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● (1415)

[English]
The Chair (Mr. Ron McKinnon (Coquitlam—Port Coquit‐

lam, Lib.)): I call the meeting to order.

I would like to welcome everyone to meeting number 10 of the
House of Commons Standing Committee on Health. Pursuant to the
order of reference of Tuesday, March 24, the committee is meeting
for a briefing on the government’s response to the COVID-19 pan‐
demic. Today’s meeting is taking place exclusively by teleconfer‐
ence and the audio feed of our proceedings is made available via
the House of Commons website.

Since we can't see who is in the room, I would like to acknowl‐
edge who is in the room.

I'm Ron McKinnon, the chair. We have the clerk of the commit‐
tee, Michael MacPherson. We have the Library of Parliament ana‐
lysts Karin Phillips and Sonya Norris.

For the Conservative Party, we have Matt Jeneroux, Dr. Robert
Kitchen, Len Webber and Tamara Jansen. For the Bloc Québécois,
we have Luc Thériault, and sitting in as well from the Bloc we have
Martin Champoux. For the NDP, we have Don Davies. For the Lib‐
eral Party, we have Tony Van Bynen, Sonia Sidhu, Dr. Marcus
Powlowski, Mike Kelloway and Darren Fisher. Sitting in on the
Liberal side is Dr. Helena Jaczek. We may have Jenica Atwin from
the Green Party on the line as well.

As witnesses, from the Canadian Association of Emergency
Physicians we have Dr. Alan Drummond and Dr. Howard Ovens.
From the Canadian Federation of Nurses Unions, we have Ms. Lin‐
da Silas. From the Canadian Medical Association, we have Dr.
Sandy Buchman. From the Canadian Pharmacists Association, we
have Dr. Barry Power and Dr. Shelita Dattani.

Once again, everybody, when you speak, if you're reading a
statement, please bear in mind that simultaneous translation is diffi‐
cult in these circumstances. Speak slowly. Speak carefully. I would
like to emphasize that you should please wait until I recognize you
by name before speaking. When I recognize you by name, please
unmute your microphone before you begin speaking. Once again,
there is no moderator on the call, so please mute your line when
you're not speaking.

During questions and answers, I ask that members identify the
witness to whom they are addressing their questions rather than
simply directing their question to the entire panel. This will allow
me to recognize the witness and give that person the floor. All com‐

ments by members and witnesses should be addressed through the
chair.

Members, should you need to request the floor outside of your
designated time for questions, please unmute your microphone and
signal this to the chair. When speaking, please speak slowly and
clearly and do not use speakerphone. Should any technical chal‐
lenges arise, in particular in relation to interpretation, please advise
the chair, and the technical team will work to resolve them. Please
note that we may need to suspend during these times, as we need to
ensure all members are able to participate fully.

During this meeting, we will follow the same rules that usually
apply to opening statements and the questioning of witnesses dur‐
ing our regular meetings. Each witness group will have 10 minutes
for an opening statement, followed by the usual rounds of questions
from members. We have previously agreed that we will have three
rounds of questions.

I would now like to welcome our witnesses.

We'll start with the Canadian Association of Emergency Physi‐
cians.

Dr. Drummond, you have 10 minutes for an opening statement.
Please proceed.

Dr. Alan Drummond (Co-Chair, Public Affairs Committee,
Canadian Association of Emergency Physicians): Thank you,
Mr. Chair and members of the committee.

The Canadian Association of Emergency Physicians is the na‐
tional specialty society for emergency medicine. Our 2,500 mem‐
bers provide front-line emergency care to the millions of Canadians
who make over 15 million emergency department visits each year.

In our belief, Canadians have a right to receive timely access to
quality emergency care, but the decades-long neglect of our emer‐
gency health care system has made this largely an aspirational goal
rather than a reality. Emergency departments are crowded because
of our inability to transfer admitted patients to the wards and the
ICUs in a timely fashion, leading to care routinely given in hall‐
ways, with increases in risk of contagion and in unnecessary mor‐
bidity or mortality.
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The safe occupancy rate of a hospital is known to be 85% to al‐
low for efficient operation and to provide surge capacity. However,
Canadian hospitals routinely operate at over 100% capacity. In or‐
der to achieve needed surge capacity, our provinces have had to
drastically cut back on scheduled surgeries and routine ambulatory
care. However, we are now extremely grateful to be at about 75%
occupancy across the country. That's a good thing.

The other major chronic challenge is insufficient human re‐
sources. We are chronically short of trained emergency physicians
and have insufficient residency positions across the country to alle‐
viate that shortage. Our collaborative working group on the future
of emergency medicine identified in 2016 that Canada had a short‐
fall of around 500 emergency physicians, estimated to increase to
about 1,100 by this year, and no changes have been made in the in‐
tervening years.

With respect to the COVID-19 pandemic that was declared by
the World Health Organization in March, the novel coronavirus has
lived up to the phrase “novel”. Though we are slowly coming to an
understanding of its epidemiology and its transmission, we are al‐
ready aware of its potential to rapidly evolve and cause serious res‐
piratory illness and death. There is no cure for COVID-19, and
management at this point is purely supportive.

It's important to keep a perspective. While it appears to be a mild
illness for the majority of people infected, hospital admission rates
of over 10% have been reported, with an ICU admission rate of ap‐
proximately 3%. The overall case fatality rate for the population is
estimated to be between 1% to 3%, but the total rises as the individ‐
ual ages, with a case fatality rate of at least 13% to 14% in those
over age 80.

For those who require a ventilator, the case fatality rate is ex‐
tremely high, and the time on the ventilator is often long, measured
in weeks. For survivors, the extent of persistent health problems be‐
yond their time of ventilation is unknown.

The challenge facing us in Canada is that we have been provided
with a very precious window of opportunity to learn from the
lessons of our colleagues in Italy and New York and those other ar‐
eas that were hit hard early, and to use that time wisely to maximal‐
ly prepare for what may befall us should the curve not be flattened
appropriately.

In our view, there are three main components of the overall chal‐
lenge we may face as a nation, but all can be encapsulated by the
word “capacity”. This falls, then, into three components: health hu‐
man resources, technology and physical space.

With respect to health human resources, our first challenge will
be to maintain adequate human resources in the emergency depart‐
ments. Emergency physicians and nurses on the front lines are
clearly at increased risk of exposure and thus of being unable to
work because of quarantine and/or infection. Staffing, particularly
in rural departments with a smaller pool of physicians to draw up‐
on, is tenuous on a good day, and given our overall shortage of
emergency physicians, this will undoubtedly be a major issue for
them.

The only way to maintain such capacity in emergency depart‐
ments is to provide sufficient quantities of personal protective

equipment to staff. Our members are sharing with us disturbing re‐
ports, as you're aware, of insufficient quantity, rationing or uncer‐
tain availability. The pandemic has not yet peaked and the virus
will be with us for some time, so we need to continue to build our
supply and distribution chains coast to coast so that all front-line
staff have the appropriate protective equipment to provide care
safely.

● (1420)

With respect to technological resources, there are two major con‐
cerns: access to adequate and appropriate laboratory testing and
screening, and access to ventilators.

By necessity, current testing has needed to focus on the highest-
priority groups, including health care workers and patients in hospi‐
tals, long-term care facilities and other facilities, but we must radi‐
cally increase capacity to allow us to expand testing to all who are
symptomatic, as well as develop a well-designed surveillance strat‐
egy to complement this testing. Public Health will need to increase
capacity to react to an increased testing volume to ensure we
promptly contact and isolate trace positives. Only when these two
steps are in place should we safely loosen current public restrictions
on gathering and movement.

The second concern, as you are undoubtably aware, is the avail‐
ability of life-saving equipment, most notably ventilators. We
know, following the H1N1 pandemic in 2009, that the Canada-wide
ventilator supply was about 5,000, with regional disparities such
that in Alberta there were 10 ventilators per 100,000 people, while
in Newfoundland it was as high as 24.

Worryingly, when the Ontario government developed a plan for
an influenza pandemic in 2005 and used a standard modelling exer‐
cise and an attack rate of 35%, it was estimated that at the peak of
an influenza pandemic, patients would require over 170% of avail‐
able ICU beds and about 120% of the ventilators in Ontario. Sober‐
ing also was the estimate that up to 50% of health care providers
could become infected. This model envisioned an almost apocalyp‐
tic, but now very realistic, scenario in which more than twice as
many patients would require intensive care with less than half the
usual staff available to provide it, underlining the aforementioned
critical need for personal protective equipment, surge capacity and
a stockpile of ventilators.

With respect to space, we've talked about ICU space and we've
talked about emergency department crowding, but hospitals will al‐
so need to provide space for those patients requiring supportive
and/or palliative care. No Canadian should ever be allowed to die in
a hallway.

We also need adequate space to continue to care for other pa‐
tients needing acute care. They cannot be forgotten.
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I am now going to pass you over to Howard Ovens.
● (1425)

Dr. Howard Ovens (Member, Public Affairs Committee,
Canadian Association of Emergency Physicians): Thank you.

Specifically with respect to the role of the federal government,
there has been no apparent national coordination of public health
measures, leaving a very confusing and differing set of measures on
business closures and public gathering restrictions, varying from
city to city and province to province. There must be clarity and fed‐
erally coordinated messaging with respect to strict and uniform pre‐
ventive public health measures, including public masking, gather‐
ing sizes and travel restrictions.

The importance of consistent messaging for effective communi‐
cation should outweigh potential jurisdictional concerns. Until now,
the federal government has only been one voice among many,
which has led to conflicting and confusing direction to the Canadi‐
an public and to health care providers. CAEP believes that it could
have a partnership role in a stronger federal role, in that emergency
physicians are generally perceived by the public as knowledgeable
and credible, since we are on the front lines of the battle and we're
ready to help.

To avoid provinces competing with each other for needed sup‐
plies as we approach the surge in the coming weeks, we need the
federal government to ensure the rapid and continuous procurement
and distribution of vital PPE, laboratory supplies, testing kits and
ventilators. Of all these things, right now personal protective equip‐
ment is the top priority, in order to secure the health and trust of the
acute care and emergency workforce. Expert-based, standardized
recommendations for PPE must continue to be developed as we get
new knowledge and disseminate it across the country, especially to
ensure that rural and smaller centres that may not have local exper‐
tise are provided with the same level of comfort and safety as larger
centres. To the extent possible, transparency in this is necessary to
ensure that recommendations are indeed based on an appropriate
abundance of caution rather than the availability of supplies.

During a crisis, it is well established that an effective and lean
command and control system is critically important, yet we still do
not have an integrated incident management system in place. As a
result, we have multiple ministries, departments and agencies in‐
volved in a confusing and overlapping span of control. An IMS ap‐
proach would help implement all of our recommendations and en‐
sure the ability to respond quickly to changing science and circum‐
stances.

Therefore, we see an immediate need for the following: one, cre‐
ate a national incident management system, vertically integrated
with provincial systems; two, standardize public health measures
and communication nationally; three, use the IMS and the emergen‐
cy powers act to ramp up domestic production of PPE, equipment
and medication, and create a national distribution system to avoid
balkanization; and four, ramp up national testing capacity and stan‐
dardize an aggressive national surveillance strategy to go along
with isolation and contact tracing of positives.

Canada faces an unprecedented public health crisis. A national
crisis requires national leadership. We need the federal government

to provide a steady, clear voice that signals decisive leadership and
clear command and control. As emergency physicians, we will
stand with you as we embark on this unique challenge and a nation‐
al enterprise of delivering hope to our citizens.

On behalf of our colleagues, Dr. Drummond and I thank you for
the opportunity.

● (1430)

The Chair: Thank you, Dr. Ovens.

We go now to the Canadian Federation of Nurses Unions. Ms.
Silas, president, please go ahead for 10 minutes.

Ms. Linda Silas (President, Canadian Federation of Nurses
Unions): Thank you very much. I'd like to thank the members of
this committee for coming together to tackle what represents our
generation's biggest challenge.

I have the honour of being invited here as president of the Cana‐
dian Federation of Nurses Unions, but I'm also here to give a voice
to the close to one million health care workers across Canada.
We're all in this together. Regardless of whether your job is to keep
the place spotless or to perform an intubation to a critically ill pa‐
tient, health care delivery is and always has been a team sport. This
means the recommendation your committee will be making to the
Government of Canada impacts the lives of not only those who care
for the sick in our country but also the lives of the millions of oth‐
ers who live alongside us.

I wish I could be here to recognize the strong work of the Public
Health Agency of Canada and Dr. Tam's team, in which I include
all the chief public health officers across the country, for what they
have done in public awareness and education—and I stress “pub‐
lic”. People across Canada understand that they have an important
role in flattening the curve of the outbreak to help the country out
of this pandemic.

I wish I could be here to comment on the many initiatives the
government has announced to support Canadian workers today and
to kick-start our economy tomorrow. Unfortunately, I am not. I'm
here to bring light to the sad and scary realities of our health care
system.

As you know, the Public Health Agency of Canada was created
in the wake of the SARS crisis. Since its beginning, it has taken its
public health duties very seriously. However, workplace safety has
never been PHAC's primary focus, and the agency has unfortunate‐
ly failed, over and over, to consider and appropriately protect the
health and safety of health care workers. That's why I'm here. It's to
implore you to take a stand for the health care workforce by calling
for the Prime Minister and the government to invoke the measures
of the Emergencies Act to help our health care system survive this
global pandemic.
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The CFNU believes that the current situation in both acute and
long-term care settings across Canada fits the law's definition of an
emergency that rises above the ability of one province to cope,
thereby representing a risk to other provinces. The time for our
government to act is now.

You just heard Dr. Ovens say that government is only one voice
among many. We are humbled by the gratitude government officials
have expressed for our work, but gratitude will not save lives. Giv‐
en the amount of uncertainty around this novel virus and the real
threat to the safety of health care workers across Canada, CFNU is
pleading with the government to designate, at a minimum, airborne
precautions and the use of N95 respirators at all times in so-called
clinical hot spots. These include intensive care units, emergency
rooms, operating rooms, trauma centres and units for managing
COVID-19 patients. Our goal is to make sure that health care work‐
ers are protected 100% of the time when they're providing care to
those patients—well, I have to say, as close as we can get to pro‐
tecting them.

We're also asking that you recognize the critical importance of
point-of-care risk assessment: the idea that individual health care
workers are in the best position to determine the appropriate PPE
required, based on the needs of their situation and the interaction
with the individual patient. I find it striking that as recently as a
couple of months ago, government, employers and managers
around this country respected the clinical and professional judg‐
ment of the health care team, both in identifying the most appropri‐
ate care for our patients and in determining what health and safety
measures we needed to protect ourselves. Today the same govern‐
ments, employers and managers are locking up personal protective
equipment to keep it away from the health care workforce.

Shame on us all. We've clearly failed in our duties to those who
care for the sick and the vulnerable.

CFNU's view, and that of numerous experts we've consulted
with, is that the government's approach fails to recognize the funda‐
mental importance of the precautionary principle and its guidelines.
Nurses and doctors sadly learned from our experience with SARS
that the precautionary principle must be applied. We lost two nurses
and one doctor with SARS, and that was with 44 deaths in all. To‐
day, between 10% and 15% of those infected with COVID-19 are
health care workers.
● (1435)

This is not fearmongering; this is the reality on the front line. We
want decision-makers to understand that no infection prevention
and control guidelines and PPE measures can be developed and im‐
plemented without working with unions and joint occupational
health and safety committees. Until the Public Health Agency of
Canada's guidance document for acute care facilities for COVID-19
is updated to reflect our various serious concerns, we are encourag‐
ing all health care workers to follow the letter of the law when it
comes to occupational health and safety, and that is to report any
hazard and protect their own health and safety.

I shared with you by email the joint statement issued by the
Canadian labour organizations that represent all health care work‐
ers. It calls on the Public Health Agency of Canada and all provin‐
cial health offices to protect health care workers and their patients

by adhering to the precautionary principle. In a nutshell, our mes‐
sage to you is this: When faced with this level of uncertainty
around the new coronavirus, especially around something as funda‐
mental as how it is spread, we should start with the highest level of
protection for health care workers, not the lowest.

As members of the health committee, you are all well aware that
our health care system is already running over capacity. We simply
cannot afford to erode staffing levels any further by having health
care workers become sick or having to self-quarantine. Front-line
workers across the country who are directly involved in the care of
presumed and confirmed COVID-19 patients are not being provid‐
ed with the PPE they need to do their jobs. This is simply outra‐
geous and unacceptable in a world-class health care system like
ours.

However, there are examples of best practices that are beginning
to appear across the country. Joint agreements between unions and
employers to respect the clinical judgment of health care teams
have now been signed in British Columbia, Alberta, Ontario and,
last night, in New Brunswick. In Quebec, Newfoundland and Al‐
berta, uniforms are being provided to those caring for COVID-19
patients. In Nova Scotia, we are seeing new measures being devel‐
oped to assist the long-term care sector.

Some see the shortage of PPE supplies as the driving factor be‐
hind regulations advocating the use of surgical masks over N95
masks. CFNU and other health care unions have offered to work
hand in hand with government to address the PPE supplies issue
and to ensure their appropriate use, but we need transparency, hon‐
esty and leadership from our governments.

To conclude, you may be aware that I started my career as a criti‐
cal care nurse in beautiful New Brunswick. Since then, medical
technology has come a long way, but one thing that hasn't changed
is that as health care workers, we cannot anticipate and plan for ev‐
ery situation. Patients who are anxious or in respiratory distress
cannot be expected to be calm. Patients won't always cough into
their elbows, nor will the nurse always have the opportunity to
maintain a two-metre distance from a patient. Machines fail, and
human error is an unfortunate reality.

Quite simply, unpredictable and unforeseen circumstances are
part of working in the health care environment. That is why, as a
society, we need to protect our health care teams. Unlike many of
us, they don't have the luxury of working from home. As policy-
makers, we have to respect their clinical judgment, because ulti‐
mately, it's the health care workers who will be providing care for
one of our loved ones.

Thank you.

The Chair: Thank you, Ms. Silas.

We go now to Dr. Sandy Buchman, president of the Canadian
Medical Association.
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Please go ahead, Dr. Buchman. You have 10 minutes.
Dr. Sandy Buchman (President, Canadian Medical Associa‐

tion): Thank you very much, Mr. Chair.

I am honoured to have the opportunity to appear before you to‐
day, and I am honoured to appear with my colleagues, Dr. Drum‐
mond and Dr. Ovens of CAEP and Ms. Silas of CFNU.

That we are gathered here virtually rather than physically simply
serves to further underscore the gravity of the situation we all face
as Canadians.

In exploring Canada’s response to the COVID-19 pandemic, I
am pleased to represent the unique perspective of the front-line
workers who are entrenched in the daily battle to defeat it.

Again, my name is Dr. Sandy Buchman. I have over 20 years of
experience in practising comprehensive family medicine, with a
special interest in primary care, cancer care, palliative care, HIV/
AIDS, global health and social accountability. I have spent the last
15-plus years practising home-based palliative care, including pro‐
viding palliative care to the homeless in Toronto.

Today I appear before the committee as president of the Canadi‐
an Medical Association.

I wasn’t around for the Spanish flu in 1918, but the CMA was. I
wasn’t the president when SARS hit in 2003 or when H1N1 came
in 2009, but the CMA was there. The organization that represents
Canada’s physicians has witnessed significant outbreaks during its
153-year history. The Canadian Medical Association represents the
interests and well-being of the very physicians who care for our na‐
tion’s health. I have the humble honour today to speak for our
members, those front-line physicians.

As we are all aware, the COVID-19 pandemic is evolving rapid‐
ly. We did not get to control if it came to us and we did not get to
control when it came to us, but to the degree to which we are
equipped, we can control how we respond to COVID-19.

Messages about the health of Canadians and the health of the
economy mean nothing without an equal pillar: the health and safe‐
ty of our front-line workers. At this point, it is of incredible urgency
that we support our care providers and that we understand how im‐
portant it is to be armed with information to make the decisions to
make it happen.

We have heard through our members that the inadequate supply
of personal protective equipment is even starker than has been re‐
ported, so we launched a rapid survey to collect real on-the-ground
stories from physicians. On March 30 and March 31, we heard
from close to 5,000 physicians. They represented an almost equal
split between community-based physicians and hospital-based
physicians. This poll was essential to accurately inform us of the
situation at the front lines. We now have a clear snapshot of physi‐
cians’ observations and experiences around the personal protective
equipment that is available to them. That equipment includes surgi‐
cal masks, N95 respirators, face shields, gowns and gloves.

The feedback received shows a dark reality. The results don’t just
reveal the issues with supply and distribution of PPE; the results
unveil the enormous lack of information available about the status

of supplies and how health providers can get supplies. The toll that
is paid for this uncertainty weighs heavily on health care workers
across the country. They are scared. They are anxious. They feel
betrayed. They don’t know what supplies are available.

More than a third of physicians in community care—that is doc‐
tors’ offices, walk-in clinics and health hubs—said they believed
they would run out of masks, respirators, eye and face shields, and
goggles and glasses within two days or less, or indeed they had al‐
ready run out. That was just seven days ago. Seventy-one per cent
of physicians in community care have tried to order supplies in the
past month, but fewer than 15% received confirmation that supplies
were en route or had been received. In Nova Scotia, only 2% of
physicians indicated that their recent order had been received or
was being shipped. That’s fewer than 50 doctors.

When it comes to alternative supply sources, one in 10 physi‐
cians waiting on supplies was aware of a government source of
supply. The rate is highest in Alberta, at 26%, and lowest in Nova
Scotia and New Brunswick, at 5% and 0% respectively. Physicians
who work primarily in hospitals where COVID-19 cases are being
directed were largely unaware of how long their current supply will
last. A great many respondents are being asked to ration supplies.

Physicians are saying there is lack of information and transparen‐
cy. They are facing unclear and inconsistent messaging about PPE
supply and use. This has become a major concern and source of
anxiety.

● (1440)

Ninety-four per cent of those who work in the community re‐
sponded that they are able to provide patient care virtually over the
phone to some degree, over one-third are able to do video confer‐
encing and one-quarter can provide patient care via email or text,
but physicians noted that there are many situations where patients
must be examined in person.

Canada is known for its health care, but the holes in our system
have been evident to those of us working in it for far too long. The
delay of measures to ensure greater safety are now even more evi‐
dent, and to more people. The pressing needs of today, all of them,
are those that our nation has thirsted for in times of general health.
Too often and for too long, they have all been pushed to the back
burner. Even in the best of times, hospitals across the country are at
overcapacity, millions of Canadians don't have access to a regular
family doctor and countless communities grapple with health care
shortages.

There are populations that are especially vulnerable in this pan‐
demic, such as our homeless and those on limited incomes; our el‐
derly, especially those in long-term care; our indigenous peoples;
those residing in prisons; people of all ages with complex medical
conditions and disabilities—to name but a few. They have chal‐
lenges in accessing care, and their increased susceptibility to the
disease is of grave concern.
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Virtual care is in its near-infancy. National licensure is only in
discussion.

We appreciate that the federal government is working to make
this a priority. We applaud the innovative efforts of our very own
industries that are pivoting production to supply PPE. We under‐
stand the global competition to supply this protective gear for our
care providers. Still, asking health care workers to be on the front
lines of this pandemic, without the proper equipment, is unaccept‐
able. Shortages must be addressed immediately, and information
about supplies must be disseminated. People's lives are on the line.

Would we expect a firefighter to enter a burning building, risking
his or her life, without adequate protective equipment to keep them
from harm? Physicians and other front-line health care workers
have a call to duty. They're willing to place themselves in harm's
way, but they have rights too. It is their right to be protected when
they put themselves at risk of harm.

It is not only themselves that they put at risk. It is also their fami‐
lies and loved ones. Society and government have a reciprocal
moral responsibility to protect them from harm, hence the critical
necessity of adequate PPE at the front lines. We cannot win this
COVID-19 war without it.

These are very exceptional times. I appreciate your recognizing
the urgency being felt at the front lines. History has repeatedly
demonstrated that times of crisis can define the path forward. We
can employ this crisis to guide us towards a healthy future. Despite
being in crisis now, we cannot in the future forget these lessons in
preparedness. We need to ensure that health care workers are safe.

If we are to do this together, we need the physicians and all
health care workers to be kept top of mind.

In conclusion, allow me to thank the committee once again for
the invitation to participate in today's proceedings and to share with
you the experiences of Canada's physicians. We must apply armour
to those who are defending us. Without it, they are defenceless.
Without them, Canadians are defenceless.

Thank you. Meegwetch.
● (1445)

The Chair: Thank you, Dr. Buchman.

We'll go now to the Canadian Pharmacists Association, with Dr.
Barry Power, senior director.

You have 10 minutes. Please go ahead.
Dr. Barry Power (Senior Director, Digital Content, Canadian

Pharmacists Association): Thank you for inviting the Canadian
Pharmacists Association to appear today, during this rather unusual
time.

I'm Dr. Barry Power and I’m joined by my colleague Dr. Shelita
Dattani. We are here on behalf of our 43,000 pharmacist colleagues
from every province and territory.

We’d like to start today by giving you a quick glimpse into the
lives of pharmacists, about 80% of whom are in community phar‐
macies and close to 15% are in hospitals. We would also like to

touch on three issues that are front and centre for pharmacists and
their teams at this time.

What are we seeing in pharmacy? The last few weeks have been
very intense, to say the least. We have seen an incredible surge of
people coming into our pharmacies across the country seeking help
and support. They are often scared and concerned that they can’t
get through to the 811 line or to their doctor's office, which is
closed, and they or a family member are sick and need help. We are
there for them. We are answering their questions, allaying their
fears and providing the care they need.

Pharmacies are also trying to adapt quickly to the changing envi‐
ronment and needs of their patients. To create a safe space for
clients, many pharmacies have implemented special hours for se‐
niors and other at-risk individuals. They're adding additional clean‐
ing and disinfecting procedures, often after hours, and are coming
up with innovative ways to support physical distancing, like curb‐
side pickup. I've never been so proud of those in my profession
who are on the front line and who are showing up every day to
work. Unlike many of us who can work from home, they cannot, so
we’re very humbled to be able to have this opportunity to bring for‐
ward some of the major issues and challenges they are experiencing
at the moment.

One of the things pharmacists are most concerned about during
this pandemic is ensuring all Canadians have access to their medi‐
cations. We've seen a number of troubling trends over the past few
weeks. The first sign came about six weeks ago, when almost
overnight the supply of masks, hand sanitizer and gloves were sold
out. Then about three weeks ago, as public health officials started
to implement social-distancing policies across the country and rec‐
ommend that people stockpile food and medications, the demand
for medications skyrocketed. What we saw was the volume of de‐
mand increase by over 200% in March, threatening the integrity of
our drug supply chain. If left unchecked, we would have run the
risk of running out of medications for our patients.
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For fear of medications becoming the next toilet paper, we quick‐
ly took action by recommending a temporary 30-day supply limit
for medications. This was critical to protect supply chains, address
panic buying and most of all to ensure that patients would continue
to have access to their drugs in the coming weeks. In addition to the
need to manage demand, we are also concerned about the increase
in drug shortages. In the months leading up to March, the govern‐
ment’s mandatory drug shortage website was listing approximately
five new shortages per day. In the last few weeks, the number has
increased about 35%, and we are seeing some early signs that those
shortages have increased more rapidly in the first few weeks of
April. That is in addition to some of the shortages that we’ve al‐
ready seen of medications that are being used directly to treat
COVID.

Currently, Health Canada has identified three such COVID-relat‐
ed severe shortages. First is hydroxychloroquine, the subject of
much press, having been touted by some prominent figures as a
cure to COVID. While there is currently no evidence that this is the
case, the demand for hydroxychloroquine is now making it difficult
for patients who rely on this drug for conditions like rheumatoid
arthritis or lupus.

Second is inhalers used for asthma and COPD. The demand for
inhalers in the last few months has increased significantly, both
from hospitals as they prepare for COVID and in the community
setting as people stockpile medications.

Third is medications being used in hospitals, particularly the
sedative medications used in ICU settings for ventilated patients,
drugs such as fentanyl and propofol.

COVID is and continues to be a threat to Canada’s drug supply.
We recognize that measures such as the 30-day supply impact pa‐
tients. Thus, we have been urging governments and private insurers
to ensure no patient is out of pocket for the additional costs associ‐
ated with the 30-day supply. Thankfully, progress is being made to
address this concern.

We also want to minimize the risks to patients who might need to
refill their prescriptions by visiting pharmacies more often. I’ll turn
it over to my colleague Shelita to address this issue.
● (1450)

Ms. Shelita Dattani (Director, Practice Development and
Knowledge Translation, Canadian Pharmacists Association):
Thank you, Barry.

Thank you, Mr. Chair.

We know physical distancing is especially important for vulnera‐
ble Canadians such as seniors, people with chronic diseases and
those who are at particular risk of coming into contact with
COVID, which is why it’s critical that we help those people stay at
home and why pharmacies have ramped up home medication deliv‐
eries in the last few weeks.

In fact, pharmacy deliveries have increased on average 85% to
150% per pharmacy, which translates into an increase of about 36
deliveries per day per pharmacy in this country. For many pharma‐
cies, the dramatic increase in deliveries has been a challenge to
manage, from a cost perspective but also from a labour perspective,

in making sure that they have delivery staff who are also protected.
This is why we’ve asked the federal government for $60 million in
funding to support free medication deliveries for seniors in our
country.

Increasing deliveries is just one way to protect people at risk
while also protecting pharmacy staff.

I would now like to turn to our final point, regarding access to
personal protective equipment, which, as my colleagues have all
addressed, is necessary to protect front-line health workers, and
pharmacists are no exception.

Pharmacies have been deemed essential services meaning that
we stay open when others close. Pharmacists, as my colleague Bar‐
ry noted, are the most accessible health care workers in the commu‐
nity and even more so now. We are seeing patients every hour of
every day, many of whom are sick, without the necessary protective
equipment. While many pharmacies have put in place some protec‐
tive measures, such as plexiglass and other barriers, and are encour‐
aging people with symptoms not to visit the pharmacy in person,
there are still many times when we are in direct contact with our
patients. We are afraid not just for ourselves but for our families
and for our patients—because if we get sick, who will be there to
care for them?

In Spain over 50 pharmacies have already closed due to illness.
Tragically five of my pharmacist colleagues have died. We have al‐
ready seen a number of pharmacies close in Canada due to expo‐
sure.

Best available evidence suggests that in addition to contact pre‐
caution, droplet precaution PPE should be used by health care
workers who may be in close contact, i.e., within two metres, of
someone suspected of having COVID. We know that droplet pro‐
tection PPE consists of four elements: a disposable surgical proce‐
dure mask, which is used in community pharmacy settings; a full-
length, long-sleeved gown; disposable gloves; and eye protection,
which can include a face shield or goggles.
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Unfortunately, pharmacists and others working in the pharmacy
are feeling extremely vulnerable at this time. While pharmacies
have been deemed essential, pharmacists and pharmacy staff have
generally not been deemed essential health care providers across
our jurisdiction in this country, so we have had very limited access
to the necessary PPE.

We're calling upon the federal government to recognize pharma‐
cists as “essential” health care providers and to work with all of the
provinces and territories to ensure that they have access to the gov‐
ernment supply of PPE to be distributed appropriately.

Dr. Power and I thank you very much for your time and we look
forward to questions.
● (1455)

The Chair: Thank you, Dr. Dattani.

We'll go now to our first round of questions. We'll start with Mr.
Jeneroux for six minutes, please.

Matt, go ahead.
Mr. Matt Jeneroux (Edmonton Riverbend, CPC): Thank you,

Mr. Chair. I hope it goes a little bit smoother than it did last week.

I'll begin by thanking all of you witnesses and everyone within
your associations for working extremely hard during this pandemic.
Thank you from the bottom of our hearts sincerely. I also want to
ask questions today in order to better support and better advise the
government on gaps. Again, I appreciate everybody being here at
least virtually.

The world is facing a supply shortage because every country is
planting itself in a position of trying to procure the same items. I'm
going to go across the table with this question, starting with the
Canadian Association of Emergency Physicians, then the Canadian
Federation of Nurses Unions, then the CMA and then the CPhA.
When was your organization first contacted by the Public Health
Agency and Health Canada to work collaboratively on COVID-19?

The Chair: Dr. Drummond or Dr. Ovens, go ahead.
Dr. Alan Drummond: I'm not sure actually if we were, to be

straight thinking about this. We recognize that we had a lead time
of several weeks, when we were looking at what happened in north‐
ern Italy and New York. Largely this has been an effort based strict‐
ly on our own membership trying to streamline our response to the
needs of our members, because there was such disorderly and fuzzy
communication from all levels of government. Recognizing that
this lack of clarity heightened anxiety, we decided that we would
ramp up our own research as well as we could, given the limited
time span we've been facing, and try to provide the best possible
evidence for our members, realizing that what we say one week
may change the next.

In terms of personal protective equipment, it really is a concern
to our members. The lack of clarity has not helped. Some organiza‐
tions call for N95s whereas we don't really feel they are really nec‐
essary unless we're involved in an aerosol-generating procedure
such as an intubation or ventilation or a cardiac arrest situation—

Mr. Matt Jeneroux: I'm sorry to interrupt, but I just want to
make sure we get to everybody else as well. If you don't mind, I'll
come back to you.

Dr. Alan Drummond: The long and short of it is that we
haven't.

Mr. Matt Jeneroux: Okay.

The Canadian Federation of Nurses Unions, go ahead.

Ms. Linda Silas: We wrote to Dr. Tam on January 24 reminding
the Public Health Agency of their legal requirement under occupa‐
tional health and safety. We asked them to be involved in the guid‐
ance document, as in the past with Ebola and H1N1.

On February 25, we met with the Minister of Health, because we
hadn't had any response from PHAC. On March 5, a week after
that, we had a meeting with PHAC, and then a face-to-face meeting
with PHAC and all health care unions and other stakeholders on
March 13. I'd like to remind others that on March 13 we only had
157 cases in Canada. On March 13, we also came out with our
health care national unions' joint statement.

Following this, we're looking at April 7, today, and the second
edition of the guidance that came out from the Public Health Agen‐
cy of Canada, which we denounced earlier this week. It does not
represent the precautionary principle. It does not represent the pro‐
fessional and clinical judgment of health care workers at the place
of care, so we're—

● (1500)

Mr. Matt Jeneroux: Ms. Silas, I just want to mention that I only
have six minutes. I want to make sure we get to—

Ms. Linda Silas: Yes, and we're denouncing their guidance.

Mr. Matt Jeneroux: Dr. Buchman.

Dr. Sandy Buchman: We've had regular communication with
the Public Health Agency of Canada now for several weeks. It like‐
ly began in January, although I'm not exactly certain, but there has
been a regular communication channel. There has been ongoing re‐
assessment, and they have been aware of our concerns for this peri‐
od of time.

Mr. Matt Jeneroux: You had requested in your latest communi‐
cation an urgent meeting with Minister Hajdu. Have you received
that meeting yet?

Dr. Sandy Buchman: Yes, I was able to meet directly with Min‐
ister Hajdu last Friday and again expressed many of our concerns,
including what I shared today during my presentation.

Mr. Matt Jeneroux: Thank you.
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I'll go to the Canadian Pharmacists Association.
Ms. Shelita Dattani: As others have, we've had engagement

with the chief public health officer through the health care profes‐
sional forums. I think the engagement really accelerated around
COVID around late January, early February. We were quite in‐
volved before and since that time.

Mr. Matt Jeneroux: Thank you.

I'll go back to the Canadian Association of Emergency Physi‐
cians.

Has the government messaging been consistent and clear?
Dr. Alan Drummond: I'll let Howard take that question.
Dr. Howard Ovens: I think it's been pretty consistent and clear,

but it hasn't always been consistent with the messaging of
provinces and cities, and that's where the confusion comes from.
It's been clear and it has evolved appropriately over time as the cir‐
cumstances have changed, but we're hearing very different things at
times on the specifics with provinces and cities.

The Chair: Thank you, Matt.

Mr. Fisher, please go ahead for six minutes.
Mr. Darren Fisher (Dartmouth—Cole Harbour, Lib.): Thank

you very much, Mr. Chair.

I want to thank all of the folks who are gathered virtually here
today to help us assess this situation.

I'll go right to Dr. Buchman.

Sandy, it's so nice to hear your voice, even if it's virtually. I un‐
derstand that you've recently met with Minister Hajdu to discuss
your members survey on PPE. I want to take a second to thank you
and your organization for what I think is such an invaluable survey.
It really helps inform us as we work so hard with the provinces and
territories.

Sandy, based on that survey, is there a particular jurisdiction or
jurisdictions that you're more concerned about than others? I noted
yesterday that news reports said that Manitoba and Alberta were
sharing their PPE stocks with Ontario and Quebec. I think of this as
very good co-operation, but I thought maybe you could touch on
particular jurisdictions that you may be very concerned about.

Dr. Sandy Buchman: Thank you very much for the question.

Yes, we're concerned about the jurisdictions where the rise in the
number of COVID cases is happening exponentially, particularly in
Ontario and Quebec.

In looking at the amount of PPE and as we try to import more
PPE and try to manufacture our own domestic supply, we think it's
important to have coordination at the federal level between the fed‐
eral government and the provincial governments and through the
different regional health authorities to be able to deploy the equip‐
ment to the areas of the country that need it the most.

Right now we're seeing the most rapid rates of rise in Ontario
and Quebec, and I think it's really important to see the appropriate
distribution in those places. If the curve is a little flatter in other ju‐
risdictions, they may have a little more time and they may not ex‐

ceed their capacity to handle the number of patients who are pre‐
senting. As more PPE is manufactured or imported, equipment can
then be distributed appropriately to those regions as well.

● (1505)

Mr. Darren Fisher: Sandy, what are your thoughts on the PM's
update today on Canada's plan to mobilize Canadian industry to
fight COVID-19 and to help provide that vital made-in-Canada pro‐
tective gear and medical equipment? How are you feeling about
that effort?

Dr. Sandy Buchman: We're encouraged. We've been encour‐
aged all along by the efforts that the federal government has taken
to procure the equipment and to work with businesses to repurpose
manufacturing facilities to produce PPE. We don't think we can let
up, so yes, we are encouraged by that.

However, as we're all aware, we're also facing a critical crisis
point, particularly in certain areas of the country, which is that we
may exceed the capacity of our system to handle it. If we start see‐
ing physicians, nurses and other front-line care workers getting sick
or becoming emotionally or mentally exhausted and dropping out,
it leaves increasing burden on the remaining health care workers on
the front lines. We can't state urgently enough that the development
and the manufacture of this PPE has to occur now, and we have to
get it out to those areas as quickly as humanly possible.

Mr. Darren Fisher: Sure. I totally agree.

Sandy, you talked about the CMA and how it was around for
H1N1 and for SARS, and I'm pretty sure the CMA was around for
the Spanish flu, but probably you were very young.

Could you just talk to some of the...? We're talking about differ‐
ent pandemics from different eras. We've talked about what we've
learned from SARS and we've talked about what we've learned
from H1N1. Do you see our being in the same position in a time
frame down the road, when we're going to say that we learned some
lessons from what I think you called a rapidly evolving pandemic?

Dr. Sandy Buchman: I think there will be lessons learned. I
think the first and foremost one is that we were caught flat-footed.
We didn't have adequate supplies of personal protective equipment
for health care workers and we had drug shortages, as has been
mentioned.
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I think in particular that we don't have enough ventilators and
other necessary equipment and beds. They were cut short in our
health human resource planning. As mentioned, we don't have an
adequate number of emergency physicians or other physicians and
other health care workers available, particularly if they get sick or
burnt out or, might I add, refuse to go to work, which is their right
if they are put in harm's way without personal protective equip‐
ment. I think there are a lot of lessons that we didn't learn from
SARS or H1N1 in appropriate planning.

However, I also think this was a global problem. I don't think
there was a health care system in the world that was adequately pre‐
pared for the magnitude of this pandemic and the rapidity with
which it has fallen upon us.

In sum, yes, I think we've already learned some of those lessons
for the next time around, and I hope for dealing with the second and
even third waves of COVID-19 that are likely to come.

Mr. Darren Fisher: Sandy, how does your organization work
with the provincial and territorial governments to make sure they
have the protections they need to do their work?

Dr. Sandy Buchman: Right now we're working with the federal
government, as I mentioned earlier, to ensure there is transparent
information that will come down the pipes to advise the provincial
and territorial governments with regard to the supply of PPE and
other equipment.

We work through our provincial and territorial medical associa‐
tions, specifically within their jurisdictions as they deal with their
local, provincial or territorial governments. It's by working together
with our provincial and territorial counterparts.

The Chair: Thank you, Mr. Fisher.
Mr. Darren Fisher: Thanks, Sandy.

Thank you, Mr. Chair.
The Chair: We go now to Mr. Thériault.

Mr. Thériault, go ahead for six minutes.
[Translation]

Mr. Luc Thériault (Montcalm, BQ): Thank you, Mr. Chair.

I thank all of the speakers for their enlightening comments.

There are some constants in what you say. I've noted the issue of
the lack of personal protective equipment supply, but before I ad‐
dress that, I'd like to talk about something that I'm struggling with.
I'm going to speak first to the representatives of the Canadian Asso‐
ciation of Emergency Physicians.

At one point, you said that in order to have more cohesion and
leadership, an emergency measures act would have to be invoked.
On March 17, there were 460 cases of COVID-19 in Canada, and
five deaths. Now there are 17,063 cases, and 365 deaths. Quebec
was one of the first to implement much stricter measures. On
March 14, it declared a state of health emergency. Yet Quebec is
one of the places with the highest number of these 17,063 cases.
However, when we look at the ratio of deaths, hospitalizations and
intensive care patients, we can see that the system's ability to take
care of people is working. What would you have done more than

what we have already done in Quebec, with emergency measures
legislation? That's my first question.

Second, why should the supply of personal protective equipment,
which is the responsibility of the federal authorities, not simply be
added to the jurisdiction of Quebec and the provinces? In a crisis
like this one, it seems to me that everyone should look to their own
skills and expertise. If we need to get things moving, if we need to
approve more products, if we need to allow companies to retool,
let's do that. The federal government must do its job. How would
emergency measures legislation solve the problem?

● (1510)

[English]

Dr. Howard Ovens: From what I know, Quebec has done a very
good job in its response to the situation, with some of the more
stringent precautions being put in place very quickly and some very
good communication from your premier to the public. I think the
problem is that, when we have people listening to media that go be‐
yond our borders in any one city or province, and in some places
you're allowing gatherings of 250 people, in other places gatherings
of 50 people and in still other places gatherings of 10 people, and
when the biology of the virus is the same in every one of those lo‐
cations, it becomes very confusing for people and they start to lose
a little trust in what they're being asked to do.

Our request was not a criticism of anybody's efforts. It's more a
desire to make sure that the public is getting clear and consistent
messaging.

Obviously, PPE is a shared responsibility. Our concern is that, at
a time of great demand, we—

[Translation]

Mr. Luc Thériault: I'm sorry to interrupt, but Quebec is current‐
ly using the containment strategy that was implemented in China.
Our least affected regions are under containment. You raise a public
safety issue, but earlier you mentioned a leadership problem with
respect to the ability to protect first-line workers. I understand that,
but you have to look at it from a public health perspective, not a
public safety perspective. You didn't address that earlier. I'm asking
the question from a public health perspective. I'm wondering about
our ability to provide equipment to the health care community to
really protect them and to ensure that the health care system can
hold up in the face of the strength and virulence of the pandemic.

From a public health perspective, how would emergency mea‐
sures legislation improve the situation in our health care environ‐
ments?
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[English]
Dr. Howard Ovens: If we look at what has happened interna‐

tionally, we can see the danger if we don't have a coordinated ap‐
proach in Canada. Just as we've seen in the U.S., where governors
have been competing with each other for available supply and driv‐
ing up the cost, or where one jurisdiction—as the U.S. tried to do to
Canada—prevents export, imagine if Ontario said that its business‐
es could not sell masks to Quebec, or if Quebec could not sell
gowns to Nova Scotia, or if the supply chain became interrupted
because of provincial boundaries. I think that would be a tragedy
under the circumstances. It's that type of maximum co-operation
that I think is in the best interests of our country.

Thank you.
● (1515)

[Translation]
Mr. Luc Thériault: It is the federal government's jurisdictional

prerogative to do exactly what you say. It doesn't need emergency
measures legislation to be able to exercise its jurisdiction compe‐
tently.
[English]

Dr. Howard Ovens: I'm an emergency physician, not a constitu‐
tional lawyer. The intention of my comments, I think, are clear. I'll
leave it to other people to interpret them in the most appropriate
fashion from a legal and constitutional perspective.

Thank you.
[Translation]

Mr. Luc Thériault: If I understand correctly, aside from emer‐
gency measures legislation, and after what you have seen of Que‐
bec's management of the pandemic, you are not suggesting any‐
thing different from what Quebec has already done to deal with the
current pandemic.
[English]

Dr. Howard Ovens: Once again, I'm not trying to criticize any‐
body. I think even Quebec would benefit if Ontario, Nova Scotia
and other jurisdictions on your boundaries were as aligned as possi‐
ble. In fact, at one point we were asking that the rest of Canada
align with the excellent steps that were being taken earlier and
more stringently in Quebec. The question is not who's right or
who's wrong. The question is how we can all get to the safest place
together.

The Chair: Thank you, Dr. Ovens.

We go now to Mr. Davies for six minutes.
Mr. Don Davies (Vancouver Kingsway, NDP): Thank you to

all the witnesses for being here.

Dr. Buchman, I would like to begin with you, please.

Four days ago, on April 3, the CMA was quoted on CTV News
as asking the federal government for direct communication to
physicians and nurses about the types of medical equipment and
supplies coming into Canada, when they will arrive and where
they're going, as well as contact information to order that equip‐
ment.

Dr. Buchman, you're quoted as saying, “We want to know the
availability of what's coming down the pipeline and when it will ar‐
rive. If we know we're going to receive an adequate supply of
equipment in a certain period of time, it allows us to plan and de‐
cide how much we have to ration.... It buys us some time and as
we're trying to flatten the curve—which is the goal here so that we
don't reach the surge that will overcome the health care system's ca‐
pacity to handle it....”

I have a quick question, Dr. Buchman. Has the federal govern‐
ment responded to your request as of yet?

Dr. Sandy Buchman: Thank you for the question, Mr. Davies.

No, I haven't heard any response as of yet, but we do know that
what we requested is being considered very highly.

Just to reiterate your point, what has not been clear to physicians
and other front-line health care providers is what PPE is coming
down. How can we plan appropriately? As a result, the experience
of anxiety is considerable.

It also has other implications, like everything we're seeing about
the resterilization of personal protective equipment, such as N95s.
In an ordinary time we wouldn't even consider this kind of alterna‐
tive, because we just don't know. We really are requesting the full
information and full transparency of that information. To this point
in time, it really hasn't arrived, but I'm confident that the govern‐
ment is aware of our concern and our ask.

● (1520)

Mr. Don Davies: I do note that Prime Minister Trudeau comes
out every single day and gives a briefing to the Canadian people, so
certainly, there are lots of opportunities for the Prime Minister to
give that information if he chooses to.

Dr. Drummond, is your hospital currently rationing personal pro‐
tective equipment and, if so, can you give us a brief picture of what
that looks like?

Dr. Alan Drummond: The answer.... That's a loaded question. I
think what is happening in my hospital, as an example of what's
happening across the country, is preservation of personal protective
equipment. Some would call it rationing. Certainly, our nurses are
being told to use two surgical masks on a shift basis, which can go
from eight to 12 hours. That seems like rationing.

By the same token, I think we have to be a little bit careful. I be‐
lieve the promises of government that equipment and help is on the
way. I think there is a little bit of concern about excessive anxiety
and perhaps limited science. We know the N95, which is what a lot
of people are calling for, really is for aerosol-generating proce‐
dures, such as intubations or code blue cardiac arrests.
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Given the prevalence and the circumstances, I'm not really sure
that's exactly what we need at this point in time, so we need to be
protective of that supply until we are guaranteed its certainty. For
the most part, just using droplet precautions, I think, should serve
most of us quite well.

Mr. Don Davies: Thank you.

I'll move to you, Ms. Silas.

You were quoted two weeks ago as saying that front-line nurses
across the country “are frustrated and insulted that many of them
are being denied N95 respirators and other safety equipment they
know they need” and that they want “the federal government to
guarantee access to the protective equipment they need when their
professional judgment tells them to protect themselves.”

Has the federal government responded to that concern as of yet?
Ms. Linda Silas: Politicians do, but not the scientists, and then

hearing Dr. Drummond, I'm shaking my head. When you do not
know for certain how the virus is transmitted, that is when you up
your personal protection equipment. It is not when you bring it
down.

That is where the frustration lies. If you don't call having two
surgical masks given to you at the beginning of your shift to wear
for 12 hours or more rationing, we have a problem here. If there's
miscommunication between the federal and provincial levels and
then every employer in the country is doing it differently.... Even in
Ontario, where they have very specific agreements with the health
care unions and the government and employers on the PPE, there
are still differences.

We have stories of nurses being given a paper bag to put their
masks in to bring back home for the next day. We're in 2020 and we
are not in a shortage today. We're worried about tomorrow and we
need to protect our workers today and get the equipment in for to‐
day, because they will be dropping like flies, just like physicians,
just like the rest of the health care team.

Mr. Don Davies: We hear a lot about lessons learned. Of course,
we've been through pandemic-like issues before. In 2006, 14 years
ago, the final report of the independent SARS commission made a
number of recommendations. I want to take you through a few of
them. One of them was:

That in any future infectious disease crisis, the precautionary principle guide the
development, implementation and monitoring of worker safety procedures,
guidelines, processes and systems.

Ms. Silas, you've said that you believe we should start with the
highest level of protection, not the lowest. In your view, do the cur‐
rent federal guidelines respect the recommendations from the
SARS commission in 2006?

Ms. Linda Silas: No, nor did they in 2007-08 with H1N1 or
Ebola. The precautionary principle was engraved by Justice Camp‐
bell with the SARS commission report. We worked with the Public
Health Agency of Canada. CMA was there. The ER doctors were
there also during H1N1 and Ebola, and again today.

To say that we were surprised by this.... It is hard to accept when
you're on the front line because we knew what we had to do.

The Chair: Your time is up now. Sorry.

Don, did you want to say something?

Mr. Don Davies: No, I understand my time is up, Mr. Chair.

● (1525)

The Chair: We'll start the second round now with Dr. Kitchen.

Dr. Kitchen, you have five minutes. Go ahead.

Mr. Robert Kitchen (Souris—Moose Mountain, CPC): Thank
you, Mr. Chair.

Thank you, everybody, for being here today. It's greatly appreci‐
ated that you're taking the time to do this, to discuss these issues.

I'm going to follow on a bit more with what Mr. Davies was talk‐
ing about on the issue of what was a step forward back in 2003. Ba‐
sically, after SARS we developed the Public Health Agency to
monitor all across Canada. What I'm hearing from you, Ms. Silas,
as well as you, Dr. Drummond, is that we have some gaps here.
There appears to be no apparent public health measures being put
forward, or the ones that are there are not being followed.

I believe, Dr. Buchman, you said that we were caught “flat-foot‐
ed”. I'm wondering where the guidance is here. Is there any guid‐
ance at all, and do you see it that way?

Dr. Sandy Buchman: Yes. I don't think we were adequately pre‐
pared or we wouldn't have found ourselves in this situation. As
mentioned, the rapidity and magnitude of this pandemic wasn't an‐
ticipated, but that's what you have to prepare for, these crises. I
think even our Minister of Health explained that public health has
been underfunded in this country for quite some time, so yes, we
weren't prepared, and hence we're scrambling at this point in time.

I think we are getting up to speed. We just hope that we can flat‐
ten the curve enough so that we don't exceed the capacity of our
system to handle it, in addition to the risk health care workers are
exposed to and, of course, the vulnerable and more at-risk parts of
our population. We are scrambling right now. We shouldn't be in
that position and we need to to do whatever we can to ensure our
system has the capacity now.

Mr. Robert Kitchen: You would agree that the Public Health
Agency—not only in communications across the country—should
be in a position to administer and ensure that we have those PPE
supplies ready, the ventilators ready, the health care workers that
we need and the medications prepared for such a situation, and
should be regularly monitoring this aspect. Is that correct?

Dr. Sandy Buchman: It should be, but this is in conjunction
with the roles and responsibilities of the federal, provincial and ter‐
ritorial governments. Each jurisdiction, right across the country,
should have all these measures in place. I think that's a joint respon‐
sibility within our whole system.

Mr. Robert Kitchen: Thank you.
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You mentioned the aspect of basically ramping up national test‐
ing policies. I'm assuming when you talk about that, you're talking
about the testing to say whether someone has COVID. There's a lot
of discussion going on right now. As we start to hopefully flatten
that curve and try to transition out of that, and get Canadians back
out into the public and get the economy back rolling, what mea‐
sures and steps are going to be needed to make certain that the peo‐
ple who are actually out there have developed immunity such that
they can be out in public?

Do you see value in the expansion of more of the immunity test‐
ing as well as the testing we're doing right now to determine
whether somebody has the virus?

Dr. Sandy Buchman: Yes. Our ability and capacity to test is ab‐
solutely critical to responding to this pandemic. It's really the test‐
ing that allows us to know who is potentially infectious or who is
immune, and will, therefore, guide the public health response of
what we should do. We are seeing our testing capacity increase day
by day. Again, that's kind of where we got cut short as well, but
we're seeing it increase now day by day as we sort of.... It also re‐
flects the increasing numbers of positive cases.

I'm encouraged actually by the recent announcement about the
government's actions, but we're not where we need to be yet. We
should really ramp up our testing as much as possible. We should
also get serological testing. We need to know what our level of im‐
munity is out in the community, and that will help guide the public
health measures we need to take.

● (1530)

Mr. Robert Kitchen: Along that line, as we have seen and as we
have heard from the nurses and doctors, a lot of our health care
workers are becoming sick. My wife was an emergency nurse, and I
have family who are emergency nurses, etc., and the reality is that
these people are the ones going into the crisis. They are the ones
stepping forward, and they want to do that. Not only do we need to
make certain that we are protecting them, but they desperately want
to get back, so is that a process that we need to be ramping up more
for our primary care workers?

Dr. Sandy Buchman: I would defer to my public health expert
colleagues in that regard.

I do think that it would be important for health care workers to
be tested and also to know what their immune status is. If they are
immune already, hopefully they are safe within those environments,
but there is still very much that is unknown about the coronavirus
and how long immunity might last, for example. We are in an ex‐
periment in real life now. We have to continue to do these studies
right as we're in the middle of it, so yes, I think it's critical to ramp
up testing as much as possible.

The Chair: We go now to Dr. Jaczek.

You have five minutes, please.
Ms. Helena Jaczek (Markham—Stouffville, Lib.): Thank you

very much. I want to thank all the witnesses for coming today. Ob‐
viously they represent so many of our front-line health care workers
who are doing such extraordinary work. I'm so glad that we have
the opportunity to hear you today and learn from you.

I want to make sure that everyone has understood that our gov‐
ernment is extremely interested in hearing from everyone. I see in
some of the background information with which I've been provided
that apparently there was a meeting with the Canadian Association
of Emergency Physicians in March. Obviously, neither of our wit‐
nesses today was present, since they mentioned that, but every ef‐
fort is being made, as I understand it, and this was reinforced last
week when we heard from officials from the various agencies in‐
volved in this pandemic that they were extremely anxious to listen,
learn and adapt in this rapidly evolving situation.

I would like to clarify a point from Dr. Ovens. In terms of the
consistent messaging that you were asking for, it seemed to particu‐
larly involve public health messaging, in terms of the advice that
should be given across the country. I was wondering if you could
clarify, exactly, the piece about the need for a national standard.

Dr. Howard Ovens: Thank you, Dr. Jaczek.

Just to clarify, Dr. Drummond and I were aware of the meeting
with the ministries of health. The question for us was whether we
had been contacted by the Public Health Agency of Canada. Per‐
haps we were overly specific.

In terms of the public health messaging, there has been quite a
variation over the last month about the allowable size of gatherings,
which businesses are essential and non-essential and whether it's
appropriate to be outside exercising, and in which fashion and
where. Now we have some inconsistency about public masking.

The problem is that if you've heard these things are different in
different communities, yet you know the virus is the same, it erodes
your trust in the strategies that you're being asked to follow, and un‐
fortunately that leads to a potential erosion in public co-operation.

That was the concern we were trying to express.
● (1535)

Ms. Helena Jaczek: I see.

Of course, some of the epidemiology has varied from province to
province. We have [Technical difficulty—Editor] across the country,
and of course we do have a division of powers between the federal
health ministry and its agencies, and the provincial and territorial
jurisdictions. However, it's a point that you've made clearly. As ev‐
ery effort to [Technical difficulty—Editor] I can hear, and knowing
that there are some new guidelines that are going to be coming out
shortly in terms of the use personal protective equipment, your sug‐
gestions are clearly very well heard.

If I have a little time left, I would like to ask Dr. Buchman about
pandemic—

The Chair: Dr. Jaczek?
Ms. Helena Jaczek: Yes?
The Chair: Dr. Jaczek, your voice is breaking up. Make sure

you're speaking very clearly into the microphone and you're not us‐
ing a speaker phone.

Sorry, go ahead.
Ms. Helena Jaczek: I will do my best.
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Dr. Buchman, in terms of pandemic exercises, since SARS....
When I was back in public health, certainly after SARS, in my ju‐
risdiction in York Region we did hold specific exercises getting all
the players involved and so on. Could you explain the involvement
of the Canadian Medical Association, through your provincial asso‐
ciation...? What role has the CMA been playing in terms of perhaps
looking at potential gaps through these last many years?

Dr. Sandy Buchman: Thank you for the question. We've always
taken the approach that we should have an adequately supported
and funded public health care system. There have been so many
pressing issues that we've undertaken and continue to undertake
that, when we saw that the Public Health Agency of Canada was
created and developed, this was one thing that was perceived to be
actually doing quite well. We were very glad to see the differences
from, say, the SARS days.

There are so many serious issues now in our system, for example
access to care. Five million Canadians don't have access to a family
doctor. We have inadequate access to mental health and addictions
services. Seniors care is an issue. Palliative care is an issue. We
have problems with our health human resources in remote and rural
areas, with the remote and rural distribution of physicians across
the country. There are so many issues that, once Public Health
seemed to be in place, yes, attention was changed to these other
pressing issues of the time, thinking that the public health system
that had been set up was robust.

The Chair: Thank you, Dr. Jaczek.
Ms. Helena Jaczek: Thank you.
The Chair: We go now to Mr. Webber for five minutes.

Go ahead, Mr. Webber.
Mr. Len Webber (Calgary Confederation, CPC): All right. I

hope you can hear me okay.
The Chair: Yes, speak up, speak slowly, speak clearly.
Mr. Len Webber: All right.

Let me begin by thanking all of you for presenting here today,
and all the health care workers in Canada for working day and night
to help Canadians.

I want to address my first question to either Dr. Drummond or
Dr. Ovens. It's regarding the uncertainty of all this. It's regarding
the separation of fever and infection patients from the general pop‐
ulation in the ER and in the ICUs. Is there separation of these pa‐
tients from the general population? You talked about a lot of care
being provided in hallways and about crowded ERs and crowded
ICUs. Are there steps taken to separate these COVID-19 patients
from the general population?

Dr. Howard Ovens: It's Howard Ovens. I'll take that one.

Yes, as we mentioned, our hospitals and our provinces have tak‐
en extreme measures to create adequate capacity in our hospitals.
It's at the expense of a lot of people who've had their care delayed,
but it has been successful, and most of our emergency departments
are very efficiently being emptied of new cases. There are infection
control procedures right from when you enter the hospital and go to
the emergency triage desk through to admission to the wards or the

ICU. The proper isolation techniques, I believe, are the norm and
are being followed.

The concern, if we're unable to flatten the curve, is that as our
hospitals fill, our ability to do that well may become compromised.
But as of today, I think everywhere in Canada we have the capacity
to do proper spacing.

● (1540)

Mr. Len Webber: Great. Thank you for that.

That is my concern. If you're not able to flatten that curve and
cases continue to grow, will we have facilities in place to accom‐
modate that so we can separate these patients from the general pop‐
ulation? That is a concern, for sure.

To Dr. Drummond or Dr. Ovens, with regard to the usage of per‐
sonal protective equipment, we all know that the government
shipped 16 tonnes of personal protective equipment to China back
in February. It said we are getting millions of masks soon, but it re‐
ally is not clear what our daily consumption of PPE is. Do we
know? Does the government know how many masks and gloves
and gowns and face shields are required on a daily basis here in
Canada? Has the government communicated with you to ask these
questions? What is the requirement?

You alluded also, Dr. Drummond, to the usage of masks on a dai‐
ly basis and being asked to use two masks on a shift. I'm curious to
know, too, with respect to the gloves, how often you change these
gloves. Is it per patient or is it per shift?

Those are the two questions I'd like to ask Dr. Drummond or Dr.
Ovens.

Dr. Howard Ovens: I'll take the first shot at that.

The Chair: Excuse me, Dr. Ovens, before you respond to that,
I'd just let everyone know that I'm getting word from the technical
people to remind people to mute their microphones when they're
not speaking. We're getting a lot of noise. It's difficult for the inter‐
preters and so forth to work that way.

Having said that, Dr. Ovens, please go ahead.

Dr. Howard Ovens: Thank you for that.

First of all, on the glove question, gloves so far have been in very
good supply. We do change gloves between every patient contact
and wash our hands.

As for the issue of demand, I can't speak for what information
the federal government in Ottawa is receiving. I can speak most in‐
formedly about Ontario, where I'm quite familiar with the arrange‐
ments. We are continuing to improve our modelling of what the de‐
mand for PPE will be in various scenarios as the outbreak may
worsen. We were really overusing PPE early in the outbreak, when
the actual risk to our colleagues was quite low. The danger was that
we would run out of it before we even got to the most dangerous
part of the wave.
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The other thing is that we don't know long this will last. If we
flatten the curve, it will actually extend the period of active treat‐
ment. Do we have enough data on how much we need? Probably
we need to continue to refine that, but I believe there is a lot of ac‐
tivity going on, from hospitals up through the provinces, which are
hopefully channelling that information to Ottawa, on not just how
much we're using right now but how that models into our needs for
the future.

The Chair: We go now to Mr. Kelloway.

You have five minutes, please.
● (1545)

Mr. Mike Kelloway (Cape Breton—Canso, Lib.): Thank you,
Mr. Chair.

I'd just like to echo what everyone has said here today. It's a real
honour and a privilege to talk to the witnesses today. I thank them
and all the health care professionals who may be listening to this
discussion today.

My focus, for at least one question, will be the Canadian Phar‐
macists Association. We know that there was more of a push, pre-
COVID, for collaborative health care teams. Now we know even
more so that's the case. There's an “all hands on deck” approach
here.

Do you feel that pharmacists could be better utilized in the fight
against COVID-19? If so, how?

Ms. Shelita Dattani: Thank you for that great question.

Absolutely. As I alluded to in my remarks earlier, pharmacists
are doing everything they can and working within the full scope of
current practice across the country, which is unfortunately quite
fragmented.

In our province, Alberta, pharmacists are being immensely uti‐
lized. They are able to prescribe for many conditions. They are able
to extend therapies, and they're able to do a lot of different things in
terms of scope of practice. As primary care environments are more
and more burdened, pharmacies are going to start becoming almost
the sole universally available primary health care provider.

Being able to help patients and fill those gaps in primary care
right now—obviously still in a collaborative way and interacting
with our physician and nursing colleagues, but having the ability to
exercise some of those things more independently, in a harmonized
way across the country—is very much needed.

Mr. Mike Kelloway: Thank you for that.

I see that your organization—and you referenced this in your 10-
minute statement—recently released guidance to pharmacists to fill
prescriptions for only one month at a time. Can you go a little deep‐
er as to why you decided to issue this guidance?

There is a reason I am asking. I am getting a lot of calls in my
riding, predominantly from people over the age of 60 or 65. A good
chunk of my electorate is made up of seniors, and they are becom‐
ing concerned about this filling of prescriptions only once a month.
I just wonder if you could elaborate a little more on that for us.

Dr. Barry Power: Sure. Thank you, Mr. Kelloway.

This is Barry Power speaking.

Actually, I was speaking to a pharmacist in Sydney last week
about this very issue. She was explaining some of the concerns that
have been brought back to them from patients.

The situation in Canada is that we get about 80% of our prescrip‐
tion drugs from China and India, with the bulk of them coming
from China. China has been in shutdown since January, and the
manufacturing processes and the shipping of medications into
Canada have pretty much come to a standstill. As a result, we had
double the normal volume in March, and we've seen drains on the
warehouses and the stockpiles of medications we have in Canada.

We already have a system that's very fragile. We have drug short‐
ages, and we were very concerned about pharmaceuticals going the
way of toilet paper and hand sanitizer, with those very constituents
having to go from pharmacy to pharmacy to try to fill a prescrip‐
tion, so we had to make a decision quickly.

We decided that 30 days would give people enough prescription
drugs to allow them to shelter in place for two full 14-day quaran‐
tine periods, and we would be able to make any subsequent deliver‐
ies to them. We did reach out immediately to drug plans, provincial
drug plans and private payers, to try to get them to come on board
as part of the COVID-19 response in Canada to cover some of the
co-pays that people are seeing.

We absolutely recognize that this is a burden on people, and we
continue to advocate for all payers to help offset some of the costs
that people are being faced with.

Mr. Mike Kelloway: Thanks so much.

How much time do I have, Mr. Chair?
Ms. Shelita Dattani: Maybe I can just—
Mr. Mike Kelloway: Sorry, my apologies. Go ahead.
Ms. Shelita Dattani: Maybe I could just reinforce what my col‐

league Dr. Power was saying in terms of what we've done.

We're also really trying to alleviate the burden on many of the se‐
niors we serve every day. The points that I made in my remarks
about deliveries are part of that, recognizing that we want these
folks to stay at home and we want to give them the access to medi‐
cations they need. That's part of our plan to dramatically increase
our deliveries happening every day.
● (1550)

Mr. Mike Kelloway: Thank you, both, for those answers.

Mr. Chair, how much time do I have left?
The Chair: You have one minute.
Mr. Mike Kelloway: Okay.

We're hearing some troubling reports that pharmacies in Canada
are running out of hydroxychloroquine, which I understand is com‐
monly used to treat illnesses like lupus and malaria.

Have you heard from your members that there are surges in pre‐
scriptions or demand for this drug, and what steps is your organiza‐
tion taking to ensure that the people who have non-COVID pre‐
scriptions for this are able to get the medication they need?
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I know we have just a limited amount of time, so a short answer
would be best.

Dr. Barry Power: As soon as we heard about surgeons prescrib‐
ing hydroxychloroquine, we contacted regulators across the coun‐
try. We put out a statement advising pharmacists not to fill these
prescriptions and to reserve those medications for people with
rheumatoid arthritis and lupus.

Most regulators around the country now have similar statements,
in some cases a joint one between pharmacy and medicine, if not
pharmacy, medicine and nursing, to make sure that these medica‐
tions are safeguarded for people who are stabilized on them for
chronic conditions, or that they are used in an acute care setting
such as a hospital where it's under a tight protocol.

Mr. Mike Kelloway: Thank you.
The Chair: Thank you, Mr. Kelloway.

We'll now go to Mr. Thériault for two and a half minutes, please.
[Translation]

Mr. Luc Thériault: Thank you very much, Mr. Chair.

I'd like to speak to you, Mr. Power. First of all, I want to tell you
that I'm pleased to see that you have not waited for the government
guidelines to take action and to give direction to your members to
address the drug shortage, including the 30-day prescription mea‐
sure.

We know there's a supply problem. We were just talking about it.
India has imposed export restrictions on several active ingredients
used in the manufacture of medication. There is also a problem in
getting them to Canada because of a lack of personnel and contain‐
ers, not to mention the problems with the commercial flights that
carry these drugs.

India is one of the main suppliers of raw materials. This country
is being hit by the pandemic and its containment measures are very
severe.

What are our options for dealing with raw material supply prob‐
lems?

We talked about hydroxychloroquine. Are there any alternatives?
Are there any other drugs that can be used instead?

Can you tell us about the situation so people will be reassured?
[English]

Dr. Barry Power: Thank you very much for the question, Mr.
Thériault.

We've been in contact with a number of the manufacturing asso‐
ciations, and I believe that, as of yesterday, India has agreed to lift
some of the restrictions on the export of the active pharmaceutical
ingredients. We are hopeful that this will start the flow again, espe‐
cially in combination with China coming back online. We still don't
have a good timeline in terms of when the supplies are going to
start flowing into Canada, but we are hopeful that it will pick up
over the next coming weeks.

In terms of hydroxychloroquine, there is another drug, chloro‐
quine, that can be used. Most of the focus has been on hydroxy‐

chloroquine, but they're both anti-malaria drugs and may have a
similar effect. The supply for that will really depend on the ability
of various companies around the world to supply the ingredients for
hydroxychloroquine tablets to administer to patients.

We're definitely in a situation where there's an increased global
demand for hydroxychloroquine and chloroquine as a result of all
of the focus on COVID-19, and we do need all governments to en‐
courage increased production of these medications for that reason
alone. To date, the data are still somewhat questionable as to
whether or not hydroxychloroquine has a clear benefit in
COVID-19. Some of the research that has come out is promising,
but it is not clearly showing that it has a major effect in improving
the outcomes for people infected with COVID-19.

● (1555)

The Chair: Thank you, Mr. Thériault.

We'll go now to Mr. Davies for two and a half minutes.

Go ahead.

Mr. Don Davies: Thank you, Mr. Chair.

Ms. Silas, I take you back again to 2006 and the final report of
the independent SARS commission. It said:

[T]here is no longer any excuse for governments and hospitals to be caught off
guard and no longer any excuse for health workers not to have available the
maximum [reasonable] level of protection through appropriate equipment and
training.

On the principle that if we don't know how we got here we won't
know where to go, can you explain to us how we got caught so off
guard with respect to personal protective equipment after that clear
warning from the SARS commission? What advice would you have
to deal with this on a go-forward basis?

Ms. Linda Silas: Justice Campbell was clear: We had never put
occupational health and safety, the safety of workers, in our health
care system. And we didn't. I was educated as a nurse. For a lot of
doctors, it was always, “Put patients first.” Today, since SARS,
we've been faced with the reality that we have to put workers on an
equal footing. You heard the example from Sandy about a firefight‐
er going into a fire without his or her equipment. We don't do that
in health care.

What the Public Health Agency of Canada needs to do is sepa‐
rate completely public health, public security and occupational
health and safety. Occupational health and safety is under provin‐
cial and federal laws. It's an employer's responsibility to provide the
training and equipment that workers need, and health care is no ex‐
ception.
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That's what we're trying to drive here. We are not respecting the
health care workplace as a workplace. It is not an area where things
will just go well if we pray enough. It is a workplace that can be
very dangerous, and we need to protect our workers.

Mr. Don Davies: You know, an alarming memo was recently
sent to front-line health care workers in Hamilton, Ontario. It stat‐
ed, “Staff should be keeping their first surgical mask on until gross‐
ly soiled or wet, or until an N95 respirator is needed for an aerosol
generating procedure.... After the procedure, the N95 will be kept
on until grossly soiled.”

Do you have any comment on that memo?
Ms. Linda Silas: Sick, sick, sick. It goes against all our training

in disease prevention. Any training that we ever got is that you
have to derobe after you leave the patient. You have to throw away
anything from one patient to the other. And of course, as soon as it
is soiled, never mind grossly soiled, you have to discard it.

We are looking forward to new studies around resterilizing some
of the N95s, for example. When and if they prove to be safe for
health care workers, we will be supporting that. In the meantime,
we are going to stand ground that health care workers are going to
be protected against this vile virus.

Mr. Don Davies: Thank you.

Dr. Drummond, quickly, you mentioned that you would like to
increase testing to all who are symptomatic.

Yes, Mr. Chair. I'll just finish the question—
The Chair: Sorry, your time is up.
Mr. Don Davies: Oh, okay. Thank you.
The Chair: Thank you.

We're starting the third round. We'll go now to Mrs. Jansen.

Mrs. Jansen, you have five minutes. Go ahead.
Mrs. Tamara Jansen (Cloverdale—Langley City, CPC): I

want to start by saying a tremendous thank you to all the witnesses,
as well as all the workers on the front line—the witnesses, most es‐
pecially, for their honesty and transparency here today.

I've been so worried. I've had many constituents calling me who
work in the health care field. They feel such a tremendous anxiety
for themselves and their families when they're being told to change
the way they're using their PPE in order to make sure they don't run
out. As you just mentioned, it's sick, sick, sick. It's very difficult for
them to say, “I have to wait till my mask is soiled to change it.” It's
been very, very concerning. I'm thankful that you've all been so
open and honest with us.

I have a question for Dr. Ovens. When I had constituents calling,
they would be saying to me that the information that was being
shared at the briefings, whether they were provincial or federal,
didn't really reflect the experiences they were seeing on the ground.
In the interim report of the national advisory committee on SARS
and public health, which was released back in 2004, it was noted
that Canada needs a real-time alert system in place for a proper
pandemic response.

Do we have some sort of software for data entry at hospital level
so that we can report to the local public health in real time, so that
the information shared is real-time information?

● (1600)

Dr. Alan Drummond: There is no national real-time system that
I'm aware of. Data gathering varies a lot from jurisdiction to juris‐
diction. Some data elements in some places are automated, but at
least some data elements are manually reported, I think, pretty
much everywhere.

Mrs. Tamara Jansen: In your view, then, do you believe that
the discrepancy with what's being reported in media briefings
would be improved if we had a better system for that?

Dr. Alan Drummond: That's a broad statement. Obviously, the
more accurate the data is and the faster we can get it up to the lead‐
ership groups, the better it would be.

Mrs. Tamara Jansen: Okay. I appreciate that.

Dr. Buchman, one of the recommendations in the document was
that we need a better emergency preparedness response system,
which would include a national emergency stockpile system. Your
survey of the 5,000 physicians showed that information regarding
that stockpile was pretty scarce.

Would you say that this national emergency stockpile system is
inadequate?

Dr. Sandy Buchman: As we've heard, there are significant
shortages. I'll give you an example. I'm a palliative care physician,
and we're trying to ramp up our response in palliative care, because
no patients should be abandoned if they are not suitable for a venti‐
lator or if they're not going to survive on a ventilator.

There's a procedure called “palliative sedation” that allows a pa‐
tient to be sedated and pass away comfortably and peacefully, but
we know that some of the medications are now in short supply, in
particular one called Midazolam, and some others. Another one is
called methotrimeprazine. That's just a very small but important
clinical example of these drug shortages that we have on an ongo‐
ing basis, as has been previously referred to. We see them—

Mrs. Tamara Jansen: Sorry. I have a very quick question.

Is there such a thing as a national emergency stockpile system as
you see it? Is there something that actually exists?

Dr. Sandy Buchman: I could be wrong, but to my knowledge
we don't have adequate stockpiles or emergency medicines. It
might be a better question for my colleagues from the Canadian
Pharmacists Association.
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Mrs. Tamara Jansen: It wasn't specifically about drugs. It was
also about PPE and stuff like that. I think that's what the emergency
stockpile system was for.

Dr. Sandy Buchman: Yes, there are adequate supplies for that.
Mrs. Tamara Jansen: In regard to the surge capacity that we

heard the Prime Minister talk about, has it been made available by
cancelling other medical procedures, or is there another, better way
to create surge capacity, such as having a plan for pop-up hospitals,
instead of taking away services for regular patients?

Dr. Sandy Buchman: That's a very good question. I feel that I
don't have the expertise to answer it carefully, but I do know that in
other countries of the world, there are pop-up hospitals that are sep‐
arating regular patients from COVID-19 patients. I'm presuming
there is evidence to support that. Again, I would defer to my col‐
leagues, maybe Dr. Drummond or Dr. Ovens, who might be able to
respond to that.

● (1605)

Mrs. Tamara Jansen: Is that possible, Dr. Ovens?
Dr. Alan Drummond: Actually, I'd be happy to respond.

We have talked extensively of lessons learned from previous is‐
sues such as SARS, H1N1, Ebola and MERS, and, quite frankly, I
think there are some lessons that have gone unheeded.

One of the major ones is about the consistent lack of surge ca‐
pacity in our hospitals. We know that a safe occupancy rate is 85%.
Most Canadian urban hospitals try, and sometimes fail, to provide
decent levels of care at over 110% of capacity, and that's routine.
We have suggested to all levels of government that this is some‐
thing that needs to be taken care of, both from a basic human de‐
cency perspective and also for pandemic planning.

Now we are in a situation in which cancer surgeries are being
postponed and radiologic investigations are being delayed because
hospitals have had to take extraordinary measures to get surge ca‐
pacity down to a reasonable level, so shame on them.

This is not really the time to point fingers, but this is the one les‐
son we must learn. These pandemics are not going away. In the last
two decades, how many have we faced? This is something that we
really must learn.

Is there a role for field hospitals? There is going to have to be, if
this becomes more than just a passing thing. I could see a role for
the army, particularly in rural communities, where hospitals may
rapidly become overwhelmed and field hospitals will be needed.
Let's hope that the military and the Canadian Forces medical ser‐
vices are considering an active role in the provision of patient care.

Mrs. Tamara Jansen: Thank you.
The Chair: Thank you, Mrs. Jansen.

We go now to Dr. Powlowski.

Dr. Powlowski, you have five minutes, please.
Mr. Marcus Powlowski (Thunder Bay—Rainy River, Lib.):

Thank you.

For the witnesses who may not know, I'm a long-term emergency
room doctor. I would like to compliment everybody on their great
presentations. You all did an excellent job.

In support of what you have all been saying, let me also lend my
support to a lot of people's emphasis on the importance of trans‐
parency at the federal level, provincial level, local level, hospital
level and even the ward level, especially with respect to PPE. If
we're asking health care workers to risk their lives and their fami‐
lies' lives, we ought to be telling them what we are doing in terms
of procuring PPE.

I know that our federal government is doing absolutely every‐
thing it can in order to make sure that, as much as possible, we're
getting the PPE to the people out there. I spoke to the parliamentary
secretary responsible for this yesterday. They're leaving no stone
unturned to try to get those things to you and to get them to you as
soon as possible. I think that, at every level of governance, whether
it's at the hospital level or at the federal level, we need to be forth‐
coming and transparent with the front-line workers as to how many
masks, how many N95 masks, how many gowns and when they're
going to come.

Having said that, let me get to the actual question, and it's re‐
garding the controversy over whether the virus is transmitted by
droplets or also aerosolized. Listening to the head of the nurses
speak, I know that a lot of nurses are really worried about the possi‐
bility of it being aerosolized, and I think for good reason. Some of
you and the doctors may have looked at that study out of Nebraska
on the 10 patients with COVID-19. They tested their rooms to look
for where the virus was, and it was everywhere. It was under the
bed. It was on the toilet seat. It was in the air. It was outside the
rooms, even though the rooms were negative pressure rooms. In ad‐
dition, I think there are infectious disease people who have also
speculated or believe that it is aerosolized.

The CDC is now suggesting that people consider wearing masks,
partly with the idea that asymptomatic people or mildly symp‐
tomatic people may be transmitting it and wearing the mask may
help to prevent their transmitting it.

Dr. Buchman from the CMA and the ER guys are kind of saying,
no, it's droplet spread. To lend a bit of support for the nursing posi‐
tion, I'm a little curious about the precautionary principle that she
talks about. Certainly, as doctors, isn't that the way we operate? We
don't dismiss the worst-case scenario. We have to first prove that it
isn't the worst-case scenario. As ER doctors, we don't go in and
look at a 35-year-old and say, “Yeah, your chest pain is just heart‐
burn.” No, we're always thinking about the worst-case scenario: It's
an MI, a PE, a pneumothorax or whatever.

Why are we so quick to dismiss the possibility of it being
aerosolized? Isn't it better to consider it aerosolized and act accord‐
ing to how the nurses want us to?

● (1610)

Dr. Alan Drummond: I don't mind weighing in.
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Nobody is discounting for a moment the concerns of our nursing
colleagues, who are the backbone of the emergency health care sys‐
tem—truly, no argument.

The reality of it is that we need to keep a bit of perspective on
this, and I think that may be a little bit lacking. Ninety per cent of
the people who get this disease are going to have a cough, a cold
and a runny nose. Between 7% and 10% will end up in hospital and
certainly some will end up in the ICU, and the case fatality rate is
going to depend on their age. If we choose to go with N95s and all
manner of maximum protection at an early stage of the disease
when we're not sure of the disease prevalence, are we going to end
up putting somebody at risk when they do go to intubate or perform
chest compressions if we've burned out all of our available supply?

You're a physician. I'm a physician. We know that the science on
this is a little sketchy. This is a disease in process. It's rapidly
evolving and our understanding is evolving, but we have to protect
to save lives. To be sure, we have aerosolization concerns during
invasive ventilation, intubation and cardiac arrest, but do we really
want to burn through our precious supplies at this point in time to
prevent somebody from getting a cough or a runny nose?

I don't want to be flippant. I'm just trying to be very straight here.
We have to keep our perspective.

Mr. Marcus Powlowski: Let me suggest that maybe a better
thing would be not to dismiss the nurses' concern about it being
aerosolized, but to say, “Yes, maybe it is, and when we have
enough N95 masks, we're certainly going to get them to everyone,
but at present, we think the risk is low. Because we think the risk is
low and we really need to preserve those N95s for those
aerosolized procedures, we're going to suggest that, but as soon as
we have enough N95s, we're going to be there for the nurses to give
them those N95s, as they're suggesting.” We know some hospitals
are suggesting to leave it to the individual to determine, but at the
moment maybe we have too much of a shortage.

Let me go on to—

Dr. Alan Drummond: Excuse me. Nobody is being dismissive
of our nursing colleagues, not for a moment. We work side by side.
We are a team, but we have to let a bit of science into this discus‐
sion as we know it and as we understand it going forward, unless
we want people to actually contract a fatal disease while trying to
intubate a 25-year-old. I understand your point, but I think that sci‐
ence is probably a little more in favour of, at this point, preserving
our capacity.

Mr. Marcus Powlowski: I don't think the precautionary princi‐
ple is contrary to science. There's a bit of—

Ms. Silas, are you jumping in? I guess I'm still on.

Dr. Howard Ovens: It's Dr. Ovens. May I comment briefly?

I want to say, in addition, very briefly, that just because you can
find the virus on a surface, that doesn't mean it can be transmitted.
When we look at the R-naught, it really suggests that the majority
of the spread is by droplet contact. There's really very little clinical
evidence that this is being spread in an aerosol fashion.

The argument about this can distract from what's really very ef‐
fective, which is good hand hygiene and very dedicated use of
droplet contact precautions with careful coughing.

Ms. Linda Silas: It's Linda here. May I interrupt?

We're not asking permissions here. We're asking our employers
to respect our professional judgment when we're in front of the pa‐
tient.

The Chair: Dr. Powlowski, your time is up.

We'll now go to Mr. Jeneroux, for five minutes, please.

Mr. Matt Jeneroux: Thank you, Mr. Chair.

I want to reiterate the first question I asked about two hours ago.

I asked the Canadian Association of Emergency Physicians if
they had been contacted by Public Health to work collaboratively
on COVID-19. They said they hadn't. Then one of the Liberal
members indicated that they had talked to the minister in March,
two months after we had been raising that this was an urgent issue.
The response from the emergency physicians was that it wasn't ac‐
tually a meeting on COVID-19 or the public health aspect of it.

To the members on the other side, this is a non-partisan commit‐
tee. This is something we're trying to do collaboratively with each
other to better support and better advise the government. I just ask
the members on the other side, when the minister's office sends
them an urgent email to read into the committee record, that they
certainly don't have to do that. All it does is that it ends up essen‐
tially embarrassing them and the government at hand, because,
quite frankly, this is a committee that's trying to better support and
get better advice for the government so we can work together to do
better for Canadians.

I appreciate at least the clarification from the emergency physi‐
cians on that.

My last question before my time is up, Mr. Chair, is for Dr.
Buchman.

We've been hearing that there has been a lack of modelling data
provided. I'm just curious as to whether your association has been
receiving any of the national modelling data to know what to pre‐
pare your association and your members for.
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● (1615)

Dr. Sandy Buchman: We haven't received any differing or dif‐
ferent modelling data than anyone else has received, so we haven't
been partial to receiving anything particular that no one else has.

Really, what's available in the public realm is available to us.
Mr. Matt Jeneroux: Are you aware if the government has inter‐

nal modelling data that would be helpful at all to your association?
Dr. Sandy Buchman: I'm not really able to comment on what

data they have or they don't have, but we are hopeful that any data
that governments have, federally or provincially, would be shared
publicly. That is, again, within the principle of transparency that we
were talking about earlier. We think it would be critical to share
anything that is known or available.

Mr. Matt Jeneroux: In my final few seconds, I'm going to
quickly jump over to the Canadian Pharmacists Association.

We spoke a little about the limited refills for one month. Are
there any exceptions being considered, particularly in rural and re‐
mote communities, where we know it is often more difficult for in‐
dividuals to get the medication?

Dr. Barry Power: Thank you, Mr. Jeneroux. It's Barry Power
speaking.

Absolutely. They are in the recommendations and in many of the
directives that we've seen come out from many of the colleges.
There is a recommendation that the pharmacists exercise their clini‐
cal judgment. Absolutely, if somebody has to drive two hours to get
to a pharmacy, it's not reasonable. They could be provided with a
larger quantity—if somebody has an extreme immunodeficiency,
for example, as well. They could be provided with an additional
quantity. It really is intended to be an individual decision. For the
broad majority of the Canadian public, however, we strongly rec‐
ommend that there be a 30-day limit.

Mr. Matt Jeneroux: Great.

Mr. Chair, I cede the rest of my time—
Ms. Shelita Dattani: If I could just add one more point to Dr.

Power's point.... The other way we're mitigating that and helping
seniors and people who cannot come into the pharmacy is manag‐
ing that through delivering out to those communities—those rural
communities and places where those people might be—and dis‐
couraging those vulnerable populations from coming into the phar‐
macy any more than they need to. We will bring medication to
them.

The Chair: Thank you, Mr. Jeneroux. Did you say you were
done?

Mr. Matt Jeneroux: Yes. I cede my time, Mr. Chair.
The Chair: Thank you very much.

We go now to Mr. Van Bynen. You have five minutes. Go ahead.
Mr. Tony Van Bynen (Newmarket—Aurora, Lib.): Thank

you, Mr. Chair.

I would like to start by saying that a genuine statement about
close collaboration across all health care providers is important, and
it's critical that we recognize that everybody is contributing. I also
agree very much that we shouldn't be making partisan statements,

and to portray that kind of genuine statement as a partisan state‐
ment is totally inappropriate.

On behalf of my constituents, I would like to thank all the health
care professionals whom the witnesses represent for their tireless
work in this unprecedented and historic pandemic. I certainly hope
that doesn't become portrayed as a partisan statement.

Having said that, we are hearing that there are a lot of retired
doctors, nurses and other health care professionals who are coming
back from retirement to assist in the fight against COVID-19. Our
government has also opened up a recruitment campaign for those
with medical education and experience.

Now, I would ask Dr. Drummond whether he believes these ini‐
tiatives will ease the burden and the risk of burnout for the health
care professionals who are working on the front line around the
clock. Is there any new training these professionals need to do be‐
fore joining the front lines?

● (1620)

Dr. Alan Drummond: Thank you for the question.

I think it's all hands on deck in the coming weeks, as we expect a
bit of a surge. We have concerns that elderly physicians, out of a
sense of social conscience, good citizenship or community spirit,
will feel compelled to go back to work. We have to be very clear
that it's a choice that depends on one's own personal circumstances
and one's own comfort as we get older. I'm 66. As we get a bit old‐
er, our exposure is the same but our risk is worse.

We are saying that if you're going to go back, just make sure you
understand what you're asking of yourself and your family, because
you may end up a fatality, and you have to weigh that up. If you do
go back, perhaps it's not on the front lines in the emergency depart‐
ment, but doing something else that is necessary.

Absolutely, the government freeing up the workforce is helpful.
Clearly, our residents are concerned that there may be some restric‐
tions on entering practice because of a delay of examinations that
needs to be considered. As a matter of fairness, if we are going to
recruit foreign doctors, we must then make sure that they have ac‐
cess to working in the Canadian workplace beyond COVID-19.

Yes, I salute the government for that. It is all hands on deck, but
we do need to be careful about what we are asking. Linda Silas's
comment about personal protection is really important, and we
would expect nobody to place themselves in harm's way without
adequate protection on the front lines.

Mr. Tony Van Bynen: Thank you. I appreciate that. I appreciate
your concern and I appreciate your candour. I've heard a lot about
gaps that seem to be present today.
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Rather than looking through the rear-view mirror, I'd like to put
our focus on going forward and what your suggestions are as part
of the solution after COVID-19. For example, I've heard there is a
limited number of health care professionals and that's a concern,
but in the long term, what can be done? Should there be programs
to increase the inventory of health care professionals? How can that
be accomplished?

Dr. Alan Drummond: Is that a question for me?
Mr. Tony Van Bynen: Yes.
Dr. Alan Drummond: Okay, thank you.

Yes, I think there is. We've been very clear. For five years now,
we've been saying we have a critical shortfall of emergency physi‐
cians, and that's going to get worse at a time when the population is
getting older and not necessarily healthier. We're talking about a
shortage of 1,100 emergency physicians, as we speak. That prob‐
lem is certainly going to be worse in rural environments. They are
always tenuous in terms of their capabilities, which is why we have
emergency departments closing down in P.E.I. and Nova Scotia af‐
ter midnight, and in British Columbia, because of limited physician
supply.

I think we also have to look at our colleagues as physician assis‐
tants, as nurse practitioners in community paramedicine to help in
the future, in terms of preparing not only for the day-to-day emer‐
gencies but also for any future pandemic. We have a workforce of
people who are really willing and able to help, but there may be re‐
strictions. I'm talking about physician assistants and community
paramedicine in that particular light.

Dr. Sandy Buchman: Mr. Chair, it's Sandy Buchman. May I just
add something here?

In the long term, we need national health human resource plan‐
ning, so I echo Dr. Drummond's words, but we have no national
plan of how many physicians, nurses and other health professionals
are needed. We have data, but we have no national entity that can
put that together.

We have to plan for 10 and 20 years hence. We have a growing
seniors population, of course, but we have about 10 times the num‐
ber of pediatricians graduating versus geriatricians. It's really just to
say that we have before us a major challenge, and that is national
health human resource planning and introducing these innovative
interprofessional models.

Mr. Tony Van Bynen: Thank you. That's a great segue to my
next question.

Are we suggesting that there should be a restructuring in the way
health care is being delivered at the federal, provincial and munici‐
pal levels? Should there be a change in the roles of the different
levels of government to address some of the gaps that seem to con‐
tinue to exist?

Again, I put that out to the doctors.

● (1625)

Dr. Alan Drummond: I would echo Dr. Buchman's call for a na‐
tional health human resources strategy.

What can happen is that Nova Scotia trains an emergency physi‐
cian who suddenly finds himself up in southwestern Alberta. We
need to get a handle, especially in the emergency department, on
the number and types of providers that we need for the various
practice locales, whether it be Sunnybrook hospital in Toronto or
Sundre in Alberta. We need to start thinking about who is going to
practise in our emergency departments and what level of training
they are going to require. For sure, that's true.

Is the practice of medicine changing? Well, from a family prac‐
tice perspective, this may be the dawn of a new era, as many family
physicians learn to practise or try to practise medicine innovatively
through the use of Skype, FaceTime, teleconferencing and video
conferencing, so yes, it's time. The health care system is going to be
under some level of siege over the coming years as our elderly pop‐
ulation dramatically increases.

Yes, this is the time, and yes, there is a role for the federal gov‐
ernment, in my view.

Dr. Sandy Buchman: I would just add that virtual care has al‐
ready changed the health care system. For years, we've been trying
to get virtual care on. We have just completed a task force with the
Royal College of Physicians and Surgeons of Canada and the Col‐
lege of Family Physicians Canada on advising regarding the policy,
regulation and governance of virtual care.

It's taken off just through COVID-19. The genie is out of the bot‐
tle. There's no going back, so the health care system will fundamen‐
tally change as a result of virtual care. It's just the beginning, but
once this pandemic is over, we need to reassess virtually everything
about our health care system.

The Chair: Thank you, everyone.

We go now to Mr. Thériault. Mr. Thériault, you have two and a
half minutes. Please go ahead.

[Translation]

Mr. Luc Thériault: I'll be brief. I'll continue in the same vein
with Dr. Buchman.

In times of crisis, we see the emergence of innovative practices.
We know that access to primary health care is a daily difficulty, es‐
pecially in rural areas. I'm curious to know how well things are go‐
ing so far.

Next, how do you feel about remote consultations, that is to say
by videoconference or teleconference? Is it adequate and effective
for diagnosing COVID-19, among other things, and for providing
care to people with this and other problems?

[English]

Dr. Sandy Buchman: Thank you for the question.

Even at the present time, pre-COVID and pre-pandemic, our sys‐
tem does not have the appropriate capacity to serve our remote and
rural communities. This is a huge problem. This would be part of
the health human resources planning picture.



22 HESA-10 April 7, 2020

Specifically with regard to COVID-19, just as we are testing the
more urban population or the part of the population that is better
served, we need to get testing out for rural and remote communi‐
ties. It is possible to provide virtual care for the mild illnesses, the
80% or so of people who will only have mild illness, but we have
to be prepared, as we are, to evacuate those with more serious ill‐
ness to centres that would be able to handle them.

Again, a lesson that needs to be learned is that we don't have the
full capacity yet to serve our remote and rural populations. The
pandemic should be a wake-up call. We are gravely concerned that
people will get sick in our remote communities, particularly in our
first nations communities, where the social circumstances would
predispose first nations communities to the development of signifi‐
cant illness, given, say, the number of people who live in a particu‐
lar dwelling.

To your point, I think it's very important to look at that issue crit‐
ically. We'll take lessons from this to ramp up resources for remote
and rural communities as much as possible, including the increased
use of virtual care.
● (1630)

The Chair: Thank you, Mr. Thériault.

We go now to Mr. Davies for two and a half minutes.
Mr. Don Davies: Thank you.

Dr. Ovens, you spoke eloquently about the need for transparency
and for us to make science-based decisions. Would it be helpful to
the medical community for the federal government to release its
modelling of the various potential outcomes of the development
course of COVID-19?

Dr. Howard Ovens: Within limits, yes. At its most simplistic,
we can all extrapolate a line on a curve. The interesting thing is
what assumptions they're currently building into their model and
how they anticipate it playing out. In the end, we're going to have
to see what happens. I think it would be of interest, but I don't want
to put too much importance on models.

Mr. Don Davies: Right. Thanks.

Dr. Drummond, I think one of your recommendations was that
you'd like to see increased testing for all who are symptomatic. It
looks to me as though we're testing about 1% of the population
right now. We're certainly not testing everybody who is symptomat‐
ic. Can you give us an idea of what we would be looking at to get
to the levels of testing that you think we ought to be doing?

The Chair: Is that for Dr. Drummond? Dr. Drummond, are you
there?

Dr. Howard Ovens: If he is taking a biology break, I could try
to take that, if you like. It's Howard Ovens.

Mr. Don Davies: Okay. Mr. Chair, I'd like my time to please be
adjusted because of that delay, if that's okay.

The Chair: Yes.
Mr. Don Davies: Thank you.

Go ahead, Dr. Ovens.
Dr. Howard Ovens: From international experience, a winning

strategy is that you test aggressively everyone who is symptomatic,

as well as carry out a random surveillance of key populations.
That's so you know the prevalence of the disease, but more impor‐
tantly, so you can follow that up by isolating the people who are
positive and tracing their contacts. It's a chain that starts with test‐
ing but ends with isolation and contact tracing.

I can't give you, off the top of my head, the exact number that
will be required, but it would definitely include everyone who is
symptomatic, as well as a well-designed surveillance program.

Mr. Don Davies: Thank you. I take it we're not there yet. Is that
your point?

Dr. Howard Ovens: We are not there yet.

Mr. Don Davies: Thank you.

Finally, to the Canadian Pharmacists Association, I've been con‐
tacted by seniors who are concerned about conflicting messages.
They're being told to stay home, but of course the result of having
to go every month for their pills is that they have to go every 30
days instead of every 90.

Second, there's a financial issue. A senior couple told me that
they pay a $10 dispensing fee. Between the two of them, they have
12 prescriptions, so their fees have gone from $120 every three
months to $120 every month. Is there any talk in the Canadian
Pharmacists Association about adjusting dispensing fees to help se‐
niors who are on fixed incomes in light of the requirement to get
their pills more frequently?

Dr. Barry Power: Thank you for the question.

We are exploring a number of options for helping these people.
We are working with the provinces and payers, and we're having
discussions within the profession as well about the best way to ap‐
proach it.

We knew it was going to be a difficult situation for a lot of peo‐
ple. We had to make a decision quickly due to the incredible spike
that we saw. We're now starting to have discussions with a number
of stakeholders, both to figure out when we can roll back the rec‐
ommendation to go with 30 days and also to figure out ways to help
people.

Mr. Don Davies: But would pharmacists consider reducing their
dispensing fees as a contribution to the extraordinary circumstance
right now?

Dr. Barry Power: That's a discussion that would have to happen
with the pharmacy owners, but it's a discussion that we can enter‐
tain with some of the stakeholders within our community.

● (1635)

The Chair: Thank you, Mr. Davies.

Mr. Don Davies: Thank you.

Ms. Shelita Dattani: Could I—

The Chair: Go ahead.
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Ms. Shelita Dattani: I could add to Barry's point about the
mixed messaging, which I think was the start of that question.

Certainly we talked about the 30-day supply, but we are definite‐
ly discouraging patients, particularly if they're vulnerable, symp‐
tomatic or don't feel comfortable coming into the pharmacy. Many
pharmacies actually have seniors' hours for patients if they feel
more comfortable coming in when there are fewer people, but
again, if they're symptomatic or sick or don't want to come in, we
are more than willing to deliver, and we continue to deliver.

As I mentioned earlier, pharmacies across the country have com‐
mitted to a dramatic increase in deliveries so as to reduce the num‐
ber of patients coming in. Also, pharmacies are taking phone calls.
They're talking to patients over the phone and putting up signage,

and they're definitely, in every way, discouraging symptomatic, vul‐
nerable or senior patients from visiting their pharmacies. We want
to protect their health and ours, and I think the messaging has been
very clear on that.

The Chair: Thank you.

I would like to thank everyone. I certainly thank our illustrious
panel for their very valuable contributions and their excellent an‐
swers to our many questions. I would like to thank the members of
the committee and the MPs in the meeting for their time and contri‐
bution.

I thank you all. The meeting is now adjourned.
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