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THE STANDING COMMITTEE ON PUBLIC ACCOUNTS

has the honour to present its

TWENTY THIRD REPORT

Pursuant to its mandate under Standing Order 108(3)(g), the Committee has
studied Chapter 4, Access to Health Services for Remote First Nations Communities, of
the Spring 2015 Report of the Auditor General of Canada and has agreed to report the
following:






REPORT 4—ACCESS TO HEALTH SERVICES FOR
REMOTE FIRST NATIONS COMMUNITIES, SPRING
2015 REPORTS OF THE AUDITOR GENERAL OF
CANADA

INTRODUCTION

In remote First Nations communities, individuals have limited access to provincial
health services. Based on the 1979 Indian Health Policy, Health Canada provides funding
for the delivery of health services in remote First Nations communities. Health Canada’s
funding supports 85 health facilities, which have collaborative health care teams that are
led by approximately 400 nurses. The facilities provide services to approximately
95,000 First Nations individuals. When health services are not available within First
Nations communities, Health Canada provides medical transportation benefits to First
Nations individuals. In 2013—-2014, Health Canada spent $103 million for clinical and client
care services in Manitoba and Ontario, and $175 million for medical transportation benefits
in the two provinces.!

First Nations individuals face significant health challenges. While the life
expectancy of the First Nations population increased between 1980 and 2010, it was
about eight years shorter than the life expectancy of other Canadians in 2010.
First Nations communities also have higher rates of chronic infectious disease, and mental
health and substance abuse issues. Poor social determinants of health in First Nations
communities, such as overcrowded housing, high unemployment and unsafe drinking
water, also contribute to poorer health outcomes.?

In its spring 2015 reports, the Office of the Auditor General of Canada (OAG)
released a performance audit that examined whether Health Canada had reasonable
assurance that eligible First Nations individuals living in remote communities in Manitoba
and Ontario had access to clinical and client care services and medical transportation
benefits.® The OAG did not examine the quality of health services and benefits provided,
or the adequacy of federal resources spent.* The OAG also did not examine health
services in British Columbia, because it has recently put in place a different operating

1 Auditor General of Canada, “Report 4—Access to Health Services for Remote First Nations Communities,”
2015 Spring Reports of the Auditor General of Canada, Ottawa, 2015, para. 4.3.

2 Ibid., para. 4.4.
Ibid., para. 4.5.

4 Ibid., para. 4.7.


http://www.oag-bvg.gc.ca/internet/English/parl_oag_201504_04_e_40350.html

model through the First Nations Health Authority, nor the delivery of health services in
Quebec and Alberta.’

The House of Commons Standing Committee on Public Accounts (the Committee)
held a hearing on this audit on 1 June 2015.° From the OAG, the Committee met with
Michael Ferguson, Auditor General of Canada and Joe Martire, Principal. Health Canada
was represented by Sony Perron, Senior Assistant Deputy Minister, First Nations and Inuit
Health Branch; Valerie Gideon, Assistant Deputy Minister, Regional Operations, First
Nations and Inuit Health Branch; Scott Doidge, Acting Director General, Non-Insured
Health Benefits Directorate, First Nations and Inuit Health Branch; and Robin Buckland,
Executive Director, Office of Primary Health Care, First Nations and Inuit Health Branch.

NURSING STATIONS

Nursing stations are typically the first point of contact for accessing clinical and
client care services for First Nations individuals living in remote communities.” In Manitoba
and Ontario, there are 51 federally funded nursing stations: 46 stations are operated by
Health Canada nurses and 5 by First Nations communities.®

A. Training

The OAG selected a sample of 45 Health Canada nurses working at nursing
stations in remote First Nations communities and reviewed documentation to determine
whether the nurses were registered with the relevant provincial regulatory body and had
completed Health Canada’s five mandatory training courses in areas such as
immunization, cardiac life support and the handling of controlled substances.’

The OAG found that all nurses examined were registered with the provincial
regulatory bodies; however, only one nurse had completed all of Health Canada’s five
mandatory training courses.'® This issue was previously raised in a 2010 Health Canada
internal audit report.* The OAG expressed concern that having nurses who have not
completed the mandatory training specified by Health Canada could negatively affect the

5 House of Commons, Standing Committee on Public Accounts, Evidence, 2nd Session, 41% Parliament,
1 June 2015, Meeting 62, 1550.

6 Meeting 62.

7 Auditor General of Canada, Report 4, para. 4.14.

8 Ibid., para. 4.16.

9 Ibid., para. 4.22

10 Ibid., paras. 4.23-4.25.

11 Ibid., para. 4.26.



health services provided to First Nations individuals.*? The OAG recommended that Health
Canada ensure that its nurses complete the mandatory training courses.*®

Robin Buckland, Executive Director of the Office of Primary Health Care at Health
Canada, explained the need for the mandatory training courses. She told the Committee
that nurses graduate as generalists, and as they are often the only health care provider in
a community, they need to be able to respond to whatever comes in the door, such as an
emergency or a trauma.** Sony Perron, Senior Assistant Deputy Minister of the First
Nations and Inuit Health Branch at Health Canada, informed the Committee that
the overall compliance rate for Health Canada nurses in Ontario, Quebec, Manitoba
and Alberta with the five mandatory training courses as of April 2015 was 46%.
More specifically, the compliance rate in these provinces for the training on controlled
substances was 88%; for advanced cardiac life support, it was 63%; for trauma support, it
was 59%; for pediatric advanced life support, it was 64%; and for immunization, it
was 61%.%

Mr. Perron said Health Canada’s goal is to have 100% compliance with the training
requirements, but Health Canada always has new nurses entering service.'® In fact,
he said:

The main reason for being behind on the training is the recruitment and retention. We
have a high turnover of nurses. Our first order of priority is to make sure we have nurses
in the position to deliver the service on an ongoing basis. This is not a justification for not
meeting our own mandatory training standards. | would agree; this is a problem we are
trying to fix. At the same time that we are investing a lot of energy on training to improve
our numbers there, we are also running a really aggressive recruitment strategy. We are
hopeful that we will be able to stabilize the workforce [...] Each time we lose a nurse, we
need to start back, and a new nurse may come into an employment position without that
nursing background or the mandatory training met. [...] Our recruitment strategy is
starting to produce results right now, so this should help to stabilize the workforce and
help improve our numbers in terms of training.17

Ms. Buckland noted:

We're working hard—and | think this responds in part to your colleague's question about
how have we come this far and not had our training done—but our turnover rates are
very high. We recruit ten nurses and we lose five. It's very difficult. When you have a
nurse going out of the community to obtain their training, we work hard to get a

12 Ibid.

13 Ibid., para. 4.27.
14 Meeting 62, 1600.
15 Ibid., 1540.

16 Ibid., 1655.

17 Ibid., 1600.



replacement so that the community is not missing access to services. We do that in a
number of different ways, to make sure that service is continued.*®

Mr. Perron observed that Health Canada currently uses a lot of nurses from
agencies, and greater retention of nurses would allow Health Canada to reinvest
resources into the clinical care program.*® He also said:

As part of the recruitment and retention strategy, one thing we are trying to do more and
more is inform the nurses about the working conditions and the type of work they will be
asked to do in the communities. We want to make that when we invest in training and
integrating these people into the health team, they will stay in the business, and there
won't be surprises for them up there.”

In response to this issue, Mr. Perron told the Committee that Health Canada has
implemented a Nurse Recruitment and Retention Strategy, which has four components:
the nurse recruitment marketing plan, the nursing development program, the student
outreach program and the on-boarding program. ?* Part of the recruitment strategy is to
accurately describe the working conditions, as well as a marketing campaign to explain the
benefits of living closer to nature, working in small teams and facing challenges.??
Additionally, Health Canada promotes the fact that there are housing arrangements in
most communities, and nurses receive an isolated post allowance, a retention bonus and
overtime and call-back benefits through measures in collective agreements.*

Mr. Perron indicated that the key is getting the right kind of people and preparing
them for the type of nursing they will be facing.** In addition, Health Canada is actively
seeking to recruit more health workers with an Aboriginal background because they are
more sensitive to the cultural dimension of health services in First Nations communities.?
According to Mr. Perron, since February 2015, Health Canada has received over
500 nursing applications, with 200 of these moving to the next stage of screening.?®

As recruitment and retention of nurses is an issue for access to health services in
remote First Nations communities, it is important to monitor the success of Health
Canada’s recruitment and retention strategy. The Committee recommends:

18 Ibid., 1605.
19 Ibid., 1625.
20 Ibid., 1635.
21 Ibid., 1540.
22 Ibid., 1650.
23 Ibid., 1650.
24 Ibid., 1650.
25 Ibid.

26 Ibid., 1540.



RECOMMENDATION 1

That, by 30 September 2016, Health Canada provide the Standing
Committee on Public Accounts with its annual turnover rate for
nursing working in remote First Nations communities.

B. Scope of Practice

Provincial regulatory frameworks define the activities that nurses are allowed to
perform when they provide health services. Nurses are accountable for practicing in
compliance with standards and employers must establish policies that allow nurses to do
s0.”” The OAG examined whether nurses performed activities that were beyond their
scope of practice as defined by provincial legislation.?®

The OAG observed that according to Health Canada, nurses sometimes worked
outside their legislated scope of practice, such as prescribing and dispensing certain drugs
and performing X-ray imaging, in order to provide essential health services.?® Nonetheless,
Health Canada had not put in place supporting mechanisms, such as medical directives to
allow nurses to perform specific tasks in particular circumstances, that would authorize
nurses to perform activities outside their scope of practice.*® The OAG recommended that
Health Canada ensure that its nurses are provided with appropriate supporting
mechanisms that allow them to provide services that are outside their legislated scope
of practice.*!

When asked, Mr. Perron confirmed that neither Health Canada nor its employees
had been sued as the result of nurses working outside their scope of practice. Also, the
rating for professional liability insurance had not been affected by the shortcomings noted
in the audit.®

Mr. Perron told the Committee that Health Canada is trying to address this issue, in
part, by incorporating more nurse practitioners, who perform a larger span of duties, into
their clinical health care teams. In Ontario, Health Canada will be recruiting ten nurse
practitioners.®® Health Canada is also working to improve electronic infrastructure, notably
electronic medical records and telehealth, because these tools allow a small clinical care

27 Auditor General of Canada, Report 4, para. 4.33
28 Ibid., para. 4.32.

29 Ibid., para. 4.34.

30 Meeting 62, 1530.

31 Auditor General of Canada, Report 4, para. 4.37.
32 Meeting 62, 1620.

33 Ibid., 1635.



team to connect with the rest of the health system by transferring files, making referrals,
and receiving the results of exams and tests electronically.**

C. Nursing Station Conditions

Health Canada requires nursing stations to undergo an inspection at least once
every five years.®* Nursing stations that are not in compliance with health and safety
requirements or building codes can put patients and nursing staff at risk.>*® The OAG
examined a sample of eight nursing stations built before 2009 to determine whether they
had been inspected in the five-year cycle and whether deficiencies related to health and
safety requirements identified by the inspections had been addressed.®’

Of the eight nursing stations built before 2009, the OAG found that five stations had
been inspected in the required time frame, two were last inspected in 2004, and one had
never been inspected.® The OAG reviewed 30 deficiencies identified by the inspections
related to health and safety requirements and found that 26 deficiencies had not been
addressed.* During its community visits, the OAG noted health and safety issues, such as
the lack of an emergency back-up generator, improper door seals for an X-ray room, and a
septic system for a residence that had not been repaired for more than two years.*
The OAG recommended that Health Canada work with First Nations communities to
ensure that nursing stations are inspected on a regular basis and that deficiencies in
health and safety requirements or building codes in nursing stations are addressed in a
timely manner.**

When asked, Mr. Perron confirmed that Health Canada had not been investigated
by provincial occupation health and safety officers as a result of violations.** Mr. Perron
noted that Health Canada invests, through contribution agreements with First Nations,
approximately $30 million annually for repairs, renovation and construction of health
facilities, as well as an additional $44 million for maintenance and operations. Health
Canada is also implementing a more robust tracking system to monitor inspections and
whether deficiencies have been addressed.*®

34 Ibid., 1640.

35 Auditor General of Canada, Report 4, para. 4.46.
36 Ibid., para. 4.42.

37 Ibid., para. 4.44.

38 Ibid., para. 4.48.

39 Ibid., para. 4.50.

40 Ibid., paras. 4.51 and 4.52.

41 Ibid., para. 4.53.

42 Meeting 62, 1620.

43 Ibid., 1540.



For the nine nursing stations built since 2009, the OAG examined whether they
were constructed according to applicable building codes.** While Health Canada had
certificates of substantial completion for five of the nine facilities, the documentation did not
specify whether the facilities had been built according to applicable building codes.*
The OAG recommended that Health Canada work with First Nations communities to
ensure that new nursing stations are built according to applicable building codes.*®

While health facilities built on reserve are owned by First Nations in accordance
with the Indian Act, Mr. Perron told the Committee that Health Canada funds the
construction of one or two projects a year to build nursing stations, which cost between
$12 million and $15 million. It takes two to three years to plan the projects to ensure
building material is delivered to isolated communities.*” Health Canada has updated its
requirements for attestations that new nursing stations are built according to building
codes. Valerie Gideon, Assistant Deputy Minister of Regional Operations at Health
Canada, said:

We've always required that the buildings be signed off by the professional engineers and
architects who actually worked on the project. What we're doing now, though, in light of
the report, is making sure that it's explicitly written in our capital protocol agreement with
the community, so that we'll get a report at the end that demonstrates that, yes, it
absolutely meets the building codes. But it was always part of our requirement.*®

D. Capacity to Provide Essential Services

Health Canada needs to know whether nursing stations can provide essential
services, and First Nations individuals need to know what services nursing stations in their
communities provide.** The OAG examined whether Health Canada had defined the
essential services provided at nursing stations and whether it had communicated to First
Nations individuals about the essential services provided.*

The OAG found that while Health Canada had defined the essential services that
each nursing station should provide, it had not assessed whether each nursing station was
capable of providing those services and had not communicated to First Nations individuals
what essential services were provided.”® The OAG recommended that Health Canada
work with First Nations communities to ensure that nursing stations are capable of

44 Auditor General of Canada, Report 4, para. 4.54.
45 Ibid., para. 4.55.

46 Ibid., para. 4.56.

47 Meeting 62, 1555.

48 Ibid., 1705.

49 Auditor General of Canada, Report 4, para. 4.59.
50 Ibid., para. 4.61.

51 Ibid., para. 4.63.



providing essential health services and communicate what services each nursing
station provides.*?

In its response to the recommendations, Health Canada indicated that it would
review the clinical care complement in an effort to move toward the creation of inter-
professional teams and would provide, in collaboration with First Nations, a list of all
clinical care services offered at each nursing station.>

MEDICAL TRANSPORTATION BENEFITS

Health Canada provides medical transportation benefits to enable First Nations
individuals to access medically required health services that are not available in remote
First Nations communities. Transportation benefits may include ground, air and water
travel, living expenses, transportation costs for health professionals, emergency
transportation, and transportation and living expenses for an escort.>* The main reasons
for medical transportation are emergency—24%, hospital services—10%, appointments
with a general practitioner—7%, and dental services—5%.>°> The OAG examined a sample
of 50 requests to access Health Canada’s medical transportation benefits to determine
whether First Nations individuals were registered in Aboriginal Affairs and Northern
Development Canada’s Indian Registration System and in Health Canada’s Status
Verification System. The OAG also examined a sample of 21 births reported in Manitoba
during the 2013 calendar year to determine whether these children had been registered in
the Indian Registration System.®

The OAG found that all requests for transportation benefits were made for
registered First Nations individuals.>” However, not all children were registered by their
parents after birth.>® As individuals who are not registered may be denied access to
medical transportation benefits, the OAG recommended that Health Canada work with
First Nations communities and Aboriginal Affairs and Northern Development Canada to
facilitate the registration of First Nations individuals.>®

The OAG also examined whether Health Canada’s regional offices maintained
sufficient documentation to demonstrate that medical transportation benefits were
administered in accordance with Health Canada’s 2005 Medical Transportation Policy

52 Ibid., paras. 4.64 and 4.65.

53 Ibid., paras. 4.64 and 4.65.

54 Auditor General of Canada, Report 5, para. 4.68.
55 Meeting 63, 1540.

56 Auditor General of Canada, Report 5, para. 4.74.
57 Ibid., para. 4.78.

58 bid., para. 4.79.

59 Ibid., para. 4.80.



Framework and the Treasury Board’s 2009 Directive on Recordkeeping.®® The OAG found
that the regional offices had insufficient documentation®® and recommended that Health
Canada maintain sufficient documentation to demonstrate that medical transportation
benefits were administered according to policy.®

Mr. Perron described the process for obtaining access to medical transportation
benefits. He stated:

Every time someone needs to leave a remote community, they will go to their nursing
station. The nursing station will contact the Health Canada regional office to say that the
patient needs to travel to a place for an appointment with a physician, let's say, or go for
an X-ray. Our officer will verify that the client is registered, that this is eligible under the
framework, and will confirm to all the providers who will need to assist the client to get to
the appointment that we will pay and cover the fee for the services.®®

He explained that if an individual needs emergency transportation, it will be
provided, and Health Canada will subsequently confirm registration, saying, “Wherever it is
possible that we can have a protocol with the regional health authority or the provincial
health system we will let them make the call about the transportation and will only be there
after the fact to deal with the administrative and financial sides so that people get
the services.”**

With respect to the issue of documentation, Mr. Perron told the Committee that
guidelines have been issued to resolve discrepancies between practice and the framework
in terms of the level of documentation required.®®> More broadly, Health Canada is
undertaking a joint review with the Assembly of First Nations of the non-insured health
benefits program.®®

SUPPORT ALLOCATION AND COMPARABLE ACCESS

Health Canada’s stated objective is to ensure that First Nations individuals living in
remote communities have comparable access to clinical and health care services as
residents living in similar geographic locations.®” Through a review of a sample of First
Nations community health plans, the OAG examined whether Health Canada had taken

60 Ibid., para. 4.86.

61 Ibid., para. 4.89

62 Ibid., para. 4.91.

63 Meeting 62, 1615.

64 Ibid.

65 Ibid., 1540.

66 Ibid., 1545.

67 Auditor General of Canada, Report 4, para. 4.95.



into account the health needs of remote First Nations communities when allocating
support for clinical and client care services.®®

The OAG found that the nursing staff were assigned based on what had been
allocated in the past, plus increments, rather than on the basis of need.®® The OAG
recommended that Health Canada work with First Nations communities and take into
account health needs when allocating nursing staff levels.”®

In response to this concern, Mr. Perron told the Committee that Health Canada will
improve its “support to community health planning to enhance integration of the
community-based programs and clinical services where these services are delivered by
Health Canada.”’* Health Canada will also engage with First Nations communities to
review the current service delivery model and clinical resource allocations.

The OAG also examined whether Health Canada had reasonable assurance that
First Nations in remote communities had access to clinical services comparable to
services available to provincial residents living in similar geographic locations.”® The OAG
found that Health Canada had not established specific and measurable criteria for its
objective of comparable access to clinical and client care services.” This issue was also
raised in Health Canada’s 2010 internal audit report.”> The OAG recommended that
Health Canada ensure that First Nations individuals living in remote communities have
comparable access to clinical and client care services.”®

Mr. Perron informed the Committee that Health Canada will improve its support to
community health planning to enhance the integration of community-based programs and
clinical services.”” Also, one way of ensuring the quality of service provided by health
institutions is through accreditation, as it involves applying consistent standards.’®
Ms. Buckland told the Committee that, to date, only one nursing station is accredited and it

68 Ibid., para. 4.100.
69 Ibid., para. 4.105.
70 Ibid., para. 4.107.
71 Meeting 62, 1545.
72 Ibid.

73 Auditor General of Canada, Report 4, 4.112.
74 Ibid., para. 4.113.
75 Ibid. para. 4.115.
76 Ibid., para. 4.116.
77 Meeting 62, 1545.
78 Ibid., 1625.
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is run by a First Nation in Quebec. Health Canada has committed to having 18 nursing
stations accredited by 2018.”°

COORDINATION OF HEALTH SERVICES AMONG JURISDICTIONS

The responsibility for providing health services to First Nations individuals is shared
among federal departments, provinces and territories, and First Nations organizations and
communities. Failing to clearly delineate roles and responsibilities can lead to service gaps
and problems of access to care for both federally and provincially funded health services.®
The OAG examined whether Health Canada had identified workable solutions to inter-
jurisdictional challenges, such as the lack of integrated services, difficulties in sharing
medical information, and unclear responsibility for funding the transfer of individuals
between medical facilities.?*

The OAG found that there were formal committees and working groups in place in
Manitoba and Ontario to address this issue, and meetings were held and some draft
reports produced.®? However, clear results for First Nations individuals had not yet been
achieved. For example, committees comprising representatives of Health Canada and
other stakeholders in Manitoba had not proven effective in developing workable solutions
to intra-jurisdictional challenges.®® The OAG recommended that Health Canada work with
First Nations organizations and communities to establish effective coordinating
mechanisms.®*

According to Mr. Perron, Health Canada engages with other jurisdictions through
co-management and trilateral “tables” to advance common practices and resolve systemic
issues.®®> Ms. Gideon described the tables:

[W]e have a trilateral table in Ontario with the Ontario Ministry of Health and Long-Term
Care. We also have a specific northern table that the northern first nations have asked
for, and in that table, which has just started this year, we do anticipate that we're going to
be talking quite a bit about clinical and client care and medical transportation and
engaging them in terms of our follow-up actions on that plan.In Manitoba, we've had a
committee for several years that was at a more junior officials level. We've now bumped it
up to an assistant deputy minister level, with the Province of Manitoba, the Grand Chief
of the Assembly of Manitoba Chiefs, and me. As well, we will be using that table to

79 Ibid., 1625.

80 Auditor General of Canada, Report 4, para. 4.120.
81 Ibid., paras. 4.122 and 4.123.

82 Ibid., para. 4.124.

83 Ibid., paras. 4.126-4.128.

84 Ibid., para. 4.131.

85 Meeting 62, 1545.
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engage first nations in Manitoba with respect to our actions on this report to ensure that
we're also monitoring progress and partnership of first nations.®®

PROGRESS REPORT

In its audit, the OAG made 11 recommendations to Health Canada in order to
improve access to health services for First Nations individuals in remote communities.
Mr. Ferguson explained why the OAG made 11 recommendations, stating, “Those issues
lent themselves to very specific and very concrete recommendations for which it should be
easy to determine whether the department is able to put in place some measures to deal
with those recommendations.”®” He also described how the recommendations could help,
“If they can put measures in place to deal with those issues we found, to deal with the
recommendations we made, we certainly feel that it's possible for them to significantly
improve the services to these remote First Nations.”®®

Health Canada provided the Committee with a detailed action plan that outlines
how it intends to address each of the recommendations. As most of the proposed actions
have expected completion dates prior to September 2016, the Committee recommends:

RECOMMENDATION 2

That, by 30 September 2016, Health Canada provide the Standing
Committee on Public Accounts with a report outlining its progress in
addressing the Office of the Auditor General of Canada’s
recommendations contained in Report 4 of the Spring 2015 Reports.

CONCLUSION

As First Nations individuals living in remote communities have limited access to
provincial health care systems, it is important that the federal government ensure that they
have access to essential health services, whether through clinical and client care services
provided by nursing stations within First Nations communities or through transportation
benefits to access health services outside their communities.

Overall, the OAG concluded that Health Canada did not have reasonable
assurance that First Nations individuals living in remote communities had access to clinical
and client care services and medical transportation benefits.** The OAG identified
concerns with the completion of mandatory training courses by nurses and their working
outside their legislated scope of practice. Also, Health Canada had not ensured that

86 Ibid., 1625.

87 Meeting 62, 1705.

88 Ibid., 1615.

89 Auditor General of Canada, Report 4, 4.132.
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deficiencies in health and safety requirements or building codes for nursing stations had
been addressed, and had not assessed whether each nursing station was capable of
providing essential health services.*® With respect to medical transportation benefits, some
First Nations individuals had not registered and were thereby ineligible for benefits, and
Health Canada had not maintained sufficient documentation to demonstrate that benefits
were delivered according to policy.”* Lastly, Health Canada did not take community needs
into account when allocating support and had not implemented its objective of ensuring
comparable access to clinical and client care services as provincial residents living in
similar geographic locations.®?

In response to the audit, Health Canada has committed to improving the
compliance rate for the completion of mandatory training by nurses, which will also require
improving the recruitment and retention of nurses. It has implemented a new tracking
system to monitor whether deficiencies in nursing stations identified by inspections have
been addressed and has clarified the requirements for attestations that new nursing
stations are built according to the applicable building codes. Health Canada has also
issued guidelines to resolve discrepancies between its practice and its policy framework in
terms of the level of documentation required for medical transportation benefits.
Health Canada has committed to engage with First Nations communities to review the
current service delivery model and clinical resource allocations and is working with other
jurisdictions to improve the coordination of services. The Committee expects that Health
Canada will continue to make improvements to ensure that First Nations individuals living
in remote communities have access to necessary health services.

90 Ibid., para. 4.133.
91 Ibid., para. 4.134.
92 Ibid., para. 4.135.
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APPENDIX A
LIST OF WITNESSES

Organizations and Individuals Date Meeting

Department of Health 2015/06/01 62

Robin Buckland, Executive Director, Office of Primary
Health Care, First Nations and Inuit Health Branch

Scott Doidge, A/Director General, Non-Insured Health
Benefit Directorate, First Nations and Inuit Health Branch

Valerie Gideon, Assistant Deputy Minister, Regional Operations,
First Nations and Inuit Health Branch

Sony Perron, Senior Assistant Deputy Minister,
First Nations and Inuit Health Branch

Office of the Auditor General of Canada
Michael Ferguson, Auditor General of Canada
Joe Martire, Principal
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REQUEST FOR GOVERNMENT RESPONSE

Pursuant to Standing Order 109, the Committee requests that the government table a
comprehensive response to this Report.

A copy of the relevant Minutes of Proceedings (Meetings Nos. 62 and 67) is tabled.

Respectfully submitted,

David Christopherson

Chair

17


http://www.parl.gc.ca/CommitteeBusiness/CommitteeMeetings.aspx?Cmte=PACP&Language=E&Mode=1&Parl=41&Ses=2





<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /CMYK
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments true
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV (Za stvaranje Adobe PDF dokumenata najpogodnijih za visokokvalitetni ispis prije tiskanja koristite ove postavke.  Stvoreni PDF dokumenti mogu se otvoriti Acrobat i Adobe Reader 5.0 i kasnijim verzijama.)
    /HUN <>
    /ITA <>
    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


