract through Manitoba's 
Northern Medical Unit. The Government regis­
ters and licenses doctors, which gives it con­
siderable power to make the system effective. 

With increased competition for limited health dol­
lars, more doctors are accepting salaried posi-

. tions rather than sole-proprietor or partnership 
practices where their income is fee based. 
Creating more salaried doctors, or per diem ar­
rangements is a policy decision of the Depart­
ment to better control expenditures. Other 
jurisdictions are looking at increasing salaried 
doctors positions as one ingredient of controlling 
growing health care costs. The move towards 
salaried positions is not popular with some doc­
tors who consider the employer-employee rela­
tionship may be detrimental to their traditional 
independence. With the move towards more sal­
aried positions comes an increasing demand for 
the more traditional employee accountability 
measurements, · including employer-set per­
formance standards. 

4.6.1 Performance standards for 
doctors 

Traditionally, doctors have been evaluated by 
their peers through acquired reputations, or in 
other cases, through malpractice hearings. As 
more doctors become employees, the question 
arises whether their performance should be as­
sessed by the employer similar to the asses­
sments made on other salaried professionals. In 
any event, rising health care costs may force 
governments to set performance standards for 
doctors and periodically evaluate performance 
against the standards. According to Department 
management, they have no standards to assess 
doctors' performance, although they do have 
standards to assess nurses. The Department 
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has not developed a monitoring process for 
either salaried or fee-based doctors. 

The treatment of salaried doctors is inconsistent. 
Boards have not standardized contract ter·ms 
and some are more generous than others. We 
examined contracts of four doctors on salary and 
noted significant differences in the leave entitle­
ments for two out of the four contracts sampled. 

We discussed the contracts with Departmental 
managers, who told us that doctors' contracts in 
one board are unique in the NWT health care 
system in terms of the rewards. 

In particular two doctors on salary in one 
Board have unique arrangements for 
time-off. They are eligible for 16 
compensatory days per year for being on 
call and up to 26 days per year to do paper 
work. Other salaried doctors do not receive 
the same time off. Compensatory days off 
for being on-call are allowed under the 
contract, but time off to do paperwork is 
taken out of tradition and is not included in 
the contract. More important, the contracts 
have no·expiry date and no cancellation 
clause. 

Time off for paperwork is a point of 
contention with board management. One of 
the doctors took 22 days off for paperwork in 
1991 and earned a total of 30 on-call 
compensatory days. The other doctor took 
no time off for paperwork and earned only 
15 compensatory days for on-call work. 

The lack of clear accountability through 
performance reviews, and the lack of a 
sunset clause in these two contracts means 
the incumbents are virtually secure for as 
long as they wish to be employed. There is 
little the board can do to change the 
situation. Without review mechanisms, these 
contracts are an example of where 
employees can drive the system without risk 
to their continued employment. 

In these contracts, because they lack a 
cancellation clause, the Department and the 
board have no method of dealing with poor 
performance should it become an issue. In 
comparisonr the other NWI' doctors' • 
contracts that we sampled, contain no 
reference to on-call compensatory or 
paperwork leave. The other contracts have 
an expiry date. 
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The Department has no process for comparing 
the billing practices of NWT doctors. But it is 
trying to develop an annual review, or "calendar 
review", of individual doctors' billings. The De­
partment will confirm with patients that they vi­
sited the doctor on a particular date, and the 
Departmental staff will visit doctors' offices to re­
view their records. So far the Department has 
only completed one of these "calendar reviews". 

As the Department develops the methodology to 
conduct these "calendar reviews", it will also 
need to develop means of comparing billings 
between various doctors and ways of investigat­
ing significant differences. 

The Department needs a contract with standard 
performance criteria to assess the effectiveness 
of work practices. With rising health care costs, 
achieving a more economical and efficient use of 
resources will demand tools to assess and re­
ward good performance. 

4.6.2 Conflict of Interest 

In most organizations, employees or those with 
contractual relationships to the organization are 
usually expected to comply with certain codes 
which prohibit public statements criticizing the 
organization. If changes are needed, individuals 
are expected to work from within to get them 
made. In the NWT there are many players with 
interests in health care, most of whom derive their 
livelihoods from public funding. Yet some health 
care professionals also hold positions in pro­
fessional organizations which from time to time 

_ may put them into conflict with Government. 

This raises the question of whether all such rela­
tionships with the Government should prescribe 
remedies in cases where conflicts of interest 
arise, and all contracts should include both per­
formance appraisal criteria. 

Cost effective health care requires a well func­
tioning partnership among all stakeholders, in­
cluding professionals, patients, Government 
and administrators. One important stakeholder 
group is NWT residents who are all patients 6r 
prospective patients. With the leading health 
issues impacting mainly on the aboriginal po­
pulation, the needs of this group should be con­
sidered carefully. 

This makes a policy role for health care pro­
fessionals important, but not more so than the 
majority stakeholders. While professional 
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groups have their own interests to advance and 
advocate, these should not drive the entire sys­
tem. In his publication The Devolution of Health 
Care to Canada's North, Geoffrey Weller com­
ments that the system's small size would make it 
easier to become controlled by a dominant group 
such as physicians or administrators. It might 
then become responsive to their wishes, not 
those of their clients. 

The Department, in concert with the professional 
associations, should consider developing stan­
dard contracts for health care professionals, 
including performance criteria, to assess work 
practices, as well as conflict of interest definitions 
and remedies. 

4. 7 Reasons for staff leaving 
not known 

To improve people management practices, the 
system needs better information on the reasons 
why employees resign. To determine whether an 
employee leaves because of unfulfilled expecta­
tions from the employer requires asking the right 
questions prior to that employee's departure. 

In our sample of files, staff with less than two 
years on the job accounted for more than 75 
percent of the turnover cases examined. Yet, 
Personnel confirmed that no one holds exit inter­
views to better assess the reasons for this. At the 
time of the audit, although the Department, Per­
sonnel and some of the boards were planning this 
type of assessment, no one had a process to 
determine reasons for leaving and how to better 
address employee needs. 

The Department, in co-operation with the boards, 
should develop a Territory-wide system of exit 
interviews to assist boards in assessing the 
adequacy of their HRM practices. 

• ,::::::~;:=~~t::~~~~;I:1I:.,::{J:ii!i:\::!:i::~:\)\!I:l::I\::::l:i!:::::::::::iI 
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4.8 Training and development 
How well staff match the job requirements de­
pends on how well the employer has assessed 
the knowledge and ability of the employee at the 
time of hiring. Unless the employer has unlimited 
time to hire or a large number of candidates to 
select from, it is rare that an employee can be 
hired who does not require some form of addi­
tional training. 

4.8.1 Planning and funding 

Training and development costs come out of 
discretionary funds. A department's commit­
ment to a training budget may disappear if it has 
budget problems in other areas. The Depart­
ment has significant budget problems with cost 
unpredictability. As a result, with the hiring freeze 
announced in November 1991 , training for the 
balance of the fiscal year was put on hold. We 
reviewed training taken in the Department in the 
last three years. It had a heavy emphasis on 
computer training, with little in the way of man­
agement courses taken by key players in the 
Department. 

The Government's proposed human resource 
planning policy will focus on the training needs of 
employees. Our review of the roles and responsi­
bilities in the Department's Human Resources 
Management Division reveals more time devoted 
to tracking where dollars were spent than to plan­
ning where dollars should be spent. At the time 
of our audit, the Department was developing 
training guidelines which have been lacking to 
date. 

We noted that board training budgets are not 
planned in co-operation with headquarters. For 
1992-1993, boards have no fixed budget for 
training. The Department leaves it to the boards 
to locate dollars from within existing budgets. 
The budget process requires that the boards 
identify all future spending on a line-by-line 
basis, and that re-allocating dollars to other initi­
atives such as training is next to impossible with­
out giving up something else. 

Of the 50 files sampled, less than forty 
percent of the employees had training and 
development initiatives planned and taken. 
This is not surprising since this part of the 
process is usually completed with 
Peiformance Review and Planning which is 
not working well. Of the employees we 
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interviewed, the majority associated training 
opportunities with conference attendance, on 
occasion combined with vacation or business 
travel to maximize limited dollars. In 
addition, high turnover rates in the boards 
does not provide adequate time frames for 
employees to use the training in a way that 
will have a long-term payback for the 
organiuition and the employee. 

. 4.8.2 Inequitable training budgets 

For training to address future gaps, it must be 
planned and aimed in the direction of greatest 
need. We found that training dollars are not dis­
tributed equally between the doctors and other 
health care staff. 

For example, the Department allocates 
funding for the Advanced Nursing Skills 
lnservice Program (ANSIP) 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 manage.: 
ment and nurses in the boards, this is viewed as 
a constant source of discontent amongst the 
community health nurses, who, under the pri­
mary health care model, are intended as the 
front-line care-givers in the NWT. 

The Department management confirmed that no 
work has been planned to address static funding 
levels for ANSIP, and they expect little future 
change. But national trends in medevac training 
support the need to fund the development of 
appropriate ANSIP modules in the near future. 

After completing the Human Resources Plan, the 
Department should develop, in consultation with 
the boards, a training strategy that assesses staff 
potential and gaps, organizes training and devel­
opment programs and distributes resources 
·equitably between the competing demands. 
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4.9 Human resource 
management system 

An organization needs good information to man­
age its human resources. It must be able to know 
who is working where, when they were hired or 
fired, what training they have taken, how much 
they are being paid, when they will be taking 
holidays, retiring, etc. An information system is 
only as good as the data it contains and the in­
formation it can provide. The system becomes 
unreliable if information is outdated and regular 
updating is neglected. 

The Government's human resource information 
system is the Human Resource System (GHRS). 
To assess GHRS's planning potential, we ques­
tioned senior officers in the Department and Per-
• sonnel and surveyed management in the boards. 
Some mentioned that the system is limited due to 
inadequate staff and dollars to implement it 
across the Territories. Others confirmed there is 
no policy to apply the system across the Terri­
tories, and as a result, different boards have their 
own processes resulting in multiple hardware, 
software and service agreements. 

Two of the eight boards have not implemented 
the system and the data for human resource 
planning . is incomplete as it lacks data on those 
two boards. In the meantime, the Department 
has a separate LOTUS 123 program to track sal­
aries · and positions through the Hospital and 
Health Facilities division. The Human Resources 
Management division borrows this information 
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for its own purposes. The HRM division had not 
been aware that the other division had this in­
formation until our audit. 

We reviewed the system's capabilities and noted 
that it is limited to management of leave, position 
control and providing information on incumbent 
employees. A printout sample of GHRS informa­
tion on Departmental employees revealed that 
the system was used mostly for leave manage­
ment and position control with inconsistent input 
of employee information. According to Person­
nel officials, although they have plans to incor­
porate payroll and training components into the 
system, limited time and money has delayed this. 

The GHRS does not link to a payroll system. All 
of the boards continue to use the Manitoba Health 
Organization (MHO) payroll system. Some prov­
inces, such as Alberta, have developed hospi­
tal-based payroll systems that are the equivalent 
to MHO. 

Given the mixture of opinions and systems noted 
above, it is our observation that the Department's 
implementation of a useful human resource plan­
ning tool lacks a clear vision and direction. 

The Department, in co-operation with the boards 
and Personnel, should assess and develop a 
strategy to have their .human resource planning 
requirements met through GHRS or a compar­
able system. 
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INFORMATION 
MANAGEMENT 

5.1 • Introduction 
Complex organizations need good information to 
work properly. Some of the information is formal, 
such as . bookkeeping and computer systems, 
while some is informal, such as people speaking 
to each other and sharing information. Rarely is 
oral communication documented and it is often 
subject to misinterpretation. For the oral ex­
changes, such as occur in meetings, we asked 
for agendas and minutes but these are usually 
not kept. Our audit focused on the information in 
more formal systems, such as the various com­
puterized systems and reports that the Depart­
ments and boards use in their everyday work. 

Information is both a resource and a tool to make 
informed decisions. Managers must have in­
formation that meets several criteria including 
usefulness, comparability, accuracy, accessibil­
ity and timeliness, as well as being responsive to 
changing requirements. How managers use the 
information is equally important. -

The way health care is organized affects how 
information is used by managers. With decen­
tralization of health care delivery, the quality and 
flow of information between the Depa_rtment and 
the boards becomes even more important to 
managing and administering health care pro­
grams. 
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In essence, information management involves 
understanding the kinds of decisions that need 
to be made, identifying the information needed 
to make them and then providing it to those who 
need it. 

Overall we have serious concerns about the De­
partment's information systems. They do not pro­
vide information on leading health issues in the 
NWT. Nor are they structured for health care 
planning now or in the future. Information is hard 
to get, and what is available is not complete or 
accurate. It is not used consistently to monitor, 
analyze, or evaluate results. A lot of health care 
data are unreliable and some information is not 
accessible, either rapidly or completely, from the 
systems that are in place. Managers compro­
mise by recycling information and using ad hoe 
indicators to help them know how well their divi­
sions are performing. 

5.2 Information· needs 
The health care system needs good information 
to make sure that policies and resource alloca­
tion achieve the desired results, as well as for 
basic control and accountability. Yet the Depart­
ment does not have such a system to collect and 
process information relevant to planning and 
monitoring health care in the NWT. 

With a concerted effort, some of these needs can 
be achieved by using existing systems to their 
full potential and making information accessible 
to all manag~rs. 

5.2.1 Research 
As well as requiring day-to-day information for 
managing its operations, the Department also 
needs information about future issues that may 
indicate the need for a change of direction, or 
refocussing people and money on new issues. 
One way to identify such issues is to use re­
search. But the Department has no research 
resources of its own and research data are poorly 
managed. The Department has no policy gov­
erning health research and does not go out and 
have research carried out in specific areas. The 
researchers usually initiate. health research pro­
jects on their own rather than through a manage­
ment decision process. There is no management 
process to make sure that research is steered 
towards program needs. 

The Department co-ordinates and administers 
research with the National Health Research and 



Development Program (NHRDP) of Health and 
Welfare Canada. The program funds research 
projects which are mainly scientific, often with no 
immediate practical application. 

To date, Canada has provided research funding 
for 21 projects totalling $2,574,600. Seven in­
volved field work and one, evaluating food, nutri­
ents, and contaminants in Fort Good Hope and 
Colville Lake, is complete. Managers indicated 
that they have no specific use for the study and 
do not expect the results will affect policy or pro­
grams. 

Project monitoring arrangements between Ca­
nada and the Department are not well estab­
lished. Researchers provide interim reports to 
the federal department but do not have to share 
them with the Department. At any point in time 
the Department may not know the status of a 
project and whether it is progressing consistent 
with plans. This raises a question about the De­
partment's co-ordinating role with the federal 
government. 

The Scientist's Act requires researchers to sub­
mit an annual status report on projects to date. 
For health research, this is not done. The Depart­
ment has no arrangements with the Science Insti­
tute to receive health research reports. 

At present, it is difficult to see what benefits are 
coming from NWT health research. An effective 
research policy should reflectthe long-range ob­
jectives of health care and should state what kind 
of research is desired, how it will be used, the 
responsibility for project monitoring and the kind 
of monitoring to be performed. 

Management should develop a focused research 
policy and negotiate its implementation with both 
NHRDP and the Science Institute in conjunction 
with the boards to ensure participation, relevance 
to regional needs, and action on results. 

Since 1984, the Government received $196,429, 
of which $58,000 has been received by the De­
partment since 1990, in Northern Oil and Gas 
Action Program funding to collect health status 
information on NWT communities affected by oil 
and gas exploration. In 1990 the Department 
modified the project by adding more commu­
nities into the scope reflecting new NOGAP pro­
gram goals and is · assembling baseline, or 
known, information on them. The information is 
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being extracted from existing departmental and 
external sources. The Department informed us 
that these are data studies and they do not need 
site visits. To date the project is incomplete and 
staff attend to it when time permits. This project 
has the potential to be a cornerstone for prepar­
ing health profiles on all NWT communities. 

If these data are important for decision making, 
management should complete the project 
promptly. • 

5.3 Data Processing 
There are two main departmental systems that 
collect patient and treatment information: Health 
Insurance Services (HIS) and Community Health 
Management Information System (CHMIS). We 
reviewed both of these. We did not review the 
government-wide . Financial Information System 
(FIS). 

5~3.1 Health Insurance Services (HIS) 

HIS is a collection of subsystems that process 
medical claims for extended health benefits 
(EHB), additional assistance (ADA), Medicare, 
Territorial Hospital Insurance Services (THIS), 
medical travel, pharmacare, and registration. 
The Department records nursing station activity 
in the Community Health Management Informa­
tion System (CHMIS). All except CHMIS are the 
responsibility of one director. 

HIS functions mainly as a billing process. It is not 
used for planning because it is not flexible 
enough for analysis and there is no provision for 
feeding results back to managers. It contains 
pertinent data for analysis of health care costs 
and outputs but it is difficult to obtain this in­
formation in a useful format. 

The Department has no established information 
processing criteria for HIS. The systems staff 
responsible for handling non-routine processing 
of HIS receive many special requests for HIS 
data analysis from a variety of users. We re-
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is not distributed routinely to community 
nurses. Since community nurses complete 
the forms for the data that goes into this 
report, the report should be cirr:ula~ back 
to the nurses so that they can see the 
compiled results of their work. If any_ data 
requirements are re-written, the lhpart,Mnt 
and the boards should involve the nurses in 
the process. 

Although the Department has problems with data 
accuracy, both HIS and CHMIS contain valuable 

• health status data. However, they are two separ­
ate systems that cannot merge their data. Diag­
nostic data are incomplete if taken from one 
system but not the other. Therefore, to compile 
diagnostic data, staff must manually combine 
information from the two systems. 

• The Department should develop an information 
strategy to assess system capabilities against 
information needs. This should include both the 
Departmenrs and the boards' needs. ff the 
Department intends to use diagnostic and treat­
ment data to evaluate the health status of 
residents and determine health care delivery, 
then the two systems should be merged into one 
complete data base. 

5.5 Information sharing 
Information is costly. Like any other resource it 
needs to be handled economically and efficient- . 
ly. Many managers do not realize how expensive 
good information can be. It makes sense to cap­
ture it once, process it efficiently and then share 
it among the people who have a need for it. 

We reviewed the processes for program evalu­
ations, policy and legislation and interaction with 
boards to understand how information is shared 
for health care delivery, and how other informa­
tion is shared with those in need. 

5.5.1 Monitoring, evaluating, 
budgeting 

The Department's own system reports would be 
a natural basis for budget information. Yet, HIS 
reports need improvement to make them more 
useful for management, monitoring, forecasting 
and planning of Department program areas, as 
noted in recent reviews of HIS. The Department 
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and boards recognize that information in CHMIS 
reports is unreliable or deficient. 

For ~udgeting and Operating Plan purposes, 
few, 1f any, system reports are used. Generally, 
the budget is based on the prior year. We sur­
veyed four managers who explained that their 
budgeting process involved a combination of 
historical data, assessing key objective areas, 
adjusting for known price increases and then al­
locating the resources. With price and volume 
data contained in HIS and statistics in CHMIS, 
planning and budgeting would benefit from 
better use of the information resources at hand. 
In other words, the systems have additional in­
formation that would be useful, if managers 
could extract it easily. 

We asked managers to describe how they moni­
tor and evaluate their programs. They said they 
use a variety of indicators to measure program 
performance: built-in system checks and edits 
(HIS), staff meetings, audits, variances, achieve­
ment of work plans and time schedules. Al­
though these are all useful indicators, there is no 
creative use of existing system information. 
Managers do not rely on internal reports such as 
error listings, efficiency, output and cost/volume 
analysis. Board managers also indicated that 
they did not rely on the Department's statistical 
information because it was either not available 
when needed or not reliable. 

Regular variance analysis reports usiryg key indi­
cators developed by the division managers and 
approved by the executive are important. Per­
formance reports which allow comparisons with 
peers are usually treated as important by man­
agers. With the availability of computerized sys­
tems, such reports should be available. 

5.5.2 Information sharing among 
managers 

We observed that managers do not effectively 
share information among themselves. Managers 
hold meetings and they have access to systems 
reports, albeit the reports are not very good. But 
few managers appear to know the products or 
needs of other divisions and use the knowledge 
for their own or collective purposes. 

For example, the Hospitals and Health 
Facilities Division has a lot of board 
documents including surveys, insurance 
policies, job descriptions, bylaws, forms, 
contracts, financial statements, budgets, 



correspondence, etc. In many respects, the 
information resembles a library occupyi~g at 
least seven large four-drawer file cabinets. 
The library may not be complete, but its 
contents are nevertheless comprehensive and 
potentially useful to other managers. 
However, there is no routine sharing of this 
information with other managers. 

The Health Insurance Services division, by com­
parison, has price and volume data on health 
services, but again, other division managers do 
not receive or use reports from HIS for their own 
needs. This again could be changed if the data 
could be extracted easily. • 

5.5.3 Information sharing between 
Boards and the Department 

Based on interviews and a questionnaire, we 
have concerns about the lack of meaningful in­
formation sharing between boards and the De­
partment. The board managers' main complaint 
is the lateness of information they receive from 
the Department. They also have concerns about 
poor quality of information, which they feel is 
often redundant, not useful and unreliable. 

Mostly, information flows from boards to the De­
partment. It is usually financial and administra­
tive data, which adds to the boards' concern that 
the Department is trying to control all their acti­
vities to the lowest level. Reports sent to the 
Department are monthly financial statements, 
bank reconciliations, variance reports, accounts 
payable and accounts receivable reports. 

Board managers feel that the Department does 
not share valid information with them. Oper­
ational and strategic information is not compiled 
for the boards. Board managers indicated that 
they would like to receive certain information 
such as utilization reports (ie. medevac), stra­
tegic plans, and community disease profiles. 
Without this shared information, board managers 
use other sources to meet some of their informa­
tion needs. 

For example, boards do not receive timely 
and comprehensive reports on their hospital, 
health cent'f'f! and nursing station activity 
from the Departnunt. Instead, they 
purchase the Hospital Medical Records 
Institute (HMRI) reports from an external 
source. This provides information about 
their hospital services but does not include 
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health cent'f'f! or nursing station statistics. In 
spite of this, managers still think the report 
is useful 

Boards consider the HMRI information more 
timely and reliable than information 
available from the Department. They 
consider the HMRI reports to be well 
summarized and presented. This report 
contains statistics on other Canadian 
hospitals which is useful for comparing size 
and nature of hospitals. 

The. Department does not receive the report 
regularly, but given the popularity of the 
report in the boards, there may be cost 
efficiencies to purchasing it centrally and 
adding this information to the total health 
care information network. 

Some boards collect and process their own stat­
istical data without waiting for the information to 
be processed and returned by the De~artment. 

The boards also collect information that they do 
not share with the Department, including quality 
assurance audits, health needs assessments 
and regional health trends. In many instances 
the boards have had to design new systems or 
hire outside help to get the information that the 
Department could not provide for them. 

The Department should improve the overall 
quality and timeliness of information and the 
sharing of pertinent information with all parties on 
the basis of need. Then It should encourage all 
managers to become familiar with information 
from other divisions and boards. 

5.5.4 System Interaction 

The three systems used for health care delivery 
- HIS, CHMIS and board accounting systems -
all have a common probl.em in that collecting and • 
analyzing their data is difficult. Some of the sys­
tems can be programmed to generate analytical 
information, others cannot. Using important stat­
istics for health care planning requires special­
ists to analyze and interpret the data. The 
Department cannot do this because it has been 
unable to staff positions for an epidemiologist 
and health statistician. To get analytical data or 
compile information, managers use personal 
computer software as their analytical tool. The 
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viewed the special requests for a recent 
12-month period and noted that a significant 
number of these were met, but few resulted in 
programming changes to the HIS system. There 
is no assessment of the requests to determine if 
users' needs are being met. Many requests 
needed a special extraction program written. 

Management does not monitor the HIS system 
routinely. It does not review or spot-check the 
validity of input data, relying instead on soft indi­
cators such as complaints and staff meetings to 
indicate problems. Although such indicators can 
be reliable, more routine and tangible monitoring 
wquld give management continuous information 
about claims processing. 

The problems with the HIS are not new to the 
Department, which completed its own internal 
review of the system in September 1991. In 
February 1992 the Department also received an 
external review called the Tamarack Report. 
This study noted an urgent need for information 
to assist the managing, monitoring, and cost 
forecasting of programs. We agree with the gen­
eral recommendations of the studies. 

The Department should take action to improve 
the flexibility and usefulness of the HIS system. 

5.3.2 HIS . coding 

There are two different kinds of codes used to 
record and process health care claims for Medi­
care: international medical diagnostic codes 
(ICD-9), and fee codes. There are rio treatment 
codes. The Department receives Medicare 
claims from hospitals or physicians using ICD-9 
codes which detail the diagnosis. The Govern­
ment has set up its own fee codes which are used 
to record the cost of the patient's treatment and 
process its payment. 

We found that codes are not used effectively and 
that there is a misuse of codes, indicating that the 
accuracy of health statistics is questionable. -

People filling in the claim forms often use general 
rather than specific ICD-9 codes. The coding 
does not permit analysis or evaluation because 
HIS cannot match the diagnosis codes to the 
relevant costs thereof. • 

Too many people use codes that are too general, 
which limits the usefulness of HIS data for analy-
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sis or cost monitoring. We sampled four claims 
and noted that codes varied for the same condi­
tion and were frequently not specific. 

For example, one patient was initially 
diagnosed with an "unspecified open 
wound". Another code for service 
performed on the same date for the same 
patient indicated treatment for "open 
wound - forehead"'. The claim code used 
for the charter flight on the same date 
indicated an "open wound unspecified 
site". Subsequent claims used codes 
indicating treatmerzt for "unspecified 
open wound of scalp"', "unspecified open 
wound of bead", "open wound structure 
mouth (gum)"', finally ending with claims 
for treatmerzt of "depressive disorder not 
elsewhere classified"'. 

The ICD-9 coding system contains enough de­
tail coding to describe exact medical diagnosis, 
but because users do not code things accurate­
ly, this limits the value of information. 

The Department should ensure that claim forms 
are completed more accurately and more thor­
oughly and that compatible codes are utilized. 

5.3.3 Heaffh Care Registrations 

Health care for NWT residents is free, but some 
other provinces charge a fee, making it desirable 
for ex-NWT residents to keep their membership. 
Even if residents move out of the NWT, they may 
try to use their NWT health care membership so 
that they get free benefits of NWT coverage. 

There is inadequate monitoring of health care 
registrations under the HIS. The only way the 
Department can know if an NWT resident is living 
out of the Territory is if it receives notification from 
the individual or another province. Every two 
years the Department issues new registration 
cards. In March 1992 the Department reissued 
new 1992-94 health care cards. In an effort to 
eliminate ex-residents from NWT health care reg­
istration, the Department set a policy that any 
cards mailed from outside of the NWT for re-reg­
istration will not be renewed. 



Jn a sample of 28 Medicare-claims, claims 
for 9 patients originated consistently 
outside the NWT. None of the 9 patients • 
had incun-ed medical. travel expenses and 
none was registered as a student. Jn fact, 
B registrations were cancelled and 4 of 
them were cancelled because the patient 
lived in British Columbia. But the claims 
had been paid and were not recovered. 

The Department should improve its registration 
tracking process to ensure that as people leave 
the Territories their eligibility ceases. 

5.3.4 Reciprocal Billings 

These are claims for Medicare and hospital ser­
vices performed on NWT residents in other prov­
inces. 

We requested copies of all interprovincial hospi­
tal agreements but the Department could not lo­
cate them. Management told us that all the 
agreements are the same. We did receive some 
amended agreements to the hospital in-patient 
agreements and noted that these were r'!lade 
between the province concerned and the Terri­
torial Hospital Insurance Services Board (THB). 
Sin·ce the THB has been disbanded and re­
placed by the Minister of Health, the agreements 
should be corrected at the next renewal. 

The Department should update all agreements 
and ensure copies are on file. 

The practice between territories and provinces is 
to pay reciprocal billings on receipt of invoice 
before claims are input into HIS. The agreement 
between the Government and provinces states 
that payment be made in 30 days. 

The agreements require the territories to pay the 
full amount billed, even if it includes billing prob­
lems. Common types of problems are lapses or 
terminations of a patient's registration. The De­
partment does not attempt to recover these over-
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payments which we estimate at approximately 
$84,000 per annum. 

The agreements do not allow the Department to 
recover from the province concerned. This limits 
the Department's recovery actions to the individ­
ual. 

We reviewed the January 92 claim from B.C. 
and found several instances where a 
patient's claims were billed against the NWI, 
although B. C. indicated that the patient was 
registered under B. C. health care. The 
Department has now terminated the patient's 
NWJ' coverage. Other typical problems 
involved patient's claims made under a 
non-valid Health Care Plan number. 

The Department should verify all billings and try 
to recover any payment where the Territories' 
liability is not clearly demonstrated. 

•• ;;·:: :·:·:•:❖:❖:•:-:;:;:;:.;: 
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5.4 Community Health 
Man~gement Information 
System (CHMIS) 

CHMIS is separate from HIS. CHMIS compiles 
and processes nursing service data sent in. by 
nurses working in the community health centres. 
Services are recorded using ICD-9 codes. Our 
testing concludes that CHMIS information is out­
dated and unreliable. An analysis indicates a 
significant error factor in input data. 

We tested one week's inputs and found an 
average processing time of 130 days; the 
derks have to co"ect input data errors on 
70 percent of documents. The primary 
diagnosis description is typically brief, 
incomplete or difficult to decipher. 

The final product of the CH MIS information 
processing exercise has limited circulation 
and low user interest. The CHMIS output 
report is distributed to regional boards but it 
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result is a variety of customized systems exclus­
ive to a manager or division with overlap or du­
plication. 

CHMIS, Cancer Registry and Notifiable Diseases 
Registry 

In the Medical Directorate division there are three 
separate systems collecting the same kind of 
information: CHMIS, Cancer Registry and 
Notifiable Disease Registry. The same data 
are also collected in HIS but in a payment 
processing format. CHMIS, Vital Statistics 
and Notifiable Disease databases collect 
information solely for information purposes 
- there is no billing involved. CHMIS is not 
capable of data manipulation or analysis -
its output is formatted and inflexible. 

Cancer and certain diseases have to be 
registered promptly. For this reason, cancer 
and notifiable disease statistics are kept in 
separate databases by the Medical 
Directorate. Data/or the cancer and 
notifiable disease registry are obtained 
partly from CHMIS and other sources such 
as special forms completed by the 
community nurse or out-of-territory claims. 
The Department considers CHMIS and HIS 
as inadequate sources for these special 
registries because of the inaccuracy or 
untimeliness of their data. Therefore, these 
special registries are reprocessing 
information and partially duplicating the 
CHMIS data collection process. 

Vital Statistics 

Safety and Public Services (Sand PS) 
register all NWr Vital Statistics. S and PS 
staff make photocopies of birth and death 
registrations and send them to the Medical 
Directorate in the Department of Health. 
The Medical Directorate re-inputs 
informationfrom the certificates to its own 
Vital Statistics database. The Health 
Insurance Services division also collects 
births and deaths information to update 
health registrations. 

Budget Analysis 

The Director of Finance converts some HIS 
information into Lotus 123 or PowerPlay for 
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easier budget trend analysis. This is not 
available directly from HIS. 

1. The Department should consider updating its 
entire system. Present-day technology, in­
cluding relational data based systems, may 
help to improve significantly the information 
available for managers. 

2. The Department ~hould seek efficiencies 
through data sharing wherever possible. 

3. The Department should negotiate with Safety 
and Public Services to seek agreement that 
only one will collect the information, and will 
develop appropriate methods to collect, pro­
cess and share the data on a timely basis. 
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5.6 Policy and legislation 
The Department's Policy and Legislation Division 
reports directly to the Deputy Minister in a staff 
support role. The policy and legislation making 
process reacts to changing needs. No new de­
partmental policies have been established in five 
years. Of the six departmental policies that exist, 
the most recent was established in 1987. Four of 
the policies are for health programs, one is the 
Department's establishment policy, and the sixth 
is the smoke-free workplace policy. None of the 
policies in place deals with current medical and 
health issues in the NWT. The Department has no 
new policies under development at this time, but 
updates to the existing ones have been done 
recently. 

The Department develops new legislation less 
frequently than new policies. The latest legisla­
tion was the Disease Registries Act in 1989. 
Changes to legislation are also infrequent but the 
Department plans to propose changes to seven 
acts between 1992 and 1994. The changes are 
to resolve technical deficiencies, reflect changes 
in the Charter of Rights, conform with legislation 
in other Canadian jurisdictions, or introduce 
stronger regulatory procedures. The THIS Act 
was changed recently but the regulations have 
not been updated since December 1980. 



With all the major challenges facing health care 
in the Territories, the Department is not making 
good use of the Policy and Legislation Division. 
It could play a valuable front-line role in develop­
ing new policy initiatives with other departments 
towards the Healthy Public Policy initiative and 
other emerging health care issues. Yet we have 
seen no proactive work being done to investigate 
and develop common inter-departmental ap­
proaches to solving the common problems. This 
Division could also be a good place to co-ordi­
nate all longer-range planning. 

Boards can establish their own unique policies 
under the THIS Act for operations or administra­
tion. These are not shared with other boards. 

1. The Department should consider a new man­
date for the Policy and Legislation Division so 
that it can become proactive in developing 
new initiatives in consultation with the boards 
and other government departments and en­
tities. The Department should consider mak­
ing tactical and strategic planning a 
responsibility of this group. 

2. Boards should consider sharing their internal 
policies. 

5.7 The Boards' accounting 
systems 

There are three different accounting systems and 
two different accounting methods in use by the 
boards, with different financial coding structures. 
None of the boards' systems are used or directly 
accessed by the Department. 

The older boards use the MHO system and the 
newer ones use HBIS. MHO was designed for 
health organizations, as was HBIS, although the 
latter is derived from the Government's own FIS. 
The Government directed the new boards to use 
HBIS, although no analysis of the board's needs 
has been done by either the Department or Fi­
nance. The MHO system is a cash and accrual 
accounting system and HBIS ·allows for record­
ing commitments. We have not reviewed either 
system in depth. 

The Department of Finance has a group of three 
persons assigned to technical support of HBIS 

• and absorbs the costs of this support internally. 
Senior managers from the Department of Fi­
nance feel that HBIS is better than the other sys­
tems, but some managers in the Department of 
Health support MHO. Some boards complain 
about the complexity of HBIS, and others are 
comfortable using MHO. 

Presently, because of the different systems in 
use, both the Department and the boards find it 
necessary to reprocess information into a useful 
format. The Department has designed a stan­
dardized chart of accounts for all boards but this 
has been put on hold. Realistically, the Depart­
ments of Health and Finance should pool their 
resources and prepare an analysis of accounting 
needs including the the boards, the Department 
and the central agencies. Following that, they 
should analyse the available systems including 

Board 
Baffin 

Accounting System 
MHO 

Financial Coding 
MIS 

MHO 
Accpac 
HBIS 
HBIS 

Fort Smith 
H.H.Williams 
lnuvik 
Keewatin 
Kitikmeot 
Mackenzie 
Stanton 

HBIS downloaded to Lotus 
HBIS 
MHO 

HBIS - GNWT Health Board Information System 
MHO - Manitoba Health Organization 
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CHAM 
CHAM 
FIS converted to MIS 
FIS converted to MIS 
FIS converted to MIS 
FIS converted to MIS 
MIS 
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both MHO and HBIS, as well as other potential 
systems, to see if one best suits the overall 
needs. 

The Hospital and Health Facilities Division 
receives board interim financial reports. 
Since the boards do not use the same 
accounting system, the Department has to 
re-input the financial information into its 
own LOTUS 123 software so that it can work 
with standardized data. This is time 

. consuming. We estimate that converting the 
information takes at least one person- month 
each year. In another case, one board 
re-enters its financial information from 
MHO into Accpac so that it is easier to work 
with. 

Part of the problem and a possible solution lies 
within the Hospital and Health Facilities Division. 
It puts a lot of pressure on the boards with de­
tailed control tasks rather then looking for ways 
to improve its services and support to the boards. 
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Detailed control, reprocessing information, and 
different accounting systems are all inefficient 
and add to costs. Management recognizes the 
problems with this situation but at the time of our 
audit, there were no plans to standardize the 
board's accounting systems. 

1. The Department and the boards should de­
cide whether to standardize the board ac­
counting systems, and if so, which system to 
use. It should also provide appropriate train­
ing for board staff to make sure that they can 
operate the system effectively. 

2. The chart of accounts should reflect the al­
location of authority to act and spend to the 
specific positions in the Department and 
boards. 

J :.:.J~w: ,o~;:'.'r~·.:•~~.'g:~Tho;•n1 .~.~ ... :.;:.:·:·:i'.··•··.:.pam~.!.rnncoo;.epe~ r:!a;:::.~ti:on~;.ith:~ .•. ·th(Y·'.·'~e{f ~;' 

f(?/ Alli Ulm ~- /!li}[l:i::I 
==t\tt:::'.•:·::t·boards.\/:;· ::.:::: :::::::::;:::\::(\:\\.-?>·.:;:./\ ... ::.:.;. · _.:::::::- · =>:.:.: ::.:.•:<::: \_ :··=··._=; 

--·~:-\'./\::_.<:.::.:•:.::· ;_; .. • . ;\?\ 
'.::ft;'.:\:;'.;\.;:;:'.':::::::,·'.;:;:-.,:.·, : ;':':-:·::::<;:_:-:;::_:.:.: ::::;:;:::::::=:::;·;.;'.:::::::::❖ :;:;, :-::.- ::·:::-; ::,:.::::::,::::;.•.::,::::.::. :;:- /· ._;_ ·.:·: ::::::;;'.::;;:::-:-::-.:• •• •••• ·:'.:'\( /!\-;. . . . 



38 



chapter 

CAPITAL ASSETS 

6.1 Introduction 

The Legislative Assembly appropriates funds to 
the Department, which then buys capital assets 
on behalf of the boards. It is involved in planning 
for capital asset purchases, and thereafter, for 
their efficient control and use. Capital planning 
and expenditure is the responsibility of the De­
partment. Operation and maintenance is the re­
sponsibility of boards which receive funds in their 
budgets for this. From 1987 to 1991, the Govern­
ment spent over $55 million on capital assets for 
the health system. These are distributed 
throughout the various communities. 

The Government has established procedures for 
capital asset purchases in health care and pro­
fessional acts as well as the Capital Projects Pro­
cess Manual. This manual has not been 
amended since 1982 and is not often used by the 
Department because it is out of date. -

Boards are the custodians of Government assets 
and use them in their everyday activities. They 
are involved in capital planning with the Depart­
ment. They identify their needs and negotiate 
capital spending plans with the Department. 
Capital assets remain the property of the govern­
ment under the Department's control. 
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6.2 Policy and planning 

Managing capital assets is a complex task. It is 
made more difficult by financial constraints, and 
by requests from boards for facilities and equip­
ment that may not meet the Government's par­
ticular policy preferences. For example, 
because the big issue has not yet been settled, 
some regions do not accept the concept of 
hospital referral centres for the Territories, and 
would prefer their own hospitals. Yet the practi­
cal implications of this are beyond the resources 
of the Government. Thus, the Department has to 
juggle the interests of all parties including the 
Government, boards, regional planning commit­
tees, and other interest groups, as well as com­
munity interest. It also tries to keep in mind that 
all capital assets carry a down-the-road price­
tag in terms of operation and maintenance costs 
and ultimate replacement. 

Realistic capital planning needs good informa­
tion which is at present lacking. Information can­
not be extracted in a useful way to help make 
future planning decisions. 

The Department has no policies or procedures 
for health facility and equipment management, 
including acquisition, replacement, disposal, 
maintenance or renovation. Control and main­
tenance requirements for health facilities and 
equipment have special needs, such as sanita­
tion, that other government property may not 
have. Therefore, broad government standards 
for facilities and equipment are not specific 
enough for the Department. 

Also, the Department needs to improve project 
management follow-up after completing con­
struction projects. We reviewed five completed 
projects and noted that it does not regularly do 
follow up reviews. After-the-fact follow-up re­
views are useful for identifying where future im­
provements or corrections may be necessary. 

Because the Department has not set any criteria 
for defining needs, the assessments were not 
consistent. Without such criteria, the Department 
cannot be sure that all important elements have 
been considered, and that capital demands are 
comparable on a region-to-region basis. Defin­
ing needs is the first step in a capital assets plan. 
We noted that needs were defined by consul­
tants. 



The Department should: 

- specify the criteria that should be used in de­
fining and assessing capital needs; 

- establish policies for facilities and equipment 
maintenance; and 

- ensure that project follow-up inspections are 
carried out for all capital projects using stan­
dard criteria. 

6.3 Asset inventories 

:::;'.;:;:;::=:::::=::::·:\tf: 
;::·::::•:;:::;:::::::;:::.:::.:·:•:•. 

The Government has developed rules for depart­
mental inventory systems. The Department does 
not have -this system operating yet for board 
assets. It maintains an inventory of buildings and 
land but it does not meet all the rules outlined by 
the Government. The Department does not keep 
an inventory of equipment or maintenance re­
cords. But it is responsible for record keeping of 
assets under Section 61 of the FAA. Based on 
our observations, the Department needs to de­
velop its capital asset inventory system. Effec­
tive planning for capital assets cannot be done 
without information about the identity, value, 
quantity, condition, location and maintenance re­
quirements of assets. 

The boards prepare their inventories and send 
them to the Department, but because there are 
no guidelines showing the boards how to set up 
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and manage an equipment inventory, they are 
not standardized. The Department started draft­
ing a capital equipment and biomedical mainten­
ance manual last year, but, because it has a low 
priority, staff work on it only when they have spare 
time. 

The Department and Government Services dis­
cussed ways to modify the standard GNWT Con­
trollable Assets System. From these 
discussions, the departments determined that 
Government Services could not provide the De­
partment with what it needed, so the Department 
has issued a request for proposals for external 
consulting help. 

The Department's present asset inventory sys­
tem is too incomplete to be useful. Some assets 
are recorded, others are not. The Department 
has no detailed record of investment in facilities 
or equipment. We asked for the cost of the 
equipment and facilities but • the Department 
could not compile this. Managers gave us the 
insured values from the Government's policy. 

The Department should set up an inventory 
system for its capital assets, to be maintained 
according to rules set out by the Government. 
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FINANCIAL ISSUES 

7 .1 Introduction 
Everywhere, health care budgets appear to be 
out of control, causing governments to consider 
radical.changes to what they will fund, and how. 
In the NWT, the Government faces the same 
problem. As resources shrink, demand in­
creases and policy makers are confronted with 
having to make tough decisions. Yet after four 
years of experience, the people still await critical 
policy decisions. 

Another major concern is the continued inability 
of the Department to predict budgetary needs 
accurately, requiring an annual pilgrimage back 
to the Legislative Assembly for more funds to 
complete its plan. The Department cites diffi­
culties with predicting some elements of cost, 
among them medical travel, control over which 
needs improvement. 

The annual pilgrimage is symptomatic of the lack 
of accountability, the unclear definition of co-op­
erative arrangements, and the need for more ef­
fective information management. This is typical 
of the situation where those responsible for ser­
vice delivery do not feel that the budget is their 
responsibility, and the consequence is that they 
spend based on perceived service needs; im­
proved efficiency is not a motivator. Unless sav­
ings from efficiency gains are dealt with fairly, this 
system encourages people to believe that any 
savings from their efficiency will be taken back to 
the centre and reallocated to the less efficient. 
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Also, overspending will result in bigger budgets 
• with no consequence other than concerns from 
headquarters. Budgets based on previous 
year's allocations .compound the problem, as 
they do not reflect changing circumstances. 

7 .2 Allocation of resources at 
time of devolution 

We discussed program transfer with Federal Pro­
gram Transfer officials. They confirmed that fed­
eral policy dealing with the devolution of 
programs to other levels of government does not 
consider the adequacy of resources in relation to 
long-term need. As a result, when health care 
programs were transferred to the Government, it 
was up to the negotiating teams to either accept 
or reject the terms and conditions of the transfer. 
By contrast, the federal government to Indian 
Band transfer policy requires that a needs asses­
sment be completed. as part of the negotiation 
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 
continuing basis whether that need is being met. 

In the course of interviews, management ac­
knowledged the inequitable distribution of re­
sources between east and west. The west has 62 
percent of the population but five out of six hospi­
tals, 86 percent of the doctors and 70 percent of 
the nurses. There may be other useful compari­
sons to be made. 

These are significant differences in the distribu­
tion of health personnel and facility types com­
pared to the share of population. To balance the 
service levels, the central region of the NWT is 
served out of the Baffin region, or through ar­
rangements with the Northern Medical Unit, out 
of Manitoba. 

7 .3 Supplementary estimates 
Since devolution the Department's budget has 

. doubled and supplementary funding has in­
creased substantially from year to year. Medi­
care, hospitals and medical transportation are 
the highest cost increases. 

The Department spends about two thirds of its 
budget on boards, eight percent on Medicare, 11 
percent on medical transportation and the rest 
on administration. During the last four years the 
Department's operations budget has increased 



from $141 million to $188 miUion, a four-year 
growth of 33 percent. But the last four years 
shows another disturbing pattern. The Depart­
ment starts each year without enough money to 
deliver its programs and has to be bailed out by 
increasing amounts of supplementary funding. 
Supplementary estimates have increased by six 
percent over budget for 1989-90, 10 percent for 
1990-91 and 12 percent for 1991-92. 

The Operational Plan is the first step · in budget 
preparation. It leads into the Main Estimates 
production. The OpPlan exercise finishes in Au­
gust and the Main Estimates production follows 
immediately. The final Main Estimates figures 
are agreed to by the Financial Management 
Board which makes some adjustments to the fig­
ures supplied by the Department. The FMB has 
noted inadequate substantiation by the Depart­
ment in some areas of budget preparation. For 
1990-91 and 1991-92 there are significant differ­
ences between the OpPlan and Main Estimates 
figures. The Department informed us that its 
supplementary estimates includes price in­
creases and inflationary adjustments. At the time 
OpPlans are produced, the process does not 
allow departments to include estimated cost in­
creases for inflation and price increases, al­
though it does allow for known price increases. 

The Department spends about $20 million each 
year on medical treatment for NWT residents out­
side the Territories, exclusive of medical travel. 
Most of this is in Alberta with over $13 million. 
When health care costs rise in other provinces 
this affects the Department's costs. 

The Department argues that out-of-Territory 
costs cannot be controlled. But it should be able 
to predict the trends and come up with reason­
able budgetary estimates. The Department 
needs trend information and prediction models 
showing estimated price and use of these provin-

cial facilities. Without this, it is difficultto budget 
for hospitals, Medicare and medical travel. The 
Department does not have a system to analyze 
and predict cost and use of out-of-Territory faci­
lities. As mentioned earlier, the HIS system can­
not produce useful trend information. 

The Department's 1990 Health report contains 
data on the daily cost of NWT residents treated 
outside the NWT as inpatients. These average 
$596 per day and range from a high of $723 to a 
low of $480 for 1990. We were not able to deter­
mine whether there is any significant changes in 
patient referrals to Stanton from the south, and 
whether there are any consequential savings in 
costs. 

Three activities consistently receive most sup­
plementary funding: hospitals, medicare and 
medical transportation. These are most affected 
by changes in price and the number of patients. 
The Financial Management Board (FMB) recom­
mended that the Department develop cost pre­
diction models but we have not seen any. During 
the last two years, management has made efforts 
to support requests for budget increases using 
trend information, but supplementary funding 
still remains a problem. 

Budgets are usually a financial view of annual 
operating plans. The Department's budgets are 
based on prior year levels and adjusted for 
known changes. Supporting the Main Estimates 
is an _Operating Plan (OpPlan) which goes to the 
FMB and should provide the analyst with suffi­
cient information to support the summarized esti­
mates. We reviewed OpPlans and supple­
mentary funding documentation for three years 
to 1991 /92. We note that budget support for the 
OpPlan is narrative, even forthose programs that 
are volume based. We also noted that price and 
volume increases are not well supported. For 
example: 

Department of Health Budget, $ 000's 

1991-92 1990-91 1989-90 

Budgeted (Op N. Plan) $~ $1£H2 $.1&238 
Main Estimates 168,008 150,550 145,827 
Supplementary Estimates 2Q.M2 15.500. am 
Total 188,454 166,056 154,714 
Actual Spending 188,000 165,430 153,601 
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The 1991~92 OpPlanforecastfor 
Out~f-Territories Hospital Care was $21.7 
million, based on a simpk cost x volume 
formula. There is a written description 
explaining how cost and volume were 
calculated, but no schedules showing the 
cost per day, matched with the estimated 
number of patient days in a particular 
hospital The remaining support was a 
na"ative, primarily explaining the 
calculation itself. There were no additional 
numbers or supporting evidence. 

The Department could provide better trend 
analysis using its own numbers, letters from 
suppliers, fee schedules, etc. But the systems 
cannot easily produce this statistical information. 
By analyzing costs only, management cannot 
isolate whether cost increases are due to price 
and volume increases or to trends in the health 
status of residents requiring different treatment. 

Spending against budgets must be measured. 
The Department uses a quarterly variance report 
in which managers explain OpPlan variances 
and send the report to senior management. 
These reports contain brief explanations of vari­
ances but lack documented support. We re­
viewed t.he 1990-91 second and third quarter 
variance reports and found there was no docum­
ented evidence of senior management review. 
We asked for the fourth quarter variance report 
for · 1990-91 but staff could not locate it. The 
variance reporting process appears to be a 
paper process instead of being used as a man­
agement tool for control and accountability. The 
reports deal with dollars only and do not provide 
a full account of what the manager is doing. The 
variance reporting process is not co-ordinated 
with the Management For Results System 
(MFRS) process. 

Overall, there is room for improvement in provid­
ing costing information and support for budgets; 
the Department needs a budget system that can 
compile and analyze health care statistics and_ 
costs for budget purposes. This would also help 
determine whether budgets were reflecting op­
erating requirements. 

1. The Department and the boards should es­
tablish a better method of developing budgets 
and then reporting expenditures against 
them. The reporting process should allow and 
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require corrective action during the fiscal 
year. 

2. The Department should set up a clear ac­
countability for reporting and corrective ac­
tion, and should make periodic reports to the 
FMB. 

3. Departmental managers should monitor and 
ana/yze the costs of supporting budget re­
quests. 

I I I 
7 .4 Medical travel 
There are two separate medical travel programs 
in the Government. Personnel administers a re­
gional Medical Travel Assistance (MTA) program 
for government employees and their depen(i.; 
ents. Health has a centrally managed medical 
travel program for NWT residents, other than 
government employees and their dependents. 
In 1991-92, Health spent approximately $22 mil­
lion on medical travel and Personnel spent ap­
proximately $3.8 million. Health has needed 
supplementary funding for its medical travel pro­
gram in each of the last three years, amounting 
to 4.8 percent, 20.8 percent and 17 percent re­
spectively, of the main estimate amount. 

Personnel revised its employee Medical Travel 
Policy in August 1991 to clarify and specify the 
administrative and management procedures for 
employee medical travel assistance. Health is­
sued an Administrative Directive in July 1991 to 
clarify the medical travel benefits policy for ser­
vices received outside the NWT. 

Medical Travel programs are difficult to admin­
ister. When people get sick the government 
should treat them compassionately but be aware 
of opportunities for cost savings. In critical 

. cases, care and compassion usually prevail over 
concern for cost. 

We reviewed the medical travel programs for the 
period April 1990 to March 1992. We noted im­
provements since the medical travel policy 
changes, but there are some outstanding prob­
lems. The Department lacks quality controls in 
claim processing and does not monitor and man­
age medical travel. The Department does not 



collect information to evaluate -the new medical 
travel policy in terms of how it has affected medi­
cal referrals to Stanton Hospital. Stanton Hospi­
tal is also unable to extract information to 
determine the change in the pattern of medical 
referrals. 

In January 1992 the Department released its . 
Medical Travel Study 1990-91 on non-employee 
medical travel. This was to assess the variables 
in patient referrals which may impact on the es­
calating costs of its Medical Travel Program to 
establish an ongoing monitoring process. · This 
report did not quantify the impact of the new 
Medical Travel Administrative Directive and 
presented no forecasting formulae for medical 
travel costs or volume. 

7.4.1 Administration and management 
trail problems 

Doctors or nurses make the final decision on 
whether a patient requires medical travel. For 
non-employee medical travel, the Department 
pays the bills and can query the claim after the 
fact. For employee medical travel, Personnel 
processes and pays the bills. Once medical 
travel is authorized, the process of documenting 
the claim begins. 

We examined 40 employee medical travel 
claims, and 30 non-employee claims. Based on 
our testing of processed claims, we found a poor. 
trail of documentation. ICD-9 coding records the 
reason for medical travel, but is often too general 
and does not show the true reason for medical 
travel. Written diagnoses are often vague also, 
and do not provide enough information for review 
and evaluation. 

Accountability for medical travel costs is divided, 
because authorization and payment responsibil­
ity rests with two separate people at two different 
times in different locations. To improve account­
ability the Department should provide boards 
and nursing stations with detailed information on 
the medical travel incurred in the regions. More 
importantly, a good budget system with later 
variance reports would be even more valuable. 

Incomplete forms and management trail prob­
lems make it difficult to link all payments for one 
medical travel claim. This problem is worse with 
employee MTA because it has more payments 
for a single case than non-employee MTA. For 
example: 

An employee from the western Arctic 
claimed MTA to attend an out-patient clinic 
in Edmonton/or approximately four weeks. 
The employee clai!Md airfare and meals, but 
no accommodation. The travel claim does 
not cross-reje'Te11ce to an accommodation 
warrant, so we cannot tell if one was used. 
The description of the clinic suggests that 
the patient~ time commitment was only four 
hours per week. There is no record showing 
that the patient attended the clinic. 

In another case, an employee travelled to 
British Columbia for a rehabilitation course. 
The employee claimed meals while on the 
course, again not indicating whether meals, 
transpo11ation or accommodation were 
covered in the course. The medical travel 
claim does not cross-reference to an 
accoTlllnQdation wa"ant or course claim. 

7.4.2 Escort travel 

There are two kinds of escorts allowed to travel 
with a patient: medical escorts and non-medical 
escorts. Medical escorts are doctors or nurses. 
Non-medical escorts include a language escort 
to provide translation, an escort for a child, an 
escort to receive patient care training, or an es­
cort to provide compassionate support. 

Personnel's new employee MTA Policy makes it 
clear that assistance will not be provided for 
compassionate escorts. In comparison, the 
Department's Medical Travel Policy does not dis­
allow medical escorts, but managers informed 
us that they do not approve escort travel. 

Information on the travel form is not clear enough 
to determine the reason for escort travel. In our 
testing we found no cases where travel for a 
medical escort was rejected. 

In one case a doctor recommended a 
compassionate escort for an employee and 
the claim was rejected initially by 
PenonneL The employee wrote a letter to 
the Deputy Minister of Personnel and the 
claim for the escort was subsequently 
allowed. 
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7.4.3 Different application of the same 
po/Icy 

Both medical travel policies provide transporta­
tion to the nearest point where treatment is avail­
able. 

We tested medical travel claims arising after the 
medical travel policy clarifications in August 

.:::-:.··-······ 
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1991 to see if any were for destinations beyond rn:t 
the nearest point for treatment. None were. 

But we noted a case where an employee was 
paid MTAfor a dependents medical travel 
to Vancouver for treatment. 'The nearest 
point of treatment was Edmonton. 'The 
payment was based on a doctors referral to 
Vancouver for compassionate reasons. 

We did not find any examples in our sample of 
non-employee medical travel where nearest 
centre rule was not applied, but we did find in­
stances where the employee medical travel 
policy was applied differently. 

An employu from Yellowknife sought treatment in 
Toronto. The physician approved the referral to 

Toronto but PenonMl only J"!!imbursed for travel 
to Edmonton, the nearest centre for treatment. 

One employee combined medical, personal and 
business travel in a June 1990 trip. As a result, the 
employee benejined by having a personal portion 
of the travel paid by the Government. The 
employee rt!ceived a medical travel warrant for a 
full economy fare to Montreal return. This allowed 
the employee to convert the ticket into a trip from 
home to Sydney, Nova Scotia via Halifax. Sydney 
was the personal destination of the trip, and 
Halifax was the medical destination. The employee 
finished the trip by travelling from Halifax to 

Yellowknife for a confemzce, returning home 
afterwards. Halifax is not the nearest treatment 
centre for this pat~nt. 

The Departments should ensure that all medical 
travel claims agree with policy and that the 
reasons for all medical travel are set out on the 
travel form. 
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7 .4.4 Managing and monitoring 
medical travel 

The Department needs to improve control and 
administration of the Medical Travel program. 
For example, at present there are no quality con­
trol reviews, desk audit procedures are not do­
cumented, and HIS billings are not linked to 
Medical Travel. Also, there is no requirement that 
non-employees on medical travel provi9e proof 
of attendance for treatment. In contrast, Person­
nel requires employee patients to obtain con­
firmation of attendance directly on their MTA 
application form. There is no formal appeal pro­
cesses for rejected claims. Appeals are dealt 
with by the employee's supervisor, who assesses 
each appeal individually against the claimant's 
concerns. 

The Department should require proof of attend­
ance for all medical travellers. 

7.4.5 Consolidating medical travel 
programs 

Employee and non-employee medical travel 
programs are administered separately by Per­
sonnel and the Department respectively. To know 
the full cost of medical travel, the two programs 
must be added together, but for reporting pur­
poses this is not done. The result is an incom­
plete picture of medical travel, making it more 
difficult to understand overall health care issues. 



With the exception of differing aHowances for ac­
commodation and meals in the Union Agree­
ments, the two medical travel programs have few 
notable differences. 

The Department should discuss with Personnel 
whether they can save resources by consolidat­
ing the two medical travel programs . . 
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7 .5 Receivable from Canada 
Funding of health care in the Nwr is complicated 
because Canada still retains responsibility for 
Indians and Inuit. Under an agreement between 
the two governments, the Nwr delivers this 
health care to Indians and Inuit and recovers the 
costs from the federal Department of Indian Af­
fairs (DIANO). There is an ongoing dispute be­
tween the Government and DIANO dating back 
to the transfer of health care in 1988. Canada is 
questioning the Government's billings and the 
unpaid claims in dispute are approaching $50 
million. The Government continues to provide 
health care to Indians and Inuit pending a resol­
ution of the dispute, but the withheld funding is 
putting significant fiscal pressure on overall Gov­
ernment finances, and health care delivery in 
particular. The costs for 1991, as an example, 
amount to some 22 percent of the Department's 
budget. 



( 

chapter 

Management Reporting 
and Accountability 

8.1 Introduction 
One important question for all Government acti­
vities is how managers measure their achieve­
ments and report them in a meaningful way. This 
Government has been trying to come to grips 
with this issue, and has developed a Manage­
ment for Results System (MFRS). This is a gov­
ernment-wide management reporting system 
used by all departments, including the Depart­
ment of Health, but not by the boards. 

8.2 Management results 
MFRS is supposed to measure how well a pro­
gram is performing. It has four parts: broad pro­
gram or activity objectives; year-specific goals 
and targets; indicators to measure achieve­
ments; and finally, a results report. Each. man­
ager in the Department reports each quarter. 

A common problem with performance measure­
ment systems is that they measure what peopre 
do, not what they achieve. While measuring 
activity, or what people do, can be important for 
assessing efficiency, it does not answer the 
questions about what the program has achieved, . 
or whether it has met its goals. For example, in 
health care, the program exists to prevent ill­
nesses, or treat them where prevention does not 
work. The basic issue is what kinds of questions 
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need to be answered to show if managers are 
meeting the Department's goals. Results that 
show how much time people have spent on a 
particular problem may be interesting, but, un­
less the results show whether the problem has 
been solved or, if not, why not, then the process 
does not answer the key questions. 

For example, Dental Services has four 
objectives. One of them is "to monitor the 
dental health of the residents of the NWI'. " 
The objective is not broken down into any 
sub-objectives or into ethnic groups. Yet the 
indicator on how this is being achieved, 
shown in the 1991-92 3rd Quarter Report is 
"Comparison of the dental health of Status 
Indian and Inuit children in the NWI' with 
children on Indian reservations across 
Canada by participation in the survey: 'Oral 
Health ofCanadas Native People'.". 

Status Indian and Inuit in the NWI' make up 
some 57 percent of the population according 
to the Bureau of Statistics 1986 estimated 
population distribution. More current 
information is not yet available. The 
children of this group undoubtedly have 
serious dental problems as revealed by the 
survey, but using this comparison is not 
meaningful to explain how the Department 
monitors the dental health of all NWI' 
residents. In any event, other group data 
will only provide a base of comparison 
against which future information can be 
compared. We feel that this indicator is 
unsuitable for measuring the stated 
objective. 

The Department does not use the system to its 
fullest potential. The objectives and goals are not 
clearly stated and its indicators are poor, and 
there is inconsistency in the quality of reports 
produced by managers. Managers need to be 
involved in developing indicators for their divi­
sions, if they are to be committed to using them. 

All departments have a responsibility to set clear 
goals and targets for what they are trying to 
achieve. This often means that individual pro­
grams must set their own specific objectives and 
be prepared to later report ·howthey are meeting 
them. Yet we found that many of the program 
objectives were not set out clearly, few had spe­
cmc targets and many had inadequate measure­
ments on what they had achieved. In many 



cases, MFRS reports to senior managers said 
little that could be used to explain to the Legislat­
ive Assembly what had resulted from operations. 

For example, one division has as an objective 
increasing the number of qualified health care 
personnel, and increasing the number of native 
health care personnel advancing through the 
system. Without a target, no one can be held 
responsible for the results. The division has no 
meaningful response, only that the process is 
"ongoing." This report does not provide any 
meaningful information on progress. 

Some objectives have no obvious indicators, 
either quantitative or qualitative. 

For example, one division uses " ... timely re­
sponses ... " as its indicator but does not define 
what time is acceptable. It is difficult to know if 
the indicator is a good measure of the goal or if 
any of the results are in fact timely. 

Another indicator is " ... productivity of dental 
therapists as indicated by statistics." With the 
objective stating that productivity would be dem­
onstrated by statistics, one would expect to see 
some. Yet the current status is shown as "visits 
and treatment planning have been provided in 
Snowdrift ... ", with no numbers. 

These unclear objectives and targets, combined 
with poor indicators, are of limited use in showing 
what , management has achieved with the re­
sources invested. 

Reporting progress towards results is also unin­
formative. 

In two cases, current year activity reports merely 
reported what stage work was at, instead of 
showing progress toward the objective. For 
example, one division reported the status of most 
objectives as "ongoing" and no indicators of ac­
tivity or results. 

We sampled the MFRS reports of seven divisions 
for the first three quarters of 1991-92. None 
defined quantified yearly indicators: numbers, 
dates, or standards were not used. This sample 
included processing-type divisions which could 
measure their performance by volume. 

Only one division in our sample, Community 
Health, quantified its reported results. For the 
third quarter of 1991 /92 this division submitted a 
12-page summary of its results, which included 
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some statistics on number and type of 
pamphlets distributed, meetings or workshops 
attended, and contacts made with boards. But 
these results still show what the branch did, not 
what it achieved. 

These unclear objectives and targets, combined 
with poor indicators, are of limited use in showing 
what management has achieved with the re­
sources invested. 

1. In order to make the most effective use of the 
MFRS system, senior management should 
give basic guidelines and then encourage 
division managers to develop the achieve­
ment criteria. These should include clear 
MFRS objectives and targets, along with ap­
propriate indicators. Executive managers 
should ensure that division managers use 
and report the MFRS system properly. 

2. Whether or nor division managers use and re­
port the MFRS properly should be a key indi­
cator for measuring their performance. 

8.3 No board evaluation 
process 

Given that boards manage and deliver health 
care, they are responsible for meeting regional 
goals and objectives and NWT-wide standards. 
The Department must be able to satisfy itself and 
the Legislative Assembly that standards are 
being met in a cost-efficient way. This requires 
an evaluation process, acceptable to all the 
parties, which is performed regularly. 

However, we noted that board performance has 
not been evaluated. 

As for the boards, evaluation methods to assess 
progress towards achieving regional goals and 
objectives are varied. The NWT Board Trustee 
Handbook provides the boards with a self-evalu­
ation process but, of the four we visited, none 
had an ongoing evaluation process that as­
sessed progress towards achieving regi_onal ob­
jectives. 



As we reported in paragraph 2.6, the Department 
similarly needs to strengthen its program evalu­
ation. 

The Department should work with the boards in 
assessing client needs and developing evaluation 
tools to ensure that goals and objectives are 
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achieved through a spirit of co-operation and 
consensus. They will also need mechanisms for 
co-operation and consensus ff the spirit is to 
thrive. 
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