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EVIDENCE
Whitehorse, Yukon
Wednesday, October 17, 2012 — 10:00 a.m.

Ms. Hanson:
now prepared to welcome all of you this morninwill call to
order this hearing of the Standing Committee onliEulc-
counts of the Yukon Legislative Assembly.

The Public Accounts Committee is established bynd@tey
Order 45(3) of the Standing Orders of the Yukonitlkagjve
Assembly. This Standing Order says that: “At thenowence-
ment of the first Session of each Legislature anx@tey Com-
mittee on Public Accounts shall be appointed arel Rablic
Accounts and all Reports of the Auditor Generalllskiand
referred automatically and permanently to the saichmittee
as they become available.”

other words, our task is not to challenge the gawent policy,
but to examine its implementation.

The results of our deliberation will be reporteckb#o the
Legislative Assembly. To begin the proceedings,

My name is Elizabeth Hanson, and I'm Berthelette will give an opening statement sumniagizhe

findings in the Auditor General’s report. Mr. Wiyl will then
be invited to make an opening statement on belélie De-
partment of Health and Social Services.

Committee members will then ask questions. As &
committee’s practice, the members devise and cemibie
questions collectively. We then divide them amohng mem-
bers. The questions each member will ask are rsittheir
personal questions on a particular subject, bugehaf the en-
tire committee.

At the end of the hearing, the committee will prepa re-
port of its proceedings and any recommendatiortsitinaakes.

On December 7, 2011, the Yukon Legislative AssemblyThis report will be tabled in the Legislative Asdagnalong

adopted Motion No. 7, which established the curiféablic
Accounts Committee. In addition to appointing mershef the
committee, the motion stipulated that the committell

“have the power to call for persons, papers andrd=cand to

sit during intersessional periods.”
Today, pursuant to Standing Order 45(3), and Mohian
7, the committee will investigate the Auditor Gemdeof Can-

2011, Department of Health and Social Services

| would like to thank the witnesses from the Depeamt of
Health and Social Services for appearing. | belidve
Whitley, Deputy Minister of the Department of Héaland
Social Services, will introduce these witnessesnduinis open-
ing remarks. Also present today are officials frima office of
the Auditor General of Canada. They are JeromehBlette,
Assistant Auditor General, and Eric Hellsten, Fipat in the
Vancouver regional office.

| would now like to introduce the members of theblru
Accounts Committee. So, as | said earlier, I'm &tieth Han-
son, the Chair of the Committee and Member of tbgidlative

Assembly for Whitehorse Centre. To my right is $tac

Hassard, who is the committee’s Vice-Chair and Ntesnber
for Pelly-Nisutlin. To Mr. Hassard’s right is theoH. Scott
Kent, the Member for Riverdale North. To my left Patti
McLeod, Member for Watson Lake. To Ms. McLeod’st lisf
Jan Stick, the Member for Riverdale South. Behirel imthe
Hon. Mike Nixon, the Member for Porter Creek Sowthd to
Mr. Nixon’s right is Darius Elias, the Member foruktut
Gwitchin. The Clerk to the Public Accounts Comnettés
Floyd McCormick, who is also the Clerk of the Yukbagisla-
tive Assembly.

The Public Accounts Committee is an all-party cotbeei
with a mandate to ensure economy, efficiency ariectve-
ness in public spending — in other words, accodilitakior
the use of public funds. The purpose of this pubéaring is to
address issues of the implementation of policiesmvhether
programs are being effectively and efficiently deted — and
not to question the policies of the Government akdh. In

with a transcript of the hearing.

I would like to make a comment and a request befare
do start this hearing that people endeavour to nsake that
the questions and answers be kept brief and tpdhe so that
we may deal with as many issues as possible itirtte allot-
ted for this hearing.

Mr.

I would also ask that members, witnesses and adviso
ada’s report entitledvukon Health Services and Programs —wait until they are recognized by the Chair befepeaking.

Hopefully, this will keep the discussion more otgemnd allow
those listening on the radio or over the Interoétriow who is
speaking.

We will now proceed with Mr. Berthelette’s opening

statement.

Mr. Berthelette:
discuss our February 2011 report on Yukon healthicss and
programs. With me today is Eric Hellsten, Princigawould
just like to note that also here today are Ronraenfbell, As-
sistant Auditor General and Charlene Taylor, Dect

Madam Chair, virtually every person in Yukon wittcess
the Yukon health care system several times dutieg tives.
In the 2009-10 fiscal year, the Yukon DepartmentHealth
and Social Services spent about $148 million onltHe@er-
vices and $109 million on Social Services, ContiguCare
and Corporate Services. It is the largest depattioicimne Gov-
ernment of Yukon.

Health Services expenses have grown by 47 percemt
the past five years. Increasing costs mean thdthheare has
taken a greater percentage of the government’satvex-
penses. Several factors make the delivery of heath chal-
lenging in Yukon. While the majority of Yukonersvéi in
Whitehorse, about 8,500 live in small, remote comities.
The overall population in Yukon is growing. It hgeown by
8.1 percent since 2005 and the 50-plus age grogpoising
even faster.

The incidence of chronic conditions increases aigh and
will have an impact on the cost and delivery ofltireeare. The
audit mainly covered the 2005-06 to 2009-10 figesdrs, and
audit work for this chapter was substantially coatedl on Sep-
tember 15, 2010.

Thank you for the opportunity to

(o]
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In our audit we looked at whether the departmegtilagly
identified health priorities and developed or misdifprograms
and services to address them. We also examinechamhtte
department could demonstrate that it incorporatdsqaate
strategic planning into the delivery of health $e#8 and pro-
grams. Finally, we looked into whether it measurasnitors
and reports on performance and results. We spaltjfio-
cused on the diabetes program and the alcohol eugl <br-
vices program because diabetes and alcohol andathuge can
lead to serious health complications.

Generally, we found the department has startedakena
transition to more formal management systems andegses.
To set direction for the health care system oveth# depart-
ment has begun putting into place processes fategfic plan-
ning and risk management, but these are in thg stes. We
found that the department did not establish keytheadica-
tors and targets for health outcomes and it didhawe a com-
prehensive health information system to collect plete and
accurate data needed for planning and risk assessme

be here to address you and to answer your questiaespect
to the Auditor’s report.

Before | speak briefly to you, by way of overvielwant
to introduce the senior members of my team whowatle me
today.

To my left is Birgitte Hunter, the Assistant Depiynis-
ter for Corporate Services. To her right, is Shéfright, who
is the ADM responsible for Health Services. On reft lis
Cathy Morton-Bielz, the ADM responsible for Conting
Care, and to her left is Dorothea Warren, who spoasible for
Social Services.

Almost directly behind me is Jan Langford, whotis fact-
ing director for the wellness initiative. We wililk about that
in a bit. To her right is Christine Paradis whahe Executive
Director of the Social Inclusion initiative, whicke will talk
about as well in a moment; and to her right is Brtchen,
who is wearing a tie this morning. To my left behios is
Kathy Frederickson, Director of Corporate Plannamgl Risk
Management; and to her left is Brian Farrell, Dioeof Hu-

To manage human resources, the department hadegolic man Resources. Without these people | couldn’tipyskeep

and procedures in place, as well as demographlgsasiahow-
ever, it did not have a corporate human resourae @ man-
age current and future needs. Without a plan, #mgadment
could not assess whether it was allocating reseurcthe most
effective way.

Looking at the diabetes program and the alcoholdind
services program, we found that objectives were spatcific
and measurable. There were no indicators, outcameseas-
urement processes in place for either program. Assalt, the
department could not monitor performance, assesgrbgress
of programs or report on their effectiveness.

We found two evaluations for the diabetes programt,
they were of limited use because there were no unable
objectives or targets. This made it impossible \al@ate pro-
gress or success. There were no evaluations faldoaol and
drug services program.

In summary, Madam Chair, we found that the departme
had not identified and formally documented its nmiogbortant
health priorities or adjusted programs and serviceseflect
these priorities. It did not use or analyze datenfrall relevant
sources to determine whether its programs and ceervivere
meeting objectives or reaching those people wha rieem,
nor did the department publicly report to Yukoners.

within my mind all of the information that is nesasy to im-
part to you this morning.

| want to express my thanks as well to the peogie -
vested an enormous amount of effort, not only duthe audit
process, but in the post-audit process with thdempntation
of the recommendations, and in fact, the consideratmount
of work that has gone into simply preparing infotima to
present to you — hopefully in a coherent way th@mng.

We are going to explore, quite obviously, manyha ts-
sues as we go through the report. The report, akyow, lists
102 findings — | would call them — and made 11 reawen-
dations flowing from them. As you already know, we’'ac-
cepted all the recommendations that were made éAtiditor
General. In fact, | should point out that, fromictty a man-
agement point of view — particularly an arm’s-lemgtudit —
is always welcomed as it affords us the opportutotyeflect
on our work and improve it.

| want to speak to you about the sustainabilityhef health
care system and the need for change in the healéhsystem,
and the fact that that issue is front and centralicCanadians.
There are many issues that differentiate northernearticu-
larly Yukoners, from the rest of Canada. One ofnthis our
demographics. The sheer fact of the matter is dhatpopula-

We made 11 recommendations in our report. The Departion is small — 35,000 people or so equates badoetyblip in a

ment of Health and Social Services agreed with reeom-
mendations, and we have included their responstteireport.

big jurisdiction.
You all have copies of my remarks, which I'm gobagry

Madam Chair, this concludes my opening statement. Mand stick to as closely as possible, but there&ference to the

colleague and | would be pleased to answer anytignssthat
the committee members may have.

Ms. Hanson: I will now call upon Mr. Whitley from
the Department of Health and Social Services.

Mr. Whitley: Good morning, members of the commit-
tee, and colleagues from the Auditor General’s ceffi am the
Deputy Minister of Department of Health and So&atvices,
and | consider this an important aspect of my resjilities to

two solitudes that traditionally used to be Freackl English,
but now it's suggested there are becoming twolstdis — one
north and one south. There are references in mgsntot the
young demographic in the north — not so much in¥bkon,

but nevertheless a matter of concern for us.

We know from our history what a northern futuredsoin
terms of our health care challenges — mines andising,
population influx, environmental change and risislatation
— and these all lead to a host of accompanyingasauid
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health problems. These economic and environmeht@hges
will have significant effects, both positive andgaéve, on the
well-being of Yukon communities and families ang,itmpli-
cation, young people in the Yukon.

But with respect to health care, we urgently neebe act-
ing now. Children are our future — that's a bitatliché —
but their well-being today predicts the health dilés 20 years
down the road — and commensurately so for healta sgs-
tems in the not-too-distant future. The focus im&ia has
been to spend money on the back end of the healéhsystem,
and the acute care system tends to draw much moreym
than the kind of upstream interventions we are gamspeak
about in a moment.

About the same time as the Auditor General's repas
released, there was also a study released cHlésdth and
Health-related Behaviours Among Young People inoMuk
which is part of a national study. Though each proe and
territory had its own report, the one that was asésl in our
jurisdiction raised grave matters of concern. Wtthere is
some good news regarding youth health and wellghelmere
are some bleak observations. It's clear that tloader context
of increased access to junk food, direct marketonghildren
and youth, glorification of violence and bullyirggclusion and
humiliation as entertainment, reality shows andgigames —
and | would add, in light of what's happening cuthg — so-
cial networking has a negative influence on chittsdives. All
of these things are having an effect on the hedltthildren as
much as is the traditional understanding of poverty

In the north, our kids are no better protected fthase in-
fluences than their peers in the provinces, butirtygacts are
often disproportionately worse because of the tacppropri-
ate programming or resources or other optionsttrad to —
or can — counter such negative influences.

We have high levels of hunger in the territory, hwit2
percent of boys in grades 6 to 8 reporting thaly tagend
school or go to bed hungry; poor eating habits femeer meals
with families and kids pondering leaving home wagmuch as
40 percent of kids in rural Yukon having contemgtatunning
away. There are high levels of bullying, and 20cpat of boys
in grades 6 to 8 and 35 percent of girls in gre@lesnd 10 feel
they're being taken advantage of. There are alaomahgly
high rates of smoking, binge drinking, drug use amckless
sexual activity, all of which have an enormous igtpan our
health care system — not necessarily so much atmthraent,
but certainly downstream.

On most indicators of well-being, rural childremefavorse
— and in some cases, much worse — than childreéngliin
Whitehorse. This is a wellness gap, and it undeescthe chal-
lenge of promoting positive youth development imyvemall,
isolated communities where there may be only a tuhnuf
young people and few, if any, opportunities to ditheir time,
energy and interests in positive ways.

These risk factors, behaviours and patterns wilkehseri-
ous health repercussions in later life, to say imgtlof their
impact on future health care costs or our abilityrteet rising
demand for services. Moreover, children who areslde-

prived, hungry, stoned or hungover cannot learre jbhs of a
prosperous north require a workforce that is liesrghoughtful
and competent. If we want our children to beneéitf the new
northern economy and be better protected agaiestdverse
impact of development, we have to act now in a reanhat
transcends simple, if urgent, questions of spending

Another aspect of the northern reality that bearshe is-
sue of health care delivery is our sparse populatften scat-
tered at great distances in remote places, oneha@hws only
serviced by air. There are few economies of scaléé north
so programs that are mounted in Whitehorse simaltytde
carried out distantly in some of these small comities) even
as smaller images of the parent project. We aretadmee-tenth
of the size of the smallest health authority intiBni Columbia
— which is the Northern Health Authority — just pat that
into perspective — and we’re roughly the populatdérCamp-
bell River, a community located in a health auttyorirhich
provides services to three-quarters of a millioage.

This geographic dispersion affects not only heattre de-
livery, it also brings a range of other challengest example,
access to proper nutrition is difficult and exp&esand this
issue was raised publicly only recently — much mofi&en
than recently, but certainly it has been raisecaent days.

As aboriginal populations have moved away from itrad
tional food, there has been an increased reliancprocessed
foods and other less desirable consumables. Inecoesice,
diabetes and other nutrition-related diseases bageme more
prevalent. Add to these difficulties limited accés$ealth care
professionals, poverty, cultural and language besyiheavy
smoking rates, lower life expectancies and serimental
health problems that have little chance of earljeci&on or
treatment, and the obstacles to delivering a redsgrequita-
ble level of care to many Yukoners can seem quitenting,
especially for a small jurisdiction, let alone fany sense of
how we are going to pay for increased costs oftswls to
address these issues.

This leads me to the next key challenge, whichealth
care system financing. Yukon, like all other praes, depends
upon federal transfer payments to fund our hedadife.cHow-
ever, in the north where there are smaller tax ofmegenerat-
ing revenue and the delivery of services is casttieese fed-
eral payments are central to the sustainabilitywfhealth care
system.

Though these payments are generous — there ishai-de
ing that — they are only sufficient to set a minimwservice
floor. They do not afford a margin for experimerdator inno-
vation.

The supplement of the territorial health systenianabil-
ity initiative — or THSSI, as we call it — which @ovided to
the territory in recognition of the additional clesiges faced in
the north, creates some room to try new and diftetieings.
This is episodically augmented by some project sufidm the
Public Health Agency of Canada and the occasiguat fund-
ing from Health Canada. All of this is time-limited one-off
funding. THSSI funding was scheduled to end last.y®lerci-
fully, the federal government has continued it ub€14, dur-
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ing which time the government will enter into negtons for
a renewal of the Health Care Accord. | will say mabout that
later as we go along in the questioning.

If THSSI is not renewed or put into our base, hogvwill
manage that drop in funds is a matter of concerngo

In some respects, this unpredictability in fundimas led
us to become a region of pilot projects. This isomplaint
right across the north and, in fact, across nomtt@&nada and
in the provinces. There is a really cruel pervgrsit pilot pro-
jects. We're anxious for any opportunity to havading to try
new things, and even though we are certain — nexdaio —
that experimentation will lead to something wortlilehwe
have a lot of anxiety about what will happen whiea funding
drops at the end of the year. A perfect examplihatf was the
mental health workers in the communities. The ooz of
narrowly funded projects are seldom long enougmtke a
difference on a macro level beyond the initial glofappromise.
The centrifuge of the acute care apparatus — igarging
technology, miracle drugs and its implicit covenaimat no
matter what befalls our bodies, self-inflicted therwise, there
is a cure and it will be taken care of — takeshgplion’s share
of funds. This leaves less glamorous, more diffitodmeasure
initiatives quite far behind.

This is a central point to my introductory remar&sd one
that touches upon the Auditor’s initial observasiabout pri-
orities. The department believes that the only waynake a
permanent and significant difference in the coshedilth care
is to change our attitudes about what constitugedtiy living.

We know already that the social determinants oftheae
the most powerful indicators of health and welldggipresent
and future. This observation was made in 1970rimyal health
care report by a Cabinet Minister, which was théohde re-
port. Based on the evidence adduced before thatnission, it
was clear that the most powerful indicators of trealitcomes
were the social determinants of health.

We know already what the downstream consequences
smoking, alcohol and drug abuse, poor diet andstréll have
on our health outcomes, quality of life and produgt, to say
nothing of the burden it poses on our emergencynrdately,
we have come to know the looming horror implicittie no-
tion that for the first time in human history, thigeneration of
children cannot expect to live longer than theirepss. No
amount of glistening acute care systems is goinghtmge that
fact, but only a sustained and significant shiftour under-
standing of what it will take to innovate and trimen our
health care system will leave us well positionedatitiress
these challenges. This is why we made social irmusnd
wellness our most important priorities. | have &y shat those
priorities were established some three years ago h#e put
considerable amount of thought into how we are gaode-
velop both of those priorities, and we will speaktiat more as
we go along.

There are three general themes in the report. ifsiehfas
to do with planning and setting priorities. The@®t involves,
very generally, data collection. The third addressealuation
and performance management with a focus on theetiiatand

alcohol and drug program. We have agreed with dwem-
mendations of the auditors, and | will be very happ report
on progress that we've made so far with respecome of
them as we go through each one during the questions

I do want to comment briefly on a couple of the swan
rized points made by the auditors in their openi@garks. |
would like us to bear in mind as we go along soinethhat |
think everyone opposite understands full well. Néheless, |
think it's worth saying that we are both a minisamd a de-
partment. We don’t have health authorities, so veelargely
responsible for programming, which as each of thmroittee
members understands quite well, invariably gets ptimary
attention.

What the human and fiscal resources at health ati#fso
in British Columbia, for example, can dedicate twlection
analysis and reporting on measures of health aatihheslated
behaviour is far in excess of what we in the Yukan do —
or, quite frankly, can ever do — as long as ourybajon base
remains close to what it is. For example, in owohbl and
drug program, we commenced a project to developdstas
based on best practices and evaluation processed ban
benchmarks and targets. This was a three-year grodiVe're
in the last year of that program. It was fundedHgalth Can-
ada, and you can see in the notes before youhbatdst was
approximately $1.8 million — that's just for oneogram, al-
beit an important and central program.

In closing this interview, I'd like to briefly meioin the
reference and the introduction of the report to dverruns.
There are three important things to bear in mirghreding the
issue of the overruns in those two years. Firstllbfwhile we
are, of course, bound by tiénancial Administration Actwe
are obliged by other statutes — thkealth Care Insurance
Plan Actand theTravel for Medical Treatment Aet- to pro-
vide services.

The language is mandatory. We are not free to &gioe
dfctates of legislation that require us to tendhe health and
welfare of Yukon citizens by simply saying, “I'm 59, we
don’t have any money.” | admit that it is possitdlego back to
government and ask for more money — which we havadgt
done from time to time — but the second cost driveand it
is probably more important in relation to those tygars — is
that we rely on acute care health delivery services juris-
dictions outside Yukon, principally British Colunahibut also
Alberta. The protocol that we have with these gidsons al-
lows them to bill us up to 12 months after the elo§the fiscal
year. So it is not only conceivable, but sometiries reality,
that we don't know what patients are in other gigsons or
whether or not their diagnostic analysis has chdmgevhether
or not their treatment program has changed sigmifig.

But even for that, the host jurisdiction is entitl® bill us
up to 12 months afterward. So we sometimes get thitht are
in the millions for patients who have been tredtdvarious
things outside the territory.

The way in which we traditionally address theseteraf if
we know about them, is to seek supplemental fundiather
than incremental increases as we go along. I'vergasnumber
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there — the intensive care bed costs us $5,000/aStayou
can imagine that the average stay in intensive aome-
where between nine and 14 days — how quickly thaat add
up. Then it goes up even further, depending orctimeplexity
of the treatment that’'s necessary.

ing with a new government and the new governmemizs-
date, so we need to adjust according to governrhpritaities.
There were several performance measures identifiethat
plan. The department continues to monitor our Esgrin
achieving those measures. One of the importants stbpt

So the point is worth repeating — we’re not a largewe’ve taken is to create the position that Kathgderickson

jurisdiction, and sometimes the numbers are skdwyefdctors
that aren’t even rounding errors in other jurisdics.

That concludes my opening statement. | want tokhha
auditors for working with us. | won't say it wasropletely free
of bumps and grinds.

We did have our disputes, but at the end of the dinnk
that their observations have enabled us to makees swurse
corrections in the work that we're doing and wewithem as
measures that will improve our work and the serife we
have for Yukoners. | have some other generalizedneents to
make, but I'll make those as we go through the tijoes.

Ms. Hanson: Thank you, Mr. Whitley. | just wanted

to point out that | neglected to detail what thbestule will be
today. We will be meeting until noon and then tgkan break
until 1:30 and continuing. We are currently schedulntil
3:30, but that depends on how long it takes usotthgough the
guestions.

Just to pick up on your comment, Mr. Whitley, yddihd
that the committee has based the questions thaevepared
for this meeting today on the findings and the ddommenda-
tions made by the Office of the Auditor Generalepproach
that we’ll take is that each of the committee membeill be
identifying some of the findings and, based on ¢hoscom-
mendations, we’ll go through those and they’ll Is&iag a se-
ries of questions based on that particular sothefmatic area.
We’ll commence to my left with Jan Stick. As I'didaarlier,
I'd ask that members of this committee and witnesseany
advisors to wait until they're recognized by thea@hbefore
speaking.

Ms. Stick: Welcome and thank you all for coming.

For me this is a first, and | am quite interestedhie process
today.

In paragraph 35, we have the first recommendatidvich
reads, “The Department of Health and Social Sesviteould
develop and report on performance measures andectisat
risk assessments are based on sound informati@uddition, it
should develop business cases on a more regul&."bake
department’s response was that they agreed, andamuead,
“The Department is committed to continued partitigga on
the Government of Yukon Interdepartmental workinmgugp on
the implementation of strategic planning and theettgpment
and reporting of performance measurements.”

My first question then, coming from this recommetimta
would be this: Have criteria been developed to rdete
where business case analysis and risk analysiequéaed?

now holds. She has the responsibility for crossadepental
initiatives, to track them and ensure that theyraeeting the
objectives that are set out.

The priorities that are established by the departraee es-
tablished through the governance mechanism thateaestab-
lished in the department. This was a major pridotyme when
I was hired and given direction by my then minidtee years
ago to develop a rational governance model thatldvallow
for decision-making to be made in a way that wassistent
with planning. Of course, there was not the typeplainning
that | think the auditors either recognized or appd of at the
time. So concurrently, as we have developed theemgawnce
structure and to ensure that the right peopleratbé govern-
ance structure, we had to develop a strategic plan.

Also, just to very briefly add a footnote to that are con-
tinuing to participate on the interdepartmental kirog group
on the development and implementation of stratptaaning,
which is right across government. We are now dfigriegular
training to all our staff in what “strategic plangi’ means and
the consequences for ensuring that the programevateated.

Sorry, | didn’t mean to go on at length, Madam Chai

Ms. Stick: | just want to point out that we are looking
at risk assessments and the performance measusatsnt

Can you tell us please if there has been any bssioase
analyses carried out since the release of thistdu@eneral’s
report?

Mr. Whitley: There are a couple that | can point to.
The first one would be the territorial health fumglibusiness
case of 2011.

| can actually provide you with a copy of that, tifat
would be preferable to going through it at lengdlit, essen-
tially, to make a case now for any federal fundiitdas to be
predicated by the preparation and delivery of anmss case
that is satisfactory to their financial analysthafwas done in
2011. The chronic condition support program that reve in
August 2011 — also federal money — had a focusiabetes.
That was also a business case that was done.

Just one last comment I'd make — we have doneka ris
assessment profile for the department, and thatpagsof the
creation of that office. That was the first respbitisy for that
incumbent.

Ms. Stick: You have answered the next question, so
I'm going to move on. Is the department finding astacles
to conducting business case analyses on a morkardmsis?

Mr. Whitley: Yes. | suppose you want me to identify

Mr. Whitley: The short answer to that question ——

actually |1 don’t think there is a short answer hattquestion
other than “Yes”, but it needs some elaboration.

We continue to operate on the basis of our stratplgin
we developed in 2009 with a five-year horizon. We waork-

Ms. Stick: Yes.
Mr. Whitley: Obviously, there is a resource issue. Al-
though we’re the largest department in government \se’re
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often looked at as — “Well, what are you doing wH260 mil-
lion anyway?”

The fact of the matter is that the departmentfiisefairly
flat in terms of its vertical arrangements. To teea business
case is fairly labour intensive. Even to preparettics commit-
tee — to try to anticipate what your questions rhigh so that
we could focus efficiently — required a preparatioh this
binder and other papers, which involved severalksed work
led by one person, but contributed to by many. dtmatter of
us trying to decide on a prioritized basis — arat tjpes back
to the governance structure that we have. We disthise
things in our meetings about whether or not we &ffiord to
take someone off another project and put them particular
project. | would say that resources is an issue.

A second, somewhat related issue to this is thetfet |
alluded to earlier — that we have many opportusit@®access
federal funding through the Public Health AgencyGQzhada,
or PHAC, or the Department of Health.

But these are time-limited projects, so the exgextas
that we’ll get going on them fairly quickly. Theienot a lot of
data we're able to access to make the case fontbiwey. The
whole purpose of pilot projects is to ask: Is thargap, and
how can it be most effectively filled? So many of dbusiness
cases are made after the fact — after the pragedvme, which
is not the best way to go about preparing thatafatting.

That's kind of the core of what stands in our way.

Ms. Stick:
the department says that it was committed to caimtf par-
ticipation on the Government of Yukon interdepantaé
working group on the implementation of strategianpiing and
the development and reporting of performance measents.
Can you elaborate on the department’'s participatiorthe
process?

Mr. Whitley:
interdepartmental committee. Kathy Frederickson,omvhl
referred to as the person responsible for our catpoinitia-
tives, is a regular participant on that commitf€leat commit-
tee’s work is led by the Executive Council Office.

Ms. Stick:
— well, actually going backwards a bit — where, &Th
Department has identified many health prioritiegtsrplanning
documents but has neither ranked them nor prodptaat to
address them that include resources, timelinestagdts. As a
result, it is not clear which priorities are criticand what the
Department will do to address them.” Out of thag, ave the
next recommendation at paragraph 36: “The Depaitmén
Health and Social Services should rank its hediibripes, set
timelines and targets for addressing them, andtifgethe
resources required.”

The department’s response was that they agreedndunile,
the priorities were not ranked formally, it discedsthe new
wellness strategy and social inclusion and povestjuction
strategy. The social inclusion and poverty reductibrategy
was scheduled to be completed that summer and woitke
wellness strategy, which had just recently begaa & target
date of completion of March 2013. Other prioritea®e identi-

fied. The first question | have out of this reconmuiation is
this: Does the department now rank its health hiesf?

Mr. Whitley: The short answer to that question is that
we have not, as yet, ranked the health prioritiedemeath the
general priorities that | identified earlier. Thec&l inclusion
and the wellness initiatives are our top two pties. We have
determined that, because of our aging demographi@ging-
well strategy as an aspect of wellness needs tpviea serious
attention, so that within the overarching objectigeimprove
the wellness of Yukoners, we have decided to feeusnd this
is spurred in part by the recommendations of thdithu Gen-
eral — on family, youth and children as the bestplto com-
mence work.

The social inclusion and poverty reduction strategy
framework has 30 different initiatives within ipanning mul-
tiple government departments. Each one of themniastor-
ing, reporting and evaluation of performance intdica for
each one of those. That leaves me to answer tlastiqn:
What went into making a determination about weknas be-
ing our priority? We looked at the data of the Heatatus of
Yukon people and the inequities in that status betwthe most
healthy and the least healthy people in the Yuktge.looked
at the research on prevention and the cost benmfitgenting
chronic conditions. We looked at the evidence i pinoximal
and distal risk factors that contribute to illnesgl injury, and
the thinking there is that if we understand thesesuof ill

In your response to this recommendationhealth and injury, we can prevent the onset of it — at

least delay the onset.

We also looked at the research and literature aail
about what works to prevent illness and preventibrtan
elaborate at length on that because | have aifadf botes, but
there is a process that we follow in determininignities, and
within those broad priorities, looking at what soof things we

We have regular participation on that should pay attention to first. There are many, maeglth

conditions that we are tasked with addressing:edes) hyper-
tension, heart disease, cancers of many, manyreliffekinds.

All of these can be considered health indicatox$ dm get that
consideration in other jurisdictions. We haventikad those as

I am moving ahead now to paragraph 25priorities. Rather, what we are trying to do isngrsome cohe-

sion to our priority setting within general umbeallof concern
and then identify priorities within that. For exaepif we

know that colon cancer in the Yukon seems to bthermrise —
and | say “seems to be”, because the numbers amalb that
when CIHI — the Canadian Institute of Health Infation —

gets gross numbers from us, multiply our factorlB®,000 it
becomes a meaningless number.

But if we have a sense that the numbers of colocerain
the Yukon are rising, as we do, we want to look aumber of
things. One of them is, should we do more exp#iod accurate
testing? That’'s one of the things that we're comileting as a
priority from reviewing the data that we do have.

The other point | would make in response to yowgstion,
Ms. Stick, is that in the health care review we stk in 2009
there was a strong recommendation that health pfomget
more of a focus and that more investment oughtetput into
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that. Again, it fed into why we would select wekliseas a
health priority to focus our attention on.

Ms. Hanson: Thank you, Mr. Whitley. | think we’ll
find during the course that, instead of questidhere will be
an opportunity to elaborate on some of these.nkihwith the
guestions that the committee has put togetherethmary be an
opportunity to be a bit more succinct in some atpetit.

I am not trying at all to curb the wealth of infaation that
I know that the department has and has preparddwélare
trying to focus particularly on the specific aspeof each of
the recommendations.

Ms. Stick:
when the department does identify health priorjtiesv does it
produce plans that include your resource timelarestargets?

Mr. Whitley:
sibility of the program area, and once again, iegdack to
how we conduct our work in the department. We haveex-
ecutive management committee and above that —uflgok
at it on a vertical chart — we have a deputy merstcommit-
tee and then it would be my office. So at the etteeuman-
agement committee, we have all of the senior direcin the
department, which are about 21 or 22.

The proposal comes to that committee first, asle and
is reviewed by that body to determine whether drinis part
of the strategic objectives that we have identifiedselves —
the operational business plan for the year thatslout of our
strategic plan. If it has approval there, then aaklat the cost
of the initiative and how that will work, what tleitcomes will
be — which implicitly involve measurables — and rihi¢s
taken forward for final approval by the deputy rsters com-
mittee. The deputy ministers committee is chairgdne, as is
the executive management committee, with the foDMA of
the department. The reason it goes to that depattiaebe-
cause we're trying to look at the pressures thathesxe. Par-
ticularly for new initiatives of the kind you’re spking about,
we’re trying to look at them corporately so thathié program
area can't afford to do the particular initiativge look at the
rest of the department to see whether or not taereffsets or
potential areas of funding that we can redirecsupport the
initiative.

Ms. Stick:
ment, it stated that work on the wellness strajegy recently
began, with the target completion date of March@an you
tell us, please, if the timeline for completion tbe wellness
strategy is still on target?

Mr. Whitley: Yes.

Ms. Stick: The response also discussesYhbkon So-
cial Inclusion and Poverty Reduction Stratebgt was sched-
uled to be completed in the summer of 2011. Wakstnategy
completed then?

Mr. Whitley:

Ms. Stick:
Reduction Strateglgeing completed in the summer of 2011.

Mr. Whitley: It's not completed yet — no.

Ms. Stick:
eral’s recommendations that the department shoaitdk iits

health priorities, set timelines and targets fodradsing them,
and identify the resources required?

Mr. Whitley: Yes, the outcome of that exercise
will have those identifiable factors in it. Did y@ay “social
inclusion” or “wellness”? It applies to both.

Ms. Stick: I think it would apply to both.

Mr. Whitley: Yes, it applies to both.

Ms. Stick: Sorry, could you —?

Mr. Whitley: The finished documents will have

those priorities, benchmarks and outcomes cleddptified.
Ms. Stick: Thank you. It also said in the response to

Following up from what you have said, the recommendation that the department says thatitj@s

may shift in response to urgent health needs ofovigks — in
this case, it was the HLN1 response — or followdlirgction

The production of the plan is the respon- provided by the minister and Cabinet. You have uised this

a little bit, but has there been a similar shiftiofypriorities
since the Auditor General’s report of February 2011

Mr. Whitley: Absolutely. The Auditor General's
report required that we focus on the commitments haee
made as a result of the recommendations. We haeedp all
of the recommendations, therefore there is an eoasm
amount of work to be done in just meeting thosemaoenda-
tions. Were you referring to other diversions, suah the
H1N1? That was the most significant one that weehaad to
face — since I've been here, at least.

Ms. Hanson: Any follow-ups, Ms. Stick?

Ms. Stick: Not at this time, Madam Chair.

Ms. Hanson: | should note, too, that we may choose
to take an opportunity at the end of the sessiorfdibow-up
questions as the day goes on.

| would like now to turn to Ms. McLeod, who has sam
questions.

It's such a nice opportunity to be able to say thiker.

Ms. McLeod: Thank you for joining us today. Para-
graph 34 is the area I'm going to start with.

While a risk management structure is in place, datga
limitations we identify in this report mean the denent’s risk
assessment decisions may be based on insufficifartriation
and, in addition, performance measures have nat les&b-
lished. My question is this: What is being doneetsure the

In part of the response from the depart-department has sufficient information to mitigate tevel of

risk in its decision-making?

Mr. Whitley: We have established risk registers in all
of our program areas, and performance measures hese
identified in the 2012-13 departmental plan. Weehaamples,
if you care to review them during the break, onthan be pro-
vided to you later on, if you wish.

The issue of data limitation is an important oneduse
the state of our systems is not state-of-the-art.

Part of that is historic and part of that is a®suit of the

I'm sorry — the reference was to what? devolution from the federal government. Severaryeao we
The Yukon Social Inclusion and Poverty inherited, in some instances, systems they wenaguat the

time. So, for example, in Social Services we hadata system
that is fundamentally unreliable, in terms of tHadkof data

Does the strategy address the Auditor Genproduction we can get from it in order to do theckdf analy-
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sis that the Auditor General expects us — quitathjg— to
do.

We are inputting our enterprise risk managemerd adb
the central system now that is maintained by thpabenent of
Highways and Public Works, as well as the risk nganaent
processes now going to be incorporated on a pembdizesis
into the strategic planning process, which develmperational
plans for each year.

Ms. McLeod:
formance measures that would assist with this?

Mr. Whitley: I'm not entirely sure | follow the ques-
tion, because our strategic plan and our indivicdymrational
plans for the year incorporate performance meas@&escould
you be more specific about the question, please?

Ms. McLeod: Well, | guess the question really is this:
What is in place to ensure that you're carrying wihiat you
say you are?

Mr. Whitley: Let me give you an example, then, if |
may. The diabetes program measures hemoglobin.cBarthe
hemoglobin count for each patient is tracked okerdourse of
the patient’'s involvement with the program. The heig the
hemoglobin count, the more concern we have thapdhient is
not managing their diet, their exercise — the plaat was laid
out for them — in the way that's expected. So wellde to
make feedback corrections to the particular pati®otthat's a
very specific example, but it would be a performranweasure
to determine whether or not that's actually happgni

Ms. McLeod: Excellent. Thank you.

We are going to move on to strategic plans, papg®2 to
25. In paragraph 23, the report says, “We found the
Department has a five-year strategic plan. The 22094
strategic plan identifies the Department’'s strategoals,
objectives, strategies, mission, and vision. Howewe found
that the plan’s goals and objectives are not measeur Nor
does the Department identify standards for thel land quality
of services or prepare an analysis and selecticdtefnatives
as required by the Financial Administration Manual.

Has the department developed instruments to medsere
achievement of the goals and objectives laid otlhénstrategic
plan?

Mr. Whitley: Let me start first of all with the strategic
plan itself. The finding that the goals and objeesi of the
department are not measureable may have beenamdef is
generally true of many of the programs that we hawe it is
not absolutely true.

For example, in continuing care, which was not @raaf
examination or scrutiny by the auditors, there wasccredita-
tion process that had commenced several yearsimd@f09,
and within the context of the accreditation exexcigoals and
objectives and performance standards were allgefTtve ac-
creditation process, as you're probably aware, liras ongo-
ing participation from Accreditation Canada so ttta¢ goals
and objectives that are set out are determinedherebe met,
not met, or some progress measured toward mediamg. t

We are moving as a department — prodded, if yol to
the Auditor General — toward more standardized milam

processes and templates, and we will be revisimgstrategic
planning document to ensure that goals and obgstare
measurable. The period of time from 2014 to 201&hésnext
expected strategic plan time frame when we willueashat
every program that we are involved in has a statided tem-
plate that applies. I'll leave it at that for th@ment.
Ms. McLeod: We understand that that work is ongo-

ing. Does the department now identify standardsttierlevel

What has been done to establish per-and quality of services?

Mr. Whitley: Yes, it does, and | think you should see
that in the Cabinet documents now. Our Cabinet ohecus
and submissions for support for programs and expansf
programs will routinely have that as part of thbraission.

Ms. McLeod: Does the department now prepare
analyses and selection of alternatives as requyetihe finan-
cial administration manual?

Mr. Whitley: Yes.

Ms. McLeod: Paragraph 24 says, “The strategic plan
identifies external stakeholders, but the Departntgres not
communicate with them consistently. We found tlinet toles
and responsibilities of key stakeholders, suchiest Nations
and Aboriginal groups, are not clearly defined.t&etommu-
nication between these parties is important to rentuat they
work together to generate plans for a better ovheallth status
for First Nations and Aboriginal peoples.”

Since the release of the Auditor General’s regwte the
roles and responsibilities of key stakeholders bdearly de-
fined?

Mr. Whitley: In some cases, yes. Let me just elaborate
on that briefly. One of the major initiatives thva¢ have in the
department, as | have mentioned, is the socialgmmh strat-
egy. We have a community advisory committee thablires
13 community and First Nations stakeholder groupss an
entity that has its role and responsibilities diedefined in the
terms of references set out by mutual agreemedtpavbably
is a model of how community consultation can procée a
collaborative way.

Another instance of work that was ongoing at tineetiof
the audit was the non-governmental organizatiomifug pol-
icy. The practice up until then — and | think thed&ors would
have found good reason to criticize it — was preitly hoc.
NGOs would come for funding, either to the departtma to
the minister, on a random basis and ask for inesésat may
or may not have been justified.

What we have attempted to do, | think successfislyp
develop a policy that rationalizes that processhat identifies
the nature of their responsibilities for the NG@ad it was a
policy that was worked out collaboratively with af the
NGOs meeting with us at the department. There @meesoth-
ers that | could mention, Madam Chair, but | do ivensay
one thing about the findings about the roles asgaesibilities
of key stakeholders such as First Nations and givadi
groups. It is a finding that | think is made in sthing of a
vacuum when it comes to the relationship that existween
First Nations and the department. We don't constterFirst
Nations a stakeholder group; they're another I@fejjovern-
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ment and their relationship with the governmentcpeas on a
very strict protocol. So, the arrangements thathage with

them involve at minimum ministerial direction, kaltvays the
involvement of the Land Claims and Implementaticects-

tariat because there are implications that flowrfrthe final

agreements. So that’s on the one hand.

On the second part, each First Nation will wanptoceed
according to a different set of priorities, so itist really open
to us to standardize how we will govern our relagioips with
First Nations. For us to define that might be cdestd to be
somewhat presumptuous. What we need to do withFitst
Nations is find ways for us to work together whtreir leader-
ship and our leadership are agreed in that ceptaiciples will
apply in respect of particular instances, such hakl rotec-
tion. | can elaborate on that later.

shorter for the Aboriginal population than for athukoners.”
Given this significant health disparity, what pldoes the de-
partment have for working together with First Natigovern-
ments to generate plans for better overall healticames for
First Nation and aboriginal peoples?

Mr. Whitley : The issue that you raise is a national
one, and we discussed this issue at the natioble. t&/hat sets
us apart is the fact that we have First Nationsstnad which
have final agreements and have, in many respestsinaed
responsibility for some of the population’s hedttbues across
the territory. We still manage the acute care aspiethe health
care system but in terms of the factors that go iatluced life
expectancy, the increased prevalence of heart siseaiabe-
tes, poor nutrition — all of the social determirseanf health are
differentiated in some First Nation communitiese ®tudy that

firms that rural, small community-based kids suffiespropor-

Ms. McLeod: Is your process and procedure the samavas done on high-risk behaviours of school-agettidm con-
for those First Nations that do not have a setlg@tement?
Mr. Whitley: Yes. The absence of a collective agree-tionately to urban kids.

ment shouldn’t lead to a presumption that there 'woa one,
so it's safer for us to proceed in appropriate defee to an-
other level of government, because there is indacther level
of government, whether or not they do have a fagaeement.

In any event, our conduct with First Nations whe ant
yet settled in their agreements will affect howtthgreement
will ultimately look. So, necessarily, the Land Bla and Im-
plementation Secretariat is concerned and warlte iovolved
in how those agreements proceed.

Ms. McLeod: Thank you.

Given that most of our communities are predominantl
First Nation, it's an easy leap to make. The difiti¢ for us
here is that we have to take the lead from thd Nation gov-
ernment on determination about what priorities g@ing to
pursue in respect to population health issuesh&aektent that
we can support that, we do support that. We sumpogsource
at the hospital. We support a resource at the Goah¥ ukon
First Nations and we, as | said, take our lead ftioem.

Ms. McLeod: Business plans, paragraphs 26 to 28 —
in paragraph 28, the Auditor General says, “Howgwee

What actions has the department undertaken to wepro found that the mandate, goals, and objectives enkdy plan-

communications with stakeholder groups, understandhat
you don’t consider First Nations to be stakeholdees se;
however, if we can consider them in that light?

Mr. Whitley:
have at our disposal for improving our communiaagiavith
various groups. One example that | can give yaihésHealth
and Social Services Council, which is mandated utite stat-
ute to advise the minister on various issues. Toaincil, as
you are probably all aware, has a cross-sectiolf ukoners
who provide their views on particular issues to thimister.
That is done through the department so that we haseanse of
how to manage what is coming from that particutdite

Another example | can give you is the Yukon Adwvisor
Committee on Nursing, which is a liaison relatiapsive have
with the nurses association. Our liaison attenég tmeetings
regularly, and similarly with the Yukon Medical Agsation,
First Nation health and social commissioners —ealae many
entities we have to build on how we communicatén wiem.

Now, there is a fair comment made by the auditat the
don’t do it consistently. That is true, becauses¢hentities
quite often expect — sometimes at least an ADM, somhe-
times the deputy minister — to participate and #isiply not
possible, given our small size.

Ms. McLeod:
riginal people experience some of the most sigaifichealth
disparities in Canada. In 2006, the Yukon Bureastatistics
reported that the 10-year moving average life etepary is

Paragraph 4 of the report say, “Abo-

ning documents — strategic plan, department plad, Main
Estimates — are not consistent.... The Departmei ithe
process of aligning the strategic plan to the bnaand unit

There are a number of vehicles that welevel as well as the individual employee plans.”

So the question is this: What progress has thertiepat
made in aligning its strategic plan, the departnpauh and the
main estimates?

Mr. Whitley: The goals and objectives in the strategic
plan and the departmental plan are now consisidrat is one
of the first things we addressed with the languafgihe docu-
ments. The main estimates now contain departmentet-
views and program descriptions that contain theadrstate-
ments that define the general purpose of the deeatt while
the program descriptions identify in general teitims clients
we’re serving and the services that were performédse are
not meant to be compared with the goals and obgxtin the
other plans. If you wish, | have a copy of the 2Q#3depart-
mental overview and program descriptions and icsoal
guidelines as an example. | can show you thoseufwish.

Ms. Hanson: Thank you, Mr. Whitley, we will most
likely want to take you up on that variety of refece materials
you have cited this morning.

Ms. McLeod: What is the current status of the align-
ment of the strategic plan to the branch and thtlevel, as
well as individual employee plans?
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Mr. Whitley: That work is ongoing. | can't sit here
today and tell you that it's fully aligned. Thatvsere we are
going.

The introduction of the strategic planning prodes®lves
a change in culture in a department. People atitieelevel
sometimes don't see the connection between the-lbigh
objectives of the department and the work that teydoing
immediately in front of them. | recall clearly thahen | went
out to one of the communities to provide a copthef strategic
plan to all of our colleagues, one of them saidptitould have
saved the money on printing this. What do | neésl fitr?” It
shouldn’t have surprised me, but work has to go develop-
ing a culture of global thinking and thinking aheaflthinking
beyond the immediate file in front of you. That dfficult
when people are busy, so we are working on that.

Ms. Hanson: Thank you, Mr. Whitley. I'll be asking
this next serious of questions, so for the purpadebe Han-
sard, if they hear a female voice, it's me, and themdhs most
likely Mr. Whitley, unless Mr. Whitley changes toaving
somebody else respond.

Following on the issues that Ms. McLeod just idigedi,
recommendation 43 said, “The Department of Healtld a
Social Services should prepare a human resource” plaits
response, the department agreed, “As indicatedhénréport,
the Department has drafted a framework for a hureaaurce
plan. When complete, the plan will address sucoaspian-
ning, mentorship, recruitment, and retention. Wisrkvell un-
derway and a draft plan is scheduled to be congblatethe
next six months for consideration by the deputyistér.”

The department, in its response to this recommenrdat
says the draft human resource plan is scheduldskteom-
pleted in the next six months. The Auditor Gensraport, as
we know, was released in February 2011, which mehes
draft plan should have been completed by the enAugfust
2011. My first question is this: Could you pleasscdtibe the
elements of the framework for human resource @ad,where
are you in developing the human resource plantcisnplete?

Mr. Whitley: I'm trying to find the shortest way to an-
swer your question. The human resource plan is.ddmave it
in my hand, so it can be for your view later onapdif you
wish. Again | want to go back to the organizatiostilicture
and the governance of the department becausanis fliorough
virtually everything that the auditors have ideetif.

have reorganized to maximize our service deliveny imternal
business practices are now all under review to rensoiat
they're consistent with the plan.

Ms. Hanson: Thank you, Mr. Whitley. So, that means
that the plan is in place now?

Mr. Whitley: Yes.

Ms. Hanson: Does this human resource plan address

succession planning, mentorship, recruitment atehtien?

Mr. Whitley: Yes. That's under point number two, en-
suring the right mix.

One of the strategies that are required is retentiecruit-
ment and succession planning.

Ms. Hanson: Are details set out for that in terms of
the how?
Mr. Whitley: There is a general direction in the plan.

It now falls to the HR group to put flesh on thenbs.

Ms. Hanson: Thank you, Mr. Whitley.

I will move on then to recommendation 4: “The Depar
ment of Health and Social Services should develphealth
indicators and benchmarks for them as well as dfisie
health outcome targets. It should then comparetrearks and
targets with actual indicators and outcomes for ofigks and
major population sub-groups and analyze any gapdeter-
mine what needs to be done to close the gaps. Eparbnent
should identify performance indicators, targets amelasure-
ment processes for its diabetes and alcohol and skewices
programs.”

In response, the department agreed. The deparsaihit
will work toward developing key health indicatoradaout-
comes specific to Yukon, as well as setting reasleneargets
and benchmarks where comparable data is availattévihe
next 18 to 24 months. It has now been 20 month=edine re-
lease of the Auditor General’s report. Are the camaple data
for key health indicators, outcomes, targets andchmarks
available?

Mr. Whitley: | have some notes here and I'll just
touch on some of them briefly in terms of how wep@nded to
this particular recommendation. One of the thingsimmedi-
ately started to do is to try to recruit — and veavrhave suc-
cessfully recruited — a health and social serviesgarch ana-
lyst whose expertise will address the issues im¢hemmenda-
tion. What we’re particularly interested in is tNekon pro-
gram-specific health indicators. Sometimes | thimére’s such

The human resource plan was developed by the seniarthing as too much information, but somewhere oethose

management team, so that's the SMC group. The idkemti-
fied three goals and each goal had a specific itewon’t go
through everything, but I'll just tell you what tb® three goals
were: to identify and address the HR issues andséaethe
department — there were three points to ensurettizdtwas
accomplished; the second one was to ensure thie-righihen |
say right, | mean the appropriate mix — quantityl #me skills
of human resources in place to deliver quality theahd social
services. Points, again, are identified under thagnsure that
that target is met. Then the third one is to ensusafe and
healthy workplace. Again, there were points idésdifin that.
That was fleshed out in this plan that | have in lmayd. We

and I'll come back to that.

In addition, as part of our wellness strategy, agehde-
veloped an indicator framework document callids Count
and | have that document with me here. Its sulistléAn in-
dicator framework.” Just to quote briefly from timtroduction
to the report: “This report presents a set of iattics organized
within a framework that will allow the Yukon govenent to
track and report on how well Yukon’s children aadilies are
doing.

It looks beyond physical health outcomes and examin
many of the factors, for which reliable measureistethat al-
low individuals to live healthy, successful andiflihg lives.”
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| should say that it was developed through an esxterlit-
erature review and analysis and a comparison ot ghlaeing
done in other jurisdictions as well.

The third point | would mention in response to yogues-
tion, Madam Chair, is that the next health stagmort by the
chief medical officer of health is forthcoming stiprand it too
will focus on children and youth health and welkés Yukon,
in keeping with this identified priority. Continugncare has
collected data. It has set performance indicatoeschmarked
and set targets for outcomes for a measure of ptipnlsub-
group — that’s our aging demographic. The Yukon aarare
program was the first jurisdiction in Canada anal ¢bntinuing
care facilities were a very early adopter of theamel continu-
ing care and home care reporting systems, whicbriteg on
these indicators of health.

We actually got national recognition for that. lutab go
on, but | think that you are getting the sense —

Ms. Hanson:
department has developed some key indicators. Hmeg the
department plan to use this data? How is the dhatiais being
generated used to inform decision-making?

Mr. Whitley:
would say that it would be used to modify programgpiaban-
don programming — if there is marginal return foe tinvest-
ment in a particular program we certainly wouldlgbk to
continue it — and redeploy that money where it riggiter be
used, or to support requests to our own governroend the
federal government for resource assistance.

Ms. Hanson:
used?

Mr. Whitley : Yes itis. It is being used —

Ms. Hanson In that context?

Mr. Whitley : In our Management Board submissions
and in our submissions to the federal government.

Ms. Hanson

the Auditor General made that sort of fit into aduer basket
with respect to some of these key indicators amd@arks.

I'll just go through them in setting up to the laisé ques-
tions | have.

Paragraph 5 of the report says that, “YukoH®&alth Act
states that the ‘primary objective of Yukon’s hbadind social
services policy is to protect, promote, and restie well-
being of residents of the Yukon in harmony with gigsical,
social, economic and cultural environments in whincdy live
and to facilitate equitable access to quality leahd social
programs and services.” The report goes on to say,
paragraph 47 that “the Department has not estadlish- and
we have talked about this — “either key health ¢atbrs or
targets for them.” It also found that they had eetablished
targets for health outcomes so that the departnoamit
compare targets to actual health outcomes or toahtiealth
indicator results.

outside of Whitehorse, the Department cannot asgksther it
is making satisfactory progress in these areasthehét has
the right programs and services in place, and venettsources
have been allocated properly.”

The auditor’'s report went on in paragraph 51 wébpect
to performance measurement, and we have talkettle it
about this.

In particular, the focus in paragraph 51 was wépect to
indicators or lack of indicators and outcomes omasueement
processes in place for either the diabetes or kb&hal and
drug services programs. As a result, the auditmuad that the
department can’'t monitor performance, assess thgress of
programs, or report on their effectiveness. Thisumsethat the
department cannot determine whether these progsahser-
vices are meeting the needs of Yukoners.

Finally, in paragraph 52 it says that becauseSthiestance
Abuse Action Plarfdid not have targets, goals, performance

The sense that | have, then, is that themeasures or evaluation requirements... the effeats®iof the

Substance Abuse Action Pleould not be assessed.”
My question, Mr. Whitley, is this: How then doestte-
partment ensure it meets the primary objectivehef Health

That is an excellent question, and |and Social Services policy if it cannot evaluate #ifective-

ness of programs or determine if programs and cesvare
meeting the needs of Yukoners?

Mr. Whitley: The first point | think I'll make with you
is to the specific program that the auditors evaidiaand that
was the diabetes program. The diabetes prograpara®sf the
chronic condition support program, now has perforoeaand

You said it would be used. Is it being health outcome indicators for diabetes. The clinwactice

guidelines and flow sheets used by the physicidms are en-
rolled in the chronic care collaborative measure plerform-
ance in the area of diabetes.

If I can jump ahead to another issue, becauseetéssant
— one of the things that we are going to be doind have

There are a number of observations thabeen working on for some time, is a key indicatwart, or a

state of the health of Yukoners for calendar yetues first one
being the current calendar year we're in. Wherergvlaving
some difficulty is in determining which key indicas of health
we’ll look at. Now, there are many key indicatofshealth, as
everyone knows. There is infant mortality, life egmncy,
suicide rate, the obesity rate, issues having te-dand these
are less capable of specific measurement — witbdggical
stress and mental illness, unmet dental and medieals,
childhood immunization, hospital access, and soand so
forth. That's on the — strictly speaking — healithes

On the social determinant side, there are manycatdis,
as well — the unemployment levels, the median ineothe
graduation rates in schools, physical activity,ritioh and so
on and so forth — so it goes. So the capacity ofdepartment
to collect information along those indicators, ¥tne the in-
formation we do have at our disposal — such adHiherates,
the rates of diabetes, the rates of particularkisfdcancers and

In paragraph 48 they went on to say that, “Withoutso on — is quite limited.

establishing key health indicators and benchmaskshfem, or
target health outcomes for Yukon and key populatjooups,
such as First Nations and Aboriginal people or caomities

So we need to focus on which of those indicatorseago-
ing to select. Having said that, as | mentionediezamve have
a tiny population. It's one thing to compare thanstards that
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apply in downtown Toronto, whose cancer clinic seexe
people in a day than our entire hospital systers 8ea month
— or several months, actually — but it's quite daotthing to
understand that our people involved in our diabghegyram
know every single patient by their first name am@bd, on an
intimate basis, how they're doing and how they'regoessing.
Now, that's not the same as collecting the datachvhas to be
done. It's not the same as using that data to mdtié pro-
gram, approve it and so on.

That clearly has to be done, but there is no bitgbap-
proach to taking the Auditor General's recommerutetiand,
within a year, having it all tucked away. What we &ying to
do is proceed responsibly, identifying those arahgre we
think we can make a big impact because, it hastoemem-
bered, we agreed with the recommendations of thditau
This isn't about quibbling with their recommendatso they're
eminently sensible.

Ms. Hanson Thank you Mr. Whitley, and | think
your response does lead into my next question, usecgou
have spoken about the capacity of the departmeshtidenti-
fied in general terms a number of key indicatorhedlth and
social determinants. What analysis has the depattdene to
determine the scope of work or resources thatbelrequired
to actually establish these as key health indisatod targets
for them and targets for health outcomes?

Mr. Whitley :
done on the social inclusions side as well as envikllness
side. We have deliberately taken significant resesirand put
them to those two strategies to look at preciskty Kinds of
things that you just asked about.

The result is, in respect of the focus that weakirtg,
which is on children and families, we have tkils Count
document, which is — | have it with me here — arteagive
document that identifies most of the issues that yave
raised, so that it informs the kinds of things tvatre going to
tackle — but there again, there’'s no big-bang smhutto
changing attitudes about kids’ health. If it wasgb to change
attitudes about strategic planning where peoplebeaactually
told what to do, it's going to be very difficult tchange the
culture around wellness where there are so martpriac¢hat
are well outside our control, like nutrition, likearental in-
volvement, like the attendance in schools andhalldther indi-
cators that are in this document.

Ms. Hanson:
speak to the scope of work or resources requirefdos on
these areas?

Mr. Whitley: No, it doesn’t, but what will happen now
is that we’ll take portions — depending on the gdeapho are
doing the work on this — of this document that Vidld then
into our operational plan for the coming year. Thiswhat
we’re going to do, this is how we’re going to fuitdthis is
how we’re going to know if we're successful.

Ms. Hanson: Thank you, Mr. Whitley.

My last question has two parts. Has the departnsémte
the release of the Auditor General's report, degvetb meas-
urement and outcome criteria for the diabetes demhal and

Does the document you referred to

drug programs? You mentioned that there has bederms of
critical practice, guidelines for the chronic cavi¢h respect to
physicians enrolled for diabetes. Is that a pilobjgct? The
second part is more general with respect to meammeand
outcome criteria for these two programs.

Mr. Whitley: I'm just speaking to the first part of your
guestion, Madam Chair. The answer is no, it isaptlot pro-
ject. It is built into the program now and will raim.

With respect to the second part of your problemunl just
trying to find the study that addresses the drug) @oohol is-
sue. The Drug and Alcohol Services branch have beere,
long before the auditors got to town, that the eons that they
raised we anticipated from the start.

We needed to know by the establishment of standards
whether or not the work that we were doing had king of
consequence at all. As someone who has been ivutken for
a long time will appreciate, much of this was igiosratic. We
know our patients. We know them intimately. Thera’sense
that — well, we know when we’re doing well or n&ut we
recognize that there has to be a more formal imetdation of
standards in our drug and alcohol program.

So, to that extent, we approached the federal govent
and scoped out a program to do exactly that. Thedgram is a
three-year program. It's about $1.7 million for téetire pro-
gram. The deliverables for that program will be addiction

There has been an enormous amounservices standards manual for treatment — andydisg to be

based on best practices and so on — and an addsgiwices
standard manual for detox. There will be data ctite tools

and methods for performance measurement and program
evaluation — client checklists, survey tools andttkind of
thing. There will be a baseline program evaluation detox

and treatment so that we can measure from thathbeark.
Then, at the end of it, there will be a final paijevaluation
report.

Now, this has a number of consequences. First lpfl al
think it directly answers your question. Seconelg re hoping
for some knowledge transfer from that enormous edjpere
of money into other programs that we do. Thirdl\g going an
enormous distance toward changing the culture kthatked
about, in terms of people understanding the impogeof this
kind of an exercise.

Ms. Hanson: Thank you, Mr. Whitley. I'll now turn
to my colleague, Mr. Hassard.
Mr. Hassard: Thank you, Madam Chair, and thank

you all for being here today. I'll be referring paragraphs 54
through 71.

The recommendation was that the Department of Healt
and Social Services should develop a comprehertsbadth
information system that allows the department tthect and
report on complete and accurate health data fréravallable
sources. The department agreed. In the resporeeséid that
they will commit to initiating a review within th@ext six
months of all available health data, including mfiation spe-
cific to diabetes and alcohol and drug-related lemmis to de-
termine what information can be used currently.ofdanuary
2011, the department hired an E-Health Directorpsghspe-
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cific role is to oversee the Yukon's electronic Iteaecord
initiatives, as per the Canada Health Infoway ménda

My first question is a two-part question. In itspense,
the department say that at the time the report wwdétsen, it
lacked the resources to undertake a comprehensiaithhin-
formation reporting system. Have those resources lsecured
since then, and could the department provide amats as to
the resources required to undertake such a regayistem?

Mr. Whitley :
We have not secured those resources yet, but we $eoured
some of them, and in 2011 we hired an e-healthcttire— |
think you saw that in our preliminary report to gaaditors, and
his work has commenced by way of an overview fa de-
partment. What he is looking at is the enormousetiafting
that is involved with a comprehensive health infation sys-
tem.

Our issues involving the availability of data ahe targer
issue, which I'm sure all of you are aware, is thare not
simply just talking about numbers on a sheet, betavactu-
ally talking about human beings and the conditidntheir
health. So the consequence is that health infoomasi highly
personal, highly confidential, and highly restretiin the way
that we can manage it, particularly when you casrsidur
small size. If we identify one person who has HIV dne
community — well, we simply don’'t do that becaudettme
problems that would flow from that.

So we have made it a priority in our response i® ttbc-
ommendation to address the privacy issues firstra\feoving
forward with the development of health informatiand pri-
vacy legislation that will protect Yukoners’ healttata and
ensure that, when it is used — and the most conuserof this
is for aggregate data, where we look at trends revine iden-
tify population health issues, but again, with saotall pockets
of population — we have to take greater care thanweuld
necessarily in, say, British Columbia.

Now that said, we have been working toward an edaat
health record under the leadership of our e-hefiltctor, and
they are finishing the high-level planning and asseent phase
sometime before Christmas this year. This initetiucludes
the identification of functional and business reguoients for
Yukon e-health, which will be supported by conceptechni-
cal architectures — that is the wording that | wyagen and |
am a little bit in awe of it, but that's what thi}l us they need
to do. They want, we want, | want the working graapmake
recommendations regarding a governance and priaadyse-
curity framework. An intra-organizational team witkpresen-
tations from our department and the Hospital Cation, in-
formation technology at the Government of Yukorgetiter
with some external experts, have been working @nrtbw for
quite some time, and we expect something very htram
them in the way of recommendations. Funding forttal has
been provides through Canada Health Infoway. Wiy have
told us is that the most important part of this \ehexercise is
the planning and assessment phase, the part thatuiglly go-
ing on right now.

| could go on at length on this question, just ébail how
complex it is, our dependency on British Columbégduse we
are going to ultimately tie into their system so e get away
from the smallness of population issue.

Ms. Hanson: | think that is adequate. Thank you, Mr.
Whitley.
Mr. Hassard: Thank you, Mr. Whitely, and actually, |

think you have answered the next four questionaels with

The short answer to your question is no.that, so you don’t need to go on any greater lefaggtme.

Moving on to paragraph 56, it says that “Yukon e @f
four jurisdictions in Canada that do not requir®I€des to be
filed in and submitted by physicians.” Recommeratat70
states, “In collaboration with physicians, the Deypeent of
Health and Social Services should establish coropyls
International Classification of Diseases coding™ KD
coding. The department agreed. | guess that leadthd
question: Does the department have anything tortrepith
regard to its review of the ICD coding requirememtsd how
far has the review progressed?

Mr. Whitley: That's part of moving the department
into the 28 century. It's not that we don’t have the informa-
tion. We have the information that would be caulghtICD
coding, but it requires a manual search. So it mesessary for
us to move in that direction. To do that requites ¢ooperation
of the physicians in town, which means somewhatenveork
for them. However, during the recent negotiationghwhe
physicians, one aspect of that | can report is thay have
agreed to do that. By September of 2013, all tipenteng will
be consistent with ICD coding.

Mr. Hassard: Has the department instituted measures
to increase compliance, then, with the requirent@icbde bill-
ing by physicians?

Mr. Whitley: The compliance mechanism that we've
all agreed on is that it will cost physicians after drop-dead
date of September 2013.

It will cost them if they don’t comply with ICD. lother
words, we’'ll have to do it, but we’ll bill back themst of that to
the physicians, so we don’t expect any problemether

Mr. Hassard: Paragraph 57 says, “The Whitehorse
General Hospital also has systems and processpkde to
enter ICD codes for hospital admissions and doefosthe
purpose of reporting to the Canadian Institute H@alth In-
formation... However, the codes are not broadly eorststently
used by either the Corporation or the Departmeng&bhering
and analyzing information about diseases or heatiditions
in Yukon. In addition, information, such as ICD esdfrom
Watson Lake Hospital, is not reported to the Caamadlstitute
for Health Information.”

Have Yukon Hospital Corporation and the departnoent
veloped protocols or other means to ensure usaaalysis of
this information, and is the Watson Lake hospitat pf this
protocol?

Mr. Whitley: The short answer to that question is no,
not yet, but we will. Our priority was to get owvn house in
order and that’s largely on its way. The next stélpbe to be
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developing protocols between us and the hospithictwis
under a new CEO.

Ms. Hanson: I will now move to my colleague, Mr.
Kent.
Mr. Kent: First of all, | would like to thank Mr.

Whitley and his colleagues for appearing here totiégny of
us know that Mr. Whitley is moving on to some nehale
lenges. | would like to take the opportunity tortkdim for his
services as Deputy Minister of Health and Sociaviges over
the past number of years. On a personal note, ¢ leajoyed
working with you and your officials over the pasay in my
capacity as an MLA and Cabinet Minister and, ptothat, in
my roles with the Yukon Hospital Foundation and &dian
Cancer Society. So thank you so much for all yoarkw

The line of questioning | have follows up on thdtnoy
colleague, Mr. Hassard — dealing with informatiommage-
ment and data collection as it relates to the déesbend drug-
and alcohol-related health problems. So we'll stEth para-
graph 71. The recommendation there states thatale on
diabetes and alcohol- and drug-related health prosishould
then be used to determine how the department’srgnug and
services are affecting those individuals and if ahgnges to
the programs should be considered. Is this nowgodime?

Mr. Whitley: With respect to the chronic conditions
support program, of which the diabetes program pam, we
agree that we have no information system that syaieally
collects data in the community health centres. H@arewe do
have physician visit data for people who resideammunities,
and we do have physicians going to communities oegalar
basis. So we are able to track some data from thlkeetic
population from that source.

What we don’t have, and what we are working towésd,
an electronic health record for people who visialtie centres
in the communities. This will be part of the e-liabroject
once we get into the implementation phase. | haen shis in
action in Sweden and Finland, and to me there diossem to
be any insurmountable obstacle to putting thislate other
than the cost of it and the addressing of privasuyés.

If we didn’t have such a small jurisdiction hereg would

that we have, more accessible to staff for anabsireporting
out of not only diabetes, but all comorbiditiesttinee address
in that program.

Hon. Mr. Kent: The final question with respect to
this recommendation deals with the Department'sapléo
work with the Yukon Bureau of Statistics to developnd
analysis data that will better address prioritiesl dunding
pressures.

Can you inform us if there has been progress madeai
particular part of the response?

Mr. Whitley: The first point of contact for us with the
Bureau of Statistics had to do with our problensuad extra
jurisdictional patients that | referred to earlgsran issue for us
in accounting. We wondered whether or not they ¢ agvelop
a projection model for us around some assessmenthimh
numbers of patients might be out of the jurisdictad any par-
ticular time. They have done some work on that,dinte then
the person who was working on it, who was the dinechas
left and that work has not been pursued. It haseén pursued
for the reason that we found it more productive derto de-
velop closer ties with the administration of head#rvices at
the ministry in Victoria.

So we're getting more information from them assule

The second part of your question had to do with —

Hon. Mr. Kent: It was just the progress made with re-
spect to working with the Bureau of Statistics e tevelop-
ment of trend analysis, as committed to in youorep

Mr. Whitley: | recall now, thank you. The Bureau of
Statistics is basically in the position of sayimgus, “We will
do some analysis and trend projections for youegma get us
coherent data,” and that's what we're in the preadsioing.

Ms. Hanson: Thank you, Mr. Whitley. I’'m just notic-
ing, in light of the time, perhaps rather than igettinto the
series of other questions that my colleague hahaps we
could recess for lunch and reconvene at 1:30 gfmhat’s
okay with everybody. We’'ll reconvene at 1:30 and. Ment
will continue.

Thank you very much to you all. Enjoy your lunch.

go it on our own, but we are required to work within fact, Recess

our federal funding depends upon working with BhtiColum-

bia. Ms. Hanson: Perhaps then we’ll get started since
Hon. Mr. Kent: So, in the department’s response towe're all here and hopefully had decent lunches.

that recommendation, obviously agreed and saidwithin the

next fiscal year — which I’'m assuming would haveh&011-

12, based on the timing of this report — that tlepaitment
would develop a formal reporting policy to ensunattregular
program data reporting includes performance indisatom-

mon to all programs. Can you tell us if there hasrbprogress
made on that particular response?

We'll resume with Mr. Kent and the questions he.had

Hon. Mr. Kent: Before the lunch break we dealt with
the questions with respect to the recommendatiqramagraph
71. There are just a few other issues | would tikéouch on
with officials. Paragraph 55 of the report statest the Auditor
General “found that the Department does not have a
comprehensive health information system to coléewt report

Mr. Whitley: | think that in response to an earlier complete and accurate health data. The Departnaansdéveral

question, | had indicated that the diabetes prognam does
have those indicators and benchmarks in place. Wenathe
final stages of a review of the insured health isess data
stores, and awaiting a report which will make reomnda-
tions on how we can make that data, with the axgsiystem

systems that it uses for different purposes. Wedaohat the
Department’s systems aren’t compatible with eadierand
the Department does not integrate this information.

Have measures been undertaken by the Department to
make these data collection systems integrated amgatible?
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Mr. Whitley:
where we are focusing our attention right now isimsured
health. The e-health project is going to be criticaterms of
establishing a protocol with British Columbia thas
compatible with their systems, so we're focusingréh

But there are other systems in the department dhat
wholly incompatible and will necessarily be the jsgb of
fairly significant fusions of resources.

Hon. Mr. Kent: That last point feeds into my next
question. Is there an estimate of what resourceg lneare-
quired to make this possible, whether it’s finahada human
resources?

Mr. Whitley: No, there isn't.

Hon. Mr. Kent: Now, on to paragraph 58 — again,
we’ve touched on some of this stuff, so | apologizgou’ve
already given the answer, but I'll just ask thesjigns again so
we can get them on our record so when we compdedport,
we will be able to move through the transcript tie&dy easily.
Paragraph 58, of course, deals with implementiegetectronic
health records. It's noted there that it has bdew sn the
Yukon, as it has been in other Canadian jurisdistiadue to
high costs, integration issues and, again — weepdlout this
earlier — but ensuring confidentiality of individulaealth re-
cords. | think you mentioned before the break, &dl,vhat
there were no insurmountable obstacles other thaaurces,
and you did visit Sweden and Finland, | think,doMl at that.

The question is, Has the situation with regardléateonic
health records, vis-a-vis the resources and thag tf thing,
improved in the Yukon in the last 20 months siroe telease
of the Auditor General’s report?

Mr. Whitley:
to do with recognizing the fact that all of our irapement,
involvement and advancement in this area has bepamdient
upon federal funding, so we have to submit a ptetné¢ federal
government about what we’re going to do with theneyg how
we’re going to accomplish it and so on. Then thegrave the
expenditures as we go along.

The short answer, sir, is that the area

What has the department been doing with the inftaona
submitted by physicians on contract in communities?

Mr. Whitley:
reality of not having a formal systematic meansatinch data
is gathered, as one might expect in & 2éntury health care
system. However, the department does require physico do
what we call in the department “shadow bill” witbspect to
their activities in the communities, even thougaréhmay be a
contract for the global supply of medical services.

Nonetheless, the shadow billing concept involvesphy-
sician billing the Yukon health care system of magice, as if
there was a fee-for-service claim going on. In thay, we're
able to ascertain what kinds of activities are goon in a
particular community. So all claims, including teasubmitted
as shadow billings, are reviewed by officials ire timsured
health unit of the department to determine whethianot they
are adhering to the rules, both in the contractianrms of
billing generally. Then the claims data is usedaimlyses,
which are performed by the department, to lookhatgs like
prevalence of disease, to look at billing patteins the
particular physician, and to assist us with randemysician
audits we do from time to time to ensure that dcctare
actually out there doing what they're supposed ¢odoing
within the terms of the contract.

It's a requirement now in all physician contracsd if
they are not submitted — that is, if the shadowirgis are not
submitted in a timely way, then we would hold paptentil
such time as we do have them.

| could elaborate on that a bit, but that's kindvdiat's
happening, so that it's not as if there’s a vacuonterms of

The response to the question has reallydata.

Hon. Mr. Kent: Thank you for that, Mr. Whitley.
You did touch on some of the things about how thgadtment
is planning to use that information in the future a go-
forward basis. Maybe I'll move on to my next questihat is
specific to paragraph 62 and the non-collectiodiabetes data
on the communities because it has no systematicofvedenti-

| should say that when | met with the CEO of Canaddying the number of patients who require diabeta® avithin

Health Infoway, Mr. Richard Alvarez, just this summ he
once again told us that based on their experietsgsvhere in
Canada, you cannot underestimate how importast tio iplan
and move carefully. Other jurisdictions have pushedd to
develop the e-health records and have failed spdetidy —
most spectacularly in Ontario, you may recall, apte of years
ago.

In terms of our funding, we are pretty much depebda
the federal government, which has been generousst say.

Hon. Mr. Kent:
with contracts with physicians who deliver servieegommu-
nities without resident doctors. The department;airse, has
those contracts in place and they specify the lef/sérvices to
be provided and require physicians to report thetivities to
the department. However, it notes that, “The Depant does
not compile, analyze, or use this information topiove
programs and services in the communities.”

the communities. | guess the department does rlectahat
data on the communities. My question, with respedhat is
this: Has the department now developed that mettothat
systematic way of identifying the number of patsewithin the
communities that require diabetes care?

Mr. Whitley:
back to what | just said. While it's true that wentt have any
information system that relates to individual conmities, we
do have physician visit data for people who aradpéieated in

Moving on to paragraph 59 that deals communities by physicians doing locums. When theyagthe

communities on a regular basis and treat peopldifdyetes or
monitor their condition, we do have population Keallata
from that source.

What we don’t have is an electronic health recond a
that's where we need to move certainly in the hextto three
years.

Hon. Mr. Kent: Just, then, to finishk— and this is in
respect to paragraph 64 — and | guess it's mogeafmment.

The recommendation here speaks to the

The answer, in some respects, relates
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You can choose to respond. | guess it relate teetlebectronic
health records. In that paragraph, the Auditor G&Eneon-
cluded that unless the department knows how mamplpe
have diabetes and how many are susceptible td d@arinot
determine if it is delivering the right programsdaservices to
treat those with diabetes and those with a higis&raf getting
the disease. From your previous couple of resporysesl| be
able to get a better idea of how to allocate threseurces once
the e-health records and that type of system iglaee, or is
there anything you would add to what the Auditon&w=l con-
cluded in that paragraph?

Mr. Whitley:
that people who have health conditions report thbrough
their physician so that they can be treated; thsl§evident.
Protecting the confidentiality of the patient, waenetheless are
able to pull out aggregate data from the billinfpimation that
we have. It's a hand-search; it's not something reshge can
enter into a computer program and pull out aggeegasults,
which we need to do.

Clearly, the Auditor General is right in that regjabut a
balanced look at this will also concede that wehdwe the
data. It is not as if the data isn’'t being collecté/e do know
how many diabetics there are in the territory. Wivat don’t
know is how many people are pre-diabetic; thattsrisk of
developing full-blown diabetes over the courseimiet That is
something that an automated record will assishugeiveloping
a strategy to address.

Mr. Elias:
other side of the floor, so this is quite new to. me

First of all, thank you to everybody in the depainfor
being here. | would also like to take this oppoityto thank
my colleagues on the Public Accounts Committeeaftiually
getting so far as to have a hearing. | thank ewetylfor being
here.

With everyone’s indulgence, | will begin with paragh
65 in the same line of questioning as my colleaire Kent. It
says that, “none of the Chronic Conditions Suppeodgram or
diabetes care activities are formally monitoredreported to
the Department’s senior management.”

| realize we have touched on some of these topirsny
line of questioning will be from a different angldas the de-
partment changed this reporting structure, or dbesdepart-
ment have a different plan for monitoring the clicoocondi-
tions support program or diabetes care activities?

Mr. Whitley:
now follows a flow-sheet in clinical practice guiites for
diabetes management, which is consistent with thigomal

| am used to asking questions from the

ommendation of the auditors, including aggregata da this
regard as well.

Mr. Elias: In paraphrasing paragraphs 66 and 67, it
says the department does not regularly collect,pdenor ana-
lyze data on the client base that uses its alcahdldrug ser-
vices, and paragraph 67 says the alcohol and dmwicss pro-
gram staff used to report to the department’'s semanage-
ment through the quarterly program report. Howetlee, pro-
gram report has not been prepared since Decemb20Qd,
and the department does not have a formal repgpttigy.

So maybe I'll ask three questions in a row herey\Wis

The practical, on-the-ground response isthe program report discontinued? Has the departmeinsti-

tuted a means by which program staff can repotii¢odepart-
ment’s senior management? Finally, if it has natwhdoes
senior management provide direction to progranftaf

Mr. Whitley: Let me start with the last question. The
auditor made the observation that the monthly sttesi report
wasn’t being done — and it wasn't being done foeason. We
had some serious problems with the way in whicbrimtion
was inputted into the system and, in fact, createduch dis-
torted image of the clientele, the number of vjsite recidi-
vism rate — if | can put it that way — and so on.

In all, the reports were virtually worthless, ahted to one
of the reasons to approach the federal governneerfuhding
to develop the entire data collection analysis espé our
evaluations- and standards-setting exercise thavere in the
last year of doing. | touched on that in earliespanses.

Right now, both the treatment side and the detdr sif
our drug treatment program are currently usingttuats and
methods we have developed in the course of that&&groject
for data collection, and data collection now isngeentered
into an Excel program that is specifically desigtecapture
the performance measurements and program evaludéitn
I've got a fair bit of notes here on it, but I'mtnsure if that's
enough for your purposes — or | can go on, if yi&e.!

The short answer is there is a very good reason wdy
stopped those monthly reports. They were whollyeliaible.
They were included in the House books for ministrsvas
very worrisome that ministers had been relying bant up
until them. Now, with the assistance of the fedg@lernment
we are doing exactly what the auditors have toldvesmust
do.

Mr. Elias: Moving on to the establishing, measuring
and monitoring program section, with regard to geaph 79,

The chronic conditions support program in the recommendation: “The Department of Healtth Social

Services should establish measurable objectives ifer
programs.” Maybe | will just read the departmengsponse

approach. The program manager monitors the physicia into the record for those listening out there. Thi&s agreed to

compliance with the clinical guidelines for the ragement of
those conditions and the results. This data isrtegdack to
the manager of the chronic conditions support Eaogrwhich
in turn is then reported to the director of comnyinursing.

by the department. “As an example, the ContinuirgreC
Branch within the Department has completed the gg®mf
developing measureable objectives and indicatdns. Branch
has also completed and achieved certification (220922)

The department is about to begin work on perforraancthrough Accreditation Canada for meeting natiotahdards of

measurement and health outcomes, and we’ll steti this
whole process — the data that has already beeectedl. We
are now looking at a key indicators report, whistaiso a rec-

excellence in quality care and service.
“Alcohol and Drug Services is in the process of
establishing measurable objectives and evaluatiteria.
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“The Department proposes to use the results ofwioik
as a framework to assist in developing departmedéw
performance measurements and evaluation criteriaveier,
limited resources preclude the Department from citimg to
a time frame for department-wide implementation.”

| do have a set of questions with regard to thidice. In
its response to the recommendation in paragraphtth&de-
partment says, “... the Continuing Care Branch witthie De-
partment has completed the process of developiragsuneable
objectives and indicators.” Can the department sarir@
those objectives and indicators for the committee?

Mr. Whitley:
would include: a population focus, which is workiwgth
communities to anticipate and meet their needsessibility,
which is providing timely and equitable serviceafesy, which
is self-evident — keeping patients safe; work lifdich is the
balance that one would expect in keeping a healibnk envi-
ronment; client-centered services, which is putiitignts and
families first; continuity of services, which isettexperiencing
of coordinated and seamless services; effectivenvesh is
doing the right thing at the right time to achielie best possi-
ble results; and efficiency, which is making thestbase of re-
sources.

Accreditation spells out within each of those objexs
how they are accomplished.

Mr. Elias:
and Drug Services was in the process of estabiistiaasur-
able objectives and evaluation criteria when tk@port was
released in February of 2011. Can you give us artey what
progress has been made on this initiative?

Mr. Whitley:
last year, in which an update was provided to gueifal gov-
ernment — to our funders — on what would have tsszom-
plished thus far. | should say that there is regotmtact with
our funders to ensure we're moving in a directibat tis con-
sistent with what their expectations are for theding agree-
ment.

If | could just very quickly summarize what is ihig
document, which is the interim report: they idestifand re-
sponded to three principal challenges. The firet bad to do
with staff time and interest type of tasks; demé&mdmanager
and staff time for the project and how that wadéohandled;
the issue of workloads for staff in one particldeanch involv-
ing peer champions, providing binders and so dioyination,
multiple emails, et cetera — all of the work thakeg into do-
ing the assessments. Secondly, project manageresodrces
were considered and the aspects of the projectnbed under-
resourced were reviewed and the project was keptingo
along. The third issue addressed was the softvaarddta col-
lection and the need for it to be understood bjf starking
with the consultants and so on.

Issues were identified early on in the progresthefpro-
gram, and they were addressed in the course ofdbaéwork.
| have a whole document in front of me, and | aast jell you
that the interim report addressed issues like emeintation
and adherence to the project plan, standards dawelat per-

formance evaluation component, implementation drel &n-

ticipated activities and outputs, standards devakrt program
evaluation implementation, adjustments and expeutguhcts

of implementation. It also identified further cteadbes and how
they might be resolved.

All that work has been done and there will be alfireport
very shortly, which will be available.

Mr. Elias: He answered my next question so I'll move
on to the next one. Further in its response tordftemmenda-
tion, the department states, “However, limited teses pre-
clude the Department from committing to a time feafor de-

The summary of the program objectives partment-wide implementation.” Can you let the cdttem

know how the department arrived at this conclusion?

Mr. Whitley: The conclusion that there would be a
resource issue, in terms of evolving the lessaoms fihe project
itself — is that the question?

Mr. Elias: There seems to be some type of analysis
that took place to come to that conclusion, so weswvonder-
ing how the department arrived at the conclusion.

Mr. Whitley: | apologize. | didn't understand the
question.

The project for the alcohol and drug section wasard
that is what | am assuming that you are talkinguébe a pro-
ject that cost somewhere in the order of $1.7 amilliAs | indi-
cated in an earlier response to one of the questiemm the

The department also indicates that Alcoholcommittee, it is our hope that there will be sonm@wledge

transfer between the results of that exercise, ekgerience
gained and the rest of the department. That isatil hope.
There will be resources attached to that, whichwilkeither

have to find internal to our existing budgets othia seeking of

The program produced an interim report supplemental funding — either way. We know thisaese any

of the exercises we do with respect to traininge ©hthe areas
we have focused on over the last couple of yearpaiticular,

is finance training so that we change the cultdrthe depart-
ment around responsibility for expenditures or, enparticu-

larly, overexpenditures.

We know that it costs money to train people, aneneif
we can do the training internal to our own orgatiizg we still
need to free people up for those training programd fill in
behind them. It costs money. So that is the redspithe re-
sponse.

Mr. Elias: If I could go to paragraph 76, where it says
“. . . the Chronic Conditions Support Program hesppred a
vision, a mission, and goals, but not a mandatari ®e get an
update on the progress that has been made in gawgla
mandate for this program?

Mr. Whitley: Thank you, Madam Chair, if | might
have a moment? | apologize for the delay, MadamirCha

The question was actually one | anticipated laghtwhen
I was going through my binder, and the note | wnotes that
this seems like a simple question — or is it?

| forgot to follow up this morning, but having justlowed
up with my colleague, | can say that the mandaie/dl from
the working group that involves the federal goveeninbe-
cause of the nature of the funding for this workeTunding
right now comes through the THSSI program, whicpdke to
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earlier. When we advance initiatives under the TH88ding
arrangements, it's necessary for us to have theuraence of
the federal government. It should also be notetlweawork in
concert with our sister territories, which are aigeolved in
expending THSSI money. So there’s a collaboratigeu$sion
that goes on around these kinds of issues. Thdt'srevthe
mandate is coming from.

Mr. Elias: Moving on to theEvaluations need im-

The LPN course at the Yukon College, which has tsen
invaluable source for providing us with LPN grads bur
various programs — an evaluation has been donéatf in
concert with Yukon College. Healthy families acgtation and
so on — there are several here, and | could godefath on
each one of them, but the short answer to yourtoues yes,
we are now routinely evaluating our programs.

Mr. Elias: I am sure we’ll have supplementary ques-

provementsection and focusing on paragraph 84 and the asstens later on as well. Moving on to paragraph @Bere it

ciated recommendation, “The Government of Yukonutdho
establish a program evaluation policy.” | do redagrihat this
is government’s response and I'll try to focus theestion to
the departmental level. The government's resporasically
agreed.

It says, “A government policy on the evaluatiorfuriding
programs is under development and is expected forbglly
considered in the 2011-12 fiscal year. While theufof the
proposed policy is on government funding prograths,gov-
ernment contemplates departmental use of the pptliogiples
and undertaking evaluations on a broader scal@aradregular
basis as required.” As it pertains to the departaidevel, is
the department now using these policy principles?

Mr. Whitley: Yes — | can say that in a number of in-
stances we are doing exactly that, which is naaipthat we're
trying to get out ahead of the government-wide @ser It's
simply that it seems sensible to us to apply bpsitciples to
program evaluations for the activities that we’serging on
right now. For example — and | won’t go into detailless you
ask me to — we’ve developed a “home care for thediess”
project, which is a form of outreach — and | shobétk up a
little bit.

When we talk about our initiatives and the selectdini-
tiatives and the planning and discussion that gogswhich
priorities we will address, which has been the scibpf earlier
conversations, we look at our big priorities ofisbinclusion
and wellness.

We know that there is a constituency that createsneous
stress on the emergency room of our hospital. Vifek tthat
one way to alleviate that stress — and we've goéisd strate-
gies aimed at that population — is to extend hoare to peo-
ple who basically live on the street. The questien becomes
this: Is that a worthwhile expenditure of our fuRds that
working in terms of our overall objectives? Thattis thinking
that goes behind selecting that particular progr&m.home
care for the homeless — we look at medical trawé. have
done evaluations of that.

The two-track system at the hospital — and you reagll
there is an experiment, where we tried to allevib&epressure
on the emergency room by developing a triage agpraathe
hospital, where minor matters went in one directamal more
serious matters went on a different track at thephal. We did
an evaluation of that, and | can speak to that rifoyeu like,
but that is another example. The activity, gengrgpleaking, in
the territorial health access fund that the fedg@lernment
provides us with — again, another evaluation ddrtbat.

says, “In recognition of the lack of evaluations dan
performance measurements for the alcohol and dengces
program, the Department sought funding from He@l#mada
to develop these. A three-year, $1.4 million agrestnwas
signed in 2009, and the Department is now one ydarthe
project. Under this agreement, the Department ideteelop a
program measurement and evaluation plan that ieslud
indicators and targets for program measuremenieaabliation
by 31 March 2013.” The associated question to plaisagraph
is: What progress can you report on the developroénhis
program measurement and evaluation plan, and wibel
completed by March 31, 2013?

Mr. Whitley: This was the program that | referred to
earlier. It's actually now 1.7 rather than 1.4, &ese of the
passage of time, | think. I'm just going to geinitmy hand in a
second — thank you very much. There were a coujptpies-
tions that you asked implicitly within the broadegtion. One
of them was: Are the appropriate authorities aradstin place
to support the decisions and take necessary aetilfrisread
that correctly into your question, the answersthet evidence
performance measures are now used to measure i@piam
tion of new ADS standards. The new ADS standardshaing
implemented as they were planned in the originahnmping
document. Evidence performance measurement dataefor
ADS standards is now used for quality improvementttee
program proceeds along.

In terms of a further progress report, | am happyeport
from the documents that | have that clients are negeiving
after-care support from this program, which for tiieer two is
not the case. Clients are now reporting reductiosubstance
abuse four to six months after treatment, which digk not
know in prior instances. From our detox, we havermation
that clients who complete their withdrawal treatinpartici-
pate in outpatient and in-patient treatment. We &lave data
that confirms that clients are reporting confideircéheir abil-
ity to implement relapse prevention, which is anffigant step
forward. Outpatient clients now are reporting aacke under-
standing of their treatment goals and their abil@gywork on
them. There is a vast improvement in client-adapfiinction-
ing, all of which seems to suggest that we are ingaith the
right direction.

Hon. Mr. Nixon: Before | begin, | just want to thank
the officials from Health and Social Services fot nnly being
here today to respond to our questions, but forwbek that
you do leading within your respective programs.tS8ank you.

Looking at departmental monitoring and reportingrap
graph 89 states, “The Department of Health andab&arvices
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should institute a rigorous process for monitoritegpartmental
and program costs.”

The paragraph continues: “Subsequent to the athuht,
Department has instituted a process for reviewirgy dost of
new and expanded programs.”

You've indicated that the department is indeed wayk
more closely with other jurisdictions to ensurettioat-of-
territory costs are accounted for in a timely marfoethe hos-
pital and physician claims. The department expetidave a
structured process in place by the end of 2011-12.

In response to the recommendations that the depattm
says, “Subsequent to the audit, the Departmentristituted a
process for reviewing the cost of new and expamdegrams.”

in place by the end of the 2011-12 fiscal year tilitinclude
provisions for ongoing communications with servireviders
in other jurisdictions to better forecast annugenditures.”

Can you tell us if this structure is currently ilage and, if
so, how well it is working for the department?

Mr. Whitley: In response to the question, | can say
that the process is in place and, just in speakiigfly to my
ADM of Corporate Affairs, who has been centraltyadlved
with the discussions that | started about a year \agh the
then Deputy Minister of Health in British Columbiayr finan-
cial administrative people now have a close workialgtion-
ship with their financial administrative peopleabieg in mind
that the organization of the health care arrangésnienBritish

What new or expanded programs have been reviewed u€olumbia are obviously quite different from here.

ing this new process?

Mr. Whitley: In anticipation of what might possibly
be asked, a list of programs that we've either pistk or re-
jected is not with me, but | can tell you that fwe®grams to
which | just made reference — such as the two-teggroach
at the hospital, the home care outreach projeet,establish-
ment of standards and benchmarks at the alcohotiargipro-
gram, the development of the Thomson Centre focatgtinu-
ing-care/extended capacity, plus the prospect tifapae care
provision — all of these programs now go througgtractured
review. My colleagues are handing me one afteother. Vir-
tually everything that we do now undergoes finangigact
prior to its consideration for the more substantpregram-
ming.

| should say as well that scarcely a day or a wgsds by
without someone coming to us for program enhancémea
subsidy of some kind, but that someone needs taodwething
in the realm of Health and Social Services. Thend & request
that's made to us that isn’'t worthy. There isniteguest that’s
made to us that doesn’t have some compelling refmsoit to
be done. The problem for us then becomes, can fasdat? Is
there a way for us to do this and does it fit witle overall
government-stated agenda and platform commitments?

So we do that analysis in one respect, which satg does
it fit with the government’s agenda? Does it fitlwbur over-
arching strategic objectives? But the most rigoraspect of
the analysis is the financial analysis. | can déiait for you, if
you like. A comprehensive list | can’t give you,tBihope I've
given you enough to illustrate the kinds of thinigat we look
at.

Hon. Mr. Nixon:
that. Could perhaps give us an overview of theceffieat this
process has had on the department’s ability to keegpending
within its authorized budget?

Mr. Whitley:
our budget last year.

Hon. Mr. Nixon: Thanks for the quick response.

In the report, the department says that overspgndithe
fiscal years of 2008-09 and 2009-10 was due toscirsim
other jurisdictions that the department did notdmtdfor. That
is paragraph 87. In its response to the recommiamdet para-
graph 89, the department “expects to have a stegttprocess

They have regional health authorities who are nesibte
for the delivery of the acute care systems thataaess and,
within the context of those arrangements, thertgjllihen goes
back to Victoria and, when Victoria processes tiiks,they
send us ours. | should also say that we dependyhageBrit-
ish Columbia, to a lesser extent on Alberta. Wheayl depend
on them, | mean in a sense of their good graces.

So there’s a fine balance to draw between insidtiagwe
get our billings on a regular basis so that we martess them
properly and leaving things just as they are withia funding
agreement that | talked about earlier on. Right nesvhave
been able to build a relationship to the point whalt of our
expenses are received well into the following fiseaar, within
the timeline they're allowed but sometimes stillt nwith
enough time for us to book the amounts.

On the one hand, we do have a good working relsthiqn
It worked very well last year, and we were abldotok all of
our costs — or, book a reasonable amount of momentici-
pate the costs that might come in after the enthefclose of
the fiscal year. The second part to your questimt ¢scapes
me. If | have missed something —

Hon. Mr. Nixon: We were just wondering how well
the system is working.

Mr. Whitley: So far, it's working very well because,
as | said, we balanced our books last year, canmitarget
and for the previous two years that wasn’t the chi@nk we
have made our case to British Columbia that thesome ur-
gency for us to attend to this.

Hon. Mr. Nixon: Paragraph 86 cites the overspending
amounts for the 2008-09 and 2009-10 fiscal yeazghdps you

| guess my next question ties into can tell us what the overspending amounts were¢hi®r2010-

11 and 2011-12 fiscal years and what factors akéndrthese
amounts.

Mr. Whitley: In both years, I'm advised that all the

| can do that quite easily. We balancedamounts related to extra-jurisdictional hospitaimis. Now,

the actual amounts I'll have to get for you becduden’t have
the books for those years. We don’t have a top{odmumber
for you, but we can get them for you, if you like.

Hon. Mr. Nixon: As mentioned, paragraph 87 says,
and | quote, “According to the Department, the epent
amount in both years was due to costs from othisdigtions
that the Department did not budget for,” and youehalluded
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to that. Can you describe in further detail theuratof these
costs from other jurisdictions?

Mr. Whitley:
and delivery of primary, tertiary and acute carehospitals
outside the territory, and they would be basedhenredical
recommendations that were made in the jurisdictithmem-
selves. There would often be consultation withfdraily phy-
sician here in Yukon, but not always.

Hon. Mr. Nixon: Looking at paragraph 88, it indicates
that, “The Department has obtained federal fundlimgugh the
two-year (2011-2012) extension of the Territoriakath
System Sustainability Initiative to consolidate tpeogress
made in reducing the reliance on outside healtle sgstems
and medical travel.”

What can you report to us with regard to consalidpthe
progress made in reducing the reliance on outsiddthh care
systems and medical travel?

Mr. Whitley:
northern territories, particularly as you go easinf Yukon.
Curbing medical travel has proved to be a nettles@sue for
us because medical travel isn’'t an administrate@sion, it's a
medical decision. The idea that a bureaucrat carole a
medical recommendation to take somebody out otdlriory
for treatment is anathema. No bureaucrat wouldmeeend it
and no politician would support it, | shouldn’trki

That being said, | take the view that in some retspe
medical travel is one way in which we keep our altdnealth
care costs down. If you look at the percentagexpeeditures
across the country — and you probably can't seg g¢inaph
from the across the way, but | can tell you thas gercentage
of government expenditures, the Yukon's overalltgoare
static. The overall costs for government spendieggaing up,
no doubt about that — our budget now is well oveiilkon
dollars. But if you eliminate the general costdtongs overall,
starting 10 years ago our costs were at 30 peiegovern-
ment spending. In 2012 our costs are at 30 peegbvern-
ment spending and the line, as you can see, itypretch flat
all the way across. | should say in relative tetimet if you
were to look at another graph as a reflection dibnal spend-
ing — and again you can't see it from here, but ghaph
shows that as a percentage of government spendiggu-get
a high in Ontario of 45.7 percent. Nearly half efgthing
they spend is on health care. The Yukon is at 18epe.

That's just health care. For us to spend 30 perotour
government spending totals, it includes social isesras well
as health care.

One of the reasons for that is medical travel. Vée'td
have big acute-care hospitals that can manage tnaasplants
and we don’t have medical schools. We don’t haeekihd of
expensive arrangements that the other provinces tafund.
So while it's true our medical travel costs are engive and
there’s a strong push from the federal governmerdutrb it,
nevertheless it has to be borne in mind that theratide of the
equation is that it keeps our overall cost down had been
doing very well at that for the last 10 years.

Now, what have we done with respect to trying toatge
these things? We have changed the eligibility fer subsidy

These costs would be for hospital costsfrom the fourth day of travel to the second dayjchhactually

increases our costs, and we have increased thgigrrrate to
$75 a day, which is aax gratiapayment and not necessarily
something that should be made. It is not keyedtorme, but
nevertheless it is given to each Yukon citizen e to travel
to help offset costs.

We get a large number of complaints about this.pkeo
want to have all of their costs met — that is foother day to
discuss. The reason | bring it up here is that asemow de-
cided or determined that a fair and appropriatécpdb man-
age costs would be to fix the amount that is giweany person
travelling outside for medical attention to the ambof the
lowest cost round-trip airfare available in any agivmonth.
What used to happen is that people would key theiical
acute-care needs around holidays, drive out ardubilfor

This issue is one that concerns all threemileage and per diems and hotels and all of thmt,iaused to

amount to a pretty penny. Because of the pressomethe
travel funds, we have limited that as one step amaging the
costs.

Another aspect of it is negotiating overall costthvihe
service provider, which right now is Alkan Air. Btitere again
we were hit in the last two years with — as youlalbw —
extraordinary fuel cost increases. That workedoid sf offset
any savings that we were able to accomplish. Anothieg
that happened that’'s important for this committeenderstand
is that the closure of the municipal airport at Bditon had an
impact on us. Without going into any detail, we hadlivert
more of our patients down to Vancouver.

We have made some steps toward managing the bosts,
it seems like every step we take forward on marnpgists,
we’re met with other cost impacts — again bearingmind
that overall it pays the Yukon to manage a sensilolymedical
travel program.

Hon. Mr. Nixon: I'm looking at the response in para-
graph 99 and I'm pleased to see that the departmapotts on
its activities currently as part of the budget mipg process. It
also indicates that the department will work witlogram
managers to review and enhance reporting on peafocen
indicators that can be used for program evaluatibfeing
said that, I'm wondering — in its response to thedior Gen-
eral’s recommendation in paragraph 99, the depattisad it
would release an annual report for the 2010-1Jafigear and
that report would be released by spring of 2012s & report
produced and released?

Mr. Whitley: No, it was not. There are a couple of
reasons for that. | know you can’t see it from vehgou're
sitting but I'm holding in my hand a mock-up of annual re-
port. This will be a key indicators report that lvdgbme out for
the current calendar year. There has been somesdisc
around this report, what it should contain, whastlibuldn't
contain, and how we can maintain certain conficddities
around population and health. For example, we daait to
identify one person who has an HIV infection in osreall
community — that sort of thing. So when we repol¥ ates,
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we have to be careful about that. In our eagertes®mply
with the Auditor General’'s recommendation, | think set a
timeline for us that was not realistic.

pected, and the result is that we are trying td &in additional
FTE for this work in 2013-14.
If it is approved, we can then proceed with datansigsion

We have done a considerable amount of work on ¢he rto CIHI's national system.

port. We've got a mock-up of it here to show thencdttee.

We are thinking that it will be a report in 2013 £012. People
understand calendar years better than they dol figzas, so
that means an adjustment of our data for that. #/a&'so in the
throes of trying to decide what it should contamnterms of the
information that we're able to extract from thetsyss that we
do have. We can extract certain kinds of data,vieit also

like to go further in the report and talk abountte — not just
nationally, but in the Yukon, because we think ‘thahe of the
best ways to educate the Yukon public in termshef tiealth
risks that are becoming self-evident in the popoitat

Hon. Mr. Nixon:
work that has gone into that report and look fodu@arseeing it
when it comes out.

In its response, the department also says, “Curaeoit
prior year actual and budget variances and treradysis will
also be included in future budget documents in @tztce with
Financial Administration Manual requirements.”

| guess it goes right into a question here: Was ithfor-
mation included in the budget documents for Hirst Appro-
priation Act, 2012-13nd, if not, will it be included in the in-
formation accompanying the main estimates for 2043-

Mr. Whitley: Yes.

Hon. Mr. Nixon:
says the department will work with the program nugamato
review and enhance the reporting on performanceatats
that can be used for program evaluations. Is teiigbdone?

Mr. Whitley:
sures me that’s all being done, and | can tell fyom the nu-
merous meetings that we've had around the budgktiesund
explaining the variances to our colleagues, | krfowa fact
that it's being done.

Hon. Mr. Nixon:
for a question for this afternoon. Looking at paegdp 97, it
indicates that “the Department did not submit daiathe
National Prescription Drug Utilization InformatioSystem
Database at all because data did not meet speidfisa In
addition, it did not submit data to the NationalyBhian
Database for the 2006—-07, 2007-08, or 2008-09 fiseas.”

Can you tell us: Does the department now, or dopkan
to, submit data to the National Prescription Drutilization
Information System database and/or the Nationalsietan
Database on an annual basis?

Mr. Whitley:
proached by CIHI, the Canadian Institute of Heatforma-
tion, to submit data to the national databank leefoe went to
our new system. At that time, because we didn’tecblthe
information as the data elements they requirediriputting
consistent with the national system, we said tretwguld con-
sider providing that information once we were elishled in
the new system. However, the administration fornbe sys-
tem has been more time consuming than the departexen

| can truly appreciate the amount of

Ms. Hanson: That brings us to conclusion of the ques-
tions that the committee had prepared in advantéhe\outset
of the hearing this morning, we talked about theastunity for
committee members to ask follow-up questions, anebuild
ask my colleagues if they do have any.

Before that, | just wanted to confirm somethinghaiir.
Whitley. At several points during our deliberaticislay you
made reference to a number of reports or docurneerdsyou
have indicated that you would provide those todtwamittee. |
would appreciate very much if you would forwardgbdo the
committee. That would be great.

Mr. Whitley: | believe one of our colleagues has been
noting that. We will provide those documents cattato you
by tomorrow, | would expect.

Ms. Hanson: Thank you.

Ms. Whitley: If I may, with your indulgence, there is
one small correction | would like to make for thecord. In
relation to recommendation 36, there is a referéhael may
not have understood correctly, or may have misspokeink
| left the impression that the completion of thellness plan
would be 2013, and in fact it is 2014. We have a-ywar time
frame within which various products will be deliedr and,
subject to the direction of the minister, releagethe public. |

In its response, the department alsowanted to correct that misimpression, if that wadeked the

case.
Ms. Hanson: Thank you, Mr. Whitley. | would then
turn to my colleagues here on the Public Accourdmfittee

The comptroller of the department as-and ask if any of them have follow-up questions.

Ms. Stick: | have one question. We heard a lot today
with regard to communication with stakeholders #relimpor-
tance of data gathering and information systemsght be out
in left field on this one, but what I'm curious altds — be-

These will be my final comments cause we do have a parallel system with the federarnment

with First Nation health — is there communicatioetveen
your department and that branch of the federal goment in
terms of their statistics and the information tlygyher on pa-
tients who receive services through them?

Mr. Whitley: The short answer to that question
yes, there is communication between the federabBent of
Health and the territorial Department of Health &utial Ser-
vices. I'm going to turn to my colleague from insdrhealth to
ask about statistics sharing.

Ms. Wright: | meet on a regular basis with the re-

is

The short answer is no. We were ap-gional director general from Health Canada, andcb#eagues

as well are in touch with our directors in our a€&/hen we
have questions about their medical travel programsheir
drug programs, drug utilization, that kind of thimge are able
to ask them for statistics, but it is aggregateadslfe aren’t
ever able to get patient-level data so that weccoutrge their
data with our data and get a fuller picture. Thatwiously a
problem, but it has to do with protection of heatiformation
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and privacy legislation that prevents us from ddimgt. We do
get statistics from them when we request them.

Ms. Stick:
tinued discussion about being able to get betfrimation? |
realize that the department is working on privasgaerns, but
are those negotiations happening?

Ms. Wright:
se, but the vision for the electronic health recamrk that
Canada Health Infoway is “one electronic healthordcfor
every resident of the country that is as complst@assible”,
which would include health data from a variety dffetent
sources.

So if we look ahead to that, that is the time atate
where we’'ll see that information coming togetheut Bgain,
because of the privacy concerns and different latigs that
we have, it's not possible right now. We arenniegotiations
specifically around those data.

Mr. Elias:
about paragraph 24 and the strategic planning esesré/e all
know that when it comes to health delivery in thgitory, it
basically looks like a spider web. There are adlotifferent
roles and responsibilities throughout the territavhether it be
self-governing First Nations and their goals anibrjires, or
non-government organizations like the Arctic HedRbsearch
Network — and it goes on and on, like for that matthe
Council of Yukon First Nations’ non-insured healtlnefits
with the federal government — under this commumnbcatec-
ommendation from the Auditor General.

| deal with this on a regular basis with regardhe deliv-
ery of access to health care and basically whagoay citizens
fall into. They're frustrated with the communicatiprocesses
or where they go or how they access certain type®adal or
health care programs.

I’'m now going to your annual report that is soorbtfi-
nalized. To me, this paragraph needs a lot of vilorbur terri-
tory. | was wondering if there’s a process that'g@endeav-
ouring to delineate as best as possible with régped| of the
programs that currently exist in the territory, htigrom the
non-governmental organizations to different ordefrgovern-
ment that are here in the territory and how thédca$ the citi-
zens of the territory and if that could be commated in some
way in your annual report.

Mr. Whitley:
look toward finalizing our report, it may well bleat we should
put in a few pages about navigating the health sgstem,
whether you're a First Nation government citizen Yukon
government citizen. It's confusing.

One of the reasons that we have a cancer navidataex-
ample, is that people who are suffering the stodsthat par-
ticular disease often need help in navigating theiy through
a very highly complex spider web, as you put it. Wik take
that idea and follow it up.

Ms. Hanson: I have one or two questions, if | may.
would like to go back, for clarification to when weere speak-
ing to the second recommendation which, within,thss the
response that the department had on the completotine

Actually, that's an excellent idea. As we

Yukon Social Inclusion and Poverty Reduction Sgratewas
unclear — at least my notes to myself were unchat per-

A follow up to that would be: Is there con- haps you can help me clarify it quickly. The resgwifrom the

department was that théukon Social Inclusion and Poverty
Reduction Strategywas scheduled to be completed in the sum-
mer of 2011. My note to myself indicated that thesss a re-

There are no negotiations happening persponse that indicated a social inclusion and pgverduction

framework had been completed. Is there an interttooom-
plete a strategy and would that strategy be deakitg ad-
dressing the Auditor General's recommendationseims of
how that strategy will address the issue of timedif health
priorities and resources for dealing with the issoé social
inclusion and poverty reduction?

Mr. Whitley: There are two parts to the question: one
is the apparent completion date, which is long gone

Ms. Hanson: My note was that there had been a com-
pletion of a framework, and | was wondering if thevas an

| have a question similar to my colleagueintention to complete the strategy — maybe | misthe@hat’'s

just what | was trying to clarify.

Mr. Whitley: The strategy will be going forward for
government approval imminently, so I'm expectingtttvithin
the next month or so we’ll have a strategy. Thatsgy is
done; the consultations are completed; the advisomymittee
has reviewed everything. | think that very soon €ah’'t speak
to what happens internally to government, but yaghinpossi-
bly know as well as anyone — we will have a strategthe
public view very shortly.

Ms. Hanson: Thank you Mr. Whitley. The follow-up
is then, do you anticipate, given that it's not lwlyet, but
given there has been extensive consultation, doesstrategy
address the Auditor General’s recommendations ttatde-
partment should rank its priorities? Will it havanking, time-
lines and targets, and identify resources thatrageired to
implement the strategy?

Mr. Whitley: Well, since the government hasn’t actu-
ally approved it yet — and they may very well sénback to
us to say just that — we don'’t think this priontgeds the kind
of attention that priority should get. As you knayavernment
has the absolute right to fit recommended objestawed priori-
ties within their own political requirements. | @it difficult to
answer that question.

Ms. Hanson: | appreciate that, Mr. Whitley. | was try-
ing to put that around it.
Mr. Whitley: And | understand where you're question

is coming from, Madam Chair. There will be, certgimegard-
less of what the priorities are, an element of thait. That
much | can say.

Ms. Hanson: | appreciate that, Mr. Whitley. Thank
you. The other follow-up question | had was witepect to a
question asked about the situation in regard tctreleic health
records in the Yukon and whether or not there heshtan im-
provement in the 20 months since the release ofAtiitor
General’s report.

Beyond the provision and the use of federal dolars
work on health records, is that the only sort aufothat’s hap-



October 17, 2012

PUBLIC ACCOUNTS COMMITTEE

1-23

pened on electronic health — the expenditure oferfad
money?

Mr. Whitley:
health project is probably one of the things thhave to deal
with that is almost beyond my capacity to undemtdrknow
now what a lawyer sounds like to a layman when alk in
arcane language. When the privacy people or IT lpecpme
in and talk to me, | sometimes want to say, “Giveoi me
plain.”

| could tell you from the briefings that I've haldat a tre-
mendous amount of work has been done both on the le
analysis side in terms of the meshing of our psyvamrange-
ments with the B.C. privacy arrangements.

| know there have been issues around governantedle
been addressed, and there are working papersréhavailable.
All of this has been vetted by Infoway. They seenb¢ satis-
fied with what we've done. They think we should teving
faster. We say we're doing the Billy Goat Gruffrtgi We're
small and we can’t move any faster than we areoBeyhose
generalities, | can’t say today how much value we'gceived
for that money, but | can get you some sort of mraary that
will explain that for you better than | can.

Ms. Hanson: | appreciate that, Mr. Whitley. Thank
you. My next, and probably second-last, follow-upestion
was with respect to the line of questioning thatsveasound
paragraph 59, which had to do with the whole iseftighe
Auditor General’s observation that the departmeasnit ana-
lyzing physician reports with the objective of iroping pro-
grams and services. | just want to clarify someaghibpecause
your response spoke to a certain degree aboutus foc the
adherence to the requirement to report.

| guess the focus of the question, where | wasrtgogou
might take that was the use that the departmentdvoake of
the information that is provided as a result ofsthehysicians
adhering to the requirement to provide the dataatise does
the department make of that in terms of analyzind then
informing the decisions made around health care tealth
care delivery in the communities in particular?

Mr. Whitley: | apologize. | had the information in
front of me and | don’t know why | did not provideall at
once when | responded to the question initiallyerehare two
aspects to how we utilize the data from physicikints. The
first one is — and actually there are three if yake into ac-
count and are adhering to the terms of the contjaestion.
We can look at physician claims data, and thiisugh the
shadow billing that | have talked about, and deteemvhat the
reason for the visit of the patient is, along witle diagnostic
information that we get from the physician. We oaake some
inferences about the nature of the disease in ticplar com-
munity and the prevalence of that disease.

We do that now for diabetes, and even though oalfythe
claims right now are ICD coded, we still have thlsysician
data that will enable us to link with some kindagturacy what
the nature of the prevalence of the disease isukol and in
particular communities.

A practical example of that would be the possipitihat
we are going to recommend to our minister that weadolon

| have to say, Madam Chair, that the e-cancer survey in the territory. We need to lookiaa to make

sure that's something worth spending money on. Mfktfor a
variety of reasons that it probably is, but it'sehwetter if it's
evidence-based when we take it forward.

The other aspect of analyzing the data is that avelook
at work patterns. We can look at a physician’seuatbf prac-
tice from the claims data and see how they comgarheir
peers. This is an issue that is national in naturéhe steward-
ship of the health care system, we are all tryiogmanage
costs. One of the ways in which costs are managsttaiegies
evolving across the country is through clinicalgtiGe guide-
lines. There's a reasonable expectation that playscwill
adhere to established clinical practice guidelingbich are
taken from evidence-based research, and all thefés

However, there is also, on the flip side of it, theonomy
of physicians and the degree to which they are foeerder
tests, to send people out for analysis, to ingidrequent visits
and so on — all means by which a good analysisbeamade
of the whole patient picture, but all means by Wwhibe fee
generation could go through the ceiling. That'sesyvtough
call for a bureaucrat to make. But if we considiesée a phy-
sician whose practices seem so far outside the ,ntbrem the
data that we use from the billing practices is sthing that
will illuminate that for us pretty carefully — antl has hap-
pened. It has happened, and we have addressetrtagh our
own internal processes. That's one side of it. dtier side of
it is that we can tell if a physician isn’'t payiegough attention
to their patients by looking at what comparableigras with
comparable complexities have. | hope that —

Ms. Hanson: Thank you, Mr. Whitley, and that cer-
tainly does speak to the importance of — as yoeresfced,
and the Auditor General did as well — having thatiadand the
ICD coding.

You made reference just now as we were talking tatiau
importance of the diabetes reporting program aedfalet that
even with — and | just wanted to clarify that, besa | had
made a note about this. | was trying to understarnvehen you
were talking about the diabetes reporting procasloctors or
just some doctors are involved in some collaboeagikoject or
collaborative practice that | don't know about a®ing this
reporting? Because, as you mentioned, we currentigrstand
that roughly 51 percent of billing has the ICD cugli So is it
different from diabetes? Do all doctors report éials now, or
just some who are involved in some project?

Mr. Whitley: No. Regardless of whether the billing is
coded traditionally by hand, electronically, orahgh the ICD
coding mechanism, we still know which doctors sesctv
patients for which condition. We know that. When aggre-
gate that data, we draw our inferences and ouryseslfrom
that. So it's not as if it's an optional thing fadoctor.

Ms. Hanson: So just for clarification — in simple
terms, how does the department know what a dosteeéing a
patient for if there’s no coding?
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Ms. Wright: We will talk a little about the chronic
disease collaborative and how that works. Initialtywas a
diabetes collaborative and it was set up just exifigally deal
with diabetes. It has expanded over the last feavsyto include
a number of other conditions that would be considezomor-
bidities of diabetes, but | will just talk aboutabietes. We will
get you some more precise figures, but | believmesghere
between 80 and 90 percent of physicians who workhi
Yukon are part of the collaborative for the chrodisease. As
part of that collaborative, they agree to use tbe Sheets and
follow the processes that BC uses in their diabet#abora-
tive to follow their patients so that, in that wale diabetic
patients are counted and recognized so we knowtahem
through that system.

It is true that only half of the physician clainfigat come in
are ICD coded, but there are ways to code the lgatariting
computer programs. The physician on a claim typjicatites a
three- or four-word diagnosis for every patientytlsee. You
can take that hand-written diagnosis and inferGD tode into
the claim data.

| don’t want to get too technical, but there areysvéo
automate the coding of the claims to provide aebatbunt of
diabetics. So that, compared to the numbers of |pemp the
rosters of the physicians who signed up for théabokrative,
gives us a very good indicator of the numbers aibeitics.
Does that help you?

Ms. Hanson: So the 80 to 90 percent of doctors who
are involved in this collaborative, does this imducontract
doctors, or doctors who come in and out of thettex? Are
they part of this 80 to 90 percent?

Ms. Wright: No, these would be resident physicians.
We also have the community health centres usingetipeoc-
esses.

Ms. Hanson: Thank you Ms. Wright. That's really all
the follow-up questions | had. Did any other caljees on the
committee have any follow-up questions?

On that note, then, | think what | would like to @osug-
gest that we adjourn. Before | adjourn this heatinguld like
to make a few remarks on behalf of the Standing @Gittee on
Public Accounts. First of all, | would like to thiall the wit-
nesses who have appeared before the Public AccOambsnit-
tee today. Whether you had the opportunity to spmakot,
you have obviously put a lot of thought and effotb the is-
sues that were the subject of the hearing today.

| would also like to thank the officials from theffioe of
the Auditor General and the committee Clerk, irtipatar, for
his help on this.

The purpose of the Public Accounts Committee ibelp
ensure accountability for the use of public furld#o think that
the committee made progress in accomplishing dekit today.
The committee’s report on these hearings will d@ethin the
Legislative Assembly, and we invite those who appede-
fore the committee and other Yukoners to read épont and
communicate to the committee their reaction tdf iyou don’t
think we got it right, please let us know.

| would also like to add that today’s hearing does nec-
essarily signal the end of the committee’s consitilen of the
issues raised in the Auditor General's report. Thenmittee
may follow up with the department on the impleméote of
the commitments made in response to the recommendatf
the Auditor General and of the committee itselfisThould
include a follow-up public hearing at some pointlie future.
With that being said, though, I'd like to again nkaall those
who participated in and helped organize this hearlnnow
declare this hearing adjourned.

The committee adjourned at 2:55 p.m.



