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-- Upon comencing at 10: 00 a. m

COW SSI ON CHAI R FRANK MARROCCCO: Al |
right. W are ready to go. You were here once
before, Doctor. Nothing has changed. W have the
sane practice, wth the exception of the fact that
M. Callaghan, who is one of our Counsel, wll ask
sone questions of you.

And then the three Conm ssioners may
chinme in fromtine to tine and ask a questi on.

What | propose to do, Doctor, is we'll

sit for about an hour. | don't know how long this
Is going to take. So we'll sit for an hour and
then we'll break for five or ten mnutes and then

cone back, so that everybody can regroup.

DR. DAVID W LLI AMs: Ckay.

COWM SSI ON CHAI R FRANK MARROCCO:  So go
ahead, M. Callaghan. Let's get started.

Ch, and, Doctor, you know there is a

transcript which we wll eventually post on our

websi t e.
DR. DAVID WLLIAVS: Al right.
COW SSI ON CHAI R FRANK MARROCCO.  Ckay.
JOHN CALLAGHAN:. So, good norning,
Doctor. M nane is John Callaghan. |[|'mone of the
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co- Lead Counsels to the Conmm ssion, and thank you
for comng to visit wth us today.

As the Chair indicated, I'll ask a few
guestions, nore topic-oriented questions, and flesh
out sone areas, and the Conm ssioners have
guestions as well, obviously, so they'll chine in
as we go.

| thought probably the best way to sort
of get to know you a little bit was to have you
expl ai n your background in the nmedical world and
how it cane that you becane the Chief Medical
Oficer of Health for Ontario.

DR DAVID W LLI AMS: Ckay.

JOHN CALLAGHAN: | hope that is not too
hard a questi on.

DR. DAVID WLLIAMS: No, | don't know
how nmuch -- I'Ill try and be concise on that.

| did -- as you know, did ny
under graduate at the University of Toronto in
bi ol ogi cal nedi cal sciences, and then | went and
was accepted into nedical school at the University
of Toronto and conpleted the programthere.

And then | wanted to do a northern
practice. It didn't exist then. You couldn't get

any training in that, and so | did a year
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i nternship at the Toronto East General
cal | ed then.
And then | did an extra si

obstetrics and gynecol ogy, and an extra siXx nonths

to becone a GP anestheti st.

As | had been up to -- in ny nedical
school undergrad, | had been up to the Sioux
Lookout Zone Hospital, it was called then. [t was

under the Sick Children's Hospital and under their

program by the then | ead of the SickKi

Bain, and | thought that is where | would like to
work with, because | was very nuch inpressed with
working with the First Nation comrunities then,

pl acenents and that, and I told nyself to go back

up there and do that and --

JOHN CALLAGHAN: Sorry, Doctor, you

f aded out there.

COW SSI ON CHAI R FRANK MARROCCO:  You

faded out there for a m nute. No, we
you now.
DR DAVI D W LLI AMS: Just

Can you hear ne now?

COW SSI ON CHAI R FRANK MARROCCO.  Yes,

that is better.
JOHN CALLAGHAN: Per haps,

as it was

X nonths in

ds, Dr. Harry

can't hear

a m nute.

Sunil, do you
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have two devi ces goi ng? Because it may be you who
IS --

SUNIL MATHAI:  Can you hear ne?

JOHN CALLAGHAN:. Yeah, you are echoi ng.
Can you put yourself on nute?

SUNI L MATHAI:  Yes.

DR DAVID WLLIAMS: W are getting
better at this technology, | think.

JOHN CALLAGHAN: Yeah. Well, we are
certainly using it a |lot.

DR. DAVID WLLIAMS: Yes, we are.

COW SSI ON CHAI R FRANK MARRCCCO.  That
Is a relative observation about how nuch better we
are getting, but anyway, carry on, M. Callaghan.
Doct or, pl ease.

JOHN CALLAGHAN: Well, let nme stop you
there before you tal ked about Sioux Lookout. D d
you have a degree in public health?

DR. DAVID WLLIAMS: At that tine, no.
| was, as | said, a GP. | went and worked up in
there for two and a half years, covered about five
communi ties on a regular basis. There were only
four doctors up there at the tine, so we covered
the town and the north.

And after that, | did go overseas, and
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then worked at a hospital in Nepal, where | was the
Qut patient Director and then becane the Hospital
Director. During that tinme, | felt the need for
nore training, especially | was seeing the inpact
of larger issues around nmanagenent and

adm nistration and that. So | was accepted into
the residency programat the University of Toronto
in comunity nedicine by Dr. Ken Shaw, and | went
back and did ny first full year in '85 to '86, and
the first year full tinme course work towards ny
Masters in sciences and community health and

epi dem ol ogy, which is like a public health degree.

And then | went back to Nepal where |
had to conplete sone nore work with construction
projects, designing and building in rural areas, a
hospital and that, and then | cane back in '90 and
conpleted ny Masters, and anot her year of
residency, so | only had a little bit left.

And they recruited ne to go and work as
the Medical Oficer of Health in Thunder Bay. |
started there in 1991 because | had ny Masters
degree, but | agreed | would go back and finish ny
fellowships. So I have one of the histories of
being the |l ongest resident in the Uof T program
because | did go back in '95 to '96 and di d anot her
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year and then wote did ny fellowships in '96. So
| had many cohorts that were ny cl assmates
t hroughout that tine.

So | had ny fellowships in what was
then Community Medicine, nowit is Public Health
and Preventive Medicine, and a Masters of Science
In Community Health and Epi dem ol ogy in that.

So | started ny work in Thunder Bay in
1991 as the Medical O ficer of Health there. | had
been as a child brought up in Thunder Bay, Port
Arthur then, and so | knew the area as well, as
wel | as, of course, having known the northwest wth
t he communi ti es.

And so | was there as the Medi cal
Oficer of Health until 2005. During that tinme, |
was on a lot of provincial conmmttees. | was the
Chair of the Advisory Conmm ttee on Conmuni cabl e
Di seases just prior to SARS, and | renenber the
Mnister of Health had witten a |l etter saying, How
prepared are we for a large infectious disease
outbreak in Ontario? And | said, W'll review the
matter and get back to you. And then within a
mont h, SARS had occurred, and | as asked by the
then Chief Medical Oficer of Health, Dr. D Cunha,

to cone down and assist himin carrying out the
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response to that, and | and anot her veteran,
Dr. lan Gemm |1, we went down as a team and he
went on to the science commttee. | stayed to
coordinate the public health response and --

JOHN CALLAGHAN: Sorry --

COMM SSI ON CHAI R FRANK MARROCCO:,
M. Cal | aghan, now you are breaking up.

JOHN CALLAGHAN: Yes, | know. Just to

pause there for a second. So prior to SARS, so in

2002 -- I'"'mjust -- you are doing a great job
explaining. |'mjust getting a little lost. \Were
are you in 2002-2003 during SARS?

DR. DAVID WLLIAMS: [|'mstill the

Medical O ficer of Health in Thunder Bay, but in
that tinme, nedical officers -- and sonetines we sat
on many provincial conmttees, and | chaired the
Advi sory Committee on Communi cabl e D seases t hat
had a nunber of specialists on it, including
sone |ike you have interviewed al ready, |ike
Dr. Allison McGeer. So we go back a | ong way
wor ki ng together, and | have al ways val ued getting
her input, and many other specialists.

So we were in that node, and then --
why that is inportant you'll hear in a nonent. So

| hel ped to coordinate. | had to relocate
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physically and stay at a hotel for the two or three
nonths in the first wave of SARS and to give advice
and direction, assist Dr. D Cunha and the rest of
the SARS response teamas we tried to make our way
t hrough that.

Followi ng that -- and that was in 2003,
and, of course, | was not here for the second wave
because | had gone back to ny job, the one at North
York, and | did have sone presentations at the
Canpbell Inquiry, as well as Naylor, et cetera.

And then we had...[inaudible]...when
Dr. Sheel a Basrur becane the Chief Medical Oficer
of Heal t h.

[ Court Reporter intervenes for

Clarification.]

M CHAEL FI NLEY: Sonetinmes these echos
are caused by people listening on a speaker node
rat her than through headphones, and so for those
persons who are doing that, | would suggest that
you nute yourself as you listen because that is
what causes the echo, and then you just unnute when
you want to speak, and that may resol ve sone of
t hese audi o problens, other than those people who
are talking to each other, obviously.

DR DAVID WLLIAMS: See if that hel ps.
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11 If it doesn't, | guess | could switch to
2| headphones. It will be a bit challenging, but we
3| could do that.
4 M CHAEL FINLEY: No. Well, | think for
5| John -- for M. Callaghan and for you, Dr.
61 Wlliams, | don't think it should be an issue, but
7| for others listening, let's see if that fixes the
8| problem just a suggestion from new experience with
91 this technol ogy.
10 DR. DAVID WLLI AMS: Been there.
11 So in 2005, | cane down -- applied to
12| come down as the Associate Chief Medical Oficer of
13| Health to assist Dr. Sheela Basrur because she
141 needed extra expertise in conmuni cabl e di seases and
151 infectious diseases.
16 And so | had applied and went through
171 the interview process and was successful in
18 | obtaining the position and relocated and started in
19 | August of 2005 as the Associ ate Chi ef Medi cal
20 Officer of Health for infectious disease,
21 | communi cabl e di seases, and environnental health,
22| and had the equival ent of being a Branch Director
23| at that tinme as well with about 150 staff to work
24 1 with.
25

And so we started that process of
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I npl ementing Operation Health Protection and a
nunber of things we had to put in place to try and
deal with sone of the deficits we saw post- SARS.
So | did that.

And then unfortunately Dr. Basrur
becane ill, and she had to step away. So in the
fall of -- got to make sure ny dates are correct
here. The fall of 2007, | was asked to step up and
act as the Chief Medical Oficer of Health because
she had to step away due to illness, and |
mai ntai ned that position until the next Chief
Medical O ficer of Health was recruited and started
i n her position in June of 2009.

And | was then her associate. That was
Dr. Arlene King. And so that was 2009 up until the
fall of 2011. And then the fall, they had
difficulty obtaining a Medical O ficer of Health
again for Thunder Bay, and they asked if | would
consi der com ng back as the Medical O ficer there
with the task of training up a junior -- a person
i n training and equi pping her to take over, seeking
a deadline of around 2016 to be able to hand over.

So I went back in 2011, in the fall of
2011, and did that for the three to four years.

And then | was asked by the then Acting Chief
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Medical O ficer of Health -- because Dr. King was
not renewed -- late in May and June of 2015 if |
woul d cone down and cover as Acting Chief Mdical
Oficer of Health while Dr. David Mwat took | eave.
And then when | got down to start that duty on July
1st of 2015, he announced he was not com ng back,
so | was |left responsible.

And so | was acting fromJuly 1st of
2015, and through the application process, | was
asked to put ny hand in the ring for that, and
t hrough the application process was appoi nted as
the Chief Medical Oficer of Health officially in
February the 16th of 2016, which | have had that
post since then and, as you saw, ny O C was due to
expire |ast week on the 16th, but they asked if |
woul d stay on in the mddle of the pandem c and
conti nue, and that was extended to Septenber the
1st of this year, 2021.

So | think that -- does that give you
enough, M. Call aghan?

JOHN CALLAGHAN: That is terrific. |
wonder if that is ne? | hope it is not nme. Well,
that is terrific. Just to be clear, so then you
were in the Associate Chief Medical Oficer of
Health role or the Chief Medical Oficer of Health

neesonsreporting.com
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role as interimduring HIN1 and Ebola, for exanple?

DR. DAVID WLLIAMS: Yes. | led the
initial part of the first wave of the HINl1. | was
the Acting Chief Medical Oficer of Health.

Dr. King did the second part with the vacci nati on,
but | assisted her in that. And then the Ebol a, |
came in nore near the end of it after -- because
Dr. David Mowat was there for the inception of it.
| was a Local Medical Oficer of Health during that
time, and then did the latter part of it after he
had st epped back.

JOHN CALLAGHAN: So to answer nore sort
of general questions, you'll appreciate that the
Inquiry is |ooking at what happened in wave one
and, to the extent we can, a little bit of wave
t wo.

But the Comm ssioners also have to deal
with sone structural issues and considering the
structure, and you, given your |ength of
experi ence, and perhaps maybe even nore so because
you are now departing, | think as we go, | just
want to ask you if you would be kind enough to |et
t he Comm ssioners know if you think there are
| nprovenents to the system wth your breadth of

experience, that you can tell them about and
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whet her that is the role -- I'"mnot saying right
now, but as we go, that is one of the functions.

And sonetines people |ose that, because
the Conm ssioners -- and we'll cover a bit because
we'll go into various issues. | may even contrast
It with what happened in SARS.

The other thing | would like to get
your view on, we heard from one person that
Ontario, nore over the years and years, is training
nore and nore Public Health positions. |s that
your view, and is it your view that public health
Is a real specialty, and how you see the province
sort of poised and for the next generation?

DR. DAVID WLLIAMS: That is an
excel | ent question because | have been through the
whol e history of it over the years, and when | was
a nmedi cal student, | renmenber we had a talk from
one of the professors of the Public Health School
at that tinme, and | renenber |eaning over to one of
nmy friends and said, well, this is really boring
and that is sonmething I'll never get involved in.
And be careful what you w sh for,

It has changed so nuch in that tine.
And when | started in the residency program and

havi ng been in the program over a ten-year period,
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| saw a lot of growth and extension in there and
coul d see the added val ue of a residency program
because it is that much different than other
clinical one, and having been a primary care
physi ci an before, a G° anesthetist, and did a | ot
of obstetrics and gynecol ogy, nostly obstetrics,
you can see the difference in how that works,
especi ally when you conbi ne the various areas of
study that you want to take part in and studying
popul ati on health as conpared to clinical nedicine,
one-on-one patient type aspects.

And sone of our -- having been -- also
| was the Chair of the Public Health physician
section for alnost ten years with the OVA, and
dealing with that issue where our counterparts
woul d say, whatever you guys do anyways, we really
don't know what you guys are up to, and so we had a
| ot of education to do to make it aware to our
peers of what are Public Health physicians, what
are community medi ci ne specialists popul ati ons,
Public Health specialists, and how can we
contribute to the overall physician community.

And we were able to do that, so that
there was a |l ot of education in those years,

because in the past, there was just -- soneone took
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a three-nonth course in public health. Nowwth a
five-year residency, it is quite different, and
fell owshi p exans, and often we conbi ne nost of
those with a Masters degree as well.

So it has been a journey, an evol ving
one. Wien | went in, it was the youngest. Then it
becane the second-youngest, because energency
medi ci ne brought in their own specialty. So it
still is relatively newin the archives of the
Royal College, but |I think we have nade great
steps, and renenber, we only had, at that tine when
| started back then, one school of public health in
Toronto. Now there is well over 11 in the Province
of Ontario, and as far as residency prograns, we
have the one in Toronto. W have other ones with
residents in Otawa, Kingston, Ham Iton, MMaster,
that is, and NASM which | was -- of course, when |
was up in Thunder Bay, | was an assistant professor
in the programthere, as | amdown here, with
the -- still I amon record with the Dalla Lana
School of Public Health.

So we still have that ongoing academ c
side as well. So it has evolved a lot, and we do
train a lot. W have the biggest cohort of

residents every year. W have |lots of residents in
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the Public Health Ofice and do rotations. W have
one here right now, and so we give them|ots of
training opportunities, which is very critical, as
any residency, because part of it is |earning but
part of it is the actual tools and working wth
your supervisor to carry out various

| nvesti gati ons.

And that was very val uabl e at that
tinme.

So it has been interesting to see the
evol ution of the specialty.

JOHN CALLAGHAN. So | take it that you
woul d say that the cupboard is well stocked at the
nmonent? As you depart, there are others there to
cone forward?

DR. DAVID W LLIAMS: Yes, | have been
trying to nake it aware to people. | say, Get your
resuneés dusted off. | think a |lot are very leery
j ust because the position in Ontario is so
different than other CMOHs across the country
because here, besides now, besides being a Chief
Medical O ficer of Health and working in the
Ontario Public Health system which is totally
different than the rest of the country, and al so

the fact that | aman ADM and | have a depart nent
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of 250 staff, and outside of that we deal with a
budget of $1.4 billion, and with all the transfer
agenci es and al so the connection with Public Health
Ontario and the Public Health Ontario | aboratory
system so all of those under the responsibilities,
and being a nenber of the senior teamin the
Mnistry of Health and Long-Term Care there then,
now Mnistry of Health when that was separated out,
and so sone of ny peers across the country don't
have the sane conplexity of structure and the sane
breadth of responsibilities and duties and to be a
menber of such a | arge team

JOHN CALLAGHAN: So, you know, | think
we' || probably cover sone of that and discuss wth
you the pros and cons of that so that we
under st and, the Comm ssioners have an
under st andi ng.

Just when you got appoi nted, was there
a panel that vetted the nom nees that went to
Cabi net ?

DR. DAVID WLLIAMSG:  Yes.

JOHN CALLAGHAN: Is that how it works?

DR. DAVID WLLIAMS: There was a
search -- there was a conpany, but it was you had

interviews with the commttee of the Cabinet --

neesonsreporting.com
416.413.7755



Long-Term Care COVID-19 Commission Meeting
Dr. David Williams, Chief Medical Officer of Health on 2/22/2021 22

10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

with the Parlianent. So it was a three-party at
that tinme commttee.

JOHN CALLAGHAN. So were there experts
on those panels? Like were there other -- you
know, those who you woul d expect, and nmaybe Public
Heal t h, infectious disease, hospital people, who
woul d know the characteristics required for a Chief
Medical Officer of Health, were they involved in
the panel at all?

DR. DAVID WLLIAMS: They could be --
they weren't in the key deci si on-naki ng because it
was set up by the Speaker of the House as the
Chair, and then you have representatives of three
parties, and they are elected officials, so -- but
deputi es behind could give -- not during the
I nterviews but afterwards give advice and
direction, and they could access -- | assune they
woul d access different experts if they wanted to
ask sone information on that, and whatever the
conpany was putting together, the overall vetting
of the candidates through the conmttee. So there
was resources to the commttee, but | was not
privileged to know all that at the tinme because it
Is a Parlianentary commttee.

JOHN CALLAGHAN. But it is not -- |
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just ask because there is not a public statenent,
for exanple, or a policy fromthe governnent as to
how t he CMOH woul d be vetted? | nean, | know you
go back a nunber of years, but is it anticipated
that there would be a conmttee this tinme, or do
you know -- or has that been set yet?

DR DAVID WLLIAMS: It still is. It
Is part of the aspect wwth Dr. Basrur because she
was appointed by the Mnister. And then they said,
Well, we need to have the term of seeking sone
I ndependence of the CMOH, so therefore the
sel ection and the appoi ntnent should be by the
| egi slature, not by a Mnister, a Deputy Mnister.

But the conplication is that you still
report to a Deputy Mnister, and you still report
to a Mnister. So you are a quasi-officer of the
| egislature. So it is the only one like it in the
gover nnent, where you have sone | evel s of
| ndependence, but you have reporting, and all your
budget cones through the Mnister of Health in
there. It doesn't cone from-- |ike other officers
of the legislature, their budget cones fromthe
Speaker of the House.

JOHN CALLAGHAN: R ght.

DR DAVID WLLIAMS: But you are
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appoi nted by the |egislature, and you are di sm ssed
by the | egislature.
JOHN CALLAGHAN: But the current --

have they set a process, for exanple, for your

successor, or is it still as you just described it?
DR. DAVID WLLIAMS: | have been --
well, one, is | have been pushing them sayi ng, You

need to get it going, you need to get it going.
Who is counting the days? But | amsaying -- we
are saying you need to do it, because |I know these
things take tinme. But it still is under the
auspices of a Parlianentary commttee. Now there
Is only two parties, and how woul d you set that up.

It is still under the auspices of the
Speaker of the House to do all that arrangenent and
that. So, of course, | amnot -- again, |'mnot
privy to know all the details behind the scenes
because they would say, Well, you are not com ng
In, you are going out, and so we don't need to tell
you.

So | keep pushing themto push the
process, because while there are people avail abl e,
they are not -- there is not a lineup in that sense
because a nunber are -- want to have the

qgqual i fications, and besi des having the degrees, you
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have to have -- they prefer having at |east ten
years' experience in a senior level in Public
Heal t h.

And | think it is inportant in this job
here that they also feel you should have know edge
of the Ontario Public Health system |In essence,
have you been working as an MOH in Ontari o before
or sone |evel of seniority, that you have know edge
and experience of the province before you cone into
the job. So you have to have degrees in training
and eight to ten years of experience at a senior
| evel before you cone in.

So you can see the scope of the
applicant starts to narrow down, if you nmay, and
one of the challenges is that if you bring soneone
fromoutside the province, sone find it chall enging
at first to understand the conplexity of the
Ontario Public Health system and how it worKks.

So that is -- so how wi de the
candi dates are, | don't know. | am encouraging. |

t hi nk we have got a I ot of good MOHs out there |

think could do a good job. I'malways big on
succession. |'m always pushing hard for succession
trai ning because -- | guess ny notto always is,

whi |l e everybody is valuable, no one is
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I ndi spensabl e, and that includes ne.

JOHN CALLAGHAN: That is a good notto.

So what | would like to do is | would
like to explore with you the various rel ationshi ps
the Chief Medical Oficer of Health does, but |
have to tell you before | do, during the process
here I would have ordinarily sort of directed you
to sone of your docunents. | should |let you know
that, you know, we received sone 217,000 docunents
in the [ast week, and we were told that, on Friday,
your docunents fromJuly 1st to January 31lst were
produced.

So we haven't had an opportunity to
| ook at those docunents. So it nmay be that | am
not in a position to help you understand what --
rem nd you of what happened. The Conmm ssioners
wi ||l have an opportunity, if we can get through
them-- it is a gargantuan task, alnost inpossible,
but we nmay have an opportunity to |l ook at them
afterwards so their report may reflect sonme of it.

We al so received 2,000 pages of your
not es Saturday afternoon, many of which were
redacted, which we had to go to a Court -- or an
arbitrator, | should say, to get them-- sone of

t hem unr edact ed.
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And so can you just tell the
Conm ssi oners when you were asked for your
docunents for this process?

SUNIL MATHAI: So, Comm ssi oner
Marrocco, may | just junp in for a nonent?

JOHN CALLAGHAN: | don't know why.

SUNI L MATHAI: Well, because that
question may involve --

COWM SSI ON CHAI R FRANK MARROCCO.  You
know, just a mnute. | don't want to get bogged
down in a lot of wangling here, and so | really
don't want to get into it.

This is an interview and so on and
consistent wwth the way we have conduct ed oursel ves
I n the past.

M. Mathai, if there is sonething you
want to say that is short and brief, then by all
nmeans |'ll permt you to say it, but this is not
going to turn into an adversarial process. It is
not that kind of process.

SUNIL MATHAI: The only thing | was
going to say, Justice Marrocco, is the way the
question is franmed, it may require the witness to
advi se of information that he has received fromhis

counsel, and so it could involve revealing
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solicitor-client privilege.

But it sounds |ike you don't want to
turn this into, you know, a further investigation
I nto when the docunents were produced and why, so |
don't think I need to say anything nore than that.

COMM SSI ON CHAI R FRANK MARROCCO.  Yes.
Let nme just ask you this, M. Mathai. At the risk
of -- having told you | didn't want to hear from
you for very long, nowlet ne prolong it for a
second.

Dr. WIlianms was asked, | think, when
he was asked for his notes. Do you have a problem
with that question?

SUNI L MATHAI: So yes, because it could
reveal solicitor-client privilege.

COW SSI ON CHAI R FRANK MARROCCO:. Al
right. So, M. Callaghan, |'mnot going to get
into it.

Dr. Wlliams, on the instructions of
his counsel, is not answering that question because
it apparently involves solicitor-client
conmuni cat i ons.

| don't really want to spend a whol e
|l ot of tinme trying to figure that out, so let's

just leave it at that. And if it becones a
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problem again, M. Callaghan, then we'll cone back
to it.

JOHN CALLAGHAN: All right. You know,
that 1is fine. It is alittle problematic. It is a
vexing issue for us to get these so late. | was
just trying to find out when this process started.

But et me ask you this, Dr. WIIians,
did you get an opportunity to review your notes in
preparation for today?

DR. DAVID WLLIAVMS: M notes on the --
you nean ny jottings in ny journal s?

JOHN CALLAGHAN: Well, yes, jottings
and the journal notes, yes.

DR DAVID WLLIAMS: Well, | didn't
go -- | didn't spend a lot of tine review ng them
because it deals with a ot of other stuff too,
so it is -- it deals wwth different things and --
well, in neetings and stuff, you nake sone notes
and so on to rem nd yourself what you have to
follow up on, on different issues and that, but |
haven't spent a lot of tinme reviewwng them | was
nore doing all the docunents. As you know, there
Is quite a few docunents to go over sone of those,
so | was trying to prepare those.

JOHN CALLAGHAN. Did you review any
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docunents fromJuly 1st to January 31st, because
t hose are the ones we haven't seen?

DR DAVID WLLIAMS: That you supplied
me wth?

JOHN CALLAGHAN: Well, no, these are
t he docunents -- your docunents that we have just
recei ved on Friday.

DR. DAVID WLLIAMS: | would only | ook
themup if | was | ooking for sonething to rem nd
nysel f of sonething. Not really.

JOHN CALLAGHAN. Well -- and | guess
you can't help ne and | can't help you because
nei ther of us have seen them Let ne just nobve on
t hen.

W' Il conme back to your notes in a
second, but let's talk then about your relationship
with the -- and you have dealt with this sonewhat,
and as you indicated, it is sonewhat conpl ex.

So what is your relationship then with
the Mnistry of Health as the Chief Medical Oficer
of Heal th?

DR. DAVID WLLIAMS: And | have been in
this for quite a few years. The relationship is
the Chief Medical Oficer of Health is -- because

you are actually one of the equivalents of an
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Assi stant Deputy Mnister in there and have a
reporting relationship with the Deputy Mnister of
Health and then up to the Mnister of Health.

So therefore, | sit at the table with
the senior team chaired by the Deputy M nister of
Heal th that has all the ADMs at it, as well as
ot hers.

And up until 2018 -- | nean, | did sit
on it back in 2006/07 when | was Acting. And |
woul d sonetinmes fill in for the Chief Medical
O ficer of Health when she was not avail able after
that. And then later, | was the Chief Mdical
O ficer of Health without being an ADMfrom -- when
| came back in 2015 until Cctober 2018 when there
was sone structural changes within the Mnistry,
sone downsi zing in sone sense, but | was asked to
take on the ADMjob as well, and the ADM had
st epped away.

JOHN CALLAGHAN: ADM of what ?

DR DAVID WLLI AMS: The Assi st ant
Deputy M nister for Population and Public Health
di vi si on.

JOHN CALLAGHAN: So woul d that not
ordinarily be the Chief Medical Oficer of Health?

DR. DAVID WLLIAMS: No. Wen | cane
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down in 2015, that was under an Assistant Deputy
Mnister at that tine, separate, and it was
actually two who were sharing it, and they conbi ned
the two into one division. So there was two

di visions. There was Health Pronotion and

Popul ation Health, and there were two acting ADMs,
and then they had a conpetition, and they sel ected
one ADM who becane the ADM of the Popul ati on and
Public Health Division. That was in about 2017 --
16 and '17. And then that was restructured and
changed again, and so then they conbi ned ny
position as Chief Medical Oficer of Health and ADM
of the Popul ation and Public Health division. So |
assuned, again, as a Director of a division.

JOHN CALLAGHAN. So are you under the
direction of the Deputy Mnister in certain
respects in sone of your roles?

DR. DAVID WLLIAMS: In the function as
the ADM that's correct.

JOHN CALLAGHAN: And therefore, are you
under the direction of the Deputy M nister as your
role as Chief Medical Oficer of Health?

DR. DAVID WLLIAMS: Not in the sane
way because | have independence then. So unlike

other AD Ms, | can issue reports directly to the
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| egislature, which | amlegally required to do at

| east a once year, and | do that. | give a report
on the state of public health to the |egislature,
as required under the HPPA, and I can then go and
do nedia and other things wthout having it
approved directly by the Deputy Mnister or the
Mnister. So | can do rel eases and special reports
as wel | .

So unli ke other ADMs, | have that
| ndependence conbine with it, which nmakes it an odd
or unusual position within the structure.

JOHN CALLAGHAN: R ght, and so when you
| ook at the Health Protection and Pronotion Act, it
doesn't actually set out your duties. It provides
you wth powers. Have | got that right?

DR. DAVID WLLIAMS: That's correct.

JOHN CALLAGHAN: So where does one find
your duties as the Chief Medical Oficer of Health?

DR. DAVID WLLIAMS: There is a
hi storical job description that they share with
that, yes, that lays out what the Chief Medical
Oficer of Health is, so that is in that job
description. The ADMone is a different one.

JOHN CALLAGHAN. So what is the job
description of the Chief Medical Oficer of Health
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I n your view?

DR. DAVID WLLIAMS: So the job
description of the Chief Medical Oficer of Health
Is to be the physician lead for Public Health in
the Province of Ontario, to | ook at and advise the
governnent and to work in collaboration with the
field in there, and that is what is different in
Ont ari o.

| don't direct the Local Medi cal
Oficer of Health. The HPPA | ays that out because
you have to |l ook at the structure and historically
how it has evol ved over tine.

So the Chief Medical Oficer of Health
sits with the Mnistry and gives advice on Public
Health issues. As you can see, it has evol ved, and
t hey have added and nodified the HPPA over
different years -- Health Protection and Pronotion
Act, over different years to increase sone of the
responsibilities, sone of the powers of the Chief
Medical Officer of Health that, when back in SARS,
the Chief Medical Oficer of Health, while being
advi sory and bei ng advisory to the governnment and
to speak to the governnent, did not have a | ot of
sel ect powers on his or her own self. And

therefore, Dr. Basrur was trying to change that to
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put sonme nore i ndependence and powers in there, as
| ater, on under Dr. Arlene King's tine, nmade sone
nore changes and anendnents with sections that you
w || probably ask ne about |ater on.

JOHN CALLAGHAN: R ght.

DR. DAVID WLLIAMS: So there was a
nove to say how does one increase sone power and
authority of the Chief Medical Oficer of Health,
at the sane tine not to conprom se the role of the
aut onony and i ndependence of Local Medical Oficers
of Health and their boards of health.

So there is this real balance in
Ontario that you don't see in other jurisdictions.

JOHN CALLAGHAN: Do you have any
overarching responsibility to coordi nate Local
Medical O ficers of Health?

DR DAVID WLLIAMS: In the Chief
Medical O ficer of Health, per se, you are to give
| eadershi p and gi ving sone advice and direction and
to try and -- and to work with that, to be in a
way -- nore |leadership is really required to bring
that forward, to talk and discuss and to help them
I f they want to have sone issues and deal wth
t hat .

As the ADM then | have their budget
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| ssues, and they may be asking for funding issues
and staffing resources to assist themin their
duties and responsibilities on a one-on-one basis.
They submt their budgets to ny office on an annual
basis, their annual plans, their reports of how
they are doing with regards to the Ontario Public
Heal th standards, which is a reg attached to the
HPPA that [ ays out all the duties and
responsibilities that the province expects the
Local Medical O ficer of Health in his or her

| eadershi p, nore specifically under a Board of
Health, to deliver in their respective
jurisdictions.

So there is a lot of interface with
them on an admnistration side, as well as being
there in your seniority to give advice and to
assist, especially sone of the newer ones, on how
they mght -- there mght cones tinme they call for
advi ce and direction.

|'malso in a sense auditing. You
know, are things going okay. If |I'm nmde aware
there is a health unit having a difficulty or a
problem | would talk to the Medical Oficer of
Heal th or the Board of Health, and sonetinmes in the
past, the Chief Medical Oficers of Health have had
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1/ to -- rarely -- intervene and to ask for changes or
21 to -- sonetinmes to take over and -- control and
3| put, like, an adnmnistrator in, which we did once
4|1 in the past, and to take over a health unit while
5| we -- because there was concerns about the public
6| being put at risk due to a |lack of quality
7| performance in the Board and the Medical Oficer of
8 | Heal t h.

9 So that is one of the responsibilities,
10| is to assess that, and then if there is a need, to
11| step in and to | ook at solutions.

12 JOHN CALLAGHAN: So let nme just break
13| that down for a second just to nake sure |

141 understand it.

15 So by and large is your role generally
16 | advisory to the Local Medical Oficers of Health?
17 DR. DAVID W LLIAMS: Yes.

18 JOHN CALLAGHAN: Is that what | amto
19 | under stand?

20 DR. DAVID WLLIAVMS: Right.

21 JOHN CALLAGHAN: And in a separate role

22| as the Assistant Deputy M nister, you approve their

23 | budgets?

24 DR. DAVID W LLIAMS: Correct.

25

JOHN CALLAGHAN: And the budgets are
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predi cated on whatever the cost-sharing nechani sm
exists with the province at the tine because --

DR. DAVID WLLIAMS: Correct. And
hundred percent funded prograns.

JOHN CALLAGHAN. So is it your role as
an ADM because it has been assigned to you by the
Deputy Mnister, or is it your role as an ADM
because | egislation requires you to have an i nput
i nto the budgets of Local Medical Oficers of
Heal th and - -

DR. DAVID WLLIAMS: | think it is the
former. You faded away there. | think it is the
former, is as the -- is part of the -- as the ADM

responsi ble for the Popul ation and Public Health
Di vi si on, which has the budgets of both the -- all
the 34, at the nonent, Boards of Health in the
Provi nce of Ontario and also Public Health Ontario
and the Public Health | aboratory system

JOHN CALLAGHAN: So at the nonent, if
t he governnent chose, they could put in anybody in
that rol e and soneone who isn't obviously, |ike the
Chief Medical Oficer of Health, trained in public
health; correct?

DR DAVID WLLIAMS: They could put an

ADMto do the admnistration and the fi scal

neesonsreporting.com
416.413.7755



Long-Term Care COVID-19 Commission Meeting
Dr. David Williams, Chief Medical Officer of Health on 2/22/2021

39

10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

managenent, which they did when | was -- when | was
Acting back in 2006/'07 to '09, there was an ADM
working, | would say, in a matrix relationship wth
nme. So we both gave | eadership. She was nore

in -- | would say handling the adm nistration and

t he governnent processes, you know, with briefing
notes and docunents and materials going to getting
t hi ngs ready, and we would generally in pairs go to
vari ous Cabinet commttees to present and put
budget s forward.

Then that was changed back when, to the
next CMOH, where that Dr. King wanted to have nuch
nore of a | eadership, and she was assisted by an
Executive Director.

And then after, when she left, then
there was an Acting CMOH, but they were assisted by
Acting ADMs to carry that out, because sone people
comng in fromthe field, sone are not that steeped
I n governnent systens, because after all that
training you are doing as a nedical person, do you
know how governnment works? Like a |lot of ADMs take
a nunber of years to get equi pped and up and ready
wor ki ng through the process to be able to know t he
systens well enough, and so it does take that tine

to do that.
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And so you can see it is -- we can
choose to change it. So it doesn't say that the
CMOH has to be the adm nistrative | ead of the
Popul ation and Public Health D vision. That is not
part of what the HPPA says.

JOHN CALLAGHAN: Shoul d he be?

DR. DAVID WLLIAMS: As the Chief
Medical Oficer of Health --

JOHN CALLAGHAN: No, |'m asking you as
a matter of opinion. Having been in the role,
shoul d he be?

DR. DAVID WLLIAMS: Well, | think
there is great value added in there. At the sane
time, | can understand if there is a person com ng
I n who doesn't -- hasn't worked in governnment, in
Mnistry structures with eight to ten years, woul d
be greatly assisted by a steeped governnent expert
who under stands that and could gi ve advice and
di rection either working under as an Executive
Director or working in matrix as an ADMin
part ner shi p.

And | have done different ones in
different areas, and | have done it now, and having
a good teamof directors and enpower themto do a

| ot of work in there.
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So there is various ways it does work,
but it is not laid out in the legislation that the
Chief Medical O ficer of Health has to be the ADM

JOHN CALLAGHAN: And as | say, | am
goi ng to be asking you for your personal opinion
gi ven certainly your expertise.

So we have heard obviously that there
are different nodels between Public Health Units
and Local Medical Oficers of Health, and sonme are
| argely controlled by I ocal nunicipal councils.
And is there, in your view, a nodel that is better
or nore inproved for the delivery of |ocal services
between a Public Health Unit and a Local Medi cal
Oficer of Health?

DR. DAVID WLLIAMS: So this has been a
| ong discussion all the tine | have been in Public
Health Ontari o, because you are right, we have
about four nodels.

It is the only place in the country
that has municipal-led Public Health, and it is
under the different nunicipal structures as they
sit in Ontario. So you have | arge ones, like the
Gty of Toronto, which is unique in itself. You
have upper tier nunicipal structures, such as

regi onal ones, like York and Peel, where there is a
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Conmi ssi oner.

And in those two, the CMOH -- or the
MOH sits as a Conmm ssioner or as a senior staff
| evel . They may report to anot her Conm ssioner, so
t hey are enbedded in various organi zati onal
structures. The Board of Health then tends to be a
subconmmittee of the council with sonetines
comuni ty nmenbers participating.

Then you have county gover nnent
structures that have a conbination of the two, and
then we have a | arge nunber of the snmaller ones,
are autononous Boards of Health that is nmade up
of -- usually by regulation, different nmenbers of
the municipalities that do it in rotation over a
four-year period that sit on the Board of Health
with provincial appointees as laid down in
| egi slation, as well as w th nuni ci pal
representatives in there, and that that Board is
responsi ble for the funding, the total costs of
running it, the whol e budget, as the Chief Medical
Oficer Health, searching for a Medical Oficer of
Heal th, getting the official appointnent for the
Medi cal O ficer of Health, and associates if they
have them And then you report to that Board of
Health as that. You may report as the Medi cal
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Oficer of Health. You may be joined up with a
busi ness adm nistrative office or a CEQO and so you
may have dual reporting to the Board of Health.

So sonme MOHs are CEO and MOH conbi ned
and sone are just MOH, as that. They |ead the
program si de, but they don't deal with the HR the
financing, and the capital structure and renewal
and all that kind of stuff.

So we have these different versions in
the province. There is strengths and weaknesses in
each one in there or when you are part of the
| ar ger nuni ci pal and you have got access to a | ot
of other resources in there. Now, it may be
readily forthcomng and it may not be, but you are
conpeting with all these in the | argest context.

| n an aut ononous board, then, of
course, you have the autonony, but you have to do
t he whole thing on your own, including things |like
| egal counsel and different types of supply.

So there is a variety in there, and
there is the conplexity of the changeover of board
menbers, and wth every election it changes.

So there is strengths and weaknesses in
the different four groups.

JOHN CALLAGHAN: So we know that in
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SARS that Justice Canpbell recommended nore

I ndependence for the Local Medical Oficer of
Health. You'll renmenber that. And we have heard
about these nodels, and we have had sone peopl e
speak to us that sone of these nodels do not
facilitate the i ndependence of the Local Medi cal
O ficer of Health. Do you have a view as to

whet her that is so or not?

DR. DAVID WLLIAMS: | think all the
nodels in Ontario -- and you have seen it. The
Medical Oficer of Health has a | evel of autonony.
Certainly | don't direct them They are under
their board. And how they work within the
different -- the nunicipal governnent structures, |
think for the nost part, because of their expertise
and knowl edge -- and as you were aware, we are
under review of the nodernization of the Public
Heal th system and even after SARS, we did a nunber
of reviews, including the Operation Health
Protection and Capacity Review Program | ooking at
how we m ght | ook at those issues that you are
al l udi ng to.

And | think while we have a variation
across there, I find nost of the Medical O ficers

of Health have a certain |evel of autonony, but at
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the sane tine, you have an accountability, and you
have a responsibility. You have a reportability.
Because as a Medical Oficer of Health, you are

al ways asking at tinmes for resources, and those can
be funded through municipal dollars or seeking
funding fromthe province on budget-w se,

et cetera.

So i ndependence is one thing, that you
have an i ndependence to nmake your opinion and your
t hi ng nmade known to report to a board w thout
encunbrance. At the sane tinme, you are asking the
board for resources and information and materi al,
including if you are in upper tier structures,
maybe ot her parts of the regional and | arger
muni ci pal structures, to seek resources fromthat
group to assist you, and then you are going up and
submtting to the province, of course, for
resources in there to carry out your duties and
responsibilities and deliver all the prograns and
service requirenents of the regulation, which is
the Ontario Public Health standards.

JOHN CALLAGHAN: So the Local Medical
O ficer of Health has powers under section 22 and
29, is that right, under the HPP A?

DR. DAVID WLLIAMS: Well, there is a

neesonsreporting.com
416.413.7755



Long-Term Care COVID-19 Commission Meeting
Dr. David Williams, Chief Medical Officer of Health on 2/22/2021 46

1

2

10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

whol e section on basically the job description of a
Medical O ficer of Health. So it is nore than just
those. Those are sone of the powers they have, but
t hey have a whole list of duties and
responsibilities, including those are there to
deliver the Ontario Public Health standards. There
are Public Health Inspectors and different staff.
So as a Local Medical Oficer of Health, you have a
wi de range of things that you are responsible for,
but you do have sone legal tools to use if you need
to use them if you need to use them and when you
need to use them

JOHN CALLAGHAN: And you have those
sane powers; correct?

DR DAVID WLLIAMS: Up until recently,
| didn't as the Chief Medical Oficer of Health,
but | have under -- now you have seen 77.1 where at
times | can have -- and they felt there was a need
at sone tinmes when a Chief Medical Oficer of
Health -- during SARS | had to coach the Chief
Medical Oficer of Health that when at that tinme he
wanted to take sone action at the local |evel, that
he had no power to do so, and he found that pretty
surprising. But | said that you have to go through

t he Local Medical O ficer of Health because, as the
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Chi ef Medical Oficer of Health, you have no power
and authority at the local |evel to undertake that.
So there was sone -- through the
process, the years later, they did put that in
there, that when there is a need and a trigger for
that, the Chief Medical Oficer of Health could
undertake to have sone of the sane powers and

authority as a Local, and to issue a 22 Oder, if

you may.
JOHN CALLAGHAN: O | think we have

seen that in sone jurisdictions they called -- and

we'll talk about this later, they call ed upon

hospitals to go into long-term care hones under the
power of 29.2; you are famliar wth that?

DR. DAVID WLLIAMS: Correct.

JOHN CALLAGHAN: And you woul d have
t hat same power under the new provision under
section 77, correct?

DR. DAVID WLLIAMS: Yes. |f there was
a need for it and where the Local Medical Oficer
of Health was not able to acquire that.

JOHN CALLAGHAN: And the other role you
have is you have a role as it relates to Public
Health Ontario. Can you tell us about what your

role is with respect to Public Health Ontari o?
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DR. DAVID WLLIAVMS: So the role with
Public Health Ontario, going back in the
devel opnent of Public Health Ontario, we were
| ooki ng at as an agency -- because at that tine
there was a need to have a scientific advisor to
t he governnent and to the Chief Medical Oficer of
Health. As in SARS, we had a scientific table, if
you nay.

And one of the things we did is a --
before we fornmed PHO -- it was the Ontari o Agency
for Health Protection and Pronotion under its old
title -- there was the Provincial Infectious
Di sease Advisory Commttee. And as a result then,
| was the first Chair of the Provincial Infectious
Di sease Advisory Commttee, but then | quickly
recruited a Co-Chair in Dr. D ck Zoutman that would
enmul ate the Science Table that was there during
SARS, and then we forned a nunmber of subcomm ttees
in there in a way starting to prepare for the
creation of a Public Health agency.

And then through tinme, the Public
Heal t h agency was put together, and | was on sone
of the conmttees that were dealing with all the
di scussi on, what should it be structured |ike, how

should it work, how should it interface with the
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governnent, how should it connect to the Public
Heal th division as it was called at the tine, and
the Chief Medical Oficer of Health, and we wanted
to have very nuch a collegial relationship rather
than a nore typical governnent agency, one at a
di stance, arms length totally, but allow ng the
agency to have autonony at the sane tine to give
Its advice as openly as they felt was necessary.

And one of the conduits was that -- is
t hrough the Chief Medical Oficer of Health and
t hrough our various joint |iaison commttees we had
with them and also | was a nenber of the Strategic
Planning Comnmttee. That is one of the things that
is laid out in the Act, and | have and continue to
nmeet on that, that |ays out the general planning.

And then |I'man ex-officio nmenber at
the board neetings -- all the board neetings of the
Public Health Ontario in that, which includes --
has, of course, reporting toit, as we nerged it in
2007, the Public Health Laboratory Systeminto the
Ontario Agency for Health Protection and Pronotion
t hat becanme known as Public Health Ontari o.

JOHN CALLAGHAN:. Let's just break that
down. So do you have any operational role at
Public Health Ontario?
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DR. DAVID WLLIAMS: As the ADM we
recei ve their business case. W approve their
budget and their annual plans and then take that up
and direct -- submt that to various Cabi net
commttees for approval.

JOHN CALLAGHAN: And what about with
respect to the detail of it? Do you have any
operational responsibility for the | abs?

DR. DAVID WLLIAMS: The operati onal
responsibility for the | abs would conme up through
the reports from Public Health Ontario through
their adm nistrati on and nanagenent and their CEQ
with part of their annual business plan that they
woul d subm t, including budgeting for the Public
Health | aboratories, capital projects, et cetera,
that we would take through -- through ny director
of finance here, up and then through to our senior
| evel table. This is an ADM function now, that |
woul d take it up there for approvals and then if we
had to submt to Treasury Board, to Cabi net and
commnittees, et cetera, to get that approved in a
regul ar process on an annual basis in different
timelines.

And urgent one-tine requests as well.

JOHN CALLAGHAN: And so that woul d
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I ncl ude infection and protection --

COW SSI ON CHAI R FRANK MARROCCO,
M. Call aghan, you are breaking up.

JOHN CALLAGHAN:  Woul d that include
| PAC as well, the I PAC division? You wouldn't have
any operational responsibility other than revi ew ng
docunents com ng out of that area?

DR DAVID WLLIAMS: So do you nean
under the director that was with Dr. Deeks
recently, would have under that -- there was a
sub-director that had infection prevention and
control.

JOHN CALLAGHAN: Right. That is
relatively new.

DR DAVID WLLIAMS: That is relatively
new. A lot of the infection prevention and contr ol
policies and directions cane out of the Provincial
| nfectious D sease Advisory Conmittee.

JOHN CALLAGHAN: Right, but from an
oper ati onal perspective, am | to understand that
you have no --

DR. DAVID W LLIAVMS: That, of course,
was part of the business plan.

JOHN CALLAGHAN. Right. So we heard
that Public Health Ontario's budget was flat for
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five years, and then in 2019, it was to be cut,
whi ch was stopped, but would you have been part of
the group that recommended that?

DR DAVID WLLIAMS: W were given
targets by the governnent fromthe Finance
Committee and from Treasury Board of budget |evels
that we were required to cone into control of and
to have di al ogues and di scussi ons of how we
could -- because the -- especially the
new y-el ected governnent was dealing with very mnmuch
concerns of fiscal constraint and wanted to see, |
guess, in a sense, a belt tightening and a
sharpeni ng of the pencils, and what kind of budget
limtations and how we would do that in ways of
| ooking at efficiencies, and we had di scussi ons
with Public Health Ontario in that regard.

JOHN CALLAGHAN: So you are probably
aware that in their business plan they tal k about
the nunbers of lost full-tinme equivalents, and we
heard that 12 of 24 senior managers changed over in
the last year, and did you at any tine provide any
advice as to whether or not the services of Public
Health Ontario would be conprom sed in any way as a
result of --

DR DAVID WLLIAMS: Sorry, there was
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noi se there. | would be advised under their

pl anning fromthe CEO of what they were
endeavouring to do, and I would ask, of course, is
that going to conpromse at all in the quality of
services and that, and | was reassured by the CEO
that it wouldn't.

And so that was under the planning of
their CEO and their board to nake that decision.

JOHN CALLAGHAN: But as the Chief
Medical Oficer of Health for the province -- and
we can go back to the SARS report that indicated
the i nportance of having this armis |length
| ndependent agency, do you have any duty as the
Chief Medical Oficer of Health to speak up if it
I's going to conprom se the health situation of the
Province of Ontario through these cuts?

DR DAVID WLLIAMS: | would -- both
frommy CMOH job and ADM if | felt there was going
to be a conpronmise in the delivery of critical
services, we would advocate to have those dealt
with and to make sure it was put in place,

i ncl udi ng our directions around | aboratory services
and advocating for capital, building, and renewal.

JOHN CALLAGHAN: So did you advocate

for that?
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DR. DAVID WLLIAMSG:  Yes.

JOHN CALLAGHAN. And so did you
advocat e agai nst the cuts?

DR. DAVID WLLIAMS: The cuts that |
t hought were a concern that were raised to ne by
the CEO of the board, where | felt it was
necessary, | would put those and advocate that we
should limt those and to keep those in place.

JOHN CALLAGHAN: So what were those
cuts that you were concerned about?

DR. DAVID WLLIAMS: Wll, the nunber
of | aboratories, if we are going to reduce the
nunber of | aboratories, | wanted to nake sure that
we were ensuring that the nunber of |aboratory cuts
did not conprom se the quality of the services in
there, especially with the new noderni zati on of
equi pnent and the technol ogi cal systens.

So | was apprised of that by their CEQ
| wanted to make sure that we were advocating for a
reasonabl e distribution of those throughout Ontario
so that they wouldn't cut sone of the nore rural
ones and conprom se, because in a province the size
of Ontario, the distance becones a huge issue, and
to make sure that was provided for in that.

And of course, | was al ways concerned
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about surveillance staff, to nmake sure there was
enough there to carry out all the data collection,
as well as producing of reports in a tinely fashion
so that that was not conprom sed at all in that.

JOHN CALLAGHAN: So you are aware that
t here was concerns expressed. W have heard
concerns expressed about the tineliness of |ab
results. W have been told about the delay in --
taking to ranp up capacity. Wre you concerned
about those things in 2019, and did you express any
vi ew about those issues?

DR. DAVID WLLIAMS: |In 2019, our
regul ar | aboratory services, with our |ab that had
noved into the MaRS Buil di ng, was one of the
cutting edge ones, and | had worked very nuch
before, during listeriosis and different things,
with Dr. Vanessa Al len and having access to the
hi gh quality nedi cal m crobiol ogists, including
geneti c sequencing individuals, was great, was a
great asset, and how to work with that.

So they had | ooked at a nunber of the
t hi ngs they were doing with new technol ogi es and
trying to speed up expeditiously how they would
deal with the volune of testing coming in, and we

were nade aware, as we were trying to look at --
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and | was advocating all the tinme the difference
between a Public Health | aboratory as conposed to a
hospital | aboratory as conpared to a private

| aboratory, and what is the difference between the
t hr ee.

Even when | was a Medical Oficer of
Health and the Chair of the Advisory Commttee way
back 15, 20 years ago, they said alab is a lab is
a lab, and | never agreed with that, because a
Public Health | aboratory is different functionally
than a hospital |aboratory and a private | aboratory
and how it works and operates in that sense.

So | have al ways been advocating for
that, and I continue to do so, to make sure that
our | aboratory system was nai ntai ned and had t hat
uni queness and was not going to be nerged into a
singul ar | aboratory system

It could be part of a network, that is
true, but | have always strongly advocated that it
has to be sonewhat different and funded
differently, because sone of the tests that you do
for Public Health | aboratory is not -- financially
I's not as high volunme as other ones. It is unique
testing, and you have to have uni que resources and

equi pnent to do that, |ike tuberculosis testing and
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cultures and things |ike that.

So that has al ways been ny advocacy.
That continues to be ny advocacy. And it has been
a critical part all the tine, of course, com ng
frominfectious diseases.

JOHN CALLAGHAN: So let ne ask you,
were you privy to or did you have any invol venent
i n any planning for pandem cs at Public Health
Ontari o?

DR. DAVID WLLIAVS: In the planning
for pandem cs, going way back, we were all part of
t he devel opnent of the Ontari o pandem c pl anni ng
docunents, review ng post-SARS, | ooking at neeting
W th our -- because as --

JOHN CALLAGHAN: Let ne stop you there.
We'll cone to that. Let's take you from 2013
forward then. Like actually in the recent past,
because the evidence we have from M. Shingler and
others is that there wasn't a great deal of
finalized pandem c planning. W are going to talk
about Ready and Resilient. But |'m asking
specifically in 2018/ 2019, when the World Health
Organi zation wites that the world is not ready for
a pandem c, were you involved in any planning at

Public Health Ontario as to its |ab capacity?
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DR. DAVID WLLIAMS: So in -- okay.
We'll we go to 2018/ 2019. The pandem c pl anni ng at
that stage was still -- we were working at our
federal /provincial/territorial neetings at what is

an updat ed pandemic plan. A lot of focus then was

on the -- because the pandem c plan historically
and up until even 2018/'19, as you'll read in the
pl ans, was al ways deened -- the only one that could

cause a pandem c was influenza A, and that was the
focus, and as a result, then our planning was
around t hat.

And | ooking at our --

JOHN CALLAGHAN: Sorry, | don't want to

stop you, just -- because we are going to get to
that. |'mjust asking Public Health Ontario. W
are going to get to the plans. |I'mjust asking

about Public Health Ontario and your role. So did
you have a role in pandem c planning in the | abs at
Public Health Ontario?

DR. DAVID WLLIAVMS: So the planning in
t hat was al ways | ooking at the rapidity, how
qui ckly we can do the influenza testing, as well as
the rapid testing, and how we could proliferate and
put that out, so we could do a | ot nore direct

testing for influenza out in the conmunity dealing
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with our -- a nunber of outbreaks every year in

I nfl uenza we experienced and how we coul d ascri be
to that and | ook at our capacity to -- we were
trying to drive towards could we do even nore

I nfl uenza testing, per se, and how do we make sure
we can nonitor that.

So that always was a di scussion because
that was part of the basis to say, if you do it on
a seasonal basis, can you ranp up and do even nore.
Because during HIN1, as you recall, we had a great
need to expand quickly on our testing, and |
advocated for that, and we did that.

So again, we were having discussions on
how we woul d i ncrease qui ckly our capacity to do
I nfluenza testing in the presence of -- if a
pandem ¢ cane so we could really ranp that up
qui ckly.

JOHN CALLAGHAN: And were you aware of
an actual plan?

COWMM SSI ON CHAI R FRANK MARROCCO,

M. Callaghan, you are breaking up fromtine to
tinme.

JOHN CALLAGHAN. | will try to get
cl oser.

DR DAVI D WLLI AMS:  Yes.
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JOHN CALLAGHAN. So again, | conme back
toit. Like | hear you tal k about discussions, but
was there a plan, to your know edge, to get --

DR DAVID WLLIAMS: Not any definitive
revised plan on that. There was di scussions at the
PHO because PHO, sone of the scientists were
nmenbers on national commttees | ooking at the
Canadi an pandem c i nfluenza plan and | ooki ng at
revisions to parts and sections of that as is going
forward. There was individuals -- even experts
saying at that tinme, | think by doing this, you are
wasting your tine because there is not going to be
a pandemc, so it doesn't exist anynore.

JOHN CALLAGHAN: Well, that certainly
wasn't the advice of the Wirld Health O gani zation
or John Hopkins in 2019 when they told the world --

DR DAVID WLLIAMS: | didn't agree
wth that either, so | took flak for saying | still
t hi nk we have to plan that way, but | was

criticized by sone experts saying | think you are

spending a lot of tinme on sonething that will never
occur, and | said, | can't agree with that. |
think we still have to be planning for that.

JOHN CALLAGHAN: But what about - -
COWM SSI ON CHAI R FRANK MARROCCO:  Can |
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just interrupt for a second.

Doct or, when Ebola scare occurred, did
It occur -- did the discussions -- was there
di scussi ons around whether it was sufficient to
sinply be planning for influenza?

DR. DAVID WLLIAMS: 1t was known that
Ebol a was not a pandem c, but Ebol a chall enged us
to say -- and this is what we were nostly working
on in that era of 2013 to 2018/'19, that with the
gl obal nobilization of people and these infectious
di seases that seemto be artifacts out in renote
countries that would never inpact you, it becane
very clear they could be on your doorstep within 12
hours, and you could not assune that you had a | ong
lead tine to gradually get ready for it.

So Ebol a brought that really to focus
to say you could have Ebola cases arrive in your
country in a very short order. Now, that may not
be a pandem c. Nevertheless, it will be sonething
you shoul d be prepared to deal wth.

And so that was a --

COWM SSI ON CHAI R FRANK MARROCCO.

Sorry, | didn't mean to interrupt.

DR DAVID WLLIAMS: That is okay.

COW SSI ON CHAI R FRANK MARROCCO:  No.
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Did you want to finish.

DR. DAVID WLLIAMS: | was just saying
the focus was whether it is Ebola or other
I nfectious diseases that could still inpact your
heal th system and your health care system you
needed to be, in the terns of M. Shingler, Ready
and Resilient to respond to infectious disease
| ssues, not just say focus on pandem c pl anni ng and
forget the others. You need to do all of them

JOHN CALLAGHAN. And not only that you
need to do all of them but that the risks can cone
from ot her than influenza?

DR DAVID WLLIAMS: Ch, correct, and
even though an influenza could be a pandemc, it
doesn't nean to say, well, let's not worry about

Ebol a. You have to worry about Ebola. You have to

worry about MERS. |t could cone. You have to
worry about other infectious diseases, like
Chi kungunya. |'mnot going to nane a whol e bunch.

How are you going to handl e these? Because you
don't know how they are going to inpact because
there is so much gl obal nobility now, especially
for Ontario, where we are an international
community and we have so nmuch novenent in and out.

You have to be prepared that what nay seemin sone

neesonsreporting.com
416.413.7755



Long-Term Care COVID-19 Commission Meeting
Dr. David Williams, Chief Medical Officer of Health on 2/22/2021 63

10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

| solated area, in a renote part of a country, could
be presenting in your hospital in a very short
or der.

COW SSI ON CHAI R FRANK MARROCCO.  And
I f people think about that, then it would occur to
themthat with respect to any highly infectious
di sease, it can be at your doorstep within a matter
of hours.

DR. DAVID WLLIAMS: Correct. And you
have to assess, does it have the dynamcs to be a
pandem c; yes or no? And because we are getting
alerts every nonth of new strains in countries that
are perceived could be, and you have to | ook at
t hose, and you work with your federal counterparts
and WHO to say, |Is this one noving? 1Is this one
changi ng?

And because the nutations are al ways
happeni ng, and which ones are you going to prepare
up for, and when is it going to present in your
jurisdiction, because it can cone fairly quickly.

COW SSI ON CHAI R FRANK MARRCCCO. Di d
t hese types of considerations affect discussions
around | ab capacity?

DR DAVID WLLIAMS: Yes. Do you have

the capacity to test for it? Wen we dealt with
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sone new ones from-- with Zika virus. Do you
remenber that? And do we have the testing for it?
W had to get the testing. 1Is it going to be
certified? How are we going to -- what is the
quality of the testing? Wen we have a case, how
can we advise? And then what is the nethod to
I nform people, and who is at risk and who is not at
risk.

So that was a new one. W didn't have
that. And then we have Chi kungunya, and we had
ot her ones |i ke dengue, and how well are we
equi pped to deal with those ones. How up to date
are they? Listeriosis and wth Legionellosis, and
all these infectious disease issues that to ne are
al ways of great concern, and you have to watch and
nmoni tor, and how is your |aboratory system dealing
with that? |Is it current, avant-garde, and asking
your experts, like your nedical m crobiologists,
how are we doing? How do we conpare to other | abs?
How do we conpare to the national nedical
| aboratory systen? So what should we have in
pl ace?

So it is always a dial ogue.

COWM SSI ON CHAI R FRANK MARROCCO.  Apart

fromit being a question of whether you can test,
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there is also a question of capacity, because if it
I's highly infectious, you could be doing quite a
| ot of testing.

DR. DAVID WLLIAVS: If it is highly
conmuni cabl e, yes.

COMM SSI ON CHAI R FRANK MARROCCO.  Yes,
conmmuni cabl e.

DR DAVID WLLIAMS: Correct.

COW SSI ON CHAI R FRANK MARROCCO:  Those
were considerations at the tinme?

DR. DAVID WLLIAMS: WwWll, we know we
had to always try and build up to a surge capacity,
because if you built the capacity for everything on
every possibility every tinme, you would be wasting
a |l ot of resources.

So you had to nake sure, could you
surge up? And that is where you have your
satellite | aboratories, and our network, as we did
with HLN1, could you quickly access, because one of
the strengths of Ontario is that we have a | ot of
tertiary care health centres, world | eaders, and
their |aboratory systens are high quality. And
they do a | ot of stuff also.

So you have these potential partners

that you need to always have a relationship with
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1] that you could -- they get advice fromthem because
21 they have experts as well. So all the infectious
3| disease expertise is not only in PHO but
4| popul ation base is nore their focus.

5 So this is one of the luxuries we have
6| in Ontario. W have a | ot of these high-quality

7| centres that you bring into your conmttees and

8| stuff to discuss, and they can surge up as well.

91 So you don't have to do it on your own, but you

10| have to allow for that tine to build that up, as we
111 did with HIN1, and we did later now wi th COVI D,

12 1 wi th coronavirus.

13 COWM SSI ON CHAI R FRANK MARROCCO.  But
141 we have certainly heard from many peopl e about the
15| delays in getting test results, sonetines five,

16 | six, seven days after the test was taken.

17 Did you think that the surge capacity
18 | wasn't accessed as quickly as it should have been
19| as far as testing results, especially in long-term
20| care honme testing results was concerned -- were

21 | concer ned?

22 DR. DAVID WLLIAMS: Wll, it is a

23| good -- it was really a very inportant part all the

24 | way through. Wwen we -- | nmean, this is why it was

25

so amazingly different to ne from SARS. W went
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t hrough nost of SARS without a lab test. W didn't
know what the organi smwas, and when we finally got
the test, a lot of the people who were diagnosed
with SARS, 50 percent of them were negative, and we
had sone people outside in the rural areas that had
nore positivity but didn't have synptons of SARS.

So the testing was really a chall enge.
W had to work just on case definitions, is what we
do anyways.

When we started on this one, wthin
three weeks -- or within two weeks, they had gene
sequenci ng bei ng done at our |ab. That was never
even t hought of back in SARS. And we then
devel oped the early stages of a pol ynerase chain
reaction testing through our | aboratory here in
Ontario, in Toronto, and they were working in
tandem in partnership with the National Medi cal
Laboratory system Those resources were not there.

To have the sequencing done wthin
t hree weeks and to have a PCR devel oped at | east as
a pilot was unknown of, and the questionis, is it
a good test? WII it work? How good is it? How
reliable is it? Al to be determ ned.

And so -- and the fact we had that, and

the first tinme, all the way through February, was
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getting the tests doubled up with NML -- sorry,
Nat i onal Medi cal Laboratory, how well was our test
doing conpared to their test. Wre they the sane
| evel of sensitivity, specificity, because this is
all pioneering. This is all new things com ng

f orwar d.

When you are dealing wth cases
initially, with infectious di sease cases, you
devel op a case definition. Not on your own. You
work with your national counterparts, and you agree
what nmakes up a case definition. And then if you
get | aboratory testing, it is part of it in there.

So once you do that, how nuch can that
| aboratory testing ranp up? Wen is the testing
used? As always -- because you can overwhel mthe
systemin any nonent, so you got to nake sure you
are judicious in the use of your testing, because
besi des ranpi ng up, you need not only experts in
It, you need staffing. You need equi pnent and
machi nery. You need reagents. And then you need
t he sanpling equi pnent and that.

So the testing is one thing. But the
test is not just the lab testing. It is going out
and getting the sanples, sending themin, make sure

you docunent them and record them and then do that.
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So all the way along, as in HLN1, |
would i ke nore testing all the tine sooner and
sooner, but there are realities that you have to
work wthin -- in that because you do not want to
conprom se the quality of your testing so that you
end up with having false results, lost results, in
test results that have no explanation of their
quality. You don't want to go there.

So as you are ranping up, you want to
make sure you maintain the quality all the way
t hrough. So when we were ranping up with the
network of other hospitals, every tinme we brought a
new one on board, a good portion of our |ab testing
was -- the central one was repeating all the
testing they were doing at the | ocal one back and
forth until we did the QA until we could certify
t hat that one cane on board.

So each I ab that canme on sl owed us down
on the volune we could do for the pretense of doing
nore future testing.

COW SSI ON CHAI R FRANK MARROCCO.  And |
take it that this concern about overwhel m ng the
| abs woul d affect -- | wouldn't say | take it. Dd
It affect your approach to whether you test

synptomati c or asynptomatic individual s?
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DR. DAVID WLLIAMS: In the first wave,
as we sat down with our international people and
with Health Canada, it was very clear that only
synptomati c people need to be tested, and the
synptons we started with, the triad of the fever,
cough, and shortness of breath, and a travel
hi story, because the travel history was paranount
as part of the case definition. Testing people
outside of that was not deened to be necessary or
val uabl e.

And then we added sone nore synptons
over tinme. They were added to the list to be
I nvol ved in that.

In the first wave, it was very nmuch the
sense of the National Commttee, that if you had
I ndi vidual s who had a travel history or contact of
a person with a travel history that had any of the
three synptons, and they were havi ng no
conplications, one, you should call them an
epi -link case, and you didn't need to test them
and so that was very strongly sai d because you
needed to keep your testing for diagnostic purposes
for conplicated cases, for hospitalization and
treat nent.

COW SSI ON CHAI R FRANK MARROCCO.  And
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was that your view as well?

DR. DAVID WLLIAMS: That was the view,
to work in partnership with all the rest. That was
the science we had at the tine that said that was
| nportant. Asynptonmatic transm ssion was not at
all supported by the scientists in there because
t he evidence wasn't there for that.

And so we were advi sed by many tabl es,
and including at our Special Advisory Conmttee
with the federal/provincial/territorial commttee,
that the Technical Advisory Commttee, which is
made up of |ots of experts, they had been review ng
all the data and information and did not advise us
differently.

COW SSI ON CHAI R FRANK MARROCCO.  And
so the decision to test asynptomati c peopl e woul d
be a very significant decision to take.

DR DAVID WLLI AMS:  Yes.

COWM SSI ON CHAI R FRANK MARROCCO. (One
woul d have to be quite deliberate before you nade
t hat deci sion because you coul d overwhel myour |ab
capacity by doing that.

DR DAVID WLLIAMS: Easily.

COWM SSI ON CHAI R FRANK MARROCCO. I's

that correct?
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DR. DAVID W LLIAVS: Very easily.
Because if you are doing asynptomatic wth no signs
or synptons and no history, that neans the whole
popul ati on, and who do you test and not test, and
then after awhile you can't test the ones you
really need to test that nmay be inperative for them
to do hospital adm ssion, ongoing to | CU adm ssi on,
and care and therapy, because your specialists are
| ooking for that definitive diagnosis. That is
critical.

And then you are going to advise people
when to quarantine and take action accordingly. So
you have to be confident that the ones you are
maki ng a decision on, you are sure that you have

the information and material you need, and in a

tinely way. It is no good doing a whole bunch of
tests. And sone countries, | understand,
I nternationally, sone accept the loss. |If you |ose

10 to 20 percent of the sanples, that is okay.
That is not okay. |If you are going to test people,
you don't want a | oss and m spl aced sanpl es, and
you can't report back to people.

One of the things we found in SARS is
you have to have an integrity of the system that

If you are going to do it, what you do, do well,
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11 docunent well and report back well. And the
2| turn-around tine was very inportant. To do a test
3| and say, well, we'll get the result three weeks
41 fromnow, it is too |ate.
S And you want to nake sure on those
6| critical core ones, the ones you really need to
7| have the turn-around tine and the di agnhosti cs,
8| maintain that, keep that, because it is going to
9| have great inplications on what you nmight want to
10 | deci de on.
11 But to throw it w de open, then you
12| start to lose the integrity of the system You
13| overwhel mit because there was a gl obal conpetition
141 for a nunber of parts of the testing system because
15| you are not the only one involved in it globally,
16 | and you have to work within those Iimtations and
171 nmake sure you keep a core functionality all the
18 | time and make deci sions on case definitions, and
191 who you test and don't test all the tine is very
20 | | nportant.
21 COWMM SSI ON CHAI R FRANK MARROCCO,
22| Dr. Kitts, did you raise your hand?
23 COWM SSI ONER JACK KITTS:  Yes.
241 Dr. Wlliams, fromthe tinme you desighated a
25

hospital |lab or private |ab or another lab that is
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not Public Health to start doing testing, how | ong
did it take until they were fully functional and
operational fromthe tinme you designated thenf

DR. DAVID W LLIAMS: You woul d have to
ask Dr. Allen that question, who was involved a | ot
In doing that. It was usually al nost was a period
of over -- anywhere from-- or the first tine we
asked themto take on doing it, to acquire the
equi pnent, the reagents and the staffing and
training, alnost like two to three weeks, and then
the QA testing, and it varied. Sonme were nore
qui cker than others, but | wouldn't want to give
you an exact figure. That would be com ng from
Dr. Allen.

COW SSI ON CHAI R FRANK MARROCCO. |
think what | will do, Doctor, is maybe we'l]l
take -- we'll stand down for 5 mnutes, 10 m nutes,
gi ve everybody a short break, and then cone back.

DR. DAVID WLLIAMG: Ckay. Wll, thank
you. So it is 11:21.

COWM SSI ON CHAI R FRANK MARROCCO.  So
11: 30.

DR. DAVID WLLIAMS: 11:30. That
sounds great. Thank you very nuch.

COW SSI ON CHAI R FRANK MARROCCO:  Yes,
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you shoul d renenber to nute yourself. O herw se,
everybody can hear you.

-- RECESSED AT 11:22 A M

-- RESUMED AT 11:30 A M

COW SSI ON CHAI R FRANK MARROCCO.  Ckay.
W are all back.

JOHN CALLAGHAN: Doctor, | don't want
to bel abour the |ab point nuch nore, but | shoul d
tell you that, you know, we have heard evi dence
fromthe hospitals that went in, and they tal ked
about del ays that they thought were unacceptable in
getting test results back, and five days, seven
days, alnost all the way through the piece.

And they said, if they got in earlier,
peopl e woul dn't have died. People wouldn't have
got COVI D.

And we al so heard fromthe famlies of
t hose hones, who were all very distraught. So that
Is why we ask whether the | ab capacity was
sufficient, whether it was up and runni ng fast
enough, and what do we tell those people about the
| ab capacity? | know you tal ked about finding the
test. W got that. That was done in February.

But we are talking |lab capacity in April, the fall.

So what do we tell those famlies?

neesonsreporting.com
416.413.7755



Long-Term Care COVID-19 Commission Meeting
Dr. David Williams, Chief Medical Officer of Health on 2/22/2021 76

10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

DR. DAVID WLLIAMS: So you asked a
guestion and then you started on about three
different things, hospitals and wanting to go for
treatnent, then you went to |ong-termcare, then
you went to famlies, then you went to -- can you
break it down for nme?

JOHN CALLAGHAN. Well, it is not
conplicated. |'mnot tal king about hospitals. [|'m
tal ki ng about hospitals that were called in to save
| ong-term care hones, were del ayed because test
results took five, seven days. They said they
shoul d be back qui cker, much quicker, and had they
been back in 24 or 48 hours, they could have saved
lives, lives of famly nenbers who this Conmm ssion
has heard from who are distraught that the del ay
In getting lab results caused their | oved ones to
get COVID and die.

So when we ask you these questions, |
recogni ze there is lots to this, but that is the
base route.

So as the Chief Medical Oficer of
Heal t h, and whatever your relationship with Public
Health Ontario, what do you tell them about the
del ays?

DR. DAVID W LLIAMS: So our issue all
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along is we wanted a turn-around tinme, working with
Toronto Health, to be less than 48 hours if we
coul d, maxi num 72 hours. So turn-around tinme has
al ways been inportant to us.

| think when you are asking a question
li ke that, there is nmany parts and conponents to
it. | would say, while it is -- for people that
have gone through it and with the uncertainty and
wondering what is going on, especially famly
menbers, it was no doubt disconcerting to
under st and what i s happeni ng.

When you are dealing with -- because
you seemto be focussing on |ong-termcare hones.
Ri ght now the question is specifically, right?

JOHN CALLAGHAN: That is ny job.

DR DAVID WLLIAMS: That is the
m ssion. That is what we are here for. Wen we
deal with outbreaks in | ong-term care hones, which
we do with Public Health all the tinme, there is
sone key parts that are very inportant there. One
Is you determine if you have an outbreak or not.
Once you have a suspicion or a possibility of an
out break, you take a nunmber of steps to curtail its
| npact. You don't say, well, let's just wait until

we get all the lab tests back to start to do stuff.
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So critical in this is the infection
prevention and control practices and what you need
to do to put in place to start to limt the inpact
of a respiratory infectious disease in your
I nstitution, which we have in our protocols because
every year we deal wth influenza outbreaks in
| ong-termcare facilities.

It does help to have | aboratory
testing, but your actions should not wait until all
the | aboratory testing is back, and you need to be
t aki ng sone steps and action there.

So the | aboratory testing is an adjunct
and assists you in assessing howit is going and
assessing how well your steps are taken to try and
limt that and to try and cordon it off and contain
It. So they are very inportant.

They are initially inportant to tell do
you have an outbreak? So an initial one of
i dentifying a case, and an original definition of
two cases, then you have an outbreak definition
under our Public Health standards, and that is very
| nportant, and the turn-around tine is very
| nportant.

But that should not cause one to say,

Well, let's just wait and do nothing until you get
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the | aboratory testing. You have to nove.

JOHN CALLAGHAN: So by now you nust be
aware that a |arge nunber of the honmes in
signi ficant out break have been described to have
woeful |y i nadequate | PAC practices. You are aware
of that? Have you followed the evidence in this
Commi ssion that has repeatedly been to the effect
t hat honmes had woeful | PAC practices?

DR. DAVID W LLIAMS: Yes, we have been
made aware that when -- even when our Public Health
Units went in, and where they know they had the
docunents and materials, when they went in and
I dentified an outbreak, they would say, A lot of
the things that should have been in place were not
In place, and the staff weren't at an adequate
| evel of training and know edge it would take to
| npl enment t hose.

So that was disappointing to in us in
Public Health wit |arge.

JOHN CALLAGHAN: So you could
appreciate there would be a greater reliance on | ab
results when these hones were insufficiently
trained in | PAC? And I amnot tal king about an
Institution. |[|'mtalking about specific hones.

DR. DAVID WLLIAMS: | think there is a
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pretense there, if you have a |l ab test, does that
negate the need of IPAC? | can't agree with that.

JOHN CALLAGHAN: |1'm not suggesting it
does. |'msuggesting to you, sir, that where the
honme hasn't got the first clue about |IPAC, the one
way Public Health and the hospitals who were
brought in could understand the scope is by tinely
results, and that did not happen and peopl e died.
And | amtrying to get fromyou whether you believe
that the results -- the tines of -- the results
provi ded by | abs were tinely and whet her nore could
have been done to prepare the labs so that tinely
results cane? I'mjust trying to get a straight
answer fromthat question.

DR. DAVID WLLIAVMS: | think the answer
Is that we want a rapid turn-around tine. It is
key and inportant who did the testing in the hones,
who was tested, and as part of the overall |PAC
policy, you have to do your cohorting and all the
ot her steps.

To nme, IPACis the primary inportance.
The testing is an adjunct to that. How you use it,
how qui ckly you get the results back, inforns you
of the quality of your infection prevention and

control. To say that you are doing the testing,
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you then decide if you are going to do | PAC, I

can't agree with that.

JOHN CALLAGHAN: |'m not tal ki ng about
| PAC as a procedure. |'mtalking about people that
actual |y understand di sease control, including the

nmonitoring, as you describe, and how to act. That
did not happen. What they did is they waited for
test results. Test results were |ate. People

di ed. That is what happened on the ground, not

t heoretically.

You appreciate that that happened?

DR. DAVID WLLIAVMS: | appreciate that
there was sone lab testing. | think different
people comng in were undertaken through the
I nfection prevention and control practices.

Remenber, when you get the test result
back -- when you get the test result back, that
means soneone has been infected at |east seven to
ten days before. It doesn't give you real tine.
| f you wait until that |aboratory test result back
and not | ooking at signs and synptons of patients
and nonitoring them and dealing with proper
cohorting, proper nethods of infection prevention
and control practice, that is not good enough

because the test is tinme-del ayed anyways because
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the person was already infected by tine you get the
test result back.

JOHN CALLAGHAN: So your Directive
doesn't cone, | don't think, until March 22nd or
March 30th on cohorting. |t says that you cohort
the well and the unwell, right? You separate the
well and unwell, that is the wording you use in
your Directive?

DR. DAVID WLLIAMS: The Directive was
to ratify what the guidance docunents already said.

JOHN CALLAGHAN: Right, and you used
the word "well" and "unwell"; do you recall that?

DR DAVID WLLIAMS: Yes, well, and we
defined that -- those that had signs and synptons
and those who didn't.

JOHN CALLAGHAN: And when you
under st ood there was asynptomati c spread, how does
one cohort?

DR. DAVID WLLIAMS: That was the
difficulty. At that tinme, there was no
asynptomati ¢ spread accepted and approved by our
scienti sts.

JOHN CALLAGHAN: Well, we'll cone to
that as to whether it was approved, whether the

precautionary principle would have said you should
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have done that anyway. But let's talk alittle
further about it. On cohorting, did you listen to
the evidence of M. Lum from Hong Kong, how they
dealt wth things that was before this Conmm ssion?
Did you read is that transcript?

DR. DAVID WLLIAMS: No. | nean, |
have read it before, during the tinme, and it was
reviewed by our National Commttee on that. So our
cohorting, laid out by our guidance docunents and
protocols, is that when --

JOHN CALLAGHAN: But |I'm not asking you
about that. |'masking you about M. Lum

DR. DAVID WLLIAMS: That is one
scientist giving his input.

JOHN CALLAGHAN: No, he is telling you
what happened in Hong Kong. |In Hong Kong, they
cohorted those that were positive at the hospital
and those that had been exposed in a different
| ocation in long-termcare where they had as nany
as 30 to a room and they had de m ninus deaths. |
t hi nk they have had 30 in total.

Did you ever consider decanting them
I nto those places where synptonati c people went one
pl ace, those exposed to them went to another, and

you |l eft the remainder in the hone? D d you ever

neesonsreporting.com
416.413.7755



Long-Term Care COVID-19 Commission Meeting
Dr. David Williams, Chief Medical Officer of Health on 2/22/2021 84

1

2

10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

do that?

DR. DAVID WLLIAMS: Part of the
programwas, if you had a patient who was quite
sick, they were usually transferred to a hospital.

JOHN CALLAGHAN:  No, | didn't ask that.
| asked for a larger programdealing with those who
wer e exposed because there was know edge and
expectations of asynptomatic spread at sone point
in time, and | don't know of you ever doing that.
| " m aski ng you whet her you considered it.

DR. DAVID W LLIAMS: We had di scussi ons
on that if we had the facilities to nove them off
into with staffing.

JOHN CALLAGHAN:. Sorry, you had the
facilities, or you did not have the facilities?

DR. DAVID WLLIAMS: W didn't have the
facilities.

JOHN CALLAGHAN: So no one nmde the
facilities avail abl e?

DR. DAVID W LLIAVS: That was |ater on
I n the discussion that tal ked about, if you
decanted, and could you go open up new centres, and
when you decant patients, you have to decant the
care wth them

JOHN CALLAGHAN: So we have heard about
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Bruce Power, a private conpany, putting up field
hospitals. So it is not the facility. Surely we
have the facilities; correct?

DR DAVID WLLIAMS: W have
facilities, but you haven't got the staff.

JOHN CALLAGHAN: | see. So it is
staff. So we'll talk about staff surge a little
| ater. But let's go back then. So have you read
Dr. Klein's study on cohorting in long-term care?

DR. DAVID W LLIAVS: | renenber seeing
a report reviewed by Public Health -- a group did a
review on it, |looked at it.

JOHN CALLAGHAN: So he cane, and he
tal ked to the Comm ssioners here, and he showed in
one particular home how they took your cohorti ng,
and they noved the well and unwell, not know ng and
not appreciating or not having any understandi ng of
asynptomati c because it wasn't told to them and
t hey basically showed how they spread COvVI D around
that honme from an asynptonatic patient to a
non-synpt omati c, who then becane synptonmatic, and
t hen noved themall the way around in the whole
home where a |l arge portion had becone i nfected.
Were you aware of that?

DR DAVID WLLIAMS: |f you nove around
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I nfected patients, you wll spread infection.

JOHN CALLAGHAN. So did you ever anend
t he gui dance on separating the well and unwell to
tell themthat if you separate the unwell, you nmay
be synptomatic -- they may be synptomatic, and you
may be spreadi ng the di sease around your long-term
care hone? D d you ever do that?

DR. DAVID WLLIAMS: Well, the point is
that you have to separate the --

JOHN CALLAGHAN: Did you ever do that?

DR. DAVID WLLIAMS: No, we wanted to
separate the infected fromthe uninfected.

JOHN CALLAGHAN: Wl l, no, you would
say well and unwell, and | don't know how you know
If they are infected if it is asynptonatic.

DR DAVID WLLIAMS: They should test
t hem

JOHN CALLAGHAN: \Which takes tine;
correct?

DR. DAVID WLLIAVS: W did. W did
the testing. So | amnore interested in separating
I nfected from uni nfected.

JOHN CALLAGHAN:  And the only way to
know that is to have pronpt test results; correct?

DR DAVID WLLI AMS: Yeah, when you go
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I nto an outbreak testing, you test as nmany peopl e
as you need to do, and you need to have the results
back.

JOHN CALLAGHAN: Were you aware t hat
sone long-termcare hones were actually getting
results by mail sonetinmes; are you aware of that?

DR DAVID WLLIAMS: Yes, they had no
automated systemto receive it.

JOHN CALLAGHAN: Did you ever, as the
Chief Medical Oficer of Health, speak to the
| ong-termcare and say that is a danger to the
safety of residents?

DR. DAVID WLLIAMS: Wen we did
testing, a copy of the results usually went --
al ways goes to the local health departnent.

JOHN CALLAGHAN: No, | nean the act ual
failure to provide for sone automated process |ike
a hospital has to get desktop results, did you, as
the Chief Medical Oficer of Health, ever conplain
or raise an objection -- because you obviously knew
about it, you just said you did -- about the manner
in which long-term care hones were getting results;
yes or no?

DR. DAVID W LLIAMS: Before the

pandem c?
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1 JOHN CALLAGHAN:  Yes.

2 DR. DAVID WLLIAVMS: M issue was that
3| I wanted to make sure that nmy MOHs got the results.
4 JOHN CALLAGHAN. Al right.

S DR. DAVID WLLIAVMS: Because they --

6 JOHN CALLAGHAN: So the answer is no,

7|1 just to be clear?

8 DR. DAVI D W LLI ANVS: No. Because | was
91 nore concerned that Public Health has the results.
10 JOHN CALLAGHAN: Fine. After. D d you

11| ever conplain after the pandem c? Because you seem

12| to make a distinction there.

13 DR. DAVID WLLIAVMS: W are not after
141 the pandemc. It is still on.
15 JOHN CALLAGHAN:. Al right. Since

16 | pbefore and current, did you object to the manner in
171 which long-term care hones were receiving their

18 | test results?

19 DR. DAVID WLLIAMS: W wanted to make
20 | sure that everybody received the results as quickly
21| as possible and accurately as possible.

22 JOHN CALLAGHAN: Ckay. So | have not
23 | seen your objection. You would say to nme you

24| objected to the long-termcare -- the Mnister of

25| Long-Term Care, the Deputy Mnister of Long-Term
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Care, or sonebody in that departnent about the
manner in which | ong-termcare honmes were receiving
their results? D d you, or did you not?

DR. DAVID WLLIAMS: | was nore
I nterested that they receive themexpeditiously to
handl e out br eaks.

JOHN CALLAGHAN. Well, you just spoke
with ne that you knew that they didn't have the
technol ogy to receive themexpeditiously, so |'m
aski ng you, having that know edge in hand, know ng
the risk to the patients or to the long-termcare
residents of not getting quick results, did you at
any tinme raise the issue with the Mnistry of
Long-Term Care? |'msensing the answer is no. A
di rect answer woul d be hel pful.

DR. DAVID W LLIAMS: The answer is that
I n outbreaks, | raise the issue we want the | ab
test results back as pronptly as possi bl e.

JOHN CALLAGHAN: And did you then go on
to say that it is your understanding that |ong-term
care hones do not have the technol ogy to receive
results expeditiously? D d you go on to say that?

DR. DAVID WLLIAM5S: No, because in the
mddle of it we were dealing with the outbreaks,

not wth the technol ogy.
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JOHN CALLAGHAN. Well, they seemto go
hand in hand in what you just said a nonent ago,
but |let's nove on.

DR DAVID W LLI AMS: Not exactly.

JOHN CALLAGHAN: So in terms of --

COMM SSI ON CHAI R FRANK MARROCCO:,

M. Cal |l aghan, before you nove on, we have fini shed
with this particular line of questioning, but I
just wanted to ask you, Doctor, how do you see the
rel ationship between the Chief Medical Oficer of
Heal th, the Mnister of Long-Term Care, in relation
to long-termcare facilities and the Local Medical
O ficer of Health, because it seens to ne, Doctor,
that at least with respect to the Local Medical

O ficer of Health and the Mnister, they can issue
orders that affect long-termcare facilities, and |
think you can too, quite frankly, but |'mjust
trying to understand from your perspective how you
see the interrelation of the three of you, if you

l i ke?

DR. DAVID WLLIAMS: Well, yes. Thank
you, Comm ssioner. It is a good question.

Recently we were in the Mnistry of Health and
Long- Term Care, we were conbined, and so the

Assi stant Deputy Mnister for Long-Term Care woul d
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be at our table. W would discuss things and -- if
there is issues and concerns, and one of the things
al ways every year is howis the influenza
vacci nati on program goi ng, how are outbreaks goi ng,
and different aspects there. So we would conpare
notes on that. Because under Ontario Public Health
st andards, we have our outbreak protocols. So
every year, Public Health is highly invested in
maki ng sure influenza planning is around and in
pl ace, making sure that they have their vaccination
programready to roll out. There are standi ng
orders for all the residents in there, as well as
to put as the top priority get our vaccinations
done there and deal wth any of the outbreaks and
have our staff at the local health unit be prepared
to nove over and assi st when necessary to deal wth
out breaks of influenza or other outbreaks.

So we have al ways had an out break
relationship wwth them W don't actually get
I nvol ved in their managenent and adm ni strati on,
per se. So ours is nore on a basis of two |evels:
One, we would have our staff involved in outbreaks,
or on a regular basis, we would have our inspectors
| ook at food services to make sure that there was

proper food handling and that kind of stuff.
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But that was the actual day-to-day
limtation of our interaction wth it.

When the M nistry of Long-Term Care was
formed, about a few weeks before the start of the
pandem ¢ we were asking questions that, as the
CMOH, do | go to their table? W gave a
presentation and were made awar e.

So it was the early days of building up
a relationship wwth the Mnister of Long-Term Care,
t he Deputy M nister of Long-Term Care and how does
that work. Because | aman ADM at the Mnistry of
Health table, do | -- I'min a consulting role.
Wuld | be part of their senior managenent rol e?
And that said, No, | think you're still staying,
you're with the Mnister of Health, but |I'm
avai |l abl e to have advice and direction and
di scussions in that.

And then later, when we cane into the
pandem c, they were part of the health table and
participated in there, and we have had al ways
collegial working relationship with the Deputy,
with their ADMs and others with nmy staff and their
staff as we work through the ongoi ng i ssues
t hr oughout the whol e process.

So it is nore of an advisory and
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consulting, and then sonetines using ny powers with
the directives versus the powers of the M nister
and getting used to working with a Mnistry of
Long-Term Care, which in ny tine | have never seen,
but it is a newthing, and it was devel opi ng at
that tine.

COMM SSI ON CHAI R FRANK MARROCCO.  So
did you see the relationship as consensual or
advi sory as opposed to directive?

DR. DAVID WLLIAMS: Right, because |
reported to the Deputy Mnister of Health and the
M nister of Health, not to the Deputy M nister of
Long-Term Care or the Mnister of Long-Term Care.

So in a reporting direction, under ny
O C, et cetera, | had a reporting one wthin the
Mnistry of Health. | had nore of an advisory
consulting with the Long-Term Care.

COWM SSI ON CHAI R FRANK MARROCCO.  But
you are the Chief Medical Oficer of Health.

DR. DAVID WLLIAMS: R ght, and | can
gi ve advice and direction, whether it is Public
Heal t h concerned. | can ask for information, ask
for data, ask for reports that would help and
assist nme on that. So | would often ask the Deputy

for, you know, what is happening here and how is
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this and sone issues |ike that.

So | can be kept infornmed on those
public health issues, yes.

COW SSI ON CHAI R FRANK MARROCCO:.  But
can you not make orders when there is an infectious
di sease out break --

DR DAVID WLLIAMS: Directives?

COWMM SSI ON CHAI R FRANK MARROCCO,

Whet her the M nister of Long-Term Care or the
Deputy M nister agree with you or not?

DR. DAVID WLLIAMS: As a Medi cal
Oficer of Health, we can wite orders, and as a
Chief Medical O ficer of Health, I can wite
directives to seek to contain it and deal with it,
that's correct.

COW SSI ON CHAI R FRANK MARROCCO. So i f
you think it is necessary that they do sonething to
contain, you can tell themthat they have to do it,
and they ought to conply with your -- they have to
conpl y.

DR. DAVID WLLIAMS: M directives are
towards the honmes, not towards the Mnister. |
don't direct the Mnister.

COW SSI ON CHAI R FRANK MARROCCO:.  But

you can direct the hones that the Mnister is
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responsi bl e for.

DR. DAVID WLLIAVMS: O other health
I nstitutions where there is the proper triggers
under the Health Protection and Pronotion Act.

COW SSI ON CHAI R FRANK MARROCCO.  So
even if -- if there was a practice that you thought
was necessary to enploy or that a hone or the hones
enpl oy, you can tell themto do that as the Chief
Medi cal O ficer of Health?

DR. DAVID WLLIAMS: R ght, with the
proper triggers and evidence, yes, to do so, yes,
and to i nplenent that.

At the sane tinme, | may ask the Deputy
of Long-Term Care, is this sonething you m ght want
to incorporate into your regul ati ons, because
directives at tines are seen as -- they can be
there for a period of tinme, but if they devel op new
regul ati ons and | egislation under their Act, the
need for the directives may becone | ess than
necessary.

COW SSI ON CHAI R FRANK MARROCCO  Ckay.
Thank you.

JOHN CALLAGHAN: So on the issue of
that, you nentioned the Public Health Units, they

do not inspect hones for | PAC conpliance; aml
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correct on that?

DR. DAVID W LLIAVS: They generally
don't. They are there as a resource to give them
education and information in that and to share
docunents and materials with them but they don't
go around and audit the I PAC practices in all the
| ong-termcare hones. |If there is an outbreak, of
course, they would want to see that those things
are pl ace.

JOHN CALLAGHAN: G ven what you have
heard about the state of | PAC practices in hones,
do you think the Public Health Units shoul d take
over that responsibility?

DR. DAVID W LLIAMS: Yeah, this has
been a very big part of -- when we | ooked at that.
When we did post-SARS, there was -- one of the
things fromthe Provincial Infectious D sease
Advi sory Commttee, there was a | ack of infection
prevention and control practices throughout the
whol e health system long-termcare, hone care, and
hospi t al s.

Qur concern greatly was the hospital,
and we really wanted to | ook at that, and you have
seen many docunents from PIDAC, fromthe Provinci al

| nfectious Di sease Advisory against specificity and
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| nfection Prevention Control Commttee, under their
Chair, and we put out many docunents that becane

| eadi ng ones throughout the country because a | ot
of places -- even when | went through nedical
school when | dealt with infectious diseases, the
prof essor would say, This is nore for historical
pur poses because you are not going to be dealing
much with this in the future. And | went, Ww,

okay, and as | went out and we did that, we still

had sone attitude, and even during SARS, | had sone
doctors saying, | never thought | could get
i nfected by working in a hospital. | am going,

Really? And this was very surprising.

So part of our task was to raise the
whol e bar of infection prevention and contr ol
across the whol e system and sayi ng you have to
invest in this. You have to devote staff and tine,
many things to put that in place.

And you have to start training
I nfection prevention and control practitioners to
get themcertified. It was very nuch a snall
group, and they canme and worked with us and Pl DAC,
because they said, W now have an advocate in
Public Health that says that infection prevention

and control is val uable and should be resourced
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accordi ngly.

So we worked hard since the SARS up
until now to continue to advocate for that to be
al ways there, and we devel oped t hrough Public
Health Ontario -- because, renenber, the PIDAC --
acronyns | know we are not supposed to use, the
Provincial Infectious Di sease Advisory Comm ttee,
that whole committee was noved into PHO. At the
sane tinme, we devel oped regional infection control
net wor ks, whi ch had groups of infection prevention
control practitioners, certified, that were
avai |l able to hospitals and ot her ones who wanted to
have that resource, if they needed to do that.

Over tinme, a lot of those initial
veterans retired, and sone of those resources
dw ndl ed down, because in the acuity of the urgent,
with overload in hospitals and energency depart nent
demands, and -- there is reasons that people say we
don't have the tine and stuff to spend on this. So
we have al ways been pushing for | PAC to be brought
back to the table, to nmake sure it is there. But |
t hi nk over tinme we have seen | ess and | ess enphasis
on that in various sectors, but we keep putting out
our docunents. W keep enphasizing it.

And | think some find it at tines, in
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times of peace, to be sort of things that they just
say, well, there is urgent issues we need to deal
wth. | nean, we know it is inportant, but not
right now And it is hard to keep that prevention
thing always at the front table because the tyranny
of the urgent always pushes things aside, and that
s --

JOHN CALLAGHAN: | think that is a good
point. So then | take it then you nust have
been -- were you not surprised or were you
surprised at the state of | PAC on these hones that
had massive out breaks? And we just heard that they
didn't have any clue of what they were doing and --

DR DAVID W LLIAMS:  Well --

JOHN CALLAGHAN. Did that surprise you?
| nean, it seens to us that perhaps acute care got
the nmeno out of SARS and perhaps maybe parts of
| ong-termcare didn't get the neno out of SARS, but
| don't know what your reaction is because that is
what we are after, figuring out how we solve this
| ong-term care issue.

DR. DAVID WLLIAMS: Yeah, | think |
woul d say unfortunately not surprised, but | am
surprised at the paucity of it. | would have

expected a lot nore to be avail abl e and present
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there. W had been working with a | ot of hones
every year in outbreaks, so we had many tines to
try sone out. W deal wth over a thousand

I nfl uenza outbreaks in long-termcare hones every
year, so it is not atypical.

So we get a chance to keep pushing back
and saying, W need it, we need it again. Wat |
found when | was a Local Medical Oficer of Health
where we m ght have done a big outbreak the year
before, and we went back and said, Ckay, | guess
they are ready to go. Yeah, where is so and so,

t he manager? Well, no, she left, and she was

repl aced by another one, who was replaced by

anot her one. And okay, is any of the staff here
that were there a year ago? And the answer is not
many.

So that core expertise that we trained
was changing very quickly, and it is how do you
mai ntain that with the turnover in there.

And the sane wth our hospitals. W
woul d | ook for our point person who was our
I nfection prevention and control practitioner, the
chanpion, if you may, to be there to keep raising
t he banner and keep pushing the agenda.

But sone of those have retired and
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noved on. So it has always been for us -- and even
now during the pandem c, we have asked one of ny
directors, Can we start to | ook at how to devel op
an even stronger infection prevention and contr ol
practitioner training program back up again in our
col | eges and universities and | ook for that
certification to raise that core strength back up
agai n.

So | guess it was to ne di sappoi nting
to find the lack of depth and breadth of infection
prevention and control expertise that was avail abl e
out there to deal with it.

So | see this is one of the systematic
things, if you are | ooking for system sol utions,
that needs to be raised in all sectors. Even if it
Isn't urgently necessary every nonent all yearl ong,
you need it there in your backdrop to be keeping
that there, because unlike our professor said back
i n medi cal school, infectious diseases are not a
hi stori cal phenonena, they are here, and they are
in our face, and we have to deal with that.

JOHN CALLAGHAN: So --

COWM SSI ON CHAI R FRANK MARROCCO:

M. Cal |l aghan, before you go on, did | understand,

as a result of the work you were doing wth

neesonsreporting.com
416.413.7755



Long-Term Care COVID-19 Commission Meeting
Dr. David Williams, Chief Medical Officer of Health on 2/22/2021 102

10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

preventing and controlling infectious diseases |ike
the flu, it becane clear that one of the barriers
to effective infectious prevention and control
practices in individual hones was the high turnover
of staff?

DR. DAVID WLLIAMS: At the local |evel
| found that to be, as a Medical Oficer of Health,
and our staff found it perpl exing because we had
groonmed soneone in the past to be our [ ocal
chanpi on, because you need a -- in a long-termcare
home, we deal with a lot of part-tine staff and
turnover. You need one of your nore nanageri al
peopl e who have a longer history in the
organi zation to be that expert, that our |ead of
our infectious disease, our Public Health Nurse was
the lead there, would be able to naintain a
relationship wwth and to nonitor that over tine.
And tine and tine again, we found where is that
person? And who is now the |l ead? And we hadn't
nmet the person before.

And so the changeover was at tines
di sconcerting because you invested in the training
of that person, because it is really the person you
want to train up on who can do that, | would say,

organi zational and structural and systenmatic and
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engi neering diagnostic of infection prevention and
control practices that are applicable to that
setting that is so critical.

COWM SSI ON CHAI R FRANK MARROCCO.  Wbul d
you agree that given that difficulty, it nakes
sense to vest the hospitals with the chall enge of
training infection control or introducing infection
control practices, because there is an elenent, it
seens to ne, of consistency and pernmanence in the
hospitals that apparently you did not find in the
| ong-term care hones.

DR. DAVID WLLIAMS: There is a yes and
no there. W had worked hard to increase that in
our hospitals, and not every hospital has all of
that. Sonme of the snmaller ones don't. So that is
why we had our regional infection control networks
so they could avail thenselves of that expertise,
and sone of those were hospital-based | CPs,

I nfection control practitioners, that they could
cone in and ask for sone advice on.

| think what happened over tinme is that
the nore permanent jobs and better paying jobs were
in the hospital, and they would tend to nove over
to there. And we really need themin the hospital,

so that is very -- that is critically inportant.
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At the sane tinme, what | found
sonetimes -- because in the hospital, if you have
only been working in the hospital, you build it on

the basis of the infrastructure that you are aware

Is in the hospital. And when you go out to a
| ong-term care hone, you start to say, Well, this
I's not very hospital-1ike.

And the answer is no, it isn't. It is

a hone. And therefore, they would say, Well, where
IS the anteroom where you can put on the gowns and
go in? There isn't one. Were is this and where
Is that and all these other things that you woul d
expect to have in a hospital, that we had raised
the bar that they should put in a hospital, are not
In a long-term care hone.

So how does one run a quality infection
control programin a honme as conpared -- like a
resi dence, a hone, as conpared to a hospital ?

And to be able to translate that, you
woul d have to be doing that on a regular basis all
the tine. It is part of your expertise. So if you
had them doing that, would they avail thensel ves on
a reqgular basis to be going out and neeting wth
the staff and | ooking at it, because part of

I nfection prevention and control is doing it before
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It happens, not when it happens, and setting up all
those -- |l ooking for the conprom se and the things
that are m ssing and what is not in place and that,
It is a constant auditing.

And | think if you are going to set
that up, it would be a good process but you are
going to have to make it part of the job
description if they said, Ckay, now you have --
responsi ble for these five, these ten, and are you
neeting on a regular basis with then? But they
say, Well, ny contract, | work for the hospital, |
don't work for the long-termcare hone. \Were is
the liability? Should | be doing that or not doing
t hat ?

And so it really behooves us, and |
would like to see in that systematic review, the
sane as you did with the hospitals, to raise the
bar of infection prevention and control. Even when
we did all the work with PIDAC around buil ding and
desi gn where we were recommendi ng t hrough our PIDAC
committee with the Dew Drop Foundati on and staff
saying, There is logic in building new hospitals
that every roomis a private room |t is separate.
And you say, Well, what is the cost of that?

So we are trying to raise the overall
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I nfection prevention and control policy and
practices even in the capital building and design
stuff, and we weren't involved and asked to do that
In long-termcare hones in there, but that is

sonet hing that could be |ooked at in a proactive
basis, is that what things m ght one consider in
capital building, even building and | ayout and, you
know, staffing, those systemthings that | really
think are very critical and inportant that need to
be there before you have any pandemn cs, before you
have out breaks, that has to be | ooked at day in and
day out.

And | know even hospital staff at tines
get frustrated with the infection control teans
com ng around and saying, well, here they cone
again. They are going to demand this. They are
going to demand that. Yes, they are going to
demand that. That is what it is about.

COW SSI ON CHAI R FRANK MARROCCO  And |
guess ny question was nore directed to this. You
perceive a significant challenge in raising the
| evel of know edge about infection practices and
control in long-termcare hones caused by the high
turnover of staff.

So Public Health going to a long-term
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care hone and training sonmeone or sonme group,
dependi ng on how you did the training, training

t hem doesn't al ways work because there is a high
turnover of staff. It is hard to have an expert

t here because the expert |eaves, and frequently the
person you have invested the tine and noney and
training | eaves.

So that is areality. W have been
told that 70 to 80 percent in sone hones are
part-tinme, and that the excessive nunber of
part-tinme people is a real problem

So given that reality, isn't really the
only alternative then to ask the hospitals to take
on the responsibility of training and obviously
paying themfor it, but | don't know who el se --
who el se could do it?

DR DAVID WLLIAMS: You are correct.
That woul d be your logical go-to. Public Health,
sone had infection control practitioners. W
al ways usually went in nostly for outbreaks, but if
you were naking that part of soneone -- sone
agency, an organi zation, | think, should have that
responsibility to do that on a regul ar basis and
do -- nmuch like you do with inspections for food

services, you go in on a regular basis, |ook at
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deficits, give themadvice, give themdirection to
I nprove this, inprove that, so they have to not
only have the training capabilities but the ability
to give sone direction to the organi zation to say,
this is not in place; that is not in place; you
need to do this; you need to do that.

So | agree with you, Comm ssioner, |
t hi nk | ooki ng at that system approach is an
I nportant one to maintain that quality of infection
prevention and control in tines of peace so it is
there during tinmes of outbreaks.

COW SSI ON CHAI R FRANK MARROCCO.  And
the other side of it, do you agree -- and pl ease,
I f you don't, please said so, but the hospitals
have sone sense of civil liability, so the need to
make sure that this is effectively done is going to
resonate with whoever is on the conpliance end in
t he hospital because they recognize there can be
civil suits and the governnent is not always going
to try to pass legislation to protect the hospital
fromcivil liability.

So there is an internal incentive to
maki ng sure that these practices are known and
don't fall into the situation where there is nobody

there that knows how to put the equi pnent on.
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Nobody knows how to take it off. W have heard of,
you know, people wearing the same PPE fromroomto
room Crazy practices. A hospital would
appreciate the significant civil consequences of
permtting that to go on.

Does that seemreasonable to you or no?

DR DAVID WLLIAMS: There is a yes and
no.

One of the things | found about
hospitals is they are very reluctant to do things
outside their walls because they have a great sense
of liability and their areas of responsibility
under the Public Hospitals Act.

So | think what you are asking for, is
there sone way -- and this is what we ran into at
the outset with the 29.2s and that, how do we ease
off that liability issue that allows hospital staff
to go outside their workplace to do that and what
is the liability and different issues. What
regul ations permt to do that?

So I think what you are asking is, is
there a need for sone change in the |legislation and
powers and authority that would not only all ow that
but permt it and in a way that interface that has

not been there would be there, so whoever is going

neesonsreporting.com
416.413.7755



Long-Term Care COVID-19 Commission Meeting
Dr. David Williams, Chief Medical Officer of Health on 2/22/2021 110

10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

todoit is legislatively enabled to do it and
covered in that area and equi pped and financed and
f unded.

So it is creating an infrastructure, a
system that | think would -- in answer to your
guestion, would be nost hel pful. Woever is going
to do it, because then they are not only going to
do it because they feel it is nice to do, they need
to do it because they are supposed to do it. And
they have to be audited al so and saying, D d you go
around and do this training. Because there is
accountability in the systemup there. You have to
build that in. And hospitals up until now have
been very careful to nake sure that what is offered
Is within their jurisdiction and their
responsibilities, and that is understandabl e under
the legislation Acts that are there now.

But | think what you are asking for,
Comm ssioner, is that should be sonething that
needs to be thought of as a system approach and how
woul d that be put in place.

COW SSI ON CHAI R FRANK MARROCCO Wl |,
| have to take issue a bit with the idea that the
hospitals won't do it unless they are directed to

do it, although |"'msure that that's a preferable
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way of going about this.

But we have heard remarkabl e stories of
hospitals going in to long-termcare hones in
response to a request for help and sinply hel ping
on top of their responsibilities they had at the
hospi t al .

We have heard no suggestion that they
had a shortage of people willing to do what was
necessary in a crisis to get through the crisis.

DR. DAVID WLLIAMS: Yes, | wasn't
inferring that norally they had to be directed.
More than willing to do that, | think what they
said, if we are directed, then we have the |egal
and the liability aspects covered that allow our
people to go in and do it, as they so do want to do
It and take part in that.

So it is nore of an adm nistration and
managenent thing behind the scenes, that by giving
directives and that allows that to occur and to |et
them do what they feel they want to do and know how
to do. So we want to free themup to do that.

And that is what we had to face in the
m ddl e, because based on need -- and they did want
to help. Now, they were al so under pressure too

because they are hospitals, and we heard sone
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sayi ng we have got cases, and we have sone
out breaks in our own institution. W can spare

sone in different -- but we have to be sensitive to

t hat because that is not sonething that was built
Into their normal operations.

But | think what you are getting at,
Commi ssi oner, is maybe sonet hing that woul d be
built in there in the future.

COWM SSI ON CHAI R FRANK MARROCCO:  So,
sorry, M. Callaghan, to interrupt.

JOHN CALLAGHAN: So you spoke about
peaceti nme, and we are tal king about |PAC, and we
heard evidence that there was a deterioration of
| PAC at Public Health Ontario in 2019 to 2020. W
heard comments that it was in part related to
Ontario Health and a takeover by Ontario Health.

Do you agree that there was a decline?
We have heard the nunbers. Was there a decline in
| PAC consideration at Public Health Ontario and was
t here concern about Ontario Health taking over
Public Health Ontario, sone of their segnents?

DR. DAVID WLLIAMS: | think fromthe
| PAC st andpoi nt, the people |eading the portfolio,
we had sone retirees. W still had the Provinci al

| nfectious Di seases Advisory Commttee that reports
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in, so they were getting lots of advice in there.

As far as the staffing and aspects
there, as | said, that was under the CEO to deal
with the budget issues. There was sone initial
consideration in looking at early in 2019 of a
restructuring, how we should deal with it. Should
we deal with it |ike other provinces and just have
one | arge agency, if you may, that has nmany parts
and conponents, and should this be part of it; yes
or no. That was postul ated. How should that be,
because ot her agencies that had been conbi ned under
Ontario Health, the newentity of Ontario Health
that just was put together in the early parts of
| ate 2019 and 2020, and is there efficiencies
gai ned by that.

These questions were being asked and --

JOHN CALLAGHAN: Was there -- let ne
just show you a note that you did on Decenber 2nd,
2019. Can you put that up, Mchael ?

M CHAEL FI NLEY: Sorry, John. Can you
say that one again? You just broke up on ne a
little bit.

JOHN CALLAGHAN: Decenber 2nd, 20109,
not e.

So the reason why |I'm going to show you
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this is because, if you can nove it across -- |
think I'mreadi ng your handwiting, and | apol ogi ze
If I"'mnot. It says:
“"Need to do PHO shift ASAP to
avoid an OH takeover."

And it caught us when soneone read it
| ast ni ght because we heard testinony from sonebody
el se who said al nost exactly the sane thing.

So what did you nean by that?

DR. DAVID WLLIAMS: M position was --
my position, and | still feel that a public health
agency in ny opinion needs to be separate from an
acute care hospital sector in that, and the sane as
the | aboratory, is the sane.

So | have always felt that way. | have
al ways been -- that is why | supported devel oping a
Public Health agency fromthe get-go.

And | said that we need to nake sure
that Public Health, in its presentation and its
materials it is putting forward, has to be able to
have that frank conversation of why it is best not
to be put under an overall agency because there is
sone uni que - -

JOHN CALLAGHAN: No, | get the

rationale, Doctor. | get the rationale. |I'm
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aski ng you whether the sentinent that there was a
concern of Ontario Health takeover -- | say that
because we have heard other evidence to that effect
and that it had an inpact on the | PAC perfornmance
of Public Health Ontari o.

So was that a concern, and | hear you,
the rationale why there ought not to be a takeover.
But | have taken you to the note, because it seens
to nme that you are saying at the end of 2019 t hat
is a concern; correct?

DR. DAVID W LLIAVS: Well, because it
had been postulated to us that -- sorry about the
noi se, postulated to us and as nyself to say we
need to think about devel opi ng one agency for the
Province of Ontario and to put that into
consi deration and deal with that, and so that was
part of the dialogue and di scussion at that tine.

So it wasn't a sentinment. It was
actually to be considered as a possibility | ooking
at other jurisdictions that had done sonet hi ng
simlar.

JOHN CALLAGHAN: So let nme show you a
note of January 7th, a couple of weeks |ater,
before the pandem c, and it says:

"Matt Anderson CEO OH'.
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Can you help ne out reading that for ne
because it is hard for ne to --

DR DAVID WLLIAMS: It is on the
corner of ny page, so | guess that gray bar. It
says -- | really didn't know Matt that well at the
ti me because he had just been in the job, so |
wanted to get to know himbetter and to understand
how does he see it or not.

JOHN CALLAGHAN: Al right. There
IS -- | think the way it goes on, it goes on to
say:

"Hand over to the new shiny
baubl e. "

And | guess what | -- we have heard
from sonebody who was very adamant that Ontario
Health coming in to do a takeover had an adverse
I npact on the | PAC division of Public Health
Ontario, and so I'mhearing fromyou that the
Ontario Health "takeover", as you noted, was a
concern by many; correct?

DR. DAVID WLLIAVS: W had a concern
I f you nmerge Ontario Health into the overall
Ontario Health agency, there was concerns by a
nunber of people on that. There was sone people

felt it mght be a better thing to do.
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JOHN CALLAGHAN: And your view was it
wasn' t ?

DR DAVID WLLIAMS: M point is always
| think a Public Health thing is different, and the
risk I had seen before when Public Health was
I ncorporated into these |arger structures, it gets
| ost in the busyness of it. The other ones are
huge and demandi ng, and | have seen where before in
ot her structures it gets a snmaller and snaller
enterpri se because prevention at tinmes doesn't seem
to be as efficient at the nonent, dealing with, as
| said, the tyranny of the urgent, and then it gets
set asi de.

So | have always believed Public Health
Is different. |t needs to be kept separated out,
both | aboratory and in its science and bodi es and
that. So I --

JOHN CALLAGHAN: And that would be one
of the lessons from SARS; correct? | nean, that is
what Justice Canpbell said; correct?

DR. DAVID WLLIAVMS: It is the sane,
and that is why | like to see that Medical Oficers
of Health still maintain an entity on that, and if
they are going to be involved in any other

structures, have that autonony still, because in
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the overall picture, they tend to get set aside
soneti nes under the urgency of other health crises,
heal th systemcri ses.

JOHN CALLAGHAN: Let's talk a nonment
about preparedness for a pandemc. As the Chief
Medi cal O ficer of Health, did you have a role or
responsibility to nmake sure the province was ready
for a pandem c?

DR. DAVID WLLIAMS: Part of it is the
pandem c planning, that's correct.

JOHN CALLAGHAN: Was that your role as
the Chief Medical Oficer of Health, or was that
your role as an Assistant Deputy M nister?

DR. DAVID WLLIAMS: There is an answer
yes to both of those. Either as the CMCH, |
advocate for it, and as the ADM | try to |look for

the systemthings to address that.

JOHN CALLAGHAN: 1'I1 tell you why,
because it is a little confusing, and as -- we were
provided a slide deck, and I'Il just go through it,

but it has you responsi bl e, because they were
tal ki ng about the stockpile, which we'll talk about
In a mnute, but a stockpile from 2018 through to
August of 2020, but | take it you have a separate

responsi bility for preparedness i ndependent of
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t hat, i ndependent of the stockpile?

DR DAVID WLLIAMG:  Yes.

JOHN CALLAGHAN. So the stockpile --
why woul dn't the stockpile responsibility go to
t hat person who is responsible for the
pr epar edness - -

DR DAVID WLLIAMS: Before 2018, it
woul d be the Assistant Deputy M nister.

JOHN CALLAGHAN. Well, yes. Before you
say that, in August 2020, we were told that
responsibility was taken away fromyou, and that is
ADM Blair's now So it is not with the -- it is
not wth you at the nonent, according to the
evi dence we heard.

DR DAVID WLLIAMS: ADMBlair had a
reporting relationship with nyself and the Deputy,
to nme and the Deputy.

JOHN CALLAGHAN: That is not what it
says. That is not what we were told. W were told
that she reports to the Deputy M nister.

Can we put up slide "A", please.

So this is what we were told. We were
told from 2016 to January 2008, an Executive
Director who reported to the Public Health

Division, and it is not clear to ne in what role.
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And then from 2008 to 2011, it was ADM
Stuart reporting to Deputy M nister Sapsford.

And 2011 to 2014, Executive Director
Martino to the ADM CMOH.

And then from 2014 to 2018, ADM now
reporting to the Deputy M nister.

And now from 2018 to 2020, you have it
and you are reporting to the Deputy Mnister.

And then from August 2020, we were told
it was ADM Bl air reporting to the Deputy M nister.

So | eave aside the issue with the
stockpile, we'll talk about in a mnute, but as a
matter of structure, why isn't the person
responsi bl e for preparedness not al so responsible
for the stockpile? Wy does it get noved around?
| ' m not suggesting it is your responsibility. I'm
just asking, as a matter of theory, do you think it
shoul d happen, and if you know why it happened, you
could let us know that too.

DR. DAVID WLLIAMS: So to be clear,
t he one you are tal king about, the '20 to the
current, that is not preparedness. That is
pandem ¢ response and Public Heal th nodernization.
It is not pandem c preparedness.

JOHN CALLAGHAN: So this was talking
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1| about -- this evidence was about the stockpile,
2| so --
3 DR DAVID WLLIAMS: Yes, | know, but
4| you are mxing that in, and you are saying that
S| Alison Blair is now responsi ble for pandem c
6| preparedness and --
7 JOHN CALLAGHAN: No, | thought you said
8| you were.
9 DR. DAVID WLLIAMS: No, you said she
10| got the job now | said | had it.
11 JOHN CALLAGHAN: G ve ne a nonent then.
121 Let me get it straight.
13 DR DAVID WLLIAMS: Ckay. Pl ease.
14 JOHN CALLAGHAN: What is your role for
15| pandem c preparedness?
16 DR. DAVID WLLIAVMS: In ny role in
17| pandem c preparedness, as a CMOH -- and | have an
18 | associate CMOH, we sit on various
19| federal/provincial/territorial conmttees |ooking
20 | at the devel opnent and change of the federal
21 | Canadi an pandem c influenza plan. W then
22 | incorporate those into our Ontari o pandem c
23 | influenza plans, and we | ook at the different
24 | conponents and aspects to see how prepared we are
25

for a pandemic. |In that, part is having the
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framework of the plan in place so we have it
updat ed as necessary if it needs to be done.

JOHN CALLAGHAN: So let ne be clear.
The buck stops wth you? |If the plan isn't
prepared, that is your responsibility?

DR DAVID WLLIAMS: The plan, as far
as the Ontario one, is to nake sure that it is as
up to date as mne.

JOHN CALLAGHAN: All right.

DR. DAVID WLLIAMS: And ny team yes.

JOHN CALLAGHAN: And the stockpile, we
have read docunents back to 2006. The stockpile is
I ntegral to preparedness, but that responsibility
does not belong to you. It belongs to whoever is
assigned by the Deputy M nister?

DR DAVID WLLIAMS: The stockpile is
one conponent of the plan, and because it requires
purchase and procurenent, is usually under a
Director. In this case, it was under the Director
of the Health Services Energency Measures branch,
whi ch was, up until 2018, reporting to the ADM
Martino. And then it switched over to reporting to
nme.

JOHN CALLAGHAN: So that is as an ADM
not as the Chief Medical Oficer of Health?
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DR. DAVID WLLIAMS: Correct.

JOHN CALLAGHAN: So the Chief Medical
O ficer of Health can prepare a plan but has no
authority or responsibility to ensure the necessary
supplies are available to execute the plan; is that
what | am under st andi ng?

DR. DAVID W LLIAMS: Yes, there is a
nunber of conponents in there that hospitals are
required to do and different things that ask them
to put in place, but you don't actually are
responsi ble for delivering those. They are
responsi ble to put those actions in place, and one
Is the stockpile and different conponents of it in
t here.

JOHN CALLAGHAN: So can you tell ne
t hen, going back to preparedness, what docunent do
| ook at to find the provincial plan?

DR. DAVID WLLIAMS: So you have the
initial one, the one we did a ot of work on, the
2006, and then you have the one -- the updated one
on 2013. And we had discussions at the
federal /provincial/territorial |evel on sone
conponents of it in there.

Most of it was on the discussion --

ongoi ng di scussions of antivirals and vacci nes.
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JOHN CALLAGHAN: So | am | ooking for --
i f you were going to tell ne what the plan was,
what docunents am | looking at? It is a plan,
right? It is supposed to be witten. So what is
the plan? You have got the 2006 you say.

DR DAVID WLLIAMS: Correct.

JOHN CALLAGHAN: \What el se?

DR. DAVID WLLIAMS: And the 2013
update on that.

JOHN CALLAGHAN: Ri ght .

DR. DAVID WLLIAMS: And then we have
It incorporated in our Ontario Influenza Plan. And
then we have other ones that don't deal with a
pandem ¢ such as Ebola, et cetera.

JOHN CALLAGHAN. Ckay. Well, so you
woul d have failed the test.

DR DAVID WLLIAMS: No --

JOHN CALLAGHAN. M. Shingler gave us
about five other docunents we had to |l ook at to
find the plan, including the Ebola Step-Down Pl an,
the Ready and Resilient slide deck, another one.
Li ke there are about five of them

DR DAVID WLLIAMS: They are not
pandem ¢ pl ans.

JOHN CALLAGHAN. Did you know t hat?
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DR. DAVID WLLIAVMS: They are not
pandem c pl ans.

JOHN CALLAGHAN: | asked for the COVID.
So you are saying for the COVI D pandem c, that
wasn't what we were supposed to | ook at, because
that is what he told us to | ook at when he
testified.

DR. DAVID WLLIAMS: W didn't have a
COVI D pandem ¢ pl an because | know - -

JOHN CALLAGHAN: | understand that.

DR. DAVID WLLIAMS: And what you
referred to, the Ebola one, is not a pandem c pl an.

JOHN CALLAGHAN: Okay. So when he told
us that was the plan, he was w ong?

DR DAVID WLLIAMS: That was the plan
for the Ebola, that's correct.

JOHN CALLAGHAN: It had no bearing on
this. GCkay. Are you aware that even Shelley
Deeks, who was the head of pandem c preparedness at
Public Health Ontario, had no idea what plan you
wer e operating under?

DR. DAVID W LLI AMS: She was not the
head of pandem c preparedness. She was the VP, and
her original job was vaccinations.

JOHN CALLAGHAN: | think she said she
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11 was responsible for preparedness, but we'll check
21 the record. | mght be wong.
3 DR DAVID WLLIAMS: She has the Public
4| Health Ontario's aspect, and she woul d be invol ved
S| in various conmttees |ooking at pandem c pl anni ng,
6| and she had been on sone federal ones in the past.
7 JOHN CALLAGHAN. Well, okay. So let's
8 | assune the Conm ssioners accept what she said. Do
91 you think she should have an understandi ng of what
10 | the pandem c plan was before we went into COVI D?
11 DR. DAVID WLLIAVMG:  Yes.
12 JOHN CALLAGHAN: And what plan -- okay.
13| So she doesn't. You differ with M. Shingler. So
141 I"mjust trying to figure out how did you expect
15| other people in the health sector or other people
16 | who mi ght be interested because they are going to
171 be exposed to in this in the province to understand
18 | what plan the province was acting on? How was that
191 to happen?
20 DR DAVID WLLIAMS: Wll, | nean, even
211 if you look at the 2006, the details, the detailing
22| down to it is still quite applicable, and we had
23| followed a lot of the stuff in there and a nunber
24 | of aspects.
25

The stockpile is a very small part of
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it, but it is --

JOHN CALLAGHAN: |1'mnot tal king about
the stockpile. I'mtalking about --

DR DAVID WLLIAMS: So the plan was
reviewed and says it is still value. Look at the
Public Health neasures. Look at the data
cal cul ations on the attack rates. Look at the
forecasts, you know, what the nunber of
hospi tali zations and death rates woul d be and how
that is done, the conponent of what is the use of
different Public Health nmeasures. You'll see that

we emul ate a nunber of those in our plan with the

pandem c.

So we did not ignore those. W used
t hem

JOHN CALLAGHAN: | am not sayi ng you
I gnored any of them | amjust saying that it

doesn't appear to have been a plan. And what | am
asking about is -- we heard evidence about Ready
and Resilient. Are you famliar wth Ready and
Resilient?

DR. DAVID WLLIAVMS: That is an aspect
that M. Shingler brought in to say, as we go
forward in the health system dealing wth

I nfecti ous di sease inpacts, such as Ebola and
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ot hers, not pandem c in particular, we need a Ready
and Resilient system

JOHN CALLAGHAN: So this Comm ssion has
heard fromthe expert fromthe European Union on
pandem ¢ preparedness who says -- he generally
agrees that you need to have an all - purpose pl an,
which is what M. Shingler was tal king about. And
that, he said, was Ready and Resilient. And he
told us that in 2016 the then Mnister started
phase one, and it never got conpl eted.

So do you have any know edge about the
Ready and Resilient plan and why it wasn't
conpleted in four years before COvVI D?

DR. DAVID WLLIAMS: |In 2016, | was not
part of those discussions. But the Ready and
Resilient is how does one prepare for the inflow of
a nunber of infectious diseases, not necessarily a
pandem c, but also included in that, but as was
rai sed by awareness by Ebola, and that is where a
| ot of that --

JOHN CALLAGHAN: | am not asking you to
describe the plan. |1'masking as a matter of
process.

DR DAVID WLLIAMS: The process was in

pl ace, and they were doing reviews on it.
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JOHN CALLAGHAN: For four years?

DR. DAVID WLLIAMS: At different
ti mes, changeover of different individuals and
aspects there and structure.

JOHN CALLAGHAN: Did you ever go to the
M nister and say, W don't have a cohesive pl an?

DR DAVID WLLIAMS: W presented the
Ready and Resilient to the Deputy M nister.

JOHN CALLAGHAN: And did she reject it?

DR. DAVID WLLIAMS: No, she
under st ood - -

JOHN CALLAGHAN: Wiy in your opinion
did the province have planning for four years in
respect of sonething so inportant as a pandem c
pl an?

DR DAVID WLLIAMS: Ready and
Resilient is not a pandem c pl an.

JOHN CALLAGHAN. Well, it was the plan
that M. Shingler said would have responded to the

pandem ¢ had it been finished. So why was it not

done?

DR. DAVID W LLI AMS: Because it was not
conpl et ed.

JOHN CALLAGHAN:. Al right. So there
was no -- this was peacetinme, no priority?
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DR. DAVID WLLIAMSG:  Yes.
JOHN CALLAGHAN: So if you go to tab

5 --

SUNI L MATHAI :  Conm ssi oner Marrocco,
It is Sunil. | just want to nmake sure one thing.
And it is a factual inquiry. | have no concerns

with this [ine of inquiry.

M. Call aghan, there has been a nunber
of tinmes that you have suggested that the
stockpile -- sorry, the Ready and Resilient review
began in 2016, but | think the evidence that you
heard was that -- and | apol ogi ze, | was away
because ny son was born during this period of tine,
so | didn't attend that presentation, but | think
you are m sspeaking, that the Ready and Resilient
began in 2008 -- sorry, 2018.

JOHN CALLAGHAN. Ckay. Well, let's
take that up. Can we put up docunent 4.

COWM SSI ON CHAI R FRANK MARROCCO.  Just
hold on a mnute. Wat were you saying? So it is
t he date?

SUNI L MATHAI: Yes, just the date,
Comm ssi oner Marrocco. M. Callaghan was
suggesting it started in 2016. But | think the

evi dence that he heard was that it started in 2018,
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that there was a stockpile review that began in
2016. | think there may be just sone confusion of
that date. But | just wanted to -- and maybe |
stand to be corrected, and M. Callaghan can do
that now, as | understand he is going to bring up a
docunent .

COMM SSI ON CHAI R FRANK MARROCCO
M. Call aghan, when did M. Shingler say this
started?

JOHN CALLAGHAN: The project started in
2016 when phase one was done. | don't plan to
spend a lot of tinme because we are losing tine
here. | can show you the docunent, tab 4. He said
It started wwth the Ebola Step-Down Plan, and the
pl anni ng phases were three phases.

And if you go to page 15, this is July
of 2016, and his evidence was -- and we had slide
decks to this effect because we had slide decks
saying it would have been ordinarily done in 2016.
They had just been doi ng phase one. And they were
going to do phase two and three, which never got
done.

I n 2018, there was anot her portion of
It done, another report done, and that is tab --

here we go. And we'll take you to page 3, which
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outlined the existing problens and chall enges with
the system

So |'m not suggesting it didn't
continue in 2018. It started in 2016 wth the
Ebol a St ep-Down Pl an, and they got through phase
one. And what | understood M. Shingler said,
there was not -- and maybe |'m hearing the sane
fromDr. WIllians, there wasn't the political wll
to get it done in peacetine. AmIl right on that,
Dr. WIlians?

COW SSI ON CHAI R FRANK MARROCCO Wl |,
before you ask Dr. WIlians a question, | think,
M. Mathai, that that corresponds with the evi dence
that | recollected we heard about dates.

So | amnot going to get into it any
further.

SUNIL MATHAI: Yes, that is fine,
Comm ssi oner Marrocco.

COW SSI ON CHAI R FRANK MARRCCCO. Al
right. Thank you.

So now, M. Callaghan, you were going
to pose a question to Dr. WIIians.

JOHN CALLAGHAN: Wl |, Doctor, |
under st ood you said that this was an el enent of

peacetine. Was there no political will to conplete
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this project between 2016 and the end of 2019 and
begi nni ng of 20207

COWM SSI ON CHAI R FRANK MARROCCO.  Just
a second. Deana, did you get the question?

THE COURT REPORTER: Yes, | heard it.

COW SSI ON CHAI R FRANK MARROCCO.  Ckay.
Thank you. Doctor, did you get the question?

DR. DAVID WLLIAMS: | did get the
question. | would have to say, when | first heard
about the Ready and Resilient systemthat cane to
my attention, it was nore when | had resuned the
ADM responsibilities. | had seen sone concepts
around it follow ng the Ebola that we | ooked at
where the key issue there was, if we are going to
respond, we need a health care systemthat is Ready
and Resilient to respond to these issues.

It was not dealing with pandem c, per
se, where we were tal king about having -- we
realized that with Ebola, not every hospital could
cope with it. How do we have a tiered structure
where cases identified could be noved fromone to
the other. So there was a desire to have a health
care systemthat was Ready and Resilient to respond
to these infectious disease agents, that Ebol a nade

us only but aware of and to bring in there.
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So part of that was -- the ongoing
di scussion is how does one | ook at the structuring
of a health care systemw th its various regional
structures, referral systens, the LH N system at
the time, so that one can --

JOHN CALLAGHAN: | hear this. | am not
really interested in the theory. |I'minterested in
the process. So, you know, we heard evidence, when
we heard about the stockpile, which suggested the
plan was the 2013 plan. The plan hadn't been
actual |y upgraded or practiced woul d have been the
evi dence.

And then we heard that really what was
t hese other plans -- and we were given a whole
bunch of themas to what the plan was, and we were
told that this is what was in the works to address
all the things you say a general plan but was
I ntended to address a pandem c.

And so the question is -- and | am not
going to take you through because we have been
t hrough this. You see on the screen a |lot of the
probl ens that are identified by M. Shingler that
have to be fi xed.

And what | am suggesting is it wasn't

fixed, and | am asking you, was that the failure on
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your part, or was that the failure on the political
establ i shnent and the peopl e higher than you who
didn't push this through?

DR. DAVID WLLIAMS: So as | said
before, this was not part of a pandem c plan, which
Is what | was concerned with. A |ot had thought
about at that stage that probably a pandem c m ght
never occur.

This was dealing with -- the real issue
they were dealing with at the tine is do you have a
health care systemthat can deal wth invadi ng
I nfectious di seases that would give inpacts on the
health care system such as that Ebol a denonstrated
t he need for.

So as you see, you don't see pandem c
In there, referring to that in particular. So
therefore, | think you are mxing the two
t oget her --

JOHN CALLAGHAN. Explain --

DR DAVID WLLIAMS: Excuse ne, |
haven't finished yet. This was dealing with the
| ssue of how do you nmake sure that the health care
system can deal with these incom ng infectious
di sease issues in all these different conponents

there com ng out of the Ebola, because we did the
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whol e service, and this was the early planning
process that would go towards policy fornul ation
that would go towards system w de i npl enent ati on.

So these take a nunber of steps to get
there. So this was the early discussions and how
to put all these things in place, a rationale for
doi ng that, the necessity to do that, and all these
aspects to deal with to be Ready and Resilient to
deal wth invasive infectious disease entities that
m ght cone into our hospital health care system

JOHN CALLAGHAN: Li ke a pandemi c.

DR. DAVID WLLIAMS: No, |ike Ebola.

JOHN CALLAGHAN. Ckay. So that is
di fferent evidence than we got from M. Shingler.

DR DAVID WLLIAMS: A pandemc is a
different thing altogether, in ny mnd.

JOHN CALLAGHAN: So your evidence is we
are back to the 2013 plan that was never updated in
seven years? |s that what you are saying?

DR. DAVID WLLIAMS: Plans are updated
as the need is for them

JOHN CALLAGHAN:. So for seven years
under your entire -- for seven years you never felt
the need to increase your pandem c plan, your

I nfl uenza pandem c pl an?
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DR. DAVID W LLI AMS: Because the
pandem c plan -- and even now, you | ook at the
2006, a |lot of the steps we have taken are
consi stent with that because we did quality work
back in 2006.

JOHN CALLAGHAN: We'll talk about how
consistent it is, but you are saying, in your
opinion, it was your decision not to upgrade the
2013 plan; that is your decision; correct?

DR. DAVID WLLIAMS: No, | was not
asked to update the plan until we | ooked at it, and
we were on national conmttees doing different
annexes and subsections. So those annexes and
t hings were | ooked at and revi ewed a our FPT
| evel s.

JOHN CALLAGHAN: As the Chief Medical
O ficer of Health, you told ne you had the
responsibility for preparedness, so | take it --

DR. DAVID WLLIAMS: To nmake sure it is
consistent wth the Canadian plan, that's correct.

JOHN CALLAGHAN: Wl |, the Canadi an
pl an, that was updated over tinme; correct?

DR DAVID WLLI AMS: Annexes were
changed and updated, and we had comm ttees working

on t hat.
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JOHN CALLAGHAN: The Canadi an pl an?

DR. DAVID WLLIAMS: And our plan has
to be consistent with the Canadi an pl an.

JOHN CALLAGHAN. Well, you'll have to
provide themto ne, because we were given the 2013
plan and all the docunents were 2013, and we were
told that it wasn't updated, so you are telling us
sonet hing different now.

DR. DAVID WLLIAMS: |If it was
necessary to update, we woul d, but you see the
Ontario plan for 2013 is a synopsis of how the plan
status is at the tine.

JOHN CALLAGHAN: So | don't know. It
Is not that conplicated. | nean, we were told the
2013 plan was not updated. W were then told,
Well, in fact, there are all these other things,

t he Ebol a Step-Down Plan, the Ready and Resilient,
and now you are saying the 2013 plan wasn't. And
we'll take the record as it is, but that is your

evi dence. Your evidence was it was updated, okay.

DR. DAVID WLLIAMS: As necessary and
as needed for an influenza pandem c.

JOHN CALLAGHAN: Was it in fact
updated. Not as needed. Was it in fact updated
from 2013 to your know edge?
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DR DAVID WLLIAMS: Not to ny
know edge. | didn't see a new typed-up version
signed of f, no.

COW SSI ON CHAI R FRANK MARROCCO:. Al
right. W have exhausted this topic.

JOHN CALLAGHAN: Yes, let's nove --

COW SSI ON CHAI R FRANK MARROCCO. | did
want to ask Dr. WIlians, though, we have heard
that the shortage of personal protective equi pnent
was a serious problemat the beginning of this
pandem ¢, and we have heard about it as a serious
problemin the context of |long-termcare hones and
the access that workers there, staff there, had to
personal protective equipnent.

And | guess | wanted to ask you, as the
Chi ef Medical Oficer of Health, you weren't
responsi ble you said for the stockpile, but did you
know t hat the stockpile was bei ng destroyed and not
repl aced?

DR DAVID WLLIAMS: Yes, | had been
made aware that -- even before | assunmed the ADM
function that there was a |lot of expired materials,
and they were going about the process of renoving
them instead of storing them and to deal with

that issue. So that process had al ready been set
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I n place.

COW SSI ON CHAI R FRANK MARRCCCO. Di d
you have a view on whether or not it was inportant
to replenish the stockpile?

DR. DAVID WLLIAMS: Yes, | had a view.
| wanted to replenish, especially the antiviral
st ockpi | e.

COW SSI ON CHAI R FRANK MARROCCO:  And |
take it that was -- because the stockpile wasn't
repl aced, that your view was not accepted by --
what ? The Deputy M nister?

DR DAVID WLLIAMS: No, we put
subm ssions in to the financial planning for the
repl eni shment of the antiviral stockpile. | had
di scussions with the Deputy and with the Mnister,
because in the initial plan, the federal governnent
agreed they would maintain up to 60 percent of the
stockpil e, and that had waned away, so they weren't
giving us anything. So could we open that
di scussi on again, just because for everyone to
mai ntain that on a real basis, enough to supply, it
was going to be an ongoing issue and naybe at a
federal, Iike we do wth our vaccines, to have a
nati onal purchasing process, we could do it nuch

nore efficiently.
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But we had put in budget anpunts for
the next comng three years of how we woul d buy
vol unmes of antivirals to replenish our stockpile.

COW SSI ON CHAI R FRANK MARROCCO.  And
t hat was not accepted?

DR DAVID WLLIAMS: It was still in
the process. W were going to start purchasing in
the year 2021 and going on to '21/'22 and '22/"' 28.

COW SSI ON CHAI R FRANK MARROCCO  Wen
was it destroyed?

DR. DAVID WLLIAMS: They started
destroyi ng sone back in 2017 and ' 18, sone expired
materials, yes, because it expired | ong ago.

COW SSI ON CHAI R FRANK MARROCCO.  And
you sounded the al arm when they started destroying
or when the decision was nade to destroy it?

DR. DAVID W LLIAMS: No, that decision
was al ready made before. | understood that expired
equi pnment, you really can't be using it, because if
you are going to give staff expired equi pnent, that
Is really not proper. You need to buy approved and
certified and current materials.

So you needed to replace them if you
need to do that in that.

So we knew that NI OSH and groups |ike
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that would not at all back you up for using expired
products.

COW SSI ON CHAI R FRANK MARROCCO. Wl |,
| wasn't suggesting that you would think it was a
good idea for people to use expired health
products. | can assure you | was not suggesting
t hat .

DR. DAVID W LLI AMS: Thank you.

COWMM SSI ON CHAI R FRANK MARROCCO.  So
when you find out that the decision is nmade not to
repl enish the stockpile, that is when you raise --
that is when you sound the alarmthat this is not a
good i dea; have | got that correct?

DR DAVID WLLIAMS: The alarm-- ny
mai n focus was on the antiviral stockpile. So we
needed to get that replenished just because it was
so vital to us every year to contain outbreaks,
especially in long-termcare hones, is the use of
antivirals, which over tine we felt were as equal,

I f not maybe superior, to vaccination alone. So we
really had put -- and we had many over the tine
neetings at the federal level, FPT levels, |ooking
at how we mght replace this and get this properly
handl ed.

COW SSI ON CHAI R FRANK MARROCCO.  So
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when there is a decision nade not to replace the
stockpile imedi ately, then what happens is the
pandem ¢ hits before any decision -- any different
decision is put in place.

DR. DAVID WLLIAMS: Correct.

COW SSI ON CHAI R FRANK MARROCCO.  And
did you agree that the shortage of personal
protective equi pnent was a critical problemin the
early days in March and even perhaps earlier as
this pandemic tidal wave is heading our direction?

DR DAVID WLLIAMS: So when we
declared it, for the nonth of February, because we
had not a ot of cases, it was -- in the first few
weeks, it was not seen as an issue, but as it
escal ated, we becane aware that the supply chain
managenent was having difficulty at all sectors of
purchasing, and it becane a gl obal shortage.

And so | becane aware nore in, |ike,
the second or third week of February that this was
a big problem and it was escal ating especially
because not only even before we had cases, a |lot of
cases in our facilities, we were having a | ot of
upt ake and usage, burn-through rates of PPE by sone
of our facilities,

So we becane aware that we were al ready
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into a supply managenent issue and chal |l enge we had
to really work at stridently.

COW SSI ON CHAI R FRANK MARROCCO.  And |
don't think it is particularly difficult, but | am
just asking you whether | have got it right. The
whole world is trying to buy personal protective
equi pnent at the sane tine.

DR DAVID WLLIAMS: Correct.

COW SSI ON CHAI R FRANK MARROCCO:.  And
there is a shortage.

DR. DAVID WLLIAMS: Correct. And |
t hi nk what was surprising to ne is that in the
gl obal i zati on of things, we assuned that our
conpani es that supplied us nade it onshore, and
that big conpanies |located in Canada and the United
States were naking it. And we found out in the
overall global thing a lot of it had noved offshore
and sone conponents, critical conponents. And that
was startling and shocking to ne that that had
happened in there because it is sonething that |
t hought we had in-house, anyways. |In North Anerica
at | east.

COWM SSI ON CHAI R FRANK MARROCCO:  So a
|l ot of it was being nade in China?

DR DAVID WLLIAMS: And it really
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becane shocking to nme that N95s in particular, the
mai n pl ace worl dw de, the gl obal centre making it,
was in this place called Wihan, which | didn't even
know t he nane of Wlhan before this whole thing
started, but then to find that out, that was very
per pl exi ng.

JOHN CALLAGHAN: Can | ask, Doctor,
that seens at odds with sone of the docunents we
have seen. There was a 2006 Cabi net submi ssion
that foll owed SARS that basically said you had to
be careful about supply chain because a | ot of
t hese products were nmade in Asia. So you weren't
aware of that?

DR. DAVID WLLIAMS: | was aware that
sone of the products were there, and we thought the
supply chain was robust enough to deal wth that
and that you weren't -- as we said, to be not
dependent on that.

JOHN CALLAGHAN: So exactly -- | have
not seen any records because they nay not have been
produced, but what did you do to verify your
assunpti on?

DR DAVID WLLIAMS: That wasn't -- the
procurenent issue wasn't and the conpani es wasn't

that. That was our commttee had raised that as a
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broad i ssue for the procurenent sectors of our
governnments and ot her groups to |ook at, nostly
Wi th health care sectors too to ook at their
supply chai n managenent.

JOHN CALLAGHAN: But in fairness, you
weren't buying anything for the stockpile, so what
supply chain did you have for purposes of a
pandem ¢ supply?

DR. DAVID WLLIAVMS: Well, in 2006, we
did buy --

JOHN CALLAGHAN: No, |'mtal king
afterwards. You say --

DR DAVID WLLIAMS: W kept buying the
smal | volune of material for us.

JOHN CALLAGHAN: | understand, and
basically | think the evidence we have, but for
Ebol a, from about 2016 or 2014 on, there wasn't
much purchased, and it was all rotting, as it were,
goi ng bad and --

DR. DAVID WLLIAMS: A |arge vol une of
the stockpile was not being replaced, that's
correct. W Kkept our side, because our vol une
was for -- hospital sectors and other institutions
were required to have a four-week supply.

JOHN CALLAGHAN: Right, and from your
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perspective, you weren't dealing with a supply
chai n because, as the person responsible for the
stockpile, you weren't buying any; correct?

DR DAVID WLLI AMS: Because our people
said they had enough stock, and the governnment was
| ooki ng at a whol e new supply chain managenent to

be much nore efficient and effective, so our

stockpile --
JOHN CALLAGHAN: Right, so you had --
DR. DAVID WLLIAMS: And we didn't use
much -- sorry?

JOHN CALLAGHAN. So you had no --

COW SSI ON CHAI R FRANK MARROCCO:  No,
just a mnute, M. Callaghan. Let Dr. WIIlians
finish what he was sayi ng.

DR DAVID WLLIAMS: Qur experience
with the HIN1, we didn't have to use nuch of the
stockpile, and including also with Ebola around
those materials such as gl oves and sone of the
materials in that. W used nore for buying
products with our |arge vaccine canpaign in there
because our supplies were nore to hel p doctors'
of fices, whereas the hospitals and institutions
were to maintain their supply for the first four

weeks, so that -- we should have enough to | ast us
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for the nonth of February in that sense.

So we were | ooking at how nuch we
shoul d buy and procure, but it was nore inportant
that we have access to a very effective and
efficient supply chain because of the turnover and
the materials necessary. W found in Ebola there
was sone things we didn't have that were nuch nore
I nportant to deal with that, such as PAPRs, nore
ventilators, and the overalls and those type of
equi pnent that are nore specific for Ebola that we
needed to pick up on those, and we probably have to
keep being aware of new things that m ght cone in
that normally hospitals and other institutions
don't buy a |l ot because it only cones once in
awhi l e, but we want to be Ready and Resilient, and
that was part of that process, and we needed to buy
those things as well. So we did put those ones
I nto our system

JOHN CALLAGHAN: That was in 2016, as |
understand it.

DR. DAVID WLLIAMS: Yes, in 2016 and
2017 --

JOHN CALLAGHAN: Right. So nothing in
t he subsequent years, but did you have any insight

In terns of the state of PPE at |ong-termcare
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honmes?

DR. DAVID WLLIAVMS: Mself, no. |
assuned they were supposed to have their four-week
suppl y.

JOHN CALLAGHAN. Right, and you weren't
aware that the Auditor General, the last tine she
| ooked in 2007, less than 50 percent had -- | have
forgotten the nunber, but a significant nunber
di dn't have anywhere near that. Wre you aware of
that, or was that sonething that you woul d have
| eft to long-termcare?

DR. DAVID WLLIAVS: | was aware that
It was to long-termcare to resolve the issue, and
| assuned that with that warning, they would pick
back up and put that in place.

JOHN CALLAGHAN: Well, the nodels that
were used in 2016 was an influenza pandemc with
18, 000 deaths. Were you aware of that? That was
t he pl an.

DR. DAVID WLLIAVS: That is the data,
t he cal cul ation of the 2006 as well, yes.

JOHN CALLAGHAN: And you are aware that
t hey nodell ed the necessary PPE for various
sectors, including the long-termcare sector?

DR. DAVID WLLIAMS: | didn't see the
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| ong-term care sector in particular.
JOHN CALLAGHAN: So they did, and we

have had evidence on it. It has been in the
record.

And we were told -- and nmaybe you woul d
appreciate that -- that if that stockpile had been

purchased as planned in 2006, we woul dn't have any
shortage of PPE;, were you aware of that?

DR. DAVID WLLIAMS: |If the long-term
care hones had purchased that?

JOHN CALLAGHAN: No, if the stockpile
that the province was required to have, then we
woul d not have had a problem

DR. DAVID WLLIAMS: That woul dn't have
assisted the long-termcare. It was not for the
| ong-term care.

JOHN CALLAGHAN: |'msorry, you are
saying that the provincial stockpile wasn't to help
the province, including the long-termcare sector?
They were excluded fromusing the stockpil e?

DR DAVID WLLIAMS: |If it was
unusual -- our stockpile was to equip primary care
physicians in their offices.

JOHN CALLAGHAN: Ckay. So the province

never had a plan, notw thstanding the age and
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i1l ness I evel of people in long-termcare, to have
a stopgap for PPE in the event that they ran out?

That was never the plan for the province? | just

want to nmake sure we under st and.

DR DAVID WLLIAMS: The plan was that
they were to have their own stockpile for four
weeks.

JOHN CALLAGHAN: So that is all. So
t he docunents we have seen that specifically
suggest that the province was to have a four-week
stockpile and the long-term care hones were to have
a four-week stockpile, those are docunents you are
not famliar wth?

DR DAVID WLLIAMS: That the |ong-term
care hones and hospitals were supposed to have a
f our - week stockpile.

JOHN CALLAGHAN: But al so the province
was to have sone ei ght weeks of stock. Eight
weeks, that was the plan. But you are saying you
don't think the province's stockpile was to apply
to long-termcare, and they were supposed to only
have four weeks?

DR DAVID WLLIAMS: |If you look at the
volune in 2006, if you | ook at the purchase vol une,

that would only supply doctors' offices and ot her
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smal l er health clinics and stuff like that. That
was what it was purchased for.

COW SSI ON CHAI R FRANK MARROCCO:  So,
Doctor, if we were told that there was four
weeks -- the long-termcare facilities were to have
four weeks, and the province would have four weeks
of supplies, which were available to the long-term
care hones when their supplies ran out, you are
saying that is not correct; that is not what the
st ockpile was for?

DR. DAVID W LLIAVS: My understandi ng
Is the stockpiles we have in our plan was that we
had -- if you |l ook at the volune that we purchased,
that woul d gi ve enough to give doctors' offices,
and that is one of the things we ran into right
into the pandem c, that we didn't have enough to
give them the IPAC naterials to all the doctors'
offices to keep all the primary care physician
of fices open and running. W had to hold that back
for others because they ran out.

And so that -- ny understanding is we
had to purchase, even the 40 mllion back in that
time, if you have 15,000 physicians, and you are
going to supply themfor 30 days, there goes all

your noney. |f you are going to do the whole
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t hi ng, you need about -- probably a $2 billion
stockpile in that to do that. And that is in 2006
dollars, not in 2020.

So the sense was that if you had that
for three to four weeks, by then you have got your
supply chain up and running, and the new orders are
com ng in and people are neeting that, but it is
harder for physicians in their offices in snaller
centers to acquire that very quickly. They don't
have the ordering procurenent systens that other of
t hese larger institutions have or shoul d have put
I n place.

So that was one of the things we felt
right fromthe get-go. Physician offices were
saying we are not getting this. How are we
supposed to run our practice in these early days
and see people wthout the proper | PAC, but we had
to hold back on that because al ready sone others
were needing them such as long-termcare, and we
had to make a decision to make sure we kept it for
the ones that are the nost high priority, whatever
we had left, not nuch. But it was never neant to
supply the whole health care systemfor 4 to 8
weeks. We woul d need a huge stockpile.

COW SSI ON CHAI R FRANK MARROCCO.
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| agree with you the absolutely
unbel i evabl e fact that the N95 masks are made in
Wihan and that North America has no capability to
speak of to produce PPE. Once you get over that,
did you also find out that we shipped -- Canada
shi pped PPE to China in February? Did you becone
aware of that?

DR. DAVID W LLIAVMS: | understood that
there was sone decision by the federal authorities
to do that to assist, because that was -- the WHO
was | ooking for sonme assistance to help out on that
because the sense was if you -- and they had real
clear ideas that it could be contained within --
not only within China but within the Wihan province
and prevent a pandem c.

COMM SSI ON CHAI R FRANK MARROCCO I n
February?

DR. DAVID WLLIAMS: Yes, early
February.

COW SSI ON CHAI R FRANK MARROCCO:  And
did you find out about the shipnent after or
before, like the decision to ship a plane | oad of,
you know, personal protective equipnent in February
when everybody is obviously getting ready for the

virus to hit here?
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DR. DAVID WLLIAMS: | found out
afterwards, of course.

COWM SSI ON CHAI R FRANK MARROCCO.
Afterwards, yes.

DR. DAVID WLLIAMS: But we were very
much under the travel link that the source was, in
early February, just from Whan city and then Whan
provi nce, and we were affirnmed by the Chinese
governnent and by WHO and by Heal th Canada t hat
even centres |like Beijing and Shanghai and others

were not getting inpacted, and they had it under

control. And there was a sense --
COW SSI ON CHAI R FRANK MARROCCO:.  And
as well -- we were talking about this a little

earlier. You know, as well as everybody knows,
that with air travel, that can be all over in a
matter of a few hours.

DR DAVID WLLIAMS: Ch, we were very
concer ned about the travel.

COWM SSI ON CHAI R FRANK MARROCCO.  Sur e.
And in any event, | don't want to go any further.

DR DAVID WLLIAMG:  Yes.

COW SSI ON CHAI R FRANK MARROCCO. |
t hought, Doctor, we mght take half an hour or so

for unch and a break now.
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JOHN CALLAGHAN: M. Conmi ssioner, can
| just finish one point, so | don't have to cone
back to the stockpile.

COW SSI ON CHAI R FRANK MARROCCO:  Yes,
by all neans, if we can finish the stockpile.

JOHN CALLAGHAN: And then it wll be
done. So can you just put up docunent 8, please.
This is a presentation that this Conm ssion was
given in January. This is on the provincial
stockpile. If we could go to page 8, and what we
were told -- and | just want to nmake sure we are a
hundred percent, that we don't have a
m sunder st andi ng, and we coul d take you to the
Cabi net docunent that would seemto verify this,
but it says:

"The foll ow ng guided the

determ nati on of volune of PPE

needed for LTCHs:

Nunmbers are based on a projected

nunber of beds for 2006."

And it goes through the nunber of
I nteractions, the nunber of masks needed, and then
It says:

"Purchases were nmade between

2006 and 2011 to align with these
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assunptions. "

W were told that was the stockpile,
and it is verified by Cabinet docunents that that
was the intent, and your evidence is that is not
the case; is that correct?

DR. DAVID W LLIAMS: Yes, because we
had anot her docunment on -- it was actually an
I nternal one review ng the update on stockpile
review. The date of this oneis -- I"'msorry, |
m ssed the date.

JOHN CALLAGHAN: January of this year.

DR. DAVID WLLIAMS: And | had one in
Decenber of 2019.

JOHN CALLAGHAN. Ckay. Well, | am
t al ki ng about evidence that your departnent or
sonebody on behalf of the governnent has given to
this Comm ssion just |ast nonth.

DR. DAVID WLLIAMS: And that nay be
what they presented, that the 2006 -- as | said, if
you do the netrics in nunbers, that anount that we
purchased in 2006 woul d not have been adequate to
supply the long-termcare hones for four to eight
weeks.

COW SSI ON CHAI R FRANK MARROCCO. I f |
may, M. Callaghan, | don't think we need to --
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Doctor, if we were told that, that was not correct?

JOHN CALLAGHAN: Well --

DR DAVID WLLIAMS: |If you just do the
math, it won't work out. And there was reviews
back in 2019 that the scientific evidence said the
use of stockpiles was actually not evidence and
scientifically supported, and one should | ook at --
you shoul d nove out of the old nodality of
stockpiles into the nmuch nore robust,
mul ti-factored supply chai n managenent, that
obvi ously when it cane into the issue,
as Conmm ssioner Marrocco, it was very nuch a key
| ssue, just having a stockpile and then it is gone
in three weeks. You need to have a much nore
better system of production of supply and denmand, a
supply chai n managenent, was nore the way we shoul d
be going in, and we were asked to address that
early in 2019.

JOHN CALLAGHAN: So the evidence we
heard was the stockpile in 2006 was a static
stockpile. They didn't nove it, that there was a
stockpile. W were told that noney was
requi sitioned and the noney stopped in peacetine.

W were then told that in 2018/ 2019 M.

Baumann was asked -- in 2018, | think, was asked to
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| ook at it after things were being destroyed, and
she said that, you know, her reconmendati on was

t hey should do a supply chain managenent when we
have a stockpile, but we rotate it out.

And so are you confusing the two, that
there would still be a -- that the current nodality
Is that there be a stockpile, just that it be a
rotating stockpile, that there always be a safety
net ?

DR. DAVID WLLIAMS: Therefore, what
you are getting at - and | think it is a good
point - a stockpile is not a bottom ess pit that
you can get to depend on. You need to have a
certain -- and you m ght nmake sure you have a
war ehouse, but you don't have -- everything on the
shelf is all you have got. You have got a supply
chain and a key system and you nove it through.
| nstead of having it sit there, can we have a
system where we could buy and keep rotating, and so
our stockpile is always being continually renewed
and sent out to other ones to be used up so we are
not going to sit with stuff for five years on the
shel f.

The sane as the anti-virals. W are

saying that instead of us buying stuff that over
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time expires, can we buy sonme, and is there a way
we could use it to then go out to the w der sector
that they could utilize as they need and so we can
keep purchasi ng and updati ng.

So that is the supply chain that
Ms. Baumann was tal ki ng about, and we were trying
to drive towards that.

But those other sectors, such as
hospitals and | ong-term care saying that we have
our procurenent systens and we have our things, we
can't just interchange themlike that and --

JOHN CALLAGHAN. well --

DR. DAVID WLLIAMS: -- thought we
could do that.
JOHN CALLAGHAN: Al right. Well, I'm

not sure |'m understandi ng your evidence, but we'll
take a hard ook at it when it cones.

That is fine, M. Conm ssioner.

COWM SSI ON CHAI R FRANK MARRCCCO.  So,
Doctor, | thought we would take a half an hour for
| unch. So 1:30.

SUNI L MATHAI: Sorry, Conm ssioner, it
I's Sunil Mathai here. Sorry, one thing | should
flag is that the witness has a commtnent at 2:30

that he has to attend to. Oiginally this was

neesonsreporting.com
416.413.7755



Long-Term Care COVID-19 Commission Meeting
Dr. David Williams, Chief Medical Officer of Health on 2/22/2021 161

1

2

10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

schedul ed for 10:00 to 2:00. | don't know what the
plan is for M. Callaghan and how far he wants to
go. But all that was to say, while it mght be a
bit taxing, |I'mwondering if we shortened this to a
ten-m nute break, and then continue on.

COMM SSI ON CHAI R FRANK MARROCCO.  So,
Doctor, we could shorten this to 10 m nutes and
continue on to 2:30 or just -- do you have to be
sonewhere at 2:30, or if we stop at 2:30, is that
conveni ent for your purposes?

DR. DAVID WLLIAMS: Yes, 2:30 we have
to go up, and we do have our press conference.

COW SSI ON CHAI R FRANK MARROCCO. (On.

DR. DAVID WLLIAMS: At Queen's Park.

COW SSI ON CHAI R FRANK MARROCCO. Wl I,
| guess if we are trying to denonstrate to the
public that we are working, we could try to keep

you here so you can't show up. But | don't think

we'll do that. So we'll break for 10, cone back at
1: 20, and then we'll go through to 2: 30.
DR DAVI D W LLI AVS: Yes, |I'l] eat

qui ckly. Thank you, Conmmi ssi oner.

COWM SSI ON CHAI R FRANK MARRCCCO:.  Thank
you.

-- RECESSED AT 1:08 P. M
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-- RESUVMED AT 1:20 P.M

COW SSI ON CHAI R FRANK MARROCCO: Let's
carry on, M. Callaghan, and we'll stop at 2: 30.

JOHN CALLAGHAN: Moving on then,

Doctor, just so that we are all on the sane page
here, | take it you subscribe to the precautionary
principle, as articulated by Archie Canpbell in his
report?

DR. DAVID WLLIAMS: | am aware of the
precautionary principle, and | have worked at it
and working with it for many years.

JOHN CALLAGHAN: R ght, so we can agree
that particularly in the earlier stages of a
pandem ¢, when evi dence-inforned decision-nmaking is
not possible due to the | ack of data and
uncertainty of an evolving event, that one should
use the precautionary principle?

DR. DAVID WLLIAMS: Knowing that it is
not definitely defined what that neans, ny aspect
I s that when you don't have the evidence, you seek
a consensus of expert opinion to give you advice
and direction while you are waiting for evidence to
be devel oped.

JOHN CALLAGHAN: Al right, but if

evi dence isn't possible due to the |lack of data and
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uncertainty of an evolving event, you take the nost
precautionary road; correct?

DR. DAVID WLLIAMS: Well, on the
extension -- in the |ack of evidence, you go to the
next best |evel up, which is expert opinion and
consensus of expert opinion and to seek that,
because the case control studies aren't done, all
that kind of stuff, because the science doesn't
turn things around that quickly. So that is why
you have various scientific advisory bodies to give
you the best they can at that tine. And even if
the evidence isn't solid, if they feel that is on a
precautionary basis, if that is the level it should
go to, that would be good.

But it doesn't nean ignore science
totally, but it still has to be consi dered.

JOHN CALLAGHAN: So if you have a
di fference of opinion, do you weigh them and take
the one you think is best or do you default to the
one that if you don't take will cause the nost
damage?

DR. DAVID WLLIAMS: It is a
conbi nation of both there. You listen to what --
as any table of experts, they don't agree on every

Item exactly, but you seek to get that to -- well,
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we seek to get that advice as nuch as possible, and
then they bal ance that out, because of course sone
actions wll have consequences if you don't take
action there and that of course would be part of
the expert opinion on the matter, on how to
proceed, yes.

JOHN CALLAGHAN. | amnot sure | fully
understand it, but you are aware that a big issue
here is when you take precautionary principles
because there is the possibility that there could
be asynptomatic spread? You realize that is a big
I ssue in this situation?

DR DAVID WLLIAMS: Do you nean in the
| atter half?

JOHN CALLAGHAN: The latter half of
what ?

DR DAVID WLLIAMS: O the pandem c,
of where we are now in wave two?

JOHN CALLAGHAN: No, | nean at the
begi nni ng.

DR. DAVID W LLIAVS: There was no
asynptomati c spread by scientific evidence at that
time.

JOHN CALLAGHAN: At what tinme? Wen

did you believe --
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DR. DAVID W LLIAVS: At the beginning.

JOHN CALLAGHAN: When did you -- when
do we take from your actions that you accepted that
there was asynptonatic spread? Wat is the date?

DR. DAVID WLLIAMS: It would be nore
| ater in the sumrer, because as we | ooked at the
data and the information there, even now sone of
our Public Health officials say that what is
asynptomatic is soneone who just doesn't recall
exactly if they had any synptons, mld ones, so it
could be very mld synptons.

JOHN CALLAGHAN: So what about
community spread?

DR DAVID WLLIAMS: Community spread
Is a different issue altogether.

JOHN CALLAGHAN. So you are saying it
Is not until the scientists tell you, and that is
when you accept it?

DR. DAVID WLLIAMS: O course.

JOHN CALLAGHAN. So when did you start
to act like there was asynptomati c and community
spread?

DR DAVID WLLIAMS: Well, comunity
spread and asynptomatic are different things.

JOHN CALLAGHAN: All right, so tell ne
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what the difference is in your planning and your
executi on.

DR DAVID WLLIAMS: Community spread,
when we started off in February, the nmainstay of
any infectious disease control nechanismis case
contact managenent. That means everyone gets it
from soneone. Therefore, if you are going to try
and control it, you need to identify who the person
m ght or got it fromand foll ow that person up and
where they got it from and also you are going to
foll ow up whoever they contacted afterwards during
their period of conmunicability to make sure you
| solate them and control it, so if you are going to
do case contact nanagenent.

|f during that tine you cone to a | evel
where you say that we can no | onger get a sense of
who got it fromwho, it just seens to be rising,
and you nove over from being epi-linked to saying
nore and nore cases are now not epidem ologically
| inked. So the Public Health systemis saying that
there are so many cases occurring, and when we
I nterview the people, we can't get any idea of it,
SO we are going to say it is community spread
because it is out there and people say | can't

remenber where | got it fromand | don't know who |
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had contact wth.

And so community spread does not nean
asynptomatic. |t neans that you got it from
soneone who was harbouring it who was synptomatic
that you can't renenber tal king to and doi ng
whatever. That started to really becone apparent
in the second to third week of March, as our cases
escalated froma feww th travel history to nore
and nore where the Public Health people in
different areas started saying we are finding nore
and nore cases. W can't identify their travel
hi story and their contact history. And we just
have to assune it has gone conmmunity-w de because
we can't -- we are losing that case contact
managenent capacity. And we said, okay, that is
what we call community spread, because you are
saying, in essence, the epidem ol ogical evidence is
| acki ng.

JOHN CALLAGHAN: So when in md-March
did you -- how did you descri be your thoughts in
m d- Mar ch and when?

DR. DAVID WLLIAMS: In md-Mrch --
and let nme see if | can get the chronol ogy here.

As you see in the early part of March,

all during February we had done an excellent job of
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anyone who cane in wth a travel history, we
contacted them and their contacts and that and we
tested and ruled it out fairly quickly, so we were
doi ng t hat.

Al'l of a sudden in about the second or
the third week of March, as you will see when our
cases went froma few and they started al nost
tripling wwthin a week, froman epi standpoi nt
sonet hi ng has happened. And | started getting nore
and nore reports after the second -- or the second
week and third week of March that our health people
were saying we can't get the epi-link. It has gone
comunity-wide. W are losing it because we can't
foll ow up on them

And then | said, okay. And one Health
Unit would say it and then another one, and | said,
okay, it has got enough evidence now. W are going
to have to take a different strategy here because
you are no | onger able to maintain case contact and
control. And basically that is what they are
saying, we can't -- we are not able to do it.

JOHN CALLAGHAN: So does that change
your philosophy then at that tine?

DR DAVID WLLIAMS: Then you have to

change your Public Health neasure. You have to go
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from case contact to wider Public Health neasures,
such as closing schools, such as limting travel
and different things |like that, and start changi ng
t hi ngs, because if it has gone around and peopl e
don't know who they got it fromand can't tell what
contacts, you have to start limting contacts. You
have to put social distancing. You have to put in
other things as you bring in there, as we find nore
and nore information that people were saying, |
don't know who | spoke to. | don't know what
happened.

JOHN CALLAGHAN: So you end up chasi ng
the virus rather than being ahead of it?

DR DAVID WLLIAMS: You end up trying
to contain the public's exposure as conpared to
exposure due to Public Health neasures as conpared
to exposure due to case contact notification and
sayi ng, we understand you were talking to so and so
five days ago. You were exposed to COVID and
didn't knowit. W need to test you. That is the
case contact nethod.

|f we can't do that, then we have to
say -- we are going to have to say in broad
nmeasures that if you have signs or synptons, go and

get tested. If you are sick, stay hone. |f you
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need hand hygi ene, stay 2 netre distancing. And
you started to put all this stuff in place saying
right now you can't tell who you m ght be comng in
contact with, so therefore, you are going to have
to take personal neasures to limt that. At the
sane tinme, if you think you have exposure, |let us
know. Sonme people still had a travel history.

Sonme, a lot didn't have travel history.

So you change your strategy from case
contact nmnagenent to personal health neasures,
until the tinme you can get things back under
control and bring it back into case contact
managenent again, as in dealing wth outbreak
settings and | ocati ons.

JOHN CALLAGHAN. So let's just go
there. | want to nake sure | understand the flow
of this.

So if we can go to docunent 13, this is
one of the earlier docunents that we seemto see
t he concept of asynptomatic spread, and this cones
out of -- it is an email that nmakes its way to you,
| believe, at sonme point. This goes to Barbara
Yaffe for sure, because you are at the top. But it
says, if you go down, this is an international --

go down, Mchael. So go down a little further
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1] please. It says:
2 “"The Australian Public Health
3 authorities have articulated that:
4 'New i nternational evidence
S suggests that asynptonmatic or
6 mnimally synptomatic infection can
7 occur, and that pre-synptonatic
8 transm ssion has occurred in at
9 | east one case cluster'."
10 So that would be reliable information,
1111 take it, fromthe Australian Public Health
12| ‘authorities?
13 DR DAVID WLLIAMS: It is sonething
141 that needs to be | ooked at.
15 JOHN CALLAGHAN. And at this tinme, you
16 | are aware then of things |like the D anond Princess
171 and the other cruise ships?
18 DR. DAVID W LLI AMS: Yes.
19 JOHN CALLAGHAN. So | take it you are
20| aware that -- are you cogni zant of the fact that it
211 will spread in a congregate setting?
22 DR. DAVID WLLIAVMS: W are cogni zant
23| of the fact that it did spread in the passengers on
24| the ship and staff.
25

JOHN CALLAGHAN. Woul d that nmake you
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aware that it spreads in congregate settings?

DR. DAVID WLLIAMS: |If you have people
comng in close contact with each other, it
Spreads, that's correct.

JOHN CALLAGHAN: Right. And the reason
why we ask is because we are trying to figure out
when peopl e were thinking about |long-termcare
hones. So | ong-term care honmes, you woul d agree,
are a congregate setting; correct?

DR. DAVID WLLIAMS: Yes. And | nean,
we agree that it is droplet spread, or enhanced
dropl et spread, nmuch as we had before. And so when
people are in close contact over periods of tine
with each other without any barrier you can spread
that from person to person. That was our thesis
fromthe get-go with influenza, and we assuned t hat
was our case with coronavirus as well.

JOHN CALLAGHAN: So let's go to tab 15
for a second. So this is a surveillance screening
and testing neeting that you Chair, | think.

DR. DAVID W LLI AMS:  Uhm hmm

JOHN CALLAGHAN: And it says there:

"Most expert attendees agreed
that the w despread incidence of

COVID-19 is immnent and essentially
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I nevitable."

This is February 27th. So what did
t hat nmean then?

DR DAVID WLLIAMS: That "the
w despread evidence of COVID-19 is inmm nent and
essentially inevitable"?

Qur experts were saying that the way it
was happening at that tine in |late in February,
they are saying that it seens fromother countries
that had started experiencing this, that they noved
qui ckly and they were seeing it happen in their
jurisdictions, and we shoul d consider this.

JOHN CALLAGHAN: Right, so does that
I nf orm your deci si on- nmaki ng?

DR DAVID WLLIAMS: Everything inforns
t he deci si on-maki ng, and so that neans then we have
to say those reviews in those areas and their
public health infrastructure and system how does
it fit ours, yes or no. And then how does we take
advi ce and direction accordingly.

So all sources of things have to be
vetted through and revi ewed and seeing what is it
based on. So we would say let's |look at that, and
we need to understand that really well.

JOHN CALLAGHAN: Ckay, and if we could
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just go to, we have a set of notes of yours that
soneone has pulled last night for us.

| don't know what nunber they are,

M chael. They are the ones in March.

Ckay, so what | amgoing to go down to
Is if you go to the next page, and this is a note
and it says, "Pre Brief". | can't read your notes,
but it says:

“"Pre-cautionary - where
evi dence is | acki ng.
Canpbel I . "

So you are having regard to Archie
Canpbell's report?

DR DAVID WLLIAMS: Yes, | am
referring to the concept of the precautionary
princi pl e.

JOHN CALLAGHAN: And it says:

"Now we have the evidence.
Suggest limting visitors"?

DR. DAVID W LLIAVS: Yes, fromtal king
wi th the consultant Maureen G vidi no.

JOHN CALLAGHAN: Who is she?

DR. DAVID WLLIAM5: She was one of the
| PAC | eads at -- she just retired | ast week. |

wor ked for many years on Pl DAC and stuff, so she is
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one of the valuable infection prevention and
control experts that | utilized.

And so as far as she was concer ned,
there was evidence that visitors could be a source
of infection in the |ong-termcare hones.

JOHN CALLAGHAN. Right. And did you
al so hear fromthe Local Medical Oficer of Health
fromOQtawa to sane effect at about that tinme?

DR DAVID WLLIAMS: W were given good
i nformation comng in fromvarious individuals,
yes. That is one of the things that is inportant,
is to hear all the different voices comng in with
their various concepts and theses and ideas. It is
part of the validity of the response, hearing all
the --

JOHN CALLAGHAN. Well, if you go down a
little further, it says:

"No evidence that it is not

ai rbor ne?

What evidence is then necessary.

SARS - not airborne - but later
proved it was.

SARS Conmi ssion - precautionary
process. "

Did | read that right?
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DR. DAVID WLLIAMS: Yes, this person |
wr ot e asked ne that and posing those questions.

JOHN CALLAGHAN.  Well, when you knew,
you know t hat that was one of the reasons why
Justice Canpbell went with the precautionary
principle, right, because it had an inpact in not
doing so in that case?

DR. DAVID WLLIAMS: Well, not in
particular this one in there, but he had on a
general basis. So | amsaying that this person
raised it, so we have to continue to | ook at the
evi dence and the science.

JOHN CALLAGHAN: Who was the person?

DR DAVID WLLIAMS: | amgoing to
guess, | have to | ook back at the concept -- oh,
that is the head of CUPE.

JOHN CALLAGHAN: Sorry, | amnot sure |
can tell you which is the nane. |[|s that the
M chael ?

DR. DAVID WLLIAMS: |If you go above
"M chael", you see up on the right "M chael -
CUPE" .

JOHN CALLAGHAN: Right.

DR. DAVID WLLIAMS: He is the |ead of

CUPE. We were at a neeting and he raised the
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1| issue.
2 JOHN CALLAGHAN: So your expert is
3| telling you that there is -- even where evidence is
4| lack, and he is telling you that he believes we
5| have evidence?
6 DR. DAVID W LLIAMS: That's correct.
7 JOHN CALLAGHAN. Al right. And if we
8| go over to the next page, and it says:
9 “"Need di scussion on shortage."
10 | s that "shortage"?
11 DR. DAVID W LLI AMS: Short age.
12 JOHN CALLAGHAN: So we understand that
13| the unions were concerned about the shortage of
14| PPE. Was that your understandi ng?
15 DR. DAVID W LLIAMS: Yes, we were all
16 | concer ned.
17 JOHN CALLAGHAN. Al right. And so
18| then it goes down, and who i s Maureen then?
19 DR. DAVID WLLIAMS: Back to Maureen
20 | Civi di no.
21 JOHN CALLAGHAN: Ckay. And then it
22 | says:
23 "Justice Canpbell - heart
24 wr enchi ng.
25

Separating political/science.
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Evi dence - has cone in very
rapidly."

What does that nean?

DR. DAVID WLLIAMS: | think soneone
said that they -- ny understanding is that, again,
| think it was the CUPE rep was telling us how he
had been there back in the Justice Canpbell tine
and he had stories of people and fellow staff
menbers, because he is a worker, not necessarily a
nurse, and had seen how peopl e had been infected.
And this was | think a strong passion to him and
he was really strong on the issue. So | was
tal king his concerns and i ssues seriously because
this was very inportant to him

JOHN CALLAGHAN: Because he was
actually witnessing it, as far as he was concerned?

DR DAVID WLLIAMS: Back in SARS, he
said he did, yes, and he said it was a strong
conponent of his, and he wanted to make sure that
he was going to bring it to the table and al ways
bring it to the table because he said it was
i nportant for him And that is why | nmade a note
of that, yes.

JOHN CALLAGHAN: And so if you go over

then to anot her coupl e of pages here, and we don't
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have tinme to go through themall, I'"'mafraid, so

t here was di scussi on about being worried about the
provi nci al stock, as you said, and | take it CUPE
and those were aware by now that the stockpile had
been not repl eni shed?

DR DAVID WLLIAMS: They were aware
that all around we had a problemw th supply,
managenent and delivery, because in their own
respective jurisdictions -- and so this is the
coments they are nmaking, and they are aware that
It doesn't matter stockpile or not, there is a
supply issue wit large. And the provincial
stockpile inventory, they thought it was supposed
to hold this.

JOHN CALLAGHAN. Right, and did you
advise themthat there was no stockpile?

DR DAVID WLLIAMS: W had -- what we
had we were giving out and using as best we could
in that tine.

JOHN CALLAGHAN: We were told you had
10 percent by 2020, and it was nostly, as you
I ndi cated, material that was for Ebol a.

But anyway, let's go further down, and
It says -- let's go alittle further down, | think.

At the bottomhere -- | amnot sure. |f we can go
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up to the next one, to the one on the right there,
M chael, please. kay, and a little further up.

Who are we talking to here? Do you
know?

DR. DAVID WLLIAMS: Back to M chael
agai n.

JOHN CALLAGHAN: Ckay.

DR. DAVID WLLIAMS: |I'msorry, which
one? Are you up above this page or --

JOHN CALLAGHAN: No, |'m at
"Recommendi ng - enployers”, and it is Brenda. |Is
this the sane neeting?

DR. DAVID WLLIAMS:  Yes, and Brenda --

JOHN CALLAGHAN.  And then if you go
further down --

DR. DAVID WLLI AMG:  Yes.

JOHN CALLAGHAN. -- it says:

"Agreenent on the science not

possi bl e.

Wihan not possible - full suits

- when jurisdictions - USA??"

Were you saying that there was no
agreenent on the science at this point?

DR. DAVI D WLLI AMS:  Yes.

JOHN CALLAGHAN. So if we go to
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docunent 46 in the sane tine period, this is a
docunment from March 9th from Public Health Ontari o,
and if we go to the next page, it says:
"Additionally, evidence on the
relative role of asynptomatic and
pre-synptomati c i nfecti ousness and

its contributions to transmssion is

still emerging [...]"

| s that the advice you were getting
fromPublic Health Ontario?

DR. DAVID W LLIAMS: Correct, and there
was materials and anecdotal reports. They were
still gathering it to see well the validity of the
I nformati on.

JOHN CALLAGHAN:. All right. So just so
| am cl ear, when that happens, are you applying the
precautionary principle to say it is synptomatic --
asynptomati c spread?

DR DAVID WLLIAMS: The precautionary
principle woul d be what does the evidence tell ne,
and as this docunent, the title, is there anything
different in the Public Health neasures that by
consensus they have comm ttees neeting and then
this is their scientific table. They are naking

the recommendations in that, because you haven't
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got the whol e docunent open here, but anyways, that
was their basis for that.

So they are ny scientific table and
t hey have a consensus of expert opinion.

JOHN CALLAGHAN: But you don't believe
that Justice Canpbell's precautionary principle was
directly related to not waiting for scientific
pr oof ?

DR DAVID WLLIAMS: No, his aspect was
that if you are waiting for the case control
studies and all the science to get fornul ated, that
Is too late. You need to take sone steps before
that. But it doesn't say throw science out the
door and just wing it. He didn't nean that either.

And what he neant to say is that if you
need to take steps, you should | ook at how you can
best do those. And ny interpretation always is
that if you haven't got the case control studies,
all the peer science evidence and peer review, you
go with your experts. You put as nuch information
in front of themand ask them do we have a
consensus on what we need to do at this nonent, not
waiting for all the scientific journals to be
publ i shed.

And that is what we do. So that is how
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| do the precautionary principle. So | don't
abandon the science totally. | depend on experts
to give ne advice.

JOHN CALLAGHAN: But if it turns out in
this case it did, that it was asynptomati c spread,

I f you nade a decision waiting for the science or
waiting for the balancing of a scientific view by
your scientific table, haven't you waited too | ate?

DR. DAVID WLLIAMS: |In March there was
not asynptonmatic spread. There is no evidence of
it.

JOHN CALLAGHAN. Well, | think what
they are saying, "evidence on the relative role of
asynptomatic" --

DR DAVID WLLIAMS: Still energing.

JOHN CALLAGHAN: Right, still energing.

DR. DAVID WLLIAMS: Yes, you are not
there yet.

JOHN CALLAGHAN: R ght.

DR. DAVID WLLIAMS: Even now there is
sone debate that it doesn't occur.

JOHN CALLAGHAN. Well, in fact, it did
occur, but it just didn't occur in March. It
occurred later, in June or whatever that you just

referred ne to.
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DR. DAVID WLLIAMS: Wll, there is
still sonme people that are saying that what you
call asynptomatic transmssion is basically -- |
nmean, | have a whol e bunch of people witing ne
saying that your lab test is artificially labelling
t hose cases when they are not. | nean, there is
still a | ot of debate going on.

JOHN CALLAGHAN: So are you accepting
at this point, by March 8th, there is comunity
spread yet?

DR. DAVID WLLIAMS: Shortly after
t hat, because at the 8th -- just a mnute, let ne
get back here.

On the 8th we went from 32 cases to
146 -- no, 15 to 146. W started hearing from sone
Health Units in sonme areas that had nore than
others. W were wondering if there is. W
di scussed that at a federal |evel, and they yet
were not -- they were saying, you know, givVing
advi ce and direction.

So as that proceeded in that week of
the 8th to the 14th, there was a | ot of robust
di scussi on about switching over to conmmunity-w de
spread because the next week we went from 146 new

cases to 445.
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JOHN CALLAGHAN: Right, and this --

DR. DAVID WLLIAMS: So losing -- when
| tal ked to our consultant with ny MOHs, nore and
nore were saying we can't do the case contact
managenent. |t has gone -- you know, just because
one Health Unit -- because if you have a problem
with one Health Unit, does that nean every 34 has
it? The answer is no.

So do we have a |local issue or do we
have a province-w de issue? And it was accruing
fairly quickly that we are noving towards that it
IS a province-w de issue.

[ Court Reporter intervenes for

clarification.]

M CHAEL FINLEY: May | nmake a further
suggestion that follows on fromny techni cal advice
from the norning.

For those that don't have headsets
avai l able and are listening, if you turn your
volume down a little bit, that may reduce the
f eedback back and forth between the speakers. That
may neke the reporter's life a little bit easier.

DR. DAVID WLLIAMS: And | will speak
sl ower. Apol ogi es.

JOHN CALLAGHAN: So novi ng ahead t hen,
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so | amnot sure we got the answer, but what | was
going to say was that you are tal king about 140
cases. In all of SARS, there were only about 344
cases. So you were going to wait until the results
get to 144 before you change your view about
community spread?

DR DAVID WLLIAMS: Well, the week
before -- 344 for SARS was over 6 nonths.

JOHN CALLAGHAN: | understand --

DR. DAVID WLLIAMS: W are tal king
that the week before that, the 1st to 7th we only
had 15 new cases in all of the province, and the
week before that we only had 13 and they were all
bei ng case contact nanaged.

And if you used the epi stuff in person
to person, how did those 15 spread it to 146 so
qui ckl y? Renenber, these people already had it
back -- they had been incubating, right, before
t hey got tested.

And so when you go from 15 to 146, you
have to ask yourself, is your systemable to
mai ntai n case contact tracing? And sone of the
Health Units that had the nost nunbers were saying
we are not able to find the epidem ol ogical |ink of

our cases. Mire and nore we are losing it.
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And then if you go into the next week,
when it even goes up even further to 445, and so
from an epi dem ol ogi cal standpoint, you can see you
are noving from- and | don't knowif |I amgetting
too conplicated here - froman R-naught of 1.2 to 3
to a huge nunber, or there is sonething el se going
on, as in you are having multiple -- that all of a
sudden you have an inflow of nultiple infected
people that you weren't aware of, and so therefore
then it is happening through comunity spread
because people say, | didn't travel to China. |
didn't travel to Thailand. | didn't go to all
t hese other high risk areas. And they are adamant
we didn't travel to those places. W went to the
States, that is true, but we didn't travel anywhere
that is high risk.

JOHN CALLAGHAN. So if we could go to
docunent "F', so this is -- we are going to get
into the way you addressed sone of the concerns.
This is a letter dated March 19th. W don't have a
|l ot of tinme, so we'll just do the single-site issue
whi ch you are no doubt aware of.

But this is a letter, and you
subsequently do a Directive, and then there is

subsequent to that there is an Energency Order.
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And | guess the question is, why do you
I ssue a letter as opposed to a Directive by Mrch
19t h where you, | appreciate now, appreciate there
Is community spread. So why just a letter?

DR. DAVID WLLIAMS: So the letter
Is -- as always in Public Health, we first put
out -- one of the key things we | earned from SARS
I S communi cate, communi cate, communicate. W found
nost of the tinme our stakehol ders and others are
nore than wlling, if you give themthe information
and give it to them so we do it through
tel econferences and we do it through letters and
t hat .

One noves fromthat to a conpilation of
a gui dance docunent when you need a product put out
that the stakehol ders and everybody agrees on and
to nove forward on. So you don't need to wite a
Directive if everybody is saying, just give us the
updated information and we'll handle it and we can
deal wwth it. So you are |ooking at the overall

delivery and conpliance of the field at that tine.

So this is related to -- having to do
with health worker illness and their return to
work. This is what --

JOHN CALLAGHAN. Well, if we can go
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down, the one I"'minterested in for this is just by
way of illustration, so | amnot trying to -- we
are going to talk about nultiple |Iocations. Just
up one page, there, nultiple locations at the
bottom t here.

And | amnot too interested -- we'll
tal k about that, but you give a Directive about not
working in different places. And | take it you
were aware, and |I think | have a statenment in here
which | won't take you to unless | need to, where
you were aware that nultiple -- this was an issue
about spreadi ng the di sease because of part-tine
enpl oyees working in different |ocations. You were
aware of that problenf

DR. DAVID WLLIAMS: In Ontario?

JOHN CALLAGHAN: I n Ontario.

DR DAVID WLLIAMS: No, | had not
heard that was a problemup to that tine. It was
I n other provinces. W hadn't seen cases of where
I nfected workers fromone |ong-termcare went to
anot her one and caused an out br eak.

JOHN CALLAGHAN: No, | amnot talking
about evidence. You keep on tal king about the
evidence. | am saying were you --

DR. DAVID WLLIAMS: And this is all --
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JOHN CALLAGHAN. Well, were you
of the Wal ker report specifically alerted t

part-tinme enploynent in long-termcare and

awar e
hat the

ot her

settings would result in people taking disease from

one location to another posing a risk? Wr
aware of that?
DR. DAVID W LLIAVS: | was.

e you

JOHN CALLAGHAN: Al right. So you

were aware that where people are working in

mul tiple locations, there is a risk of spreading

di sease in the face of a pandemc; correct?

DR. DAVID WLLIAMS: In the fac

out break any tinme. W already put that in

e of an

our

directions, so we already had that in pl ace.

JOHN CALLAGHAN: Then it was an
guestion. So this is what you are trying t
articulate here; correct?

DR DAVID WLLIAVS: Correct.

easy

o

JOHN CALLAGHAN: Right. And you

t hen --

DR. DAVID WLLIAMS: To identif
position, yes.

JOHN CALLAGHAN: Right. So if
go to March 22nd, tab 25, you issue a direc

y our

we t hen

tion

under your authority, and this direction has the
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conpul sion of law, correct?

DR. DAVID WLLIAMS: Correct.

JOHN CALLAGHAN. Right. So why did you
then issue a direction three days |later?

DR. DAVID W LLI AMS: Because in the
Directive, you want to ratify -- if it is a |egal
requirenent, that allows institutions to take steps
further and get conpensated and deal with issues
that m ght assist themin doing that activity and
undert ake that.

One of the aspects was that throughout
our gui dance, right fromthe get-go, and our
gui dance in our Ontario Public Health Standards is
that if you have an out break, you need to check to
see if your enployee is working at sone ot her
Institutions and notify other institutions of this
aspect and not have that. So right fromthe
get-go, we had this in place.

Now, if you are going to nake this in
here and enpl oyees who only have a part-tine job
and you tell themthey can't go el sewhere, who is
going to conpensate themfor that?

JOHN CALLAGHAN: Well, let's just go
and take a look at it, because | don't think you --

you didn't conpensate them
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DR. DAVID WLLIAMS: No, this is not a
conpensation letter. This nmeans - this is a
Directive - there is an intent to deal wth the
| ssue.

JOHN CALLAGHAN. And the province
didn't conpensate thenf

DR. DAVID W LLIAMS: There was a sense
that they had to work towards that, so that they
woul d say you cannot work at this place and this
pl ace at the sane tine.

JOHN CALLAGHAN. So can we go down a
bit there and just get to the paragraph here.

So this paragraph says:

"Whenever possible, enployers
should work with enployees to limt

t he nunber of different work

| ocations that enpl oyees are worKking

at, to mnimze risks to patients of

exposure to COVI D 19."

What did this conpel anybody to do?

DR. DAVID WLLIAVMS: So it said, again,
and ratified our position fromthe get-go that
where your enployees, if they are part-tine peopl e,
and others are comng in fromsay they are OIs -

occupati onal therapists, sorry - and they are
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comng in and going from place to place, you have
to be aware that that could be a possibility.

We know t hat sone of the people who did
the work in these places were al so working at
grocery stores and other things and aspects there.
So we knew that just because you work at
Institution "A", | can't say, well, you can no
| onger work at the grocery store on Friday nights.
They' Il say that the last tine | checked it is a
free country, and | guess | could choose to work
there if | want to.

So we are trying to say that you should
work with themto have them not do that because
they could be picking up infection and bringing it
I n and exposing potentially COVID- 19 to the
patients or the --

JOHN CALLAGHAN: So you don't feel your
emer gency powers are strong enough to stop soneone
to spread virus by working in nore than one
| ocati on?

DR. DAVID W LLIAMS: To stop soneone in
their civil freedons to stop working in nmultiple
pl aces outside of health care?

JOHN CALLAGHAN:  Yes.

DR DAVID WLLIAMS: No, | can't do
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t hat .

JOHN CALLAGHAN: And did you have
di scussions with people who have the energency
power that you had that restriction at that tinme?

DR DAVID WLLIAMS: Qur |egal counsel
on that, when we do a Directive, it is reviewed by
many groups on that, and they'l|l say here is the
scope of your Directive and here is what you can
say and can't say.

JOHN CALLAGHAN:. | appreciate that, but
di d you have di scussions saying this may not be
strong enough and we shoul d probably get an
Emer gency Order?

DR DAVID WLLIAMS: Up until that
time, as | said, we had not had the evidence
that -- | nean, there was no evidence to ne that
enpl oyees working at one |l ong-term care honme had
carried it to an adjacent one and caused an
out br eak.

JOHN CALLAGHAN: You keep on waiting
for evidence. |s that what you needed? You needed
evidence for it to happen before you acted, is that
It, just to be clear? Because you keep talking
i ke that.

DR. DAVID W LLIAMS: Yes, evidence is
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critical.

JOHN CALLAGHAN: Ckay.

DR DAVID WLLI AMS: Because people
keep throwi ng out ascertations and even sonetines
uni on nenbers saying, why are you blam ng staff?
And it is legitimate. And they say, you know, you
have to have sonme proof that it is the staff that
are doing it. You just can't nmake that assunption.

JOHN CALLAGHAN: Well, when did you
concl ude that was the case?

DR. DAVID WLLIAVMS: Wich is the case?

JOHN CALLAGHAN: That staff were taking
the virus fromhone to hone?

DR. DAVID W LLI AMS: W never found
honme to hone. W found staff were comng in
I nfected fromthe community, and when we started to
test them and asked them questions, they had not
picked it up on the job. They had contacts back at
t he househol d and becane infected, because when it
IS comunity-wi de spread, they are community
menbers as well when they are not on the job, and
so they can infect -- and visitors too.

JOHN CALLAGHAN: And wasn't the point
not really whether they got it fromone place, but

whet her they took it from place to pl ace?
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DR. DAVID W LLIAVMS: No, whether they
got it at honme and brought it into the hone, that
I s what --

JOHN CALLAGHAN: Well, weren't you
trying to limt the nunmber of places they could
bring it into. Wsn't that the purpose?

DR DAVID WLLIAMS: W al ready had
that in place.

JOHN CALLAGHAN:. From what ?

DR. DAVID WLLIAMS: Fromwhat | asked
themto do early in January and through Ontario
Public Health Standards to say if you are in an
out break situation, then your staff cannot go from
place to place. And as | said, | don't have anyone
docunenting that that had occurred, so therefore,
It means that it was working. But --

JOHN CALLAGHAN: So why - -

DR. DAVID WLLIAMS: But if you do the
Directive in saying -- let's say I'min a part of
Ontario where there is no cases and | say
t hroughout Ontario the fact that you work at two
| ong-term care hones, that your staff do, you can
only work at one, and they say now we've |ost a
third of our staff and residents are not being

| ooked after. And they say, well, you have created
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a crisis and --

JOHN CALLAGHAN. Well, | appreciate
that that will be the next issue, but I amjust a
little confused --

COWM SSI ON CHAI R FRANK MARROCCO:  |'m
sorry, just a second. Doctor, what were you goi ng
to say?

DR. DAVID WLLIAMS: |'m saying part of
our issue here is when you are putting out these
Directives, because it is province-w de and because
the i npact of the pandem ¢ was not honbgeneous
t hroughout the province, by doing a Directive
provi nce-wi de, you could in fact nmake sone areas
make it worse, because if you put this restriction
In place that was a | aw and order and then staff
who woul d work say part-tinme in tw or three
| ong-termcare hones in an area where there was no
cases reported and no out breaks, all of a sudden
you limt themall and they now haven't got enough
staff to ook after the residents.

And so you have to keep that in
consideration. And the nmanagers and adm nistration
woul d say, you know, weren't you aware that this
coul d happen and give us sone latitude to work at

It. And this is why this says "wherever possible"
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you should work with this, and this is just
rati fying what we put out in our guidance, what |
communi cated verbally, and what | had been
persuaded -- | kept asking all the way al ong, can
you give ne an exanple, like in British Col unbi a,
where you had an outbreak at one and the staff
menber went to another one and caused an out break?
And we hadn't seen that yet. And that makes ne
sense that both workers and the adm nistrators had
t aken those recomendati ons seriously.

JOHN CALLAGHAN: So were you then
surprised that the governnent felt the need to
| ssue an Enmergency Order to back up your Directive?

DR DAVID WLLIAMS: The Energency
Order was totally independent of this.

JOHN CALLAGHAN: | understand. So if
we can go to "H', what | amtrying to get at,
t hough, is they then nake it an offence to work at
nore than one long-termcare hone. |f we go down a
bit -- you are aware of that?

DR. DAVID WLLIAMSG:  Yes.

JOHN CALLAGHAN: So this is the Cabinet
notes of the Mnister. [t says:

"Thi s new energency order would

require long-termcare staff to work
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in only one long-termcare hone, and

to not work for any other health

service provider or retirenent hone.
The evidence is increasingly

cl ear that many out breaks are the

result of asynptomatic staff

unknow ngly introducing the virus

into honmes. W know that a

consi derabl e nunber of |ong-term

care staff work part-tine, often in

nore than one job - at another

| ong-term care hone, a retirenent

honme, or el sewhere - to create full

time enpl oynent."

So are you aware that your directive
was turned into an order essentially?

DR. DAVID WLLIAMS: Basically it is
Cabinet ratifies that position, and it deals with
enpl oynent out, not only fromplace to place but
added in el sewhere, which I --

JOHN CALLAGHAN: Well, it didn't
actually add in el sewhere. It dealt with hone to
hone. That is another issue.

DR DAVID WLLIAMS: No, it says "or

el sewhere", if you read it.
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JOHN CALLAGHAN: That is what that
says. That is not what the order says. The order
refers to working at long-termcare hones and
health sectors, not working at a grocery store, for
exanple. So | nean, | recognize this isn't your
order --

DR DAVID WLLIAMS: Well, | think you
have to read the order.

JOHN CALLAGHAN: Right. Are you
famliar with the order? Wuld they have shown you
the order, or would they do this independent of
you?

DR DAVID WLLIAMS: They can do it
| ndependently. They don't have to showit to ne,
no.

JOHN CALLAGHAN: So who gives themthe
advice that there is asynptomatic staff, since you
didn't cone to that conclusion until June?

DR. DAVID WLLIAMS: That could be an
assertion by the Mnister or the Deputy of
Long- Term Car e.

JOHN CALLAGHAN: Well, they don't rely
on your advice?

DR DAVID WLLIAMS: | give the advice,

and we had undertaken to do testing in the
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| ong-term care hones, the Public Health Departnent,
and we did a series of ten and we checked where
there was -- where we had no cases of outbreaks,
and we found very little evidence of COVID anong
the staff or anong the residents.

So we didn't see asynptomatic
positivity in those in that study. It took quite a
bit of work. W did the study and we didn't find
any.

JOHN CALLAGHAN: R ght, and we have
heard about that study, but that study dealt wth
homes, and | think the conclusion that sonebody
described it is in the hones it is where you
believe it is, but that doesn't answer the question
of howit got there in the first place and were
t here enpl oyees working at nore than one hone.

DR DAVID WLLIAMS: Well, it does. |
nmean, you can't say you believe or where you
believe it is. It is not a belief thing. | nean,
the thing is that if you are saying asynptonati c,
that neans it is probably in there and the
assertion is that it is probably there and you
don't know it. That was the assertion. So we went
and | ooked for it and we didn't find it.

JOHN CALLAGHAN: Well, let's be clear.
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Your study was done after this Directive was turned
into an Order effective April 22nd. Your study I
bel i eve was done in May, wasn't it, with the

| ong-termcare? That is when the results cane out?

DR. DAVID WLLIAMS: It was |ater
nore -- we did our earlier one with the Health
Units in -- are you tal king about the full one or
the partial one by Health Units?

JOHN CALLAGHAN: Well, we were told
about the full one | think by Dr. Johnstone.

DR. DAVID WLLIAMS: Yeah, we didn't do
the -- we did the full one, but ours was nore --
the better study was done -- the Health Units did
10 to 12 hones and did the full testing and
I nvesti gati on.

JOHN CALLAGHAN. So the reason why |
ask again is that Revera did an investigation by
Dr. Bell, the Fornmer Deputy M nister, and
Dr. McCeer and Dr. Sinha --

COWM SSI ON CHAI R FRANK MARROCCO

M. Call aghan, could you speak into the
mc alittle. It is getting alittle hard for the
reporter | think to hear.

JOHN CALLAGHAN:  All right, I'll do a

little better then. |'malways trying to do
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better.

What | was saying was Revera did a
report about wave one, and we have heard evi dence
about it. In the report, and the reason why | ask,
Is they attribute a nunber of deaths to
asynptomati c spread coming in the hones through
staff, and they say that the vast nmpjority of those
were infections before | believe April 15th. So
this is the period where you have a Directive but
we don't have an Order yet because the Order wasn't
effective until April 22nd.

So | amjust wondering, it doesn't
sound i ke you were involved in the order, but did
you get any feedback about the inpact of your
Directive?

DR. DAVID W LLIAMS: The feedback about
the Directive in what aspect of it? There is a
whol e bunch of things in that Directive.

JOHN CALLAGHAN: Well, | think that the
point we are trying to talk about is whether people
abi ded by it because the --

DR. DAVID W LLIAMS: Again, we have
f eedback --

JOHN CALLAGHAN:. Because clearly --

sorry.
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DR. DAVID W LLI AVMS: The feedback of
whet her we had staff working in one outbreak place
and going to another outbreak, | had no reports of
that. So the sense is that it was effective.

JOHN CALLAGHAN: Well, you never heard
from for exanple, the Deputy Mnister that there
was an issue?

DR. DAVID W LLI AMS: Hel en Angus?

JOHN CALLAGHAN: No, M. Steele.

DR. DAVID WLLIAMS: Richard Steele,
yes, we tal ked many tines. About what?

JOHN CALLAGHAN. Well, | amtrying to
findit. | don't know, Mchael, if you can find
iIt. There is an April 3rd email where | believe he
asks you about it. | amnot sure | can put ny
finger on it at the nonent, Doctor, so | don't
want - -

DR. DAVID WLLIAMS: | think it was
nore of a discussion of testing.

COWMM SSI ON CHAI R FRANK MARROCCO,

Doctor, just before we nove on, just
help nme with this. So who nakes the final
deci si ons concerni ng out break policy?

DR DAVID W LLI AMS: Qut break policy,

Commi ssi oner, do you nean different aspects of it
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or --

COW SSI ON CHAI R FRANK MARROCCO Wl |,
you know, this seens to ne to be -- what you were
just tal king about with M. Callaghan seens to be
related to how the province is responding to an
out break, and what is the policy response wll
limt where people can work, just to use a
shorthand. So who sets that policy? Wo has the
final say on that policy?

DR DAVID WLLIAMS: Wll, if it is the
EMCPA, it is the Cabinet and the | egal counsel
advi si ng Cabi net accordingly, and then you have got
Mnistry of Labour. You have got many different
Mnistries weighing into it that would give the
different informative conponents that woul d assi st
themin making the Order as the Cabi net deci ded on.

COMM SSI ON CHAI R FRANK MARROCCO:  But
if it is a matter of public health, you know, that
we don't want people working at nultiple sites
because they are going to convey the disease from
site to site inadvertently, then shouldn't that be
the Chief Medical Oficer of Health that nakes that
deci si on?

DR DAVID WLLIAMS: W al ready, from

t he outset, already advised them not to have
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people, if you are in any outbreak or any cases, to
have any of your staff working in nultiple sites.

| f you did, you should informand take sone steps
to elimnate that. And we watched very carefully
all along to see if that was -- were there cases
occurring like that that would support that it was
not bei ng adhered to or followed.

And when we do our case contact
managenent with the staff, we didn't find and say,
well, | was working over there and there and |
didn't want to tell you, or whatever. W knew that
they were working off-site doing sone ot her
part-tinme jobs because they didn't pay a | arge
anmount and they were | ooking to suppl enent incone
that they needed desperately, so they were doing --
| don't know, working in a kitchen nmaking pizzas or
sonething |like that outside. So we only had
authority within the health care systemto deal
with that. Wereas the EMCPA coul d go beyond t hat
I f they so w shed.

JOHN CALLAGHAN: | thought your
authority extended to anybody who was going to
cause or contribute to di sease, no?

DR DAVID WLLIAMS: M order goes

to -- the Directive goes to institutions, not to
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I ndi vi dual people. So this was a Directive to the
I nstitutions.

JOHN CALLAGHAN: No, but your
authority. | amtal king your authority. Does your
authority extend to directing an individual to do
sonet hing or not do sonething so as to avoid the
spread of disease?

DR. DAVID WLLIAMS: 1In a section 22
order, yes, that's correct.

JOHN CALLAGHAN: Ri ght .

DR. DAVID WLLIAMS: Not this order you
are tal king about, not the Directive. That is a
different power. So you have to wite it to the
I ndi vi dual .

JOHN CALLAGHAN: R ght.

COMM SSI ON CHAI R FRANK MARROCCO:,

Doctor, when the Cabinet is making a
deci si on under the energency |legislation, are you
at the Cabinet table?

DR. DAVID WLLIAMS: |'mat the Cabinet
table on areas that pertain to mne and asked to
present, and then with all the different groups
that present, so they have ny input of what | am
| ooking for. But then that is a recommendati on.

Then they can go to Mnisters only and they can
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have their discussion where |'mnot privy to be at
the table. That's correct.

SoI'min, therefore, on invitation to
present and answer questions and to nmake any
recomendations if | have them known, but then we
are excused fromthe table and then the Cabi net
neets. That is Mnisters only.

JOHN CALLAGHAN: So this is the
reference that | was pointing to, and you wll see
that you get a letter on April 2nd -- or pardon ne,
an email, and they are tal king about PPE and they
are tal king about surgical masks, but he says:

"One point that is striking is

t he nunber of instances where

I nfection has been introduced,

apparently, through a staff nenber.”

Did you have discussions with the
Deputy about that, or is that --

DR. DAVID WLLIAMS: W arranged it
with themthat when we did our outbreak
I nvesti gati on and asked staff nenbers who -- sone
of them who said they had reported to the
adm nistration that they were asynptomati c where,
when our nurses interviewed them said, well, okay,

| m ght have had a sore throat or a cold a bit,
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whatever, but it is not a big deal, and | had to
come to work, so | canme to work. And then when we
tested sone of those ones -- well, we interviewed

t hem because we tested them and they were positive.
So they had purported to be asynptomatic, but sone
had very mld synptons and thought it was not a big
deal, and they needed the work and they thought it
was okay. But we raised this issue to him and he
wonder ed, okay, what can we do about that.

And so it was sonething that we had
asked themto think about what we should do with
this issue in there wwth staff potentially bringing
I nfection into the hone, sonetines -- not intending
to. They weren't trying to do it -- there wasn't
anything malicious. It is just that they thought
It wasn't a big deal. They weren't that sick.

JOHN CALLAGHAN: Well, | nean, that is
one of the studies we heard of was pretty popul ar
t hat people who even are sick go to work in any
event, but that is why --

DR DAVID WLLIAMS: Yes, | was aware
of that.

JOHN CALLAGHAN: But just to go back to
the Chair 's point, | amjust going to read you

what Archi e Canpbell wote:
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"SARS showed us that while
cooperation and teamwork are

I nportant, it is essential that one

person be in overall charge of our

public health defence agai nst

I nfectious outbreaks. The Chief

Oficer of Health should be in

charge of public health energency

pl anni ng and public health energency

managenent . "

And as | understand it -- and |
recogni ze that you are not there to inplenent the
statute. You have your certain powers. But it is
not all wth you, as we have seen, right? The
managenent of the energency, we have ot her
M nisters and we have the Cabi net and Energency
Orders; correct?

DR DAVID WLLIAMS: Correct.

JOHN CALLAGHAN: So if we read Justice
Canpbel |, we shouldn't take it that that was
accepted in 20067

DR. DAVID WLLIAMS: Correct.

JOHN CALLAGHAN: And do you have a view
about whet her now that there should be one point of

cont act ?
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1 DR. DAVID WLLIAMS: | think if you had
2| one point of contact and everything had to cone
3| across ny desk, that would not be a very good
4 | response.

S | think that one of the things that

6| Ontario has an advantage, and that is why we built
71 it into our plan, even in 2006, even after Justice
8| Canpbell's report, is that we created the energency
9| service, the Enmergency Measures Branch that was put
10 with the CMOH at that tine, and we put in there

11} that when you have an outbreak, you forma

121 conmittee and you activate your -- we created the
13| nedical, the MECC which was not in there before and
141 with the Director then, which was Al lison Stuart

151 initially, she becane an ADM | ater, and a nunber of
16 | other Directors, and the |ast one that you talked
171 to, well, Justine Hartley is acting and dint

18 | Shi ngl er was.

19 And so you then, as we did in January,
20 we activated the MECC, and we started having our

211 HHRA reports and that, so that is all part of the
22 | process.

23 | f during that tine you start to see

24 | where the issue is starting to inpact the health

25

care systemwit large that, that neans, as we
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predicted in our nodel, if you get a nunber of
staff signing off sick, the health care system
starts to fade, then you forma so-called
coordi nated or command table that you ask, and we
asked and | asked, and that is under the |eadership
of the Deputy Mnister and reports -- it can be the
Mnister, if she wants to or he wants to. In this
case, the em ssary of the Mnister, which is the
Deputy M nister, who runs the health -- who is the
mai n bureaucrat for the health care systemwit
| ar ge.

And so we asked that to be forned, and
so that gets together and then you start having
ot her subcomm ttees and tables off that because if
It is going to start to inpact nore and nore parts
of the health care system you have to have nore
and nore input, especially in a place like Ontario
where you have got 14.8 mllion people and you have
got a lot of huge health institutions that are not
only provincial but they are actually national
centres and sonme are international centres. So you
have a huge deci sion-making that has to take pl ace
very qui ckly and adeptly wth full consultation.

So where the general advice is mne,

the detail of that and all the work that has to be
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done, which expanded rapidly where not only -- in
sone of the SARS, we had a couple of ADMs, but we
didn't have a lot. This one | was very surprised
that many ADMB junped in, and ADMs and their staff
were putting in 7 days a week and on certain
portfolios, and the night, and that was only
necessary because we had such a huge nmachine and it
had to nove that way.

So | would disagree that it has to all
conme across ny desk. |If we were a small province,
we mght get away with it, but we have a big
machi ne here. And | was very pleased with the
al | - of -governnent response. It was excellent.

JOHN CALLAGHAN: But you weren't at the
head of it?

DR. DAVID WLLIAMS: The head of it,

no, | don't run the health care system
JOHN CALLAGHAN: No, but -- --
DR. DAVID WLLIAVMS: |I'mthe Public

Health |l ead, and all the tinme ny advice is readily
sought and they incorporate it into that.

But all the detailing about putting
t oget her inplenentation and pl anni ng and policy
devel opnent and the fiscal and stuff, it all has to

be done. You have to keep it going. You can't --
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as you'll hear fromthe Deputy, the workload didn't
abate. Her workload went up imensely, as well as
everybody el se.

JOHN CALLAGHAN. So let ne give you an
exanple. W have heard and we have tal ked about it
and we have heard you speak about the val ue of
asynptomatic testing, and we have had Dr. Johnstone
who was the head of the Testing Table testify to
it, and there seens to have been -- and she tal ked
about, just as you did, that it could overwhel mthe
capacity, and she said exactly what you said pretty
much.

DR. DAVID WLLIAMS: This is Dr.
Johnstone, right?

JOHN CALLAGHAN: Dr. Jenni e Johnstone.

DR. DAVID W LLIAMS: Jenni e Johnst one,
yes, thank you.

JOHN CALLAGHAN: But we know that the
advi ce that she gave, and Dr. Vanessa Al len
testified to it, was that there shouldn't be
asynptomati c testing.

And then on May 24th the province
announced asynptomatic testing, and then before
that they put Dirk Huyer in charge of the testing

who was a Coroner.
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So | amtrying to understand, if you
are the Chief Medical Oficer of Health who is
supposed to be the Executive Lead, how does t hat
happen that, first of all, they are putting the
Coroner as head of testing when you yourself didn't
agree wth asynptomatic tasting and the head of the
Testing Table didn't agree wth asynptonmatic
testing?

DR. DAVID W LLI AMS: Correct, because
t he Cabi net had asked to start doing w de testing
of anyone who wanted one and it didn't matter, so
just that the nore testing you do, the better.

Dr. Huyer was brought in. And | have
worked with Dr. Huyer for many years. He was
brought in to | ook at specifically the testing
related to transient farmworkers in that aspect
down in Sout hwest Ontario, because we had a | ot of
out breaks occurring and there was nmj or issues
around that matter and how to coordi nate doi ng sone
what he thought was asynptomatic testing, but what
he realized very soon when we went out and started
doing it is that it was actually outbreak
| nvestigati on because sone of the hones had cases
already. So instead of going in and testing and

finding nothing, he was finding all sorts of cases
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who were synptomatic actually and were not bei ng
pi cked up.

So he qui ckly understood that down in
that area he was not really truly doing
asynptomatic testing. He was hel ping very much to
set up a nethod of doing nobile |I would say and
assisting the MOH in that area and a couple of the
MOHs to do a lot nore testing in farmsettings that
needed nore resources to do that.

And so we found nore and nore cases in
out br eaks and found --

JOHN CALLAGHAN: But this is
provincially wde, not just in that area. And what
| amasking is --

DR DAVID WLLIAMS: He didn't do
provi nci al, because sone places don't have
transi ent farm workers.

JOHN CALLAGHAN: No, but May 24th, the
Prem er, contrary to the advice of the Testing
Tabl e, as testified here by Dr. Johnstone and
Dr. Vanessa Allen, and | am assum ng gi ven what you
have already said, contrary to your advice, set out
asynptomatic testing when there was a concern about
| ab capacities and --

DR DAVID WLLIAMS: It was a desire by
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the Prem er and Cabi net that anyone who wanted to
get tested could go to an assessnent centre and ask
for a test, whether they had synptons or not.

JOHN CALLAGHAN: So that is just the
pr ocess.

DR DAVID WLLIAMS: Correct.

JOHN CALLAGHAN: Notw t hstandi ng the
advice of the scientists, that is the process,
right? |Is that what you are saying?

DR. DAVID WLLIAMS: Correct.

JOHN CALLAGHAN: And so then we know in
the fall, because we have heard from Shel | ey Deeks,
and | could show you the docunents and you know the
story, that on the preval ence testing, Public
Health Ontari o advi sed you that the highest shoul d
be 25 to 100, 000, that then in Septenber and
Cct ober - -

DR. DAVID WLLIAMS: No, wait a m nute,
you are tal king about the preval ence testing or the
f ramewor k?

JOHN CALLAGHAN: The testing --

DR. DAVID W LLIAVS: You are talking
about the franmework?

JOHN CALLAGHAN:  Yes.

DR. DAVID WLLIAMS: Onh, and not the
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testing. Gkay, | got confused.

JOHN CALLAGHAN: Sorry, the framework.
Sorry, the framework --

DR. DAVID W LLIAMS: You are on the
framewor k now, okay.

JOHN CALLAGHAN: Sorry, | neant
preval ence of exposure, you are quite right, thank
you.

DR DAVID WLLIAMS: Cases.

JOHN CALLAGHAN: But you know the
story. Public Health Ontario - and we have got the
docunents, we just don't have tine to put themto
you - advised you that the highest red at that tine
shoul d be 25 to 100.

DR. DAVID W LLI AMS: |ncidence of --

JOHN CALLAGHAN. And it eventually goes
to one of the tables and it gets noved to 40 to
100, 000.

DR DAVID WLLIAMS: Correct.

JOHN CALLAGHAN: And then the Prem er
announces 100 to 100,000. |Is that again a
political decision, or was that a recomendati on by
you?

DR DAVID WLLIAMS: The Public Health
Measures Table had nmet with Dr. Deeks who was at
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the table, and we wanted the feedback fromthem and
they had two or three options. W put those
options to the Cabinet, and the Cabi net picked one
of the three options.

And then Dr. Deeks cane back |ater and
said, well, we didn't get a chance to put ours in
before the decision was nmade, but then |ater when
we went back and reviewed it, she said she was okay
with the different decisions.

So as all of these, sone directions we
put options towards the Cabi net that they can
choose from

JOHN CALLAGHAN: | amnot sure that is
quite how it worked.

COW SSI ON CHAI R FRANK MARROCCO.  Just
before you go on to that, | amtrying to
under stand, Doctor, if | can go back for a second.
How is it that the Coroner is recruited in this
context, in the context that you have descri bed?
Who does that? Wo did that?

DR. DAVID WLLIAMS: | think in that
case, it was the -- as far as | understand, it was
probably the Premer with the Solicitor General.

COW SSI ON CHAI R FRANK MARROCCO.  So
this has nothing to do with being the Coroner. It
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IS just a recruitnment of himto do this.

DR. DAVID WLLIAVMS: It was part of
the -- one of the aspects they said in a
gover nnent - w de approach under an energency, as it
went on, people were getting overl oaded and they
needed to go with experts wherever they could find
themand to see if they could undertake to do that.

So there was only so many physi ci ans
enployed in this kind of role in the governnent, so
t hey asked Dr. Huyer if he could participate and he
agreed to.

JOHN CALLAGHAN: But Public Health
Ontario has |ots of public health physicians.

DR DAVID WLLIAMS: Yeah, but they
don't work in the governnent. They are not a
governnent enployee. He is |ike an ADM equi val ent.

JOHN CALLAGHAN: |s that docunent up
t hen, M chael ?

So this is advice fromthe Public
Health table to you?

DR. DAVID WLLIAMS: Correct.

JOHN CALLAGHAN: And the advice, as |
understand it, was that you could nodify -- a
return to nodification would be greater than 40 per

100, 000. The recommendati on we were told by
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Shel |l ey Deeks from Public Health Ontario was | ess
than 25 -- or greater than 25 per 100, 000. And you
are telling nme did you nake the recomendati on to
Cabi net that they could go to 100 per 100, 0007

DR DAVID WLLIAMS: W nmde this
recomrendation, and a different nunber was chosen.

JOHN CALLAGHAN: Right, so a nunber
that wasn't recommended by Public Health Ontari o,
wasn't recommended by the Public Health Measures
Tabl e and not reconmmended by you; correct?

DR. DAVID WLLIAMS: W gave this
recommendation to the Cabinet.

JOHN CALLAGHAN: Right. But just to be
clear, you didn't recomend it, the 100 to 100, 000,
you personally, Dr. WIllians, as the Chief Medical
O ficer of Health?

DR. DAVID W LLIAMS: We recommended 25
to 100, 000, and then 40, another one there. And
t hen we wondered about a new gray zone above there.
So they asked if we put one over 100,000, say if
you didn't have a nodified Stage 2, could there be
a | evel above the red Ievel.

JOHN CALLAGHAN: And the reason | ask,
and | am asking quickly, because it is part of the

wave two - -
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DR. DAVID WLLIAMSG:  Yes.

JOHN CALLAGHAN: And we have been told
the prevalence in the comunity was the biggest
driver of COVID entering a |long-term care hone,
which | take it you would agree wth.

DR. DAVID WLLIAMS: Correct, the
I nci dence -- incidence is not preval ence. Well,
preval ence is the sane thing, but when we saw the
new cases conme in, that when there is evidence of
| ots of transm ssion in the community, we found
nore and nore people were comng into the [ong-term
care hone, either visitors or staff, positive
because they got infected in the community.

JOHN CALLAGHAN: And the concern at
this point was that the 100 to 100, 000 would result
I n not severe enough neasures to | ockdown the virus
Sso as to stop the spread, right? That was the fear
of 100 to 100, 0007?

DR. DAVID WLLIAVMS: The | evel of the
100 per 100,000 as a top level for |ockdown,
because we didn't have one yet, was that sone felt
that was too high, that it should be dropped down
| ower, that the range of 40 to 100 per 100, 000 was
too wde and we should have sone other internediary

in there or a |l ower one, and sone felt even sone of
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t he ot her ones should be noved down even | ower.

So there was debate about fromthe
Public Health Measures Table what is the best |evel
to do a staged -- renenber that we staged out of
| ockdown with Stage 1, 2 and 3.

JOHN CALLAGHAN: Right.

DR DAVID WLLIAMS: And then if we put
this back in reverse, how do we stage back up again
and what is reasonable in that.

And that is where the debate wth the
Public Health Measures and comng up with the
di fferent nunbers with incidence rates and that,
and so this was one of the proposals and agreed
upon. And then when we put that in and found those
concerns, then it was revised again later. And it
can be revised any tine if the Public Health
Measures Table wants to.

JOHN CALLAGHAN. So let ne ask you.

Dr. Deeks went to the press to advise that the

advice wasn't as represented, and there is sone
newspaper articles here, but that it wasn't as

represented. And you didn't go to the press.

|s there a role for the Chief Mdical
O ficer of Health and the scientific community to

be able to have their opinions nade public? And
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certainly the politicians can consider them but
shoul d the public have these recomendati ons so
that they can assess the decisions being nade?

DR DAVID WLLIAMS: | nean,
I ndi vidual s can go. The value of having an
I n- public debate between scientists that have
di fferent opinions, as we have seen, we get |ots of
that going on now, and it gets the public, at best,
confused. | think if they are going to have that
debate, it should be robustly held at the table,
and to agree what they can agree upon and, if they
can't agree, then they make it known to that extent
I n there.

And so what you are trying to do is get
a consensus and the table thought they had this
I nformation, and Dr. Deeks was preparing a PHO
docunent and got it in the day after Cabi net nade
t he deci si on.

JOHN CALLAGHAN. Well, | nean, | won't
show you now, but | can -- the levels there are
| evel s that seemto have been acted upon even by
you in giving advice to Cabinet, that is, that the
hi ghest at that point was greater than 25 per
100, 000.

But | take it then your view is that
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the advice the CMOH gives to Cabinet or to the
Prem er or the advice Public Health Ontario gives
ought not to be nmade public? That is your view?

DR. DAVID WLLIAMS: Well, the viewis
that the advice we give to Cabinet is, as in any
Cabi net process, confidential until they make a
deci si on.

So that is our usual nethod in there.
|f you are not involved in the governnent system |
guess on the outside you can make conmments as you
wi sh, which many so-cal |l ed experts are doi ng.

JOHN CALLAGHAN: So if you weren't
going to reconmend 100 to 100, 000 and the
preval ence of COVID in the community was likely to
go up and enter a long-termcare honme - and we know
because after Decenber there was a lot in long-term
care - and inperil the lives of long-termcare
residents, you don't think as a Chief Medical
O ficer of Health that you ought to go and speak
publicly that they were going to risk |ives?

DR. DAVID W LLIAMS: There was no sense
that that itself was risking lives. The protection
of residents in place has to deal with proper
assessnent of staff, screening and proper |PAC and

principles in that.
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Just because you have got out in the
street sone issue, does that nean invariably that
it isin the community or into the hone? You have
got to put your protections. Even if you have
It lower down, if you don't do your other
aspects -- so the key thing with long-termcare
honmes was back again to the vigilance and
stringence of nonitoring and assessing and |imting
access into it, and of course, we were dealing wth
the other side all during the fall of people felt
that the steps were over-bound or over-stepping and
I nhumane and people were left wthout famly
menbers.

So we went to pushing hard and | pushed
all along to bring in the idea of essenti al
visitors because there is -- beyond dropping the
Infection, there is things that are very inportant
to these individuals. These are their hones, and
these individuals are inpacted by all of these
things. And that is okay for four to six weeks,
but if it goes on nonth after nonth after nonth,
that is not the interest there.

And so | see these different things.
The staging, we didn't do the staging, per se, to

say this is only to deal with long-term care hones.
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That is not what we did it for only. That was not
the main intent.

JOHN CALLAGHAN: But | guess what |
woul d say to you, sir, is that by Novenber wave one
has denonstrated that the PACin long-termcare
was not where it ought to be, that this is the
nunber one risk of COVID getting into honmes. And |
woul d suggest to you that it was known that if
COVID got into the hones, there was a good
| i kel i hood, as was denonstrated, that 20 to 30
percent of those who get COVID woul d die.

So what | --

DR DAVID WLLIAMS. So --

JOHN CALLAGHAN. So what | amsaying is
you don't think you have any role to stand up and
say this was our advice so the public knows? |
just want that to be clear.

DR. DAVID W LLI AMS: Because the advice
and that we wanted the framework introduced and the
framewor k was re-introduced, and so that is the
main thing. And so we said -- because it isn't
affecting every part of the province all at the
sanme tine.

The ideal solution was we needed to put

I n sonething that would stop all infections in the
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community instantaneously. | don't have that kind
of power. And what can you do? Because the
pandem ¢ plan has two goals, renenber: the first
goal is reduce norbidity and nortality; and the
second one, and it is inportant, is mninmalize
soci al disruption.

JOHN CALLAGHAN. Right.

DR. DAVID WLLIAMS: And people seemto
forget about the second, because we know, as Public
Health officials, if you cone down too nuch, you
are going to get other consequences - people not
getting surgery, nental health issues, donestic
viol ence. These are issues that, while they don't
| npact sonme of the intensives who work in areas, it
does cone back to an issue we have to consi der.

So this was an attenpt by the Public
Heal t h managenent to reintroduce ways to try and
keep the community spread under control, which the
nodel s did denponstrate by putting these in place,

t hat what they were projecting we were going to end
up with was far less than we ended up wth.

And so that, in fact, by doing these
t hings, we said we did save lives and we did reduce
t he incidence of cases and the nunber of outbreaks

i n these hones.
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JOHN CALLAGHAN: Because the --

COW SSI ON CHAI R FRANK MARROCCO,

M. Callaghan --

JOHN CALLAGHAN: Because it was noved
back to 407

DR DAVID WLLIAMS: No, by instituting
t he frameworKk.

JOHN CALLAGHAN: | understand, but the
framework - -

DR DAVID WLLIAMS: And then the
Public Health neasures to go up to the | ockdown and
then go up to the stay-at-hone orders.

JOHN CALLAGHAN: Right, and what | am
saying is that at this point in tinme the governnent
I ntroduced a preval ence for | ockdown two and a half
ti mes what was bei ng recommended by yourself and
all your scientists, and | amnot hearing you have
any appetite to provide that statenent publicly
out si de of Cabinet; correct?

DR. DAVID WLLIAVS: Well, we wanted to
recommend that there could be consideration of a
| ockdown. The levels for the green, the yell ow and
the red | felt were good.

When we do a | ockdown or not a

| ockdown, we hadn't had a firm answer on that,
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because basically, if you are going to do a

| ockdown, it involves nore than just the staging.
And even where we were aware that in the first wave
t he | ockdown wasn't a true hard | ockdown, and

nodel ers said, no, it wasn't, and so what is a

| ockdown and what does that consist of?

And so when we did change it and went
to a lockdown, it still wasn't good enough. Then
we went to a stronger | ockdown on Boxi ng Day, and
that still wasn't good enough. So we went to a
stay-at-hone order, which is even stronger.

So there is different things you can
do. And even with those in place, we still had
sone out breaks occurring. Wy? It is a virus and
how it works and how it changes, and the variants
started comng in as well.

So there is things you know and there
I's things you can control, but you try with
mtigating that. And as the nodel ers said, each
time we have done sone steps, we have net the curve
and brought it down. Did we elimnate it?
Unfortunately, no. It would have been nice to
elimnate it.

COWM SSI ON CHAI R FRANK MARROCCO. |

just want to -- Doctor, you said that you have a
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hard conmtnent at 2:30 AND it is now 2: 34.

DR DAVID WLLIAMG:  Yes.

COWM SSI ON CHAI R FRANK MARROCCO.

So I think we should end the
guestioning where it is at, just in order to avoid
interfering wwth your comm tnent and your press

conf erence.

DR. DAVID WLLIAMS: | appreciate that.
COWM SSI ON CHAI R FRANK MARROCCO.  So we
wi Il stop and you can go up there. | know you are

| ate, so go ahead.

DR. DAVID WLLIAMS: Ckay, well, thank
you very mnuch.

JOHN CALLAGHAN: Thank you.

COW SSI ON CHAI R FRANK MARROCCO:  Thank
you, Doctor, for com ng.

DR. DAVID W LLI AMS: Yes, thank you.

COWM SSI ON CHAI R FRANK MARROCCO. |
think we'll end for today, M. Callaghan.

JOHN CALLAGHAN: Yes, that is fine.

COWM SSI ON CHAI R FRANK MARROCCO.  Sorry
to cut you off like that, but it is what it is.

JOHN CALLAGHAN: Yes, tine is what it

Thank you.
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-- Adjourned at 2:35 p.m
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1 CLARI FI CATI ONS

2

3| Page 10, line 23: "I was asked" not "I as asked"
4

5| Page 17, line 22: "Be careful what you w sh for"
6 not "And be careful what you
7 wi sh for"

8

10
11| Page 25, line 7: "MOH in
12 Medi cal

13 Ont ari o.
14

15| Page 25, line 21: "MOHs" refers to Medi cal
16 O ficers of Health.

17

18 | Page 32, line 25: "ADMs" not "AD Ms"

19

20 | Page 33, line 2: “pnce a year" not "a once year"

21

22| Page 36, line 18: "there m ght cone tines" not

23 "there mght cones tine"

24

25

91 Page 19, line 17: "NOSM not "NASM

Ontario" refers to
Oficer of Health in
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1] Page 39, line 4: "So we were both in | eadership."
2 not "So we both gave
3 | eader ship."

4

5| Page 43, line 2: "adm ni stration officer" not

6 "adm nistrative office"

7

8| Page 43, lines 4-5: "MOHs" refers to Medical

9 O ficers of Health and " MOH'
10 refers to Medical O ficer of
11 Heal t h.

12

13| Page 43, line 15: "larger context" not "l argest
14 cont ext"

15

16 | Page 45, line 24: "HPPA'" not "HPP A"

17

18 | Page 72, line 2: "doi ng asynptomatic testing" not
19 "doi ng asynptomati c"

20

21| Page 72, line 21: "lost and m spl aced sanpl es" not

22 "a | oss and nmi spl aced sanpl es”

23

24| Page 79, line 18: "to us in" not "to in us in"

25
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11 Page 81, line 19: "real tine results" not "real
2 tinme"

3

4| Page 88, |line 3: "MOHs" refers to Medi cal

S O ficers of Health.

6

7| Page 96, line 25: "Infectious D sease Advisory
8 Conmi ttee agai nst" not

9 "I nfectious D sease Advisory
10 agai nst"

11

12| Page 163, line 11: "the best advice they can" not
13 "the best they can”

14

15| Page 185, line 3: "MOHs" refers to Medi cal

16 O ficers of Health.

17

18 | Page 193, line 21: "stop soneone and" not "stop
19 sonmeone in"

20

21| Page 196, line 11: "early in January” not "early IN
22 January"

23

24 | Page 215, line 6: "asynptomatic testing" not
25

"asynptonmatic tasting”

neesonsreporting.com
416.413.7755



Long-Term Care COVID-19 Commission Meeting
Dr. David Williams, Chief Medical Officer of Health on 2/22/2021 237

2| Page 216, line 7. "MXM refers to Medical O ficer
3 of Heal t h.

5| Page 216, line 8. "MOHs" refers to Medi cal
6 O ficers of Health.

8| Page 228, line 5: "mnimze" not "mninalize"

10 | Page 228, line 14: "intensivists" not "intensives"
11

12
13
14
15
16
17
18
19
20
21
22
23
24

25
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 01  -- Upon commencing at 10:00 a.m.

 02  

 03              COMMISSION CHAIR FRANK MARROCCO:  All

 04  right.  We are ready to go.  You were here once

 05  before, Doctor.  Nothing has changed.  We have the

 06  same practice, with the exception of the fact that

 07  Mr. Callaghan, who is one of our Counsel, will ask

 08  some questions of you.

 09              And then the three Commissioners may

 10  chime in from time to time and ask a question.

 11              What I propose to do, Doctor, is we'll

 12  sit for about an hour.  I don't know how long this

 13  is going to take.  So we'll sit for an hour and

 14  then we'll break for five or ten minutes and then

 15  come back, so that everybody can regroup.

 16              DR. DAVID WILLIAMS:  Okay.

 17              COMMISSION CHAIR FRANK MARROCCO:  So go

 18  ahead, Mr. Callaghan.  Let's get started.

 19              Oh, and, Doctor, you know there is a

 20  transcript which we will eventually post on our

 21  website.

 22              DR. DAVID WILLIAMS:  All right.

 23              COMMISSION CHAIR FRANK MARROCCO:  Okay.

 24              JOHN CALLAGHAN:  So, good morning,

 25  Doctor.  My name is John Callaghan.  I'm one of the
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 01  co-Lead Counsels to the Commission, and thank you

 02  for coming to visit with us today.

 03              As the Chair indicated, I'll ask a few

 04  questions, more topic-oriented questions, and flesh

 05  out some areas, and the Commissioners have

 06  questions as well, obviously, so they'll chime in

 07  as we go.

 08              I thought probably the best way to sort

 09  of get to know you a little bit was to have you

 10  explain your background in the medical world and

 11  how it came that you became the Chief Medical

 12  Officer of Health for Ontario.

 13              DR. DAVID WILLIAMS:  Okay.

 14              JOHN CALLAGHAN:  I hope that is not too

 15  hard a question.

 16              DR. DAVID WILLIAMS:  No, I don't know

 17  how much -- I'll try and be concise on that.

 18              I did -- as you know, did my

 19  undergraduate at the University of Toronto in

 20  biological medical sciences, and then I went and

 21  was accepted into medical school at the University

 22  of Toronto and completed the program there.

 23              And then I wanted to do a northern

 24  practice.  It didn't exist then.  You couldn't get

 25  any training in that, and so I did a year
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 01  internship at the Toronto East General as it was

 02  called then.

 03              And then I did an extra six months in

 04  obstetrics and gynecology, and an extra six months

 05  to become a GP anesthetist.

 06              As I had been up to -- in my medical

 07  school undergrad, I had been up to the Sioux

 08  Lookout Zone Hospital, it was called then.  It was

 09  under the Sick Children's Hospital and under their

 10  program by the then lead of the SickKids, Dr. Harry

 11  Bain, and I thought that is where I would like to

 12  work with, because I was very much impressed with

 13  working with the First Nation communities then,

 14  placements and that, and I told myself to go back

 15  up there and do that and --

 16              JOHN CALLAGHAN:  Sorry, Doctor, you

 17  faded out there.

 18              COMMISSION CHAIR FRANK MARROCCO:  You

 19  faded out there for a minute.  No, we can't hear

 20  you now.

 21              DR. DAVID WILLIAMS:  Just a minute.

 22  Can you hear me now?

 23              COMMISSION CHAIR FRANK MARROCCO:  Yes,

 24  that is better.

 25              JOHN CALLAGHAN:  Perhaps, Sunil, do you
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 01  have two devices going?  Because it may be you who

 02  is --

 03              SUNIL MATHAI:  Can you hear me?

 04              JOHN CALLAGHAN:  Yeah, you are echoing.

 05  Can you put yourself on mute?

 06              SUNIL MATHAI:  Yes.

 07              DR. DAVID WILLIAMS:  We are getting

 08  better at this technology, I think.

 09              JOHN CALLAGHAN:  Yeah.  Well, we are

 10  certainly using it a lot.

 11              DR. DAVID WILLIAMS:  Yes, we are.

 12              COMMISSION CHAIR FRANK MARROCCO:  That

 13  is a relative observation about how much better we

 14  are getting, but anyway, carry on, Mr. Callaghan.

 15  Doctor, please.

 16              JOHN CALLAGHAN:  Well, let me stop you

 17  there before you talked about Sioux Lookout.  Did

 18  you have a degree in public health?

 19              DR. DAVID WILLIAMS:  At that time, no.

 20  I was, as I said, a GP.  I went and worked up in

 21  there for two and a half years, covered about five

 22  communities on a regular basis.  There were only

 23  four doctors up there at the time, so we covered

 24  the town and the north.

 25              And after that, I did go overseas, and
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 01  then worked at a hospital in Nepal, where I was the

 02  Outpatient Director and then became the Hospital

 03  Director.  During that time, I felt the need for

 04  more training, especially I was seeing the impact

 05  of larger issues around management and

 06  administration and that.  So I was accepted into

 07  the residency program at the University of Toronto

 08  in community medicine by Dr. Ken Shaw, and I went

 09  back and did my first full year in '85 to '86, and

 10  the first year full time course work towards my

 11  Masters in sciences and community health and

 12  epidemiology, which is like a public health degree.

 13              And then I went back to Nepal where I

 14  had to complete some more work with construction

 15  projects, designing and building in rural areas, a

 16  hospital and that, and then I came back in '90 and

 17  completed my Masters, and another year of

 18  residency, so I only had a little bit left.

 19              And they recruited me to go and work as

 20  the Medical Officer of Health in Thunder Bay.  I

 21  started there in 1991 because I had my Masters

 22  degree, but I agreed I would go back and finish my

 23  fellowships.  So I have one of the histories of

 24  being the longest resident in the U of T program,

 25  because I did go back in '95 to '96 and did another
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 01  year and then wrote did my fellowships in '96.  So

 02  I had many cohorts that were my classmates

 03  throughout that time.

 04              So I had my fellowships in what was

 05  then Community Medicine, now it is Public Health

 06  and Preventive Medicine, and a Masters of Science

 07  in Community Health and Epidemiology in that.

 08              So I started my work in Thunder Bay in

 09  1991 as the Medical Officer of Health there.  I had

 10  been as a child brought up in Thunder Bay, Port

 11  Arthur then, and so I knew the area as well, as

 12  well as, of course, having known the northwest with

 13  the communities.

 14              And so I was there as the Medical

 15  Officer of Health until 2005.  During that time, I

 16  was on a lot of provincial committees.  I was the

 17  Chair of the Advisory Committee on Communicable

 18  Diseases just prior to SARS, and I remember the

 19  Minister of Health had written a letter saying, How

 20  prepared are we for a large infectious disease

 21  outbreak in Ontario?  And I said, We'll review the

 22  matter and get back to you.  And then within a

 23  month, SARS had occurred, and I as asked by the

 24  then Chief Medical Officer of Health, Dr. D'Cunha,

 25  to come down and assist him in carrying out the

�0011

 01  response to that, and I and another veteran,

 02  Dr. Ian Gemmill, we went down as a team, and he

 03  went on to the science committee.  I stayed to

 04  coordinate the public health response and --

 05              JOHN CALLAGHAN:  Sorry --

 06              COMMISSION CHAIR FRANK MARROCCO:

 07  Mr. Callaghan, now you are breaking up.

 08              JOHN CALLAGHAN:  Yes, I know.  Just to

 09  pause there for a second.  So prior to SARS, so in

 10  2002 -- I'm just -- you are doing a great job

 11  explaining.  I'm just getting a little lost.  Where

 12  are you in 2002-2003 during SARS?

 13              DR. DAVID WILLIAMS:  I'm still the

 14  Medical Officer of Health in Thunder Bay, but in

 15  that time, medical officers -- and sometimes we sat

 16  on many provincial committees, and I chaired the

 17  Advisory Committee on Communicable Diseases that

 18  had a number of specialists on it, including

 19  some like you have interviewed already, like

 20  Dr. Allison McGeer.  So we go back a long way

 21  working together, and I have always valued getting

 22  her input, and many other specialists.

 23              So we were in that mode, and then --

 24  why that is important you'll hear in a moment.  So

 25  I helped to coordinate.  I had to relocate
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 01  physically and stay at a hotel for the two or three

 02  months in the first wave of SARS and to give advice

 03  and direction, assist Dr. D'Cunha and the rest of

 04  the SARS response team as we tried to make our way

 05  through that.

 06              Following that -- and that was in 2003,

 07  and, of course, I was not here for the second wave

 08  because I had gone back to my job, the one at North

 09  York, and I did have some presentations at the

 10  Campbell Inquiry, as well as Naylor, et cetera.

 11              And then we had...[inaudible]...when

 12  Dr. Sheela Basrur became the Chief Medical Officer

 13  of Health.

 14              [Court Reporter intervenes for

 15              Clarification.]

 16              MICHAEL FINLEY:  Sometimes these echos

 17  are caused by people listening on a speaker mode

 18  rather than through headphones, and so for those

 19  persons who are doing that, I would suggest that

 20  you mute yourself as you listen because that is

 21  what causes the echo, and then you just unmute when

 22  you want to speak, and that may resolve some of

 23  these audio problems, other than those people who

 24  are talking to each other, obviously.

 25              DR. DAVID WILLIAMS:  See if that helps.
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 01  If it doesn't, I guess I could switch to

 02  headphones.  It will be a bit challenging, but we

 03  could do that.

 04              MICHAEL FINLEY:  No.  Well, I think for

 05  John -- for Mr. Callaghan and for you, Dr.

 06  Williams, I don't think it should be an issue, but

 07  for others listening, let's see if that fixes the

 08  problem, just a suggestion from new experience with

 09  this technology.

 10              DR. DAVID WILLIAMS:  Been there.

 11              So in 2005, I came down -- applied to

 12  come down as the Associate Chief Medical Officer of

 13  Health to assist Dr. Sheela Basrur because she

 14  needed extra expertise in communicable diseases and

 15  infectious diseases.

 16              And so I had applied and went through

 17  the interview process and was successful in

 18  obtaining the position and relocated and started in

 19  August of 2005 as the Associate Chief Medical

 20  Officer of Health for infectious disease,

 21  communicable diseases, and environmental health,

 22  and had the equivalent of being a Branch Director

 23  at that time as well with about 150 staff to work

 24  with.

 25              And so we started that process of
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 01  implementing Operation Health Protection and a

 02  number of things we had to put in place to try and

 03  deal with some of the deficits we saw post-SARS.

 04  So I did that.

 05              And then unfortunately Dr. Basrur

 06  became ill, and she had to step away.  So in the

 07  fall of -- got to make sure my dates are correct

 08  here.  The fall of 2007, I was asked to step up and

 09  act as the Chief Medical Officer of Health because

 10  she had to step away due to illness, and I

 11  maintained that position until the next Chief

 12  Medical Officer of Health was recruited and started

 13  in her position in June of 2009.

 14              And I was then her associate.  That was

 15  Dr. Arlene King.  And so that was 2009 up until the

 16  fall of 2011.  And then the fall, they had

 17  difficulty obtaining a Medical Officer of Health

 18  again for Thunder Bay, and they asked if I would

 19  consider coming back as the Medical Officer there

 20  with the task of training up a junior -- a person

 21  in training and equipping her to take over, seeking

 22  a deadline of around 2016 to be able to hand over.

 23              So I went back in 2011, in the fall of

 24  2011, and did that for the three to four years.

 25  And then I was asked by the then Acting Chief
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 01  Medical Officer of Health -- because Dr. King was

 02  not renewed -- late in May and June of 2015 if I

 03  would come down and cover as Acting Chief Medical

 04  Officer of Health while Dr. David Mowat took leave.

 05  And then when I got down to start that duty on July

 06  1st of 2015, he announced he was not coming back,

 07  so I was left responsible.

 08              And so I was acting from July 1st of

 09  2015, and through the application process, I was

 10  asked to put my hand in the ring for that, and

 11  through the application process was appointed as

 12  the Chief Medical Officer of Health officially in

 13  February the 16th of 2016, which I have had that

 14  post since then and, as you saw, my OIC was due to

 15  expire last week on the 16th, but they asked if I

 16  would stay on in the middle of the pandemic and

 17  continue, and that was extended to September the

 18  1st of this year, 2021.

 19              So I think that -- does that give you

 20  enough, Mr. Callaghan?

 21              JOHN CALLAGHAN:  That is terrific.  I

 22  wonder if that is me?  I hope it is not me.  Well,

 23  that is terrific.  Just to be clear, so then you

 24  were in the Associate Chief Medical Officer of

 25  Health role or the Chief Medical Officer of Health
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 01  role as interim during H1N1 and Ebola, for example?

 02              DR. DAVID WILLIAMS:  Yes.  I led the

 03  initial part of the first wave of the H1N1.  I was

 04  the Acting Chief Medical Officer of Health.

 05  Dr. King did the second part with the vaccination,

 06  but I assisted her in that.  And then the Ebola, I

 07  came in more near the end of it after -- because

 08  Dr. David Mowat was there for the inception of it.

 09  I was a Local Medical Officer of Health during that

 10  time, and then did the latter part of it after he

 11  had stepped back.

 12              JOHN CALLAGHAN:  So to answer more sort

 13  of general questions, you'll appreciate that the

 14  inquiry is looking at what happened in wave one

 15  and, to the extent we can, a little bit of wave

 16  two.

 17              But the Commissioners also have to deal

 18  with some structural issues and considering the

 19  structure, and you, given your length of

 20  experience, and perhaps maybe even more so because

 21  you are now departing, I think as we go, I just

 22  want to ask you if you would be kind enough to let

 23  the Commissioners know if you think there are

 24  improvements to the system, with your breadth of

 25  experience, that you can tell them about and
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 01  whether that is the role -- I'm not saying right

 02  now, but as we go, that is one of the functions.

 03              And sometimes people lose that, because

 04  the Commissioners -- and we'll cover a bit because

 05  we'll go into various issues.  I may even contrast

 06  it with what happened in SARS.

 07              The other thing I would like to get

 08  your view on, we heard from one person that

 09  Ontario, more over the years and years, is training

 10  more and more Public Health positions.  Is that

 11  your view, and is it your view that public health

 12  is a real specialty, and how you see the province

 13  sort of poised and for the next generation?

 14              DR. DAVID WILLIAMS:  That is an

 15  excellent question because I have been through the

 16  whole history of it over the years, and when I was

 17  a medical student, I remember we had a talk from

 18  one of the professors of the Public Health School

 19  at that time, and I remember leaning over to one of

 20  my friends and said, well, this is really boring

 21  and that is something I'll never get involved in.

 22  And be careful what you wish for.

 23              It has changed so much in that time.

 24  And when I started in the residency program, and

 25  having been in the program over a ten-year period,
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 01  I saw a lot of growth and extension in there and

 02  could see the added value of a residency program

 03  because it is that much different than other

 04  clinical one, and having been a primary care

 05  physician before, a GP anesthetist, and did a lot

 06  of obstetrics and gynecology, mostly obstetrics,

 07  you can see the difference in how that works,

 08  especially when you combine the various areas of

 09  study that you want to take part in and studying

 10  population health as compared to clinical medicine,

 11  one-on-one patient type aspects.

 12              And some of our -- having been -- also

 13  I was the Chair of the Public Health physician

 14  section for almost ten years with the OMA, and

 15  dealing with that issue where our counterparts

 16  would say, whatever you guys do anyways, we really

 17  don't know what you guys are up to, and so we had a

 18  lot of education to do to make it aware to our

 19  peers of what are Public Health physicians, what

 20  are community medicine specialists populations,

 21  Public Health specialists, and how can we

 22  contribute to the overall physician community.

 23              And we were able to do that, so that

 24  there was a lot of education in those years,

 25  because in the past, there was just -- someone took
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 01  a three-month course in public health.  Now with a

 02  five-year residency, it is quite different, and

 03  fellowship exams, and often we combine most of

 04  those with a Masters degree as well.

 05              So it has been a journey, an evolving

 06  one.  When I went in, it was the youngest.  Then it

 07  became the second-youngest, because emergency

 08  medicine brought in their own specialty.  So it

 09  still is relatively new in the archives of the

 10  Royal College, but I think we have made great

 11  steps, and remember, we only had, at that time when

 12  I started back then, one school of public health in

 13  Toronto.  Now there is well over 11 in the Province

 14  of Ontario, and as far as residency programs, we

 15  have the one in Toronto.  We have other ones with

 16  residents in Ottawa, Kingston, Hamilton, McMaster,

 17  that is, and NASM, which I was -- of course, when I

 18  was up in Thunder Bay, I was an assistant professor

 19  in the program there, as I am down here, with

 20  the -- still I am on record with the Dalla Lana

 21  School of Public Health.

 22              So we still have that ongoing academic

 23  side as well.  So it has evolved a lot, and we do

 24  train a lot.  We have the biggest cohort of

 25  residents every year.  We have lots of residents in
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 01  the Public Health Office and do rotations.  We have

 02  one here right now, and so we give them lots of

 03  training opportunities, which is very critical, as

 04  any residency, because part of it is learning but

 05  part of it is the actual tools and working with

 06  your supervisor to carry out various

 07  investigations.

 08              And that was very valuable at that

 09  time.

 10              So it has been interesting to see the

 11  evolution of the specialty.

 12              JOHN CALLAGHAN:  So I take it that you

 13  would say that the cupboard is well stocked at the

 14  moment?  As you depart, there are others there to

 15  come forward?

 16              DR. DAVID WILLIAMS:  Yes, I have been

 17  trying to make it aware to people.  I say, Get your

 18  resumÃ©s dusted off.  I think a lot are very leery

 19  just because the position in Ontario is so

 20  different than other CMOHs across the country

 21  because here, besides now, besides being a Chief

 22  Medical Officer of Health and working in the

 23  Ontario Public Health system, which is totally

 24  different than the rest of the country, and also

 25  the fact that I am an ADM and I have a department

�0021

 01  of 250 staff, and outside of that we deal with a

 02  budget of $1.4 billion, and with all the transfer

 03  agencies and also the connection with Public Health

 04  Ontario and the Public Health Ontario laboratory

 05  system, so all of those under the responsibilities,

 06  and being a member of the senior team in the

 07  Ministry of Health and Long-Term Care there then,

 08  now Ministry of Health when that was separated out,

 09  and so some of my peers across the country don't

 10  have the same complexity of structure and the same

 11  breadth of responsibilities and duties and to be a

 12  member of such a large team.

 13              JOHN CALLAGHAN:  So, you know, I think

 14  we'll probably cover some of that and discuss with

 15  you the pros and cons of that so that we

 16  understand, the Commissioners have an

 17  understanding.

 18              Just when you got appointed, was there

 19  a panel that vetted the nominees that went to

 20  Cabinet?

 21              DR. DAVID WILLIAMS:  Yes.

 22              JOHN CALLAGHAN:  Is that how it works?

 23              DR. DAVID WILLIAMS:  There was a

 24  search -- there was a company, but it was you had

 25  interviews with the committee of the Cabinet --
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 01  with the Parliament.  So it was a three-party at

 02  that time committee.

 03              JOHN CALLAGHAN:  So were there experts

 04  on those panels?  Like were there other -- you

 05  know, those who you would expect, and maybe Public

 06  Health, infectious disease, hospital people, who

 07  would know the characteristics required for a Chief

 08  Medical Officer of Health, were they involved in

 09  the panel at all?

 10              DR. DAVID WILLIAMS:  They could be --

 11  they weren't in the key decision-making because it

 12  was set up by the Speaker of the House as the

 13  Chair, and then you have representatives of three

 14  parties, and they are elected officials, so -- but

 15  deputies behind could give -- not during the

 16  interviews but afterwards give advice and

 17  direction, and they could access -- I assume they

 18  would access different experts if they wanted to

 19  ask some information on that, and whatever the

 20  company was putting together, the overall vetting

 21  of the candidates through the committee.  So there

 22  was resources to the committee, but I was not

 23  privileged to know all that at the time because it

 24  is a Parliamentary committee.

 25              JOHN CALLAGHAN:  But it is not -- I
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 01  just ask because there is not a public statement,

 02  for example, or a policy from the government as to

 03  how the CMOH would be vetted?  I mean, I know you

 04  go back a number of years, but is it anticipated

 05  that there would be a committee this time, or do

 06  you know -- or has that been set yet?

 07              DR. DAVID WILLIAMS:  It still is.  It

 08  is part of the aspect with Dr. Basrur because she

 09  was appointed by the Minister.  And then they said,

 10  Well, we need to have the term of seeking some

 11  independence of the CMOH, so therefore the

 12  selection and the appointment should be by the

 13  legislature, not by a Minister, a Deputy Minister.

 14              But the complication is that you still

 15  report to a Deputy Minister, and you still report

 16  to a Minister.  So you are a quasi-officer of the

 17  legislature.  So it is the only one like it in the

 18  government, where you have some levels of

 19  independence, but you have reporting, and all your

 20  budget comes through the Minister of Health in

 21  there.  It doesn't come from -- like other officers

 22  of the legislature, their budget comes from the

 23  Speaker of the House.

 24              JOHN CALLAGHAN:  Right.

 25              DR. DAVID WILLIAMS:  But you are
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 01  appointed by the legislature, and you are dismissed

 02  by the legislature.

 03              JOHN CALLAGHAN:  But the current --

 04  have they set a process, for example, for your

 05  successor, or is it still as you just described it?

 06              DR. DAVID WILLIAMS:  I have been --

 07  well, one, is I have been pushing them saying, You

 08  need to get it going, you need to get it going.

 09  Who is counting the days?  But I am saying -- we

 10  are saying you need to do it, because I know these

 11  things take time.  But it still is under the

 12  auspices of a Parliamentary committee.  Now there

 13  is only two parties, and how would you set that up.

 14              It is still under the auspices of the

 15  Speaker of the House to do all that arrangement and

 16  that.  So, of course, I am not -- again, I'm not

 17  privy to know all the details behind the scenes

 18  because they would say, Well, you are not coming

 19  in, you are going out, and so we don't need to tell

 20  you.

 21              So I keep pushing them to push the

 22  process, because while there are people available,

 23  they are not -- there is not a lineup in that sense

 24  because a number are -- want to have the

 25  qualifications, and besides having the degrees, you
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 01  have to have -- they prefer having at least ten

 02  years' experience in a senior level in Public

 03  Health.

 04              And I think it is important in this job

 05  here that they also feel you should have knowledge

 06  of the Ontario Public Health system.  In essence,

 07  have you been working as an MOH in Ontario before

 08  or some level of seniority, that you have knowledge

 09  and experience of the province before you come into

 10  the job.  So you have to have degrees in training

 11  and eight to ten years of experience at a senior

 12  level before you come in.

 13              So you can see the scope of the

 14  applicant starts to narrow down, if you may, and

 15  one of the challenges is that if you bring someone

 16  from outside the province, some find it challenging

 17  at first to understand the complexity of the

 18  Ontario Public Health system and how it works.

 19              So that is -- so how wide the

 20  candidates are, I don't know.  I am encouraging.  I

 21  think we have got a lot of good MOHs out there I

 22  think could do a good job.  I'm always big on

 23  succession.  I'm always pushing hard for succession

 24  training because -- I guess my motto always is,

 25  while everybody is valuable, no one is
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 01  indispensable, and that includes me.

 02              JOHN CALLAGHAN:  That is a good motto.

 03              So what I would like to do is I would

 04  like to explore with you the various relationships

 05  the Chief Medical Officer of Health does, but I

 06  have to tell you before I do, during the process

 07  here I would have ordinarily sort of directed you

 08  to some of your documents.  I should let you know

 09  that, you know, we received some 217,000 documents

 10  in the last week, and we were told that, on Friday,

 11  your documents from July 1st to January 31st were

 12  produced.

 13              So we haven't had an opportunity to

 14  look at those documents.  So it may be that I am

 15  not in a position to help you understand what --

 16  remind you of what happened.  The Commissioners

 17  will have an opportunity, if we can get through

 18  them -- it is a gargantuan task, almost impossible,

 19  but we may have an opportunity to look at them

 20  afterwards so their report may reflect some of it.

 21              We also received 2,000 pages of your

 22  notes Saturday afternoon, many of which were

 23  redacted, which we had to go to a Court -- or an

 24  arbitrator, I should say, to get them -- some of

 25  them unredacted.
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 01              And so can you just tell the

 02  Commissioners when you were asked for your

 03  documents for this process?

 04              SUNIL MATHAI:  So, Commissioner

 05  Marrocco, may I just jump in for a moment?

 06              JOHN CALLAGHAN:  I don't know why.

 07              SUNIL MATHAI:  Well, because that

 08  question may involve --

 09              COMMISSION CHAIR FRANK MARROCCO:  You

 10  know, just a minute.  I don't want to get bogged

 11  down in a lot of wrangling here, and so I really

 12  don't want to get into it.

 13              This is an interview and so on and

 14  consistent with the way we have conducted ourselves

 15  in the past.

 16              Mr. Mathai, if there is something you

 17  want to say that is short and brief, then by all

 18  means I'll permit you to say it, but this is not

 19  going to turn into an adversarial process.  It is

 20  not that kind of process.

 21              SUNIL MATHAI:  The only thing I was

 22  going to say, Justice Marrocco, is the way the

 23  question is framed, it may require the witness to

 24  advise of information that he has received from his

 25  counsel, and so it could involve revealing
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 01  solicitor-client privilege.

 02              But it sounds like you don't want to

 03  turn this into, you know, a further investigation

 04  into when the documents were produced and why, so I

 05  don't think I need to say anything more than that.

 06              COMMISSION CHAIR FRANK MARROCCO:  Yes.

 07  Let me just ask you this, Mr. Mathai.  At the risk

 08  of -- having told you I didn't want to hear from

 09  you for very long, now let me prolong it for a

 10  second.

 11              Dr. Williams was asked, I think, when

 12  he was asked for his notes.  Do you have a problem

 13  with that question?

 14              SUNIL MATHAI:  So yes, because it could

 15  reveal solicitor-client privilege.

 16              COMMISSION CHAIR FRANK MARROCCO:  All

 17  right.  So, Mr. Callaghan, I'm not going to get

 18  into it.

 19              Dr. Williams, on the instructions of

 20  his counsel, is not answering that question because

 21  it apparently involves solicitor-client

 22  communications.

 23              I don't really want to spend a whole

 24  lot of time trying to figure that out, so let's

 25  just leave it at that.  And if it becomes a
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 01  problem, again, Mr. Callaghan, then we'll come back

 02  to it.

 03              JOHN CALLAGHAN:  All right.  You know,

 04  that is fine.  It is a little problematic.  It is a

 05  vexing issue for us to get these so late.  I was

 06  just trying to find out when this process started.

 07              But let me ask you this, Dr. Williams,

 08  did you get an opportunity to review your notes in

 09  preparation for today?

 10              DR. DAVID WILLIAMS:  My notes on the --

 11  you mean my jottings in my journals?

 12              JOHN CALLAGHAN:  Well, yes, jottings

 13  and the journal notes, yes.

 14              DR. DAVID WILLIAMS:  Well, I didn't

 15  go -- I didn't spend a lot of time reviewing them

 16  because it deals with a lot of other stuff too,

 17  so it is -- it deals with different things and --

 18  well, in meetings and stuff, you make some notes

 19  and so on to remind yourself what you have to

 20  follow up on, on different issues and that, but I

 21  haven't spent a lot of time reviewing them.  I was

 22  more doing all the documents.  As you know, there

 23  is quite a few documents to go over some of those,

 24  so I was trying to prepare those.

 25              JOHN CALLAGHAN:  Did you review any
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 01  documents from July 1st to January 31st, because

 02  those are the ones we haven't seen?

 03              DR. DAVID WILLIAMS:  That you supplied

 04  me with?

 05              JOHN CALLAGHAN:  Well, no, these are

 06  the documents -- your documents that we have just

 07  received on Friday.

 08              DR. DAVID WILLIAMS:  I would only look

 09  them up if I was looking for something to remind

 10  myself of something.  Not really.

 11              JOHN CALLAGHAN:  Well -- and I guess

 12  you can't help me and I can't help you because

 13  neither of us have seen them.  Let me just move on

 14  then.

 15              We'll come back to your notes in a

 16  second, but let's talk then about your relationship

 17  with the -- and you have dealt with this somewhat,

 18  and as you indicated, it is somewhat complex.

 19              So what is your relationship then with

 20  the Ministry of Health as the Chief Medical Officer

 21  of Health?

 22              DR. DAVID WILLIAMS:  And I have been in

 23  this for quite a few years.  The relationship is

 24  the Chief Medical Officer of Health is -- because

 25  you are actually one of the equivalents of an

�0031

 01  Assistant Deputy Minister in there and have a

 02  reporting relationship with the Deputy Minister of

 03  Health and then up to the Minister of Health.

 04              So therefore, I sit at the table with

 05  the senior team, chaired by the Deputy Minister of

 06  Health that has all the ADMs at it, as well as

 07  others.

 08              And up until 2018 -- I mean, I did sit

 09  on it back in 2006/07 when I was Acting.  And I

 10  would sometimes fill in for the Chief Medical

 11  Officer of Health when she was not available after

 12  that.  And then later, I was the Chief Medical

 13  Officer of Health without being an ADM from -- when

 14  I came back in 2015 until October 2018 when there

 15  was some structural changes within the Ministry,

 16  some downsizing in some sense, but I was asked to

 17  take on the ADM job as well, and the ADM had

 18  stepped away.

 19              JOHN CALLAGHAN:  ADM of what?

 20              DR. DAVID WILLIAMS:  The Assistant

 21  Deputy Minister for Population and Public Health

 22  division.

 23              JOHN CALLAGHAN:  So would that not

 24  ordinarily be the Chief Medical Officer of Health?

 25              DR. DAVID WILLIAMS:  No.  When I came
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 01  down in 2015, that was under an Assistant Deputy

 02  Minister at that time, separate, and it was

 03  actually two who were sharing it, and they combined

 04  the two into one division.  So there was two

 05  divisions.  There was Health Promotion and

 06  Population Health, and there were two acting ADMs,

 07  and then they had a competition, and they selected

 08  one ADM, who became the ADM of the Population and

 09  Public Health Division.  That was in about 2017 --

 10  '16 and '17.  And then that was restructured and

 11  changed again, and so then they combined my

 12  position as Chief Medical Officer of Health and ADM

 13  of the Population and Public Health division.  So I

 14  assumed, again, as a Director of a division.

 15              JOHN CALLAGHAN:  So are you under the

 16  direction of the Deputy Minister in certain

 17  respects in some of your roles?

 18              DR. DAVID WILLIAMS:  In the function as

 19  the ADM, that's correct.

 20              JOHN CALLAGHAN:  And therefore, are you

 21  under the direction of the Deputy Minister as your

 22  role as Chief Medical Officer of Health?

 23              DR. DAVID WILLIAMS:  Not in the same

 24  way because I have independence then.  So unlike

 25  other AD Ms, I can issue reports directly to the
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 01  legislature, which I am legally required to do at

 02  least a once year, and I do that.  I give a report

 03  on the state of public health to the legislature,

 04  as required under the HPPA, and I can then go and

 05  do media and other things without having it

 06  approved directly by the Deputy Minister or the

 07  Minister.  So I can do releases and special reports

 08  as well.

 09              So unlike other ADMs, I have that

 10  independence combine with it, which makes it an odd

 11  or unusual position within the structure.

 12              JOHN CALLAGHAN:  Right, and so when you

 13  look at the Health Protection and Promotion Act, it

 14  doesn't actually set out your duties.  It provides

 15  you with powers.  Have I got that right?

 16              DR. DAVID WILLIAMS:  That's correct.

 17              JOHN CALLAGHAN:  So where does one find

 18  your duties as the Chief Medical Officer of Health?

 19              DR. DAVID WILLIAMS:  There is a

 20  historical job description that they share with

 21  that, yes, that lays out what the Chief Medical

 22  Officer of Health is, so that is in that job

 23  description.  The ADM one is a different one.

 24              JOHN CALLAGHAN:  So what is the job

 25  description of the Chief Medical Officer of Health
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 01  in your view?

 02              DR. DAVID WILLIAMS:  So the job

 03  description of the Chief Medical Officer of Health

 04  is to be the physician lead for Public Health in

 05  the Province of Ontario, to look at and advise the

 06  government and to work in collaboration with the

 07  field in there, and that is what is different in

 08  Ontario.

 09              I don't direct the Local Medical

 10  Officer of Health.  The HPPA lays that out because

 11  you have to look at the structure and historically

 12  how it has evolved over time.

 13              So the Chief Medical Officer of Health

 14  sits with the Ministry and gives advice on Public

 15  Health issues.  As you can see, it has evolved, and

 16  they have added and modified the HPPA over

 17  different years -- Health Protection and Promotion

 18  Act, over different years to increase some of the

 19  responsibilities, some of the powers of the Chief

 20  Medical Officer of Health that, when back in SARS,

 21  the Chief Medical Officer of Health, while being

 22  advisory and being advisory to the government and

 23  to speak to the government, did not have a lot of

 24  select powers on his or her own self.  And

 25  therefore, Dr. Basrur was trying to change that to
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 01  put some more independence and powers in there, as

 02  later, on under Dr. Arlene King's time, made some

 03  more changes and amendments with sections that you

 04  will probably ask me about later on.

 05              JOHN CALLAGHAN:  Right.

 06              DR. DAVID WILLIAMS:  So there was a

 07  move to say how does one increase some power and

 08  authority of the Chief Medical Officer of Health,

 09  at the same time not to compromise the role of the

 10  autonomy and independence of Local Medical Officers

 11  of Health and their boards of health.

 12              So there is this real balance in

 13  Ontario that you don't see in other jurisdictions.

 14              JOHN CALLAGHAN:  Do you have any

 15  overarching responsibility to coordinate Local

 16  Medical Officers of Health?

 17              DR. DAVID WILLIAMS:  In the Chief

 18  Medical Officer of Health, per se, you are to give

 19  leadership and giving some advice and direction and

 20  to try and -- and to work with that, to be in a

 21  way -- more leadership is really required to bring

 22  that forward, to talk and discuss and to help them

 23  if they want to have some issues and deal with

 24  that.

 25              As the ADM, then I have their budget
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 01  issues, and they may be asking for funding issues

 02  and staffing resources to assist them in their

 03  duties and responsibilities on a one-on-one basis.

 04  They submit their budgets to my office on an annual

 05  basis, their annual plans, their reports of how

 06  they are doing with regards to the Ontario Public

 07  Health standards, which is a reg attached to the

 08  HPPA that lays out all the duties and

 09  responsibilities that the province expects the

 10  Local Medical Officer of Health in his or her

 11  leadership, more specifically under a Board of

 12  Health, to deliver in their respective

 13  jurisdictions.

 14              So there is a lot of interface with

 15  them on an administration side, as well as being

 16  there in your seniority to give advice and to

 17  assist, especially some of the newer ones, on how

 18  they might -- there might comes time they call for

 19  advice and direction.

 20              I'm also in a sense auditing.  You

 21  know, are things going okay.  If I'm made aware

 22  there is a health unit having a difficulty or a

 23  problem, I would talk to the Medical Officer of

 24  Health or the Board of Health, and sometimes in the

 25  past, the Chief Medical Officers of Health have had
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 01  to -- rarely -- intervene and to ask for changes or

 02  to -- sometimes to take over and -- control and

 03  put, like, an administrator in, which we did once

 04  in the past, and to take over a health unit while

 05  we -- because there was concerns about the public

 06  being put at risk due to a lack of quality

 07  performance in the Board and the Medical Officer of

 08  Health.

 09              So that is one of the responsibilities,

 10  is to assess that, and then if there is a need, to

 11  step in and to look at solutions.

 12              JOHN CALLAGHAN:  So let me just break

 13  that down for a second just to make sure I

 14  understand it.

 15              So by and large is your role generally

 16  advisory to the Local Medical Officers of Health?

 17              DR. DAVID WILLIAMS:  Yes.

 18              JOHN CALLAGHAN:  Is that what I am to

 19  understand?

 20              DR. DAVID WILLIAMS:  Right.

 21              JOHN CALLAGHAN:  And in a separate role

 22  as the Assistant Deputy Minister, you approve their

 23  budgets?

 24              DR. DAVID WILLIAMS:  Correct.

 25              JOHN CALLAGHAN:  And the budgets are
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 01  predicated on whatever the cost-sharing mechanism

 02  exists with the province at the time because --

 03              DR. DAVID WILLIAMS:  Correct.  And

 04  hundred percent funded programs.

 05              JOHN CALLAGHAN:  So is it your role as

 06  an ADM because it has been assigned to you by the

 07  Deputy Minister, or is it your role as an ADM

 08  because legislation requires you to have an input

 09  into the budgets of Local Medical Officers of

 10  Health and --

 11              DR. DAVID WILLIAMS:  I think it is the

 12  former.  You faded away there.  I think it is the

 13  former, is as the -- is part of the -- as the ADM

 14  responsible for the Population and Public Health

 15  Division, which has the budgets of both the -- all

 16  the 34, at the moment, Boards of Health in the

 17  Province of Ontario and also Public Health Ontario

 18  and the Public Health laboratory system.

 19              JOHN CALLAGHAN:  So at the moment, if

 20  the government chose, they could put in anybody in

 21  that role and someone who isn't obviously, like the

 22  Chief Medical Officer of Health, trained in public

 23  health; correct?

 24              DR. DAVID WILLIAMS:  They could put an

 25  ADM to do the administration and the fiscal
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 01  management, which they did when I was -- when I was

 02  Acting back in 2006/'07 to '09, there was an ADM

 03  working, I would say, in a matrix relationship with

 04  me.  So we both gave leadership.  She was more

 05  in -- I would say handling the administration and

 06  the government processes, you know, with briefing

 07  notes and documents and materials going to getting

 08  things ready, and we would generally in pairs go to

 09  various Cabinet committees to present and put

 10  budgets forward.

 11              Then that was changed back when, to the

 12  next CMOH, where that Dr. King wanted to have much

 13  more of a leadership, and she was assisted by an

 14  Executive Director.

 15              And then after, when she left, then

 16  there was an Acting CMOH, but they were assisted by

 17  Acting ADMs to carry that out, because some people

 18  coming in from the field, some are not that steeped

 19  in government systems, because after all that

 20  training you are doing as a medical person, do you

 21  know how government works?  Like a lot of ADMs take

 22  a number of years to get equipped and up and ready

 23  working through the process to be able to know the

 24  systems well enough, and so it does take that time

 25  to do that.
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 01              And so you can see it is -- we can

 02  choose to change it.  So it doesn't say that the

 03  CMOH has to be the administrative lead of the

 04  Population and Public Health Division.  That is not

 05  part of what the HPPA says.

 06              JOHN CALLAGHAN:  Should he be?

 07              DR. DAVID WILLIAMS:  As the Chief

 08  Medical Officer of Health --

 09              JOHN CALLAGHAN:  No, I'm asking you as

 10  a matter of opinion.  Having been in the role,

 11  should he be?

 12              DR. DAVID WILLIAMS:  Well, I think

 13  there is great value added in there.  At the same

 14  time, I can understand if there is a person coming

 15  in who doesn't -- hasn't worked in government, in

 16  Ministry structures with eight to ten years, would

 17  be greatly assisted by a steeped government expert

 18  who understands that and could give advice and

 19  direction either working under as an Executive

 20  Director or working in matrix as an ADM in

 21  partnership.

 22              And I have done different ones in

 23  different areas, and I have done it now, and having

 24  a good team of directors and empower them to do a

 25  lot of work in there.
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 01              So there is various ways it does work,

 02  but it is not laid out in the legislation that the

 03  Chief Medical Officer of Health has to be the ADM.

 04              JOHN CALLAGHAN:  And as I say, I am

 05  going to be asking you for your personal opinion

 06  given certainly your expertise.

 07              So we have heard obviously that there

 08  are different models between Public Health Units

 09  and Local Medical Officers of Health, and some are

 10  largely controlled by local municipal councils.

 11  And is there, in your view, a model that is better

 12  or more improved for the delivery of local services

 13  between a Public Health Unit and a Local Medical

 14  Officer of Health?

 15              DR. DAVID WILLIAMS:  So this has been a

 16  long discussion all the time I have been in Public

 17  Health Ontario, because you are right, we have

 18  about four models.

 19              It is the only place in the country

 20  that has municipal-led Public Health, and it is

 21  under the different municipal structures as they

 22  sit in Ontario.  So you have large ones, like the

 23  City of Toronto, which is unique in itself.  You

 24  have upper tier municipal structures, such as

 25  regional ones, like York and Peel, where there is a
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 01  Commissioner.

 02              And in those two, the CMOH -- or the

 03  MOH sits as a Commissioner or as a senior staff

 04  level.  They may report to another Commissioner, so

 05  they are embedded in various organizational

 06  structures.  The Board of Health then tends to be a

 07  subcommittee of the council with sometimes

 08  community members participating.

 09              Then you have county government

 10  structures that have a combination of the two, and

 11  then we have a large number of the smaller ones,

 12  are autonomous Boards of Health that is made up

 13  of -- usually by regulation, different members of

 14  the municipalities that do it in rotation over a

 15  four-year period that sit on the Board of Health

 16  with provincial appointees as laid down in

 17  legislation, as well as with municipal

 18  representatives in there, and that that Board is

 19  responsible for the funding, the total costs of

 20  running it, the whole budget, as the Chief Medical

 21  Officer Health, searching for a Medical Officer of

 22  Health, getting the official appointment for the

 23  Medical Officer of Health, and associates if they

 24  have them.  And then you report to that Board of

 25  Health as that.  You may report as the Medical
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 01  Officer of Health.  You may be joined up with a

 02  business administrative office or a CEO, and so you

 03  may have dual reporting to the Board of Health.

 04              So some MOHs are CEO and MOH combined

 05  and some are just MOH, as that.  They lead the

 06  program side, but they don't deal with the HR, the

 07  financing, and the capital structure and renewal

 08  and all that kind of stuff.

 09              So we have these different versions in

 10  the province.  There is strengths and weaknesses in

 11  each one in there or when you are part of the

 12  larger municipal and you have got access to a lot

 13  of other resources in there.  Now, it may be

 14  readily forthcoming and it may not be, but you are

 15  competing with all these in the largest context.

 16              In an autonomous board, then, of

 17  course, you have the autonomy, but you have to do

 18  the whole thing on your own, including things like

 19  legal counsel and different types of supply.

 20              So there is a variety in there, and

 21  there is the complexity of the changeover of board

 22  members, and with every election it changes.

 23              So there is strengths and weaknesses in

 24  the different four groups.

 25              JOHN CALLAGHAN:  So we know that in
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 01  SARS that Justice Campbell recommended more

 02  independence for the Local Medical Officer of

 03  Health.  You'll remember that.  And we have heard

 04  about these models, and we have had some people

 05  speak to us that some of these models do not

 06  facilitate the independence of the Local Medical

 07  Officer of Health.  Do you have a view as to

 08  whether that is so or not?

 09              DR. DAVID WILLIAMS:  I think all the

 10  models in Ontario -- and you have seen it.  The

 11  Medical Officer of Health has a level of autonomy.

 12  Certainly I don't direct them.  They are under

 13  their board.  And how they work within the

 14  different -- the municipal government structures, I

 15  think for the most part, because of their expertise

 16  and knowledge -- and as you were aware, we are

 17  under review of the modernization of the Public

 18  Health system, and even after SARS, we did a number

 19  of reviews, including the Operation Health

 20  Protection and Capacity Review Program, looking at

 21  how we might look at those issues that you are

 22  alluding to.

 23              And I think while we have a variation

 24  across there, I find most of the Medical Officers

 25  of Health have a certain level of autonomy, but at
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 01  the same time, you have an accountability, and you

 02  have a responsibility.  You have a reportability.

 03  Because as a Medical Officer of Health, you are

 04  always asking at times for resources, and those can

 05  be funded through municipal dollars or seeking

 06  funding from the province on budget-wise,

 07  et cetera.

 08              So independence is one thing, that you

 09  have an independence to make your opinion and your

 10  thing made known to report to a board without

 11  encumbrance.  At the same time, you are asking the

 12  board for resources and information and material,

 13  including if you are in upper tier structures,

 14  maybe other parts of the regional and larger

 15  municipal structures, to seek resources from that

 16  group to assist you, and then you are going up and

 17  submitting to the province, of course, for

 18  resources in there to carry out your duties and

 19  responsibilities and deliver all the programs and

 20  service requirements of the regulation, which is

 21  the Ontario Public Health standards.

 22              JOHN CALLAGHAN:  So the Local Medical

 23  Officer of Health has powers under section 22 and

 24  29, is that right, under the HPP A?

 25              DR. DAVID WILLIAMS:  Well, there is a
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 01  whole section on basically the job description of a

 02  Medical Officer of Health.  So it is more than just

 03  those.  Those are some of the powers they have, but

 04  they have a whole list of duties and

 05  responsibilities, including those are there to

 06  deliver the Ontario Public Health standards.  There

 07  are Public Health Inspectors and different staff.

 08  So as a Local Medical Officer of Health, you have a

 09  wide range of things that you are responsible for,

 10  but you do have some legal tools to use if you need

 11  to use them, if you need to use them and when you

 12  need to use them.

 13              JOHN CALLAGHAN:  And you have those

 14  same powers; correct?

 15              DR. DAVID WILLIAMS:  Up until recently,

 16  I didn't as the Chief Medical Officer of Health,

 17  but I have under -- now you have seen 77.1 where at

 18  times I can have -- and they felt there was a need

 19  at some times when a Chief Medical Officer of

 20  Health -- during SARS I had to coach the Chief

 21  Medical Officer of Health that when at that time he

 22  wanted to take some action at the local level, that

 23  he had no power to do so, and he found that pretty

 24  surprising.  But I said that you have to go through

 25  the Local Medical Officer of Health because, as the
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 01  Chief Medical Officer of Health, you have no power

 02  and authority at the local level to undertake that.

 03              So there was some -- through the

 04  process, the years later, they did put that in

 05  there, that when there is a need and a trigger for

 06  that, the Chief Medical Officer of Health could

 07  undertake to have some of the same powers and

 08  authority as a Local, and to issue a 22 Order, if

 09  you may.

 10              JOHN CALLAGHAN:  Or I think we have

 11  seen that in some jurisdictions they called -- and

 12  we'll talk about this later, they called upon

 13  hospitals to go into long-term care homes under the

 14  power of 29.2; you are familiar with that?

 15              DR. DAVID WILLIAMS:  Correct.

 16              JOHN CALLAGHAN:  And you would have

 17  that same power under the new provision under

 18  section 77; correct?

 19              DR. DAVID WILLIAMS:  Yes.  If there was

 20  a need for it and where the Local Medical Officer

 21  of Health was not able to acquire that.

 22              JOHN CALLAGHAN:  And the other role you

 23  have is you have a role as it relates to Public

 24  Health Ontario.  Can you tell us about what your

 25  role is with respect to Public Health Ontario?
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 01              DR. DAVID WILLIAMS:  So the role with

 02  Public Health Ontario, going back in the

 03  development of Public Health Ontario, we were

 04  looking at as an agency -- because at that time

 05  there was a need to have a scientific advisor to

 06  the government and to the Chief Medical Officer of

 07  Health.  As in SARS, we had a scientific table, if

 08  you may.

 09              And one of the things we did is a --

 10  before we formed PHO -- it was the Ontario Agency

 11  for Health Protection and Promotion under its old

 12  title -- there was the Provincial Infectious

 13  Disease Advisory Committee.  And as a result then,

 14  I was the first Chair of the Provincial Infectious

 15  Disease Advisory Committee, but then I quickly

 16  recruited a Co-Chair in Dr. Dick Zoutman that would

 17  emulate the Science Table that was there during

 18  SARS, and then we formed a number of subcommittees

 19  in there in a way starting to prepare for the

 20  creation of a Public Health agency.

 21              And then through time, the Public

 22  Health agency was put together, and I was on some

 23  of the committees that were dealing with all the

 24  discussion, what should it be structured like, how

 25  should it work, how should it interface with the
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 01  government, how should it connect to the Public

 02  Health division as it was called at the time, and

 03  the Chief Medical Officer of Health, and we wanted

 04  to have very much a collegial relationship rather

 05  than a more typical government agency, one at a

 06  distance, arm's length totally, but allowing the

 07  agency to have autonomy at the same time to give

 08  its advice as openly as they felt was necessary.

 09              And one of the conduits was that -- is

 10  through the Chief Medical Officer of Health and

 11  through our various joint liaison committees we had

 12  with them, and also I was a member of the Strategic

 13  Planning Committee.  That is one of the things that

 14  is laid out in the Act, and I have and continue to

 15  meet on that, that lays out the general planning.

 16              And then I'm an ex-officio member at

 17  the board meetings -- all the board meetings of the

 18  Public Health Ontario in that, which includes --

 19  has, of course, reporting to it, as we merged it in

 20  2007, the Public Health Laboratory System into the

 21  Ontario Agency for Health Protection and Promotion

 22  that became known as Public Health Ontario.

 23              JOHN CALLAGHAN:  Let's just break that

 24  down.  So do you have any operational role at

 25  Public Health Ontario?
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 01              DR. DAVID WILLIAMS:  As the ADM, we

 02  receive their business case.  We approve their

 03  budget and their annual plans and then take that up

 04  and direct -- submit that to various Cabinet

 05  committees for approval.

 06              JOHN CALLAGHAN:  And what about with

 07  respect to the detail of it?  Do you have any

 08  operational responsibility for the labs?

 09              DR. DAVID WILLIAMS:  The operational

 10  responsibility for the labs would come up through

 11  the reports from Public Health Ontario through

 12  their administration and management and their CEO,

 13  with part of their annual business plan that they

 14  would submit, including budgeting for the Public

 15  Health laboratories, capital projects, et cetera,

 16  that we would take through -- through my director

 17  of finance here, up and then through to our senior

 18  level table.  This is an ADM function now, that I

 19  would take it up there for approvals and then if we

 20  had to submit to Treasury Board, to Cabinet and

 21  committees, et cetera, to get that approved in a

 22  regular process on an annual basis in different

 23  timelines.

 24              And urgent one-time requests as well.

 25              JOHN CALLAGHAN:  And so that would
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 01  include infection and protection --

 02              COMMISSION CHAIR FRANK MARROCCO:

 03  Mr. Callaghan, you are breaking up.

 04              JOHN CALLAGHAN:  Would that include

 05  IPAC as well, the IPAC division?  You wouldn't have

 06  any operational responsibility other than reviewing

 07  documents coming out of that area?

 08              DR. DAVID WILLIAMS:  So do you mean

 09  under the director that was with Dr. Deeks

 10  recently, would have under that -- there was a

 11  sub-director that had infection prevention and

 12  control.

 13              JOHN CALLAGHAN:  Right.  That is

 14  relatively new.

 15              DR. DAVID WILLIAMS:  That is relatively

 16  new.  A lot of the infection prevention and control

 17  policies and directions came out of the Provincial

 18  Infectious Disease Advisory Committee.

 19              JOHN CALLAGHAN:  Right, but from an

 20  operational perspective, am I to understand that

 21  you have no --

 22              DR. DAVID WILLIAMS:  That, of course,

 23  was part of the business plan.

 24              JOHN CALLAGHAN:  Right.  So we heard

 25  that Public Health Ontario's budget was flat for
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 01  five years, and then in 2019, it was to be cut,

 02  which was stopped, but would you have been part of

 03  the group that recommended that?

 04              DR. DAVID WILLIAMS:  We were given

 05  targets by the government from the Finance

 06  Committee and from Treasury Board of budget levels

 07  that we were required to come into control of and

 08  to have dialogues and discussions of how we

 09  could -- because the -- especially the

 10  newly-elected government was dealing with very much

 11  concerns of fiscal constraint and wanted to see, I

 12  guess, in a sense, a belt tightening and a

 13  sharpening of the pencils, and what kind of budget

 14  limitations and how we would do that in ways of

 15  looking at efficiencies, and we had discussions

 16  with Public Health Ontario in that regard.

 17              JOHN CALLAGHAN:  So you are probably

 18  aware that in their business plan they talk about

 19  the numbers of lost full-time equivalents, and we

 20  heard that 12 of 24 senior managers changed over in

 21  the last year, and did you at any time provide any

 22  advice as to whether or not the services of Public

 23  Health Ontario would be compromised in any way as a

 24  result of --

 25              DR. DAVID WILLIAMS:  Sorry, there was

�0053

 01  noise there.  I would be advised under their

 02  planning from the CEO of what they were

 03  endeavouring to do, and I would ask, of course, is

 04  that going to compromise at all in the quality of

 05  services and that, and I was reassured by the CEO

 06  that it wouldn't.

 07              And so that was under the planning of

 08  their CEO and their board to make that decision.

 09              JOHN CALLAGHAN:  But as the Chief

 10  Medical Officer of Health for the province -- and

 11  we can go back to the SARS report that indicated

 12  the importance of having this arm's length

 13  independent agency, do you have any duty as the

 14  Chief Medical Officer of Health to speak up if it

 15  is going to compromise the health situation of the

 16  Province of Ontario through these cuts?

 17              DR. DAVID WILLIAMS:  I would -- both

 18  from my CMOH job and ADM, if I felt there was going

 19  to be a compromise in the delivery of critical

 20  services, we would advocate to have those dealt

 21  with and to make sure it was put in place,

 22  including our directions around laboratory services

 23  and advocating for capital, building, and renewal.

 24              JOHN CALLAGHAN:  So did you advocate

 25  for that?
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 01              DR. DAVID WILLIAMS:  Yes.

 02              JOHN CALLAGHAN:  And so did you

 03  advocate against the cuts?

 04              DR. DAVID WILLIAMS:  The cuts that I

 05  thought were a concern that were raised to me by

 06  the CEO of the board, where I felt it was

 07  necessary, I would put those and advocate that we

 08  should limit those and to keep those in place.

 09              JOHN CALLAGHAN:  So what were those

 10  cuts that you were concerned about?

 11              DR. DAVID WILLIAMS:  Well, the number

 12  of laboratories, if we are going to reduce the

 13  number of laboratories, I wanted to make sure that

 14  we were ensuring that the number of laboratory cuts

 15  did not compromise the quality of the services in

 16  there, especially with the new modernization of

 17  equipment and the technological systems.

 18              So I was apprised of that by their CEO.

 19  I wanted to make sure that we were advocating for a

 20  reasonable distribution of those throughout Ontario

 21  so that they wouldn't cut some of the more rural

 22  ones and compromise, because in a province the size

 23  of Ontario, the distance becomes a huge issue, and

 24  to make sure that was provided for in that.

 25              And of course, I was always concerned
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 01  about surveillance staff, to make sure there was

 02  enough there to carry out all the data collection,

 03  as well as producing of reports in a timely fashion

 04  so that that was not compromised at all in that.

 05              JOHN CALLAGHAN:  So you are aware that

 06  there was concerns expressed.  We have heard

 07  concerns expressed about the timeliness of lab

 08  results.  We have been told about the delay in --

 09  taking to ramp up capacity.  Were you concerned

 10  about those things in 2019, and did you express any

 11  view about those issues?

 12              DR. DAVID WILLIAMS:  In 2019, our

 13  regular laboratory services, with our lab that had

 14  moved into the MaRS Building, was one of the

 15  cutting edge ones, and I had worked very much

 16  before, during listeriosis and different things,

 17  with Dr. Vanessa Allen and having access to the

 18  high quality medical microbiologists, including

 19  genetic sequencing individuals, was great, was a

 20  great asset, and how to work with that.

 21              So they had looked at a number of the

 22  things they were doing with new technologies and

 23  trying to speed up expeditiously how they would

 24  deal with the volume of testing coming in, and we

 25  were made aware, as we were trying to look at --
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 01  and I was advocating all the time the difference

 02  between a Public Health laboratory as composed to a

 03  hospital laboratory as compared to a private

 04  laboratory, and what is the difference between the

 05  three.

 06              Even when I was a Medical Officer of

 07  Health and the Chair of the Advisory Committee way

 08  back 15, 20 years ago, they said a lab is a lab is

 09  a lab, and I never agreed with that, because a

 10  Public Health laboratory is different functionally

 11  than a hospital laboratory and a private laboratory

 12  and how it works and operates in that sense.

 13              So I have always been advocating for

 14  that, and I continue to do so, to make sure that

 15  our laboratory system was maintained and had that

 16  uniqueness and was not going to be merged into a

 17  singular laboratory system.

 18              It could be part of a network, that is

 19  true, but I have always strongly advocated that it

 20  has to be somewhat different and funded

 21  differently, because some of the tests that you do

 22  for Public Health laboratory is not -- financially

 23  is not as high volume as other ones.  It is unique

 24  testing, and you have to have unique resources and

 25  equipment to do that, like tuberculosis testing and
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 01  cultures and things like that.

 02              So that has always been my advocacy.

 03  That continues to be my advocacy.  And it has been

 04  a critical part all the time, of course, coming

 05  from infectious diseases.

 06              JOHN CALLAGHAN:  So let me ask you,

 07  were you privy to or did you have any involvement

 08  in any planning for pandemics at Public Health

 09  Ontario?

 10              DR. DAVID WILLIAMS:  In the planning

 11  for pandemics, going way back, we were all part of

 12  the development of the Ontario pandemic planning

 13  documents, reviewing post-SARS, looking at meeting

 14  with our -- because as --

 15              JOHN CALLAGHAN:  Let me stop you there.

 16  We'll come to that.  Let's take you from 2013

 17  forward then.  Like actually in the recent past,

 18  because the evidence we have from Mr. Shingler and

 19  others is that there wasn't a great deal of

 20  finalized pandemic planning.  We are going to talk

 21  about Ready and Resilient.  But I'm asking

 22  specifically in 2018/2019, when the World Health

 23  Organization writes that the world is not ready for

 24  a pandemic, were you involved in any planning at

 25  Public Health Ontario as to its lab capacity?
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 01              DR. DAVID WILLIAMS:  So in -- okay.

 02  We'll we go to 2018/2019.  The pandemic planning at

 03  that stage was still -- we were working at our

 04  federal/provincial/territorial meetings at what is

 05  an updated pandemic plan.  A lot of focus then was

 06  on the -- because the pandemic plan historically

 07  and up until even 2018/'19, as you'll read in the

 08  plans, was always deemed -- the only one that could

 09  cause a pandemic was influenza A, and that was the

 10  focus, and as a result, then our planning was

 11  around that.

 12              And looking at our --

 13              JOHN CALLAGHAN:  Sorry, I don't want to

 14  stop you, just -- because we are going to get to

 15  that.  I'm just asking Public Health Ontario.  We

 16  are going to get to the plans.  I'm just asking

 17  about Public Health Ontario and your role.  So did

 18  you have a role in pandemic planning in the labs at

 19  Public Health Ontario?

 20              DR. DAVID WILLIAMS:  So the planning in

 21  that was always looking at the rapidity, how

 22  quickly we can do the influenza testing, as well as

 23  the rapid testing, and how we could proliferate and

 24  put that out, so we could do a lot more direct

 25  testing for influenza out in the community dealing

�0059

 01  with our -- a number of outbreaks every year in

 02  influenza we experienced and how we could ascribe

 03  to that and look at our capacity to -- we were

 04  trying to drive towards could we do even more

 05  influenza testing, per se, and how do we make sure

 06  we can monitor that.

 07              So that always was a discussion because

 08  that was part of the basis to say, if you do it on

 09  a seasonal basis, can you ramp up and do even more.

 10  Because during H1N1, as you recall, we had a great

 11  need to expand quickly on our testing, and I

 12  advocated for that, and we did that.

 13              So again, we were having discussions on

 14  how we would increase quickly our capacity to do

 15  influenza testing in the presence of -- if a

 16  pandemic came so we could really ramp that up

 17  quickly.

 18              JOHN CALLAGHAN:  And were you aware of

 19  an actual plan?

 20              COMMISSION CHAIR FRANK MARROCCO:

 21  Mr. Callaghan, you are breaking up from time to

 22  time.

 23              JOHN CALLAGHAN:  I will try to get

 24  closer.

 25              DR. DAVID WILLIAMS:  Yes.
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 01              JOHN CALLAGHAN:  So again, I come back

 02  to it.  Like I hear you talk about discussions, but

 03  was there a plan, to your knowledge, to get --

 04              DR. DAVID WILLIAMS:  Not any definitive

 05  revised plan on that.  There was discussions at the

 06  PHO because PHO, some of the scientists were

 07  members on national committees looking at the

 08  Canadian pandemic influenza plan and looking at

 09  revisions to parts and sections of that as is going

 10  forward.  There was individuals -- even experts

 11  saying at that time, I think by doing this, you are

 12  wasting your time because there is not going to be

 13  a pandemic, so it doesn't exist anymore.

 14              JOHN CALLAGHAN:  Well, that certainly

 15  wasn't the advice of the World Health Organization

 16  or John Hopkins in 2019 when they told the world --

 17              DR. DAVID WILLIAMS:  I didn't agree

 18  with that either, so I took flak for saying I still

 19  think we have to plan that way, but I was

 20  criticized by some experts saying I think you are

 21  spending a lot of time on something that will never

 22  occur, and I said, I can't agree with that.  I

 23  think we still have to be planning for that.

 24              JOHN CALLAGHAN:  But what about --

 25              COMMISSION CHAIR FRANK MARROCCO:  Can I
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 01  just interrupt for a second.

 02              Doctor, when Ebola scare occurred, did

 03  it occur -- did the discussions -- was there

 04  discussions around whether it was sufficient to

 05  simply be planning for influenza?

 06              DR. DAVID WILLIAMS:  It was known that

 07  Ebola was not a pandemic, but Ebola challenged us

 08  to say -- and this is what we were mostly working

 09  on in that era of 2013 to 2018/'19, that with the

 10  global mobilization of people and these infectious

 11  diseases that seem to be artifacts out in remote

 12  countries that would never impact you, it became

 13  very clear they could be on your doorstep within 12

 14  hours, and you could not assume that you had a long

 15  lead time to gradually get ready for it.

 16              So Ebola brought that really to focus

 17  to say you could have Ebola cases arrive in your

 18  country in a very short order.  Now, that may not

 19  be a pandemic.  Nevertheless, it will be something

 20  you should be prepared to deal with.

 21              And so that was a --

 22              COMMISSION CHAIR FRANK MARROCCO:

 23              Sorry, I didn't mean to interrupt.

 24              DR. DAVID WILLIAMS:  That is okay.

 25              COMMISSION CHAIR FRANK MARROCCO:  No.
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 01  Did you want to finish.

 02              DR. DAVID WILLIAMS:  I was just saying

 03  the focus was whether it is Ebola or other

 04  infectious diseases that could still impact your

 05  health system and your health care system, you

 06  needed to be, in the terms of Mr. Shingler, Ready

 07  and Resilient to respond to infectious disease

 08  issues, not just say focus on pandemic planning and

 09  forget the others.  You need to do all of them.

 10              JOHN CALLAGHAN:  And not only that you

 11  need to do all of them, but that the risks can come

 12  from other than influenza?

 13              DR. DAVID WILLIAMS:  Oh, correct, and

 14  even though an influenza could be a pandemic, it

 15  doesn't mean to say, well, let's not worry about

 16  Ebola.  You have to worry about Ebola.  You have to

 17  worry about MERS.  It could come.  You have to

 18  worry about other infectious diseases, like

 19  Chikungunya.  I'm not going to name a whole bunch.

 20  How are you going to handle these?  Because you

 21  don't know how they are going to impact because

 22  there is so much global mobility now, especially

 23  for Ontario, where we are an international

 24  community and we have so much movement in and out.

 25  You have to be prepared that what may seem in some
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 01  isolated area, in a remote part of a country, could

 02  be presenting in your hospital in a very short

 03  order.

 04              COMMISSION CHAIR FRANK MARROCCO:  And

 05  if people think about that, then it would occur to

 06  them that with respect to any highly infectious

 07  disease, it can be at your doorstep within a matter

 08  of hours.

 09              DR. DAVID WILLIAMS:  Correct.  And you

 10  have to assess, does it have the dynamics to be a

 11  pandemic; yes or no?  And because we are getting

 12  alerts every month of new strains in countries that

 13  are perceived could be, and you have to look at

 14  those, and you work with your federal counterparts

 15  and WHO to say, Is this one moving?  Is this one

 16  changing?

 17              And because the mutations are always

 18  happening, and which ones are you going to prepare

 19  up for, and when is it going to present in your

 20  jurisdiction, because it can come fairly quickly.

 21              COMMISSION CHAIR FRANK MARROCCO:  Did

 22  these types of considerations affect discussions

 23  around lab capacity?

 24              DR. DAVID WILLIAMS:  Yes.  Do you have

 25  the capacity to test for it?  When we dealt with
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 01  some new ones from -- with Zika virus.  Do you

 02  remember that?  And do we have the testing for it?

 03  We had to get the testing.  Is it going to be

 04  certified?  How are we going to -- what is the

 05  quality of the testing?  When we have a case, how

 06  can we advise?  And then what is the method to

 07  inform people, and who is at risk and who is not at

 08  risk.

 09              So that was a new one.  We didn't have

 10  that.  And then we have Chikungunya, and we had

 11  other ones like dengue, and how well are we

 12  equipped to deal with those ones.  How up to date

 13  are they?  Listeriosis and with Legionellosis, and

 14  all these infectious disease issues that to me are

 15  always of great concern, and you have to watch and

 16  monitor, and how is your laboratory system dealing

 17  with that?  Is it current, avant-garde, and asking

 18  your experts, like your medical microbiologists,

 19  how are we doing?  How do we compare to other labs?

 20  How do we compare to the national medical

 21  laboratory system?  So what should we have in

 22  place?

 23              So it is always a dialogue.

 24              COMMISSION CHAIR FRANK MARROCCO:  Apart

 25  from it being a question of whether you can test,
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 01  there is also a question of capacity, because if it

 02  is highly infectious, you could be doing quite a

 03  lot of testing.

 04              DR. DAVID WILLIAMS:  If it is highly

 05  communicable, yes.

 06              COMMISSION CHAIR FRANK MARROCCO:  Yes,

 07  communicable.

 08              DR. DAVID WILLIAMS:  Correct.

 09              COMMISSION CHAIR FRANK MARROCCO:  Those

 10  were considerations at the time?

 11              DR. DAVID WILLIAMS:  Well, we know we

 12  had to always try and build up to a surge capacity,

 13  because if you built the capacity for everything on

 14  every possibility every time, you would be wasting

 15  a lot of resources.

 16              So you had to make sure, could you

 17  surge up?  And that is where you have your

 18  satellite laboratories, and our network, as we did

 19  with H1N1, could you quickly access, because one of

 20  the strengths of Ontario is that we have a lot of

 21  tertiary care health centres, world leaders, and

 22  their laboratory systems are high quality.  And

 23  they do a lot of stuff also.

 24              So you have these potential partners

 25  that you need to always have a relationship with
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 01  that you could -- they get advice from them because

 02  they have experts as well.  So all the infectious

 03  disease expertise is not only in PHO, but

 04  population base is more their focus.

 05              So this is one of the luxuries we have

 06  in Ontario.  We have a lot of these high-quality

 07  centres that you bring into your committees and

 08  stuff to discuss, and they can surge up as well.

 09  So you don't have to do it on your own, but you

 10  have to allow for that time to build that up, as we

 11  did with H1N1, and we did later now with COVID,

 12  with coronavirus.

 13              COMMISSION CHAIR FRANK MARROCCO:  But

 14  we have certainly heard from many people about the

 15  delays in getting test results, sometimes five,

 16  six, seven days after the test was taken.

 17              Did you think that the surge capacity

 18  wasn't accessed as quickly as it should have been

 19  as far as testing results, especially in long-term

 20  care home testing results was concerned -- were

 21  concerned?

 22              DR. DAVID WILLIAMS:  Well, it is a

 23  good -- it was really a very important part all the

 24  way through.  When we -- I mean, this is why it was

 25  so amazingly different to me from SARS.  We went

�0067

 01  through most of SARS without a lab test.  We didn't

 02  know what the organism was, and when we finally got

 03  the test, a lot of the people who were diagnosed

 04  with SARS, 50 percent of them were negative, and we

 05  had some people outside in the rural areas that had

 06  more positivity but didn't have symptoms of SARS.

 07              So the testing was really a challenge.

 08  We had to work just on case definitions, is what we

 09  do anyways.

 10              When we started on this one, within

 11  three weeks -- or within two weeks, they had gene

 12  sequencing being done at our lab.  That was never

 13  even thought of back in SARS.  And we then

 14  developed the early stages of a polymerase chain

 15  reaction testing through our laboratory here in

 16  Ontario, in Toronto, and they were working in

 17  tandem, in partnership with the National Medical

 18  Laboratory system.  Those resources were not there.

 19              To have the sequencing done within

 20  three weeks and to have a PCR developed at least as

 21  a pilot was unknown of, and the question is, is it

 22  a good test?  Will it work?  How good is it?  How

 23  reliable is it?  All to be determined.

 24              And so -- and the fact we had that, and

 25  the first time, all the way through February, was
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 01  getting the tests doubled up with NML -- sorry,

 02  National Medical Laboratory, how well was our test

 03  doing compared to their test.  Were they the same

 04  level of sensitivity, specificity, because this is

 05  all pioneering.  This is all new things coming

 06  forward.

 07              When you are dealing with cases

 08  initially, with infectious disease cases, you

 09  develop a case definition.  Not on your own.  You

 10  work with your national counterparts, and you agree

 11  what makes up a case definition.  And then if you

 12  get laboratory testing, it is part of it in there.

 13              So once you do that, how much can that

 14  laboratory testing ramp up?  When is the testing

 15  used?  As always -- because you can overwhelm the

 16  system in any moment, so you got to make sure you

 17  are judicious in the use of your testing, because

 18  besides ramping up, you need not only experts in

 19  it, you need staffing.  You need equipment and

 20  machinery.  You need reagents.  And then you need

 21  the sampling equipment and that.

 22              So the testing is one thing.  But the

 23  test is not just the lab testing.  It is going out

 24  and getting the samples, sending them in, make sure

 25  you document them and record them and then do that.
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 01              So all the way along, as in H1N1, I

 02  would like more testing all the time sooner and

 03  sooner, but there are realities that you have to

 04  work within -- in that because you do not want to

 05  compromise the quality of your testing so that you

 06  end up with having false results, lost results, in

 07  test results that have no explanation of their

 08  quality.  You don't want to go there.

 09              So as you are ramping up, you want to

 10  make sure you maintain the quality all the way

 11  through.  So when we were ramping up with the

 12  network of other hospitals, every time we brought a

 13  new one on board, a good portion of our lab testing

 14  was -- the central one was repeating all the

 15  testing they were doing at the local one back and

 16  forth until we did the QA until we could certify

 17  that that one came on board.

 18              So each lab that came on slowed us down

 19  on the volume we could do for the pretense of doing

 20  more future testing.

 21              COMMISSION CHAIR FRANK MARROCCO:  And I

 22  take it that this concern about overwhelming the

 23  labs would affect -- I wouldn't say I take it.  Did

 24  it affect your approach to whether you test

 25  symptomatic or asymptomatic individuals?
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 01              DR. DAVID WILLIAMS:  In the first wave,

 02  as we sat down with our international people and

 03  with Health Canada, it was very clear that only

 04  symptomatic people need to be tested, and the

 05  symptoms we started with, the triad of the fever,

 06  cough, and shortness of breath, and a travel

 07  history, because the travel history was paramount

 08  as part of the case definition.  Testing people

 09  outside of that was not deemed to be necessary or

 10  valuable.

 11              And then we added some more symptoms

 12  over time.  They were added to the list to be

 13  involved in that.

 14              In the first wave, it was very much the

 15  sense of the National Committee, that if you had

 16  individuals who had a travel history or contact of

 17  a person with a travel history that had any of the

 18  three symptoms, and they were having no

 19  complications, one, you should call them an

 20  epi-link case, and you didn't need to test them,

 21  and so that was very strongly said because you

 22  needed to keep your testing for diagnostic purposes

 23  for complicated cases, for hospitalization and

 24  treatment.

 25              COMMISSION CHAIR FRANK MARROCCO:  And
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 01  was that your view as well?

 02              DR. DAVID WILLIAMS:  That was the view,

 03  to work in partnership with all the rest.  That was

 04  the science we had at the time that said that was

 05  important.  Asymptomatic transmission was not at

 06  all supported by the scientists in there because

 07  the evidence wasn't there for that.

 08              And so we were advised by many tables,

 09  and including at our Special Advisory Committee

 10  with the federal/provincial/territorial committee,

 11  that the Technical Advisory Committee, which is

 12  made up of lots of experts, they had been reviewing

 13  all the data and information and did not advise us

 14  differently.

 15              COMMISSION CHAIR FRANK MARROCCO:  And

 16  so the decision to test asymptomatic people would

 17  be a very significant decision to take.

 18              DR. DAVID WILLIAMS:  Yes.

 19              COMMISSION CHAIR FRANK MARROCCO:  One

 20  would have to be quite deliberate before you made

 21  that decision because you could overwhelm your lab

 22  capacity by doing that.

 23              DR. DAVID WILLIAMS:  Easily.

 24              COMMISSION CHAIR FRANK MARROCCO:  Is

 25  that correct?
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 01              DR. DAVID WILLIAMS:  Very easily.

 02  Because if you are doing asymptomatic with no signs

 03  or symptoms and no history, that means the whole

 04  population, and who do you test and not test, and

 05  then after awhile you can't test the ones you

 06  really need to test that may be imperative for them

 07  to do hospital admission, ongoing to ICU admission,

 08  and care and therapy, because your specialists are

 09  looking for that definitive diagnosis.  That is

 10  critical.

 11              And then you are going to advise people

 12  when to quarantine and take action accordingly.  So

 13  you have to be confident that the ones you are

 14  making a decision on, you are sure that you have

 15  the information and material you need, and in a

 16  timely way.  It is no good doing a whole bunch of

 17  tests.  And some countries, I understand,

 18  internationally, some accept the loss.  If you lose

 19  10 to 20 percent of the samples, that is okay.

 20  That is not okay.  If you are going to test people,

 21  you don't want a loss and misplaced samples, and

 22  you can't report back to people.

 23              One of the things we found in SARS is

 24  you have to have an integrity of the system, that

 25  if you are going to do it, what you do, do well,
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 01  document well and report back well.  And the

 02  turn-around time was very important.  To do a test

 03  and say, well, we'll get the result three weeks

 04  from now, it is too late.

 05              And you want to make sure on those

 06  critical core ones, the ones you really need to

 07  have the turn-around time and the diagnostics,

 08  maintain that, keep that, because it is going to

 09  have great implications on what you might want to

 10  decide on.

 11              But to throw it wide open, then you

 12  start to lose the integrity of the system.  You

 13  overwhelm it because there was a global competition

 14  for a number of parts of the testing system because

 15  you are not the only one involved in it globally,

 16  and you have to work within those limitations and

 17  make sure you keep a core functionality all the

 18  time and make decisions on case definitions, and

 19  who you test and don't test all the time is very

 20  important.

 21              COMMISSION CHAIR FRANK MARROCCO:

 22  Dr. Kitts, did you raise your hand?

 23              COMMISSIONER JACK KITTS:  Yes.

 24  Dr. Williams, from the time you designated a

 25  hospital lab or private lab or another lab that is
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 01  not Public Health to start doing testing, how long

 02  did it take until they were fully functional and

 03  operational from the time you designated them?

 04              DR. DAVID WILLIAMS:  You would have to

 05  ask Dr. Allen that question, who was involved a lot

 06  in doing that.  It was usually almost was a period

 07  of over -- anywhere from -- or the first time we

 08  asked them to take on doing it, to acquire the

 09  equipment, the reagents and the staffing and

 10  training, almost like two to three weeks, and then

 11  the QA testing, and it varied.  Some were more

 12  quicker than others, but I wouldn't want to give

 13  you an exact figure.  That would be coming from

 14  Dr. Allen.

 15              COMMISSION CHAIR FRANK MARROCCO:  I

 16  think what I will do, Doctor, is maybe we'll

 17  take -- we'll stand down for 5 minutes, 10 minutes,

 18  give everybody a short break, and then come back.

 19              DR. DAVID WILLIAMS:  Okay.  Well, thank

 20  you.  So it is 11:21.

 21              COMMISSION CHAIR FRANK MARROCCO:  So

 22  11:30.

 23              DR. DAVID WILLIAMS:  11:30.  That

 24  sounds great.  Thank you very much.

 25              COMMISSION CHAIR FRANK MARROCCO:  Yes,
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 01  you should remember to mute yourself.  Otherwise,

 02  everybody can hear you.

 03              -- RECESSED AT 11:22 A.M.

 04              -- RESUMED AT 11:30 A.M.

 05              COMMISSION CHAIR FRANK MARROCCO:  Okay.

 06  We are all back.

 07              JOHN CALLAGHAN:  Doctor, I don't want

 08  to belabour the lab point much more, but I should

 09  tell you that, you know, we have heard evidence

 10  from the hospitals that went in, and they talked

 11  about delays that they thought were unacceptable in

 12  getting test results back, and five days, seven

 13  days, almost all the way through the piece.

 14              And they said, if they got in earlier,

 15  people wouldn't have died.  People wouldn't have

 16  got COVID.

 17              And we also heard from the families of

 18  those homes, who were all very distraught.  So that

 19  is why we ask whether the lab capacity was

 20  sufficient, whether it was up and running fast

 21  enough, and what do we tell those people about the

 22  lab capacity?  I know you talked about finding the

 23  test.  We got that.  That was done in February.

 24  But we are talking lab capacity in April, the fall.

 25  So what do we tell those families?
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 01              DR. DAVID WILLIAMS:  So you asked a

 02  question and then you started on about three

 03  different things, hospitals and wanting to go for

 04  treatment, then you went to long-term care, then

 05  you went to families, then you went to -- can you

 06  break it down for me?

 07              JOHN CALLAGHAN:  Well, it is not

 08  complicated.  I'm not talking about hospitals.  I'm

 09  talking about hospitals that were called in to save

 10  long-term care homes, were delayed because test

 11  results took five, seven days.  They said they

 12  should be back quicker, much quicker, and had they

 13  been back in 24 or 48 hours, they could have saved

 14  lives, lives of family members who this Commission

 15  has heard from, who are distraught that the delay

 16  in getting lab results caused their loved ones to

 17  get COVID and die.

 18              So when we ask you these questions, I

 19  recognize there is lots to this, but that is the

 20  base route.

 21              So as the Chief Medical Officer of

 22  Health, and whatever your relationship with Public

 23  Health Ontario, what do you tell them about the

 24  delays?

 25              DR. DAVID WILLIAMS:  So our issue all
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 01  along is we wanted a turn-around time, working with

 02  Toronto Health, to be less than 48 hours if we

 03  could, maximum 72 hours.  So turn-around time has

 04  always been important to us.

 05              I think when you are asking a question

 06  like that, there is many parts and components to

 07  it.  I would say, while it is -- for people that

 08  have gone through it and with the uncertainty and

 09  wondering what is going on, especially family

 10  members, it was no doubt disconcerting to

 11  understand what is happening.

 12              When you are dealing with -- because

 13  you seem to be focussing on long-term care homes.

 14  Right now the question is specifically, right?

 15              JOHN CALLAGHAN:  That is my job.

 16              DR. DAVID WILLIAMS:  That is the

 17  mission.  That is what we are here for.  When we

 18  deal with outbreaks in long-term care homes, which

 19  we do with Public Health all the time, there is

 20  some key parts that are very important there.  One

 21  is you determine if you have an outbreak or not.

 22  Once you have a suspicion or a possibility of an

 23  outbreak, you take a number of steps to curtail its

 24  impact.  You don't say, well, let's just wait until

 25  we get all the lab tests back to start to do stuff.

�0078

 01              So critical in this is the infection

 02  prevention and control practices and what you need

 03  to do to put in place to start to limit the impact

 04  of a respiratory infectious disease in your

 05  institution, which we have in our protocols because

 06  every year we deal with influenza outbreaks in

 07  long-term care facilities.

 08              It does help to have laboratory

 09  testing, but your actions should not wait until all

 10  the laboratory testing is back, and you need to be

 11  taking some steps and action there.

 12              So the laboratory testing is an adjunct

 13  and assists you in assessing how it is going and

 14  assessing how well your steps are taken to try and

 15  limit that and to try and cordon it off and contain

 16  it.  So they are very important.

 17              They are initially important to tell do

 18  you have an outbreak?  So an initial one of

 19  identifying a case, and an original definition of

 20  two cases, then you have an outbreak definition

 21  under our Public Health standards, and that is very

 22  important, and the turn-around time is very

 23  important.

 24              But that should not cause one to say,

 25  Well, let's just wait and do nothing until you get
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 01  the laboratory testing.  You have to move.

 02              JOHN CALLAGHAN:  So by now you must be

 03  aware that a large number of the homes in

 04  significant outbreak have been described to have

 05  woefully inadequate IPAC practices.  You are aware

 06  of that?  Have you followed the evidence in this

 07  Commission that has repeatedly been to the effect

 08  that homes had woeful IPAC practices?

 09              DR. DAVID WILLIAMS:  Yes, we have been

 10  made aware that when -- even when our Public Health

 11  Units went in, and where they know they had the

 12  documents and materials, when they went in and

 13  identified an outbreak, they would say, A lot of

 14  the things that should have been in place were not

 15  in place, and the staff weren't at an adequate

 16  level of training and knowledge it would take to

 17  implement those.

 18              So that was disappointing to in us in

 19  Public Health writ large.

 20              JOHN CALLAGHAN:  So you could

 21  appreciate there would be a greater reliance on lab

 22  results when these homes were insufficiently

 23  trained in IPAC?  And I am not talking about an

 24  institution.  I'm talking about specific homes.

 25              DR. DAVID WILLIAMS:  I think there is a
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 01  pretense there, if you have a lab test, does that

 02  negate the need of IPAC?  I can't agree with that.

 03              JOHN CALLAGHAN:  I'm not suggesting it

 04  does.  I'm suggesting to you, sir, that where the

 05  home hasn't got the first clue about IPAC, the one

 06  way Public Health and the hospitals who were

 07  brought in could understand the scope is by timely

 08  results, and that did not happen and people died.

 09  And I am trying to get from you whether you believe

 10  that the results -- the times of -- the results

 11  provided by labs were timely and whether more could

 12  have been done to prepare the labs so that timely

 13  results came?  I'm just trying to get a straight

 14  answer from that question.

 15              DR. DAVID WILLIAMS:  I think the answer

 16  is that we want a rapid turn-around time.  It is

 17  key and important who did the testing in the homes,

 18  who was tested, and as part of the overall IPAC

 19  policy, you have to do your cohorting and all the

 20  other steps.

 21              To me, IPAC is the primary importance.

 22  The testing is an adjunct to that.  How you use it,

 23  how quickly you get the results back, informs you

 24  of the quality of your infection prevention and

 25  control.  To say that you are doing the testing,
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 01  you then decide if you are going to do IPAC, I

 02  can't agree with that.

 03              JOHN CALLAGHAN:  I'm not talking about

 04  IPAC as a procedure.  I'm talking about people that

 05  actually understand disease control, including the

 06  monitoring, as you describe, and how to act.  That

 07  did not happen.  What they did is they waited for

 08  test results.  Test results were late.  People

 09  died.  That is what happened on the ground, not

 10  theoretically.

 11              You appreciate that that happened?

 12              DR. DAVID WILLIAMS:  I appreciate that

 13  there was some lab testing.  I think different

 14  people coming in were undertaken through the

 15  infection prevention and control practices.

 16              Remember, when you get the test result

 17  back -- when you get the test result back, that

 18  means someone has been infected at least seven to

 19  ten days before.  It doesn't give you real time.

 20  If you wait until that laboratory test result back

 21  and not looking at signs and symptoms of patients

 22  and monitoring them and dealing with proper

 23  cohorting, proper methods of infection prevention

 24  and control practice, that is not good enough

 25  because the test is time-delayed anyways because
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 01  the person was already infected by time you get the

 02  test result back.

 03              JOHN CALLAGHAN:  So your Directive

 04  doesn't come, I don't think, until March 22nd or

 05  March 30th on cohorting.  It says that you cohort

 06  the well and the unwell, right?  You separate the

 07  well and unwell, that is the wording you use in

 08  your Directive?

 09              DR. DAVID WILLIAMS:  The Directive was

 10  to ratify what the guidance documents already said.

 11              JOHN CALLAGHAN:  Right, and you used

 12  the word "well" and "unwell"; do you recall that?

 13              DR. DAVID WILLIAMS:  Yes, well, and we

 14  defined that -- those that had signs and symptoms

 15  and those who didn't.

 16              JOHN CALLAGHAN:  And when you

 17  understood there was asymptomatic spread, how does

 18  one cohort?

 19              DR. DAVID WILLIAMS:  That was the

 20  difficulty.  At that time, there was no

 21  asymptomatic spread accepted and approved by our

 22  scientists.

 23              JOHN CALLAGHAN:  Well, we'll come to

 24  that as to whether it was approved, whether the

 25  precautionary principle would have said you should
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 01  have done that anyway.  But let's talk a little

 02  further about it.  On cohorting, did you listen to

 03  the evidence of Mr. Lum from Hong Kong, how they

 04  dealt with things that was before this Commission?

 05  Did you read is that transcript?

 06              DR. DAVID WILLIAMS:  No.  I mean, I

 07  have read it before, during the time, and it was

 08  reviewed by our National Committee on that.  So our

 09  cohorting, laid out by our guidance documents and

 10  protocols, is that when --

 11              JOHN CALLAGHAN:  But I'm not asking you

 12  about that.  I'm asking you about Mr. Lum.

 13              DR. DAVID WILLIAMS:  That is one

 14  scientist giving his input.

 15              JOHN CALLAGHAN:  No, he is telling you

 16  what happened in Hong Kong.  In Hong Kong, they

 17  cohorted those that were positive at the hospital

 18  and those that had been exposed in a different

 19  location in long-term care where they had as many

 20  as 30 to a room, and they had de minimus deaths.  I

 21  think they have had 30 in total.

 22              Did you ever consider decanting them

 23  into those places where symptomatic people went one

 24  place, those exposed to them went to another, and

 25  you left the remainder in the home?  Did you ever
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 01  do that?

 02              DR. DAVID WILLIAMS:  Part of the

 03  program was, if you had a patient who was quite

 04  sick, they were usually transferred to a hospital.

 05              JOHN CALLAGHAN:  No, I didn't ask that.

 06  I asked for a larger program dealing with those who

 07  were exposed because there was knowledge and

 08  expectations of asymptomatic spread at some point

 09  in time, and I don't know of you ever doing that.

 10  I'm asking you whether you considered it.

 11              DR. DAVID WILLIAMS:  We had discussions

 12  on that if we had the facilities to move them off

 13  into with staffing.

 14              JOHN CALLAGHAN:  Sorry, you had the

 15  facilities, or you did not have the facilities?

 16              DR. DAVID WILLIAMS:  We didn't have the

 17  facilities.

 18              JOHN CALLAGHAN:  So no one made the

 19  facilities available?

 20              DR. DAVID WILLIAMS:  That was later on

 21  in the discussion that talked about, if you

 22  decanted, and could you go open up new centres, and

 23  when you decant patients, you have to decant the

 24  care with them.

 25              JOHN CALLAGHAN:  So we have heard about
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 01  Bruce Power, a private company, putting up field

 02  hospitals.  So it is not the facility.  Surely we

 03  have the facilities; correct?

 04              DR. DAVID WILLIAMS:  We have

 05  facilities, but you haven't got the staff.

 06              JOHN CALLAGHAN:  I see.  So it is

 07  staff.  So we'll talk about staff surge a little

 08  later.  But let's go back then.  So have you read

 09  Dr. Klein's study on cohorting in long-term care?

 10              DR. DAVID WILLIAMS:  I remember seeing

 11  a report reviewed by Public Health -- a group did a

 12  review on it, looked at it.

 13              JOHN CALLAGHAN:  So he came, and he

 14  talked to the Commissioners here, and he showed in

 15  one particular home how they took your cohorting,

 16  and they moved the well and unwell, not knowing and

 17  not appreciating or not having any understanding of

 18  asymptomatic because it wasn't told to them, and

 19  they basically showed how they spread COVID around

 20  that home from an asymptomatic patient to a

 21  non-symptomatic, who then became symptomatic, and

 22  then moved them all the way around in the whole

 23  home where a large portion had become infected.

 24  Were you aware of that?

 25              DR. DAVID WILLIAMS:  If you move around
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 01  infected patients, you will spread infection.

 02              JOHN CALLAGHAN:  So did you ever amend

 03  the guidance on separating the well and unwell to

 04  tell them that if you separate the unwell, you may

 05  be symptomatic -- they may be symptomatic, and you

 06  may be spreading the disease around your long-term

 07  care home?  Did you ever do that?

 08              DR. DAVID WILLIAMS:  Well, the point is

 09  that you have to separate the --

 10              JOHN CALLAGHAN:  Did you ever do that?

 11              DR. DAVID WILLIAMS:  No, we wanted to

 12  separate the infected from the uninfected.

 13              JOHN CALLAGHAN:  Well, no, you would

 14  say well and unwell, and I don't know how you know

 15  if they are infected if it is asymptomatic.

 16              DR. DAVID WILLIAMS:  They should test

 17  them.

 18              JOHN CALLAGHAN:  Which takes time;

 19  correct?

 20              DR. DAVID WILLIAMS:  We did.  We did

 21  the testing.  So I am more interested in separating

 22  infected from uninfected.

 23              JOHN CALLAGHAN:  And the only way to

 24  know that is to have prompt test results; correct?

 25              DR. DAVID WILLIAMS:  Yeah, when you go
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 01  into an outbreak testing, you test as many people

 02  as you need to do, and you need to have the results

 03  back.

 04              JOHN CALLAGHAN:  Were you aware that

 05  some long-term care homes were actually getting

 06  results by mail sometimes; are you aware of that?

 07              DR. DAVID WILLIAMS:  Yes, they had no

 08  automated system to receive it.

 09              JOHN CALLAGHAN:  Did you ever, as the

 10  Chief Medical Officer of Health, speak to the

 11  long-term care and say that is a danger to the

 12  safety of residents?

 13              DR. DAVID WILLIAMS:  When we did

 14  testing, a copy of the results usually went --

 15  always goes to the local health department.

 16              JOHN CALLAGHAN:  No, I mean the actual

 17  failure to provide for some automated process like

 18  a hospital has to get desktop results, did you, as

 19  the Chief Medical Officer of Health, ever complain

 20  or raise an objection -- because you obviously knew

 21  about it, you just said you did -- about the manner

 22  in which long-term care homes were getting results;

 23  yes or no?

 24              DR. DAVID WILLIAMS:  Before the

 25  pandemic?
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 01              JOHN CALLAGHAN:  Yes.

 02              DR. DAVID WILLIAMS:  My issue was that

 03  I wanted to make sure that my MOHs got the results.

 04              JOHN CALLAGHAN:  All right.

 05              DR. DAVID WILLIAMS:  Because they --

 06              JOHN CALLAGHAN:  So the answer is no,

 07  just to be clear?

 08              DR. DAVID WILLIAMS:  No.  Because I was

 09  more concerned that Public Health has the results.

 10              JOHN CALLAGHAN:  Fine.  After.  Did you

 11  ever complain after the pandemic?  Because you seem

 12  to make a distinction there.

 13              DR. DAVID WILLIAMS:  We are not after

 14  the pandemic.  It is still on.

 15              JOHN CALLAGHAN:  All right.  Since

 16  before and current, did you object to the manner in

 17  which long-term care homes were receiving their

 18  test results?

 19              DR. DAVID WILLIAMS:  We wanted to make

 20  sure that everybody received the results as quickly

 21  as possible and accurately as possible.

 22              JOHN CALLAGHAN:  Okay.  So I have not

 23  seen your objection.  You would say to me you

 24  objected to the long-term care -- the Minister of

 25  Long-Term Care, the Deputy Minister of Long-Term

�0089

 01  Care, or somebody in that department about the

 02  manner in which long-term care homes were receiving

 03  their results?  Did you, or did you not?

 04              DR. DAVID WILLIAMS:  I was more

 05  interested that they receive them expeditiously to

 06  handle outbreaks.

 07              JOHN CALLAGHAN:  Well, you just spoke

 08  with me that you knew that they didn't have the

 09  technology to receive them expeditiously, so I'm

 10  asking you, having that knowledge in hand, knowing

 11  the risk to the patients or to the long-term care

 12  residents of not getting quick results, did you at

 13  any time raise the issue with the Ministry of

 14  Long-Term Care?  I'm sensing the answer is no.  A

 15  direct answer would be helpful.

 16              DR. DAVID WILLIAMS:  The answer is that

 17  in outbreaks, I raise the issue we want the lab

 18  test results back as promptly as possible.

 19              JOHN CALLAGHAN:  And did you then go on

 20  to say that it is your understanding that long-term

 21  care homes do not have the technology to receive

 22  results expeditiously?  Did you go on to say that?

 23              DR. DAVID WILLIAMS:  No, because in the

 24  middle of it we were dealing with the outbreaks,

 25  not with the technology.
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 01              JOHN CALLAGHAN:  Well, they seem to go

 02  hand in hand in what you just said a moment ago,

 03  but let's move on.

 04              DR. DAVID WILLIAMS:  Not exactly.

 05              JOHN CALLAGHAN:  So in terms of --

 06              COMMISSION CHAIR FRANK MARROCCO:

 07  Mr. Callaghan, before you move on, we have finished

 08  with this particular line of questioning, but I

 09  just wanted to ask you, Doctor, how do you see the

 10  relationship between the Chief Medical Officer of

 11  Health, the Minister of Long-Term Care, in relation

 12  to long-term care facilities and the Local Medical

 13  Officer of Health, because it seems to me, Doctor,

 14  that at least with respect to the Local Medical

 15  Officer of Health and the Minister, they can issue

 16  orders that affect long-term care facilities, and I

 17  think you can too, quite frankly, but I'm just

 18  trying to understand from your perspective how you

 19  see the interrelation of the three of you, if you

 20  like?

 21              DR. DAVID WILLIAMS:  Well, yes.  Thank

 22  you, Commissioner.  It is a good question.

 23  Recently we were in the Ministry of Health and

 24  Long-Term Care, we were combined, and so the

 25  Assistant Deputy Minister for Long-Term Care would
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 01  be at our table.  We would discuss things and -- if

 02  there is issues and concerns, and one of the things

 03  always every year is how is the influenza

 04  vaccination program going, how are outbreaks going,

 05  and different aspects there.  So we would compare

 06  notes on that.  Because under Ontario Public Health

 07  standards, we have our outbreak protocols.  So

 08  every year, Public Health is highly invested in

 09  making sure influenza planning is around and in

 10  place, making sure that they have their vaccination

 11  program ready to roll out.  There are standing

 12  orders for all the residents in there, as well as

 13  to put as the top priority get our vaccinations

 14  done there and deal with any of the outbreaks and

 15  have our staff at the local health unit be prepared

 16  to move over and assist when necessary to deal with

 17  outbreaks of influenza or other outbreaks.

 18              So we have always had an outbreak

 19  relationship with them.  We don't actually get

 20  involved in their management and administration,

 21  per se.  So ours is more on a basis of two levels:

 22  One, we would have our staff involved in outbreaks,

 23  or on a regular basis, we would have our inspectors

 24  look at food services to make sure that there was

 25  proper food handling and that kind of stuff.
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 01              But that was the actual day-to-day

 02  limitation of our interaction with it.

 03              When the Ministry of Long-Term Care was

 04  formed, about a few weeks before the start of the

 05  pandemic we were asking questions that, as the

 06  CMOH, do I go to their table?  We gave a

 07  presentation and were made aware.

 08              So it was the early days of building up

 09  a relationship with the Minister of Long-Term Care,

 10  the Deputy Minister of Long-Term Care and how does

 11  that work.  Because I am an ADM at the Ministry of

 12  Health table, do I -- I'm in a consulting role.

 13  Would I be part of their senior management role?

 14  And that said, No, I think you're still staying,

 15  you're with the Minister of Health, but I'm

 16  available to have advice and direction and

 17  discussions in that.

 18              And then later, when we came into the

 19  pandemic, they were part of the health table and

 20  participated in there, and we have had always

 21  collegial working relationship with the Deputy,

 22  with their ADMs and others with my staff and their

 23  staff as we work through the ongoing issues

 24  throughout the whole process.

 25              So it is more of an advisory and
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 01  consulting, and then sometimes using my powers with

 02  the directives versus the powers of the Minister

 03  and getting used to working with a Ministry of

 04  Long-Term Care, which in my time I have never seen,

 05  but it is a new thing, and it was developing at

 06  that time.

 07              COMMISSION CHAIR FRANK MARROCCO:  So

 08  did you see the relationship as consensual or

 09  advisory as opposed to directive?

 10              DR. DAVID WILLIAMS:  Right, because I

 11  reported to the Deputy Minister of Health and the

 12  Minister of Health, not to the Deputy Minister of

 13  Long-Term Care or the Minister of Long-Term Care.

 14              So in a reporting direction, under my

 15  OIC, et cetera, I had a reporting one within the

 16  Ministry of Health.  I had more of an advisory

 17  consulting with the Long-Term Care.

 18              COMMISSION CHAIR FRANK MARROCCO:  But

 19  you are the Chief Medical Officer of Health.

 20              DR. DAVID WILLIAMS:  Right, and I can

 21  give advice and direction, whether it is Public

 22  Health concerned.  I can ask for information, ask

 23  for data, ask for reports that would help and

 24  assist me on that.  So I would often ask the Deputy

 25  for, you know, what is happening here and how is
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 01  this and some issues like that.

 02              So I can be kept informed on those

 03  public health issues, yes.

 04              COMMISSION CHAIR FRANK MARROCCO:  But

 05  can you not make orders when there is an infectious

 06  disease outbreak --

 07              DR. DAVID WILLIAMS:  Directives?

 08              COMMISSION CHAIR FRANK MARROCCO:

 09  Whether the Minister of Long-Term Care or the

 10  Deputy Minister agree with you or not?

 11              DR. DAVID WILLIAMS:  As a Medical

 12  Officer of Health, we can write orders, and as a

 13  Chief Medical Officer of Health, I can write

 14  directives to seek to contain it and deal with it,

 15  that's correct.

 16              COMMISSION CHAIR FRANK MARROCCO:  So if

 17  you think it is necessary that they do something to

 18  contain, you can tell them that they have to do it,

 19  and they ought to comply with your -- they have to

 20  comply.

 21              DR. DAVID WILLIAMS:  My directives are

 22  towards the homes, not towards the Minister.  I

 23  don't direct the Minister.

 24              COMMISSION CHAIR FRANK MARROCCO:  But

 25  you can direct the homes that the Minister is

�0095

 01  responsible for.

 02              DR. DAVID WILLIAMS:  Or other health

 03  institutions where there is the proper triggers

 04  under the Health Protection and Promotion Act.

 05              COMMISSION CHAIR FRANK MARROCCO:  So

 06  even if -- if there was a practice that you thought

 07  was necessary to employ or that a home or the homes

 08  employ, you can tell them to do that as the Chief

 09  Medical Officer of Health?

 10              DR. DAVID WILLIAMS:  Right, with the

 11  proper triggers and evidence, yes, to do so, yes,

 12  and to implement that.

 13              At the same time, I may ask the Deputy

 14  of Long-Term Care, is this something you might want

 15  to incorporate into your regulations, because

 16  directives at times are seen as -- they can be

 17  there for a period of time, but if they develop new

 18  regulations and legislation under their Act, the

 19  need for the directives may become less than

 20  necessary.

 21              COMMISSION CHAIR FRANK MARROCCO:  Okay.

 22  Thank you.

 23              JOHN CALLAGHAN:  So on the issue of

 24  that, you mentioned the Public Health Units, they

 25  do not inspect homes for IPAC compliance; am I
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 01  correct on that?

 02              DR. DAVID WILLIAMS:  They generally

 03  don't.  They are there as a resource to give them

 04  education and information in that and to share

 05  documents and materials with them, but they don't

 06  go around and audit the IPAC practices in all the

 07  long-term care homes.  If there is an outbreak, of

 08  course, they would want to see that those things

 09  are place.

 10              JOHN CALLAGHAN:  Given what you have

 11  heard about the state of IPAC practices in homes,

 12  do you think the Public Health Units should take

 13  over that responsibility?

 14              DR. DAVID WILLIAMS:  Yeah, this has

 15  been a very big part of -- when we looked at that.

 16  When we did post-SARS, there was -- one of the

 17  things from the Provincial Infectious Disease

 18  Advisory Committee, there was a lack of infection

 19  prevention and control practices throughout the

 20  whole health system, long-term care, home care, and

 21  hospitals.

 22              Our concern greatly was the hospital,

 23  and we really wanted to look at that, and you have

 24  seen many documents from PIDAC, from the Provincial

 25  Infectious Disease Advisory against specificity and
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 01  Infection Prevention Control Committee, under their

 02  Chair, and we put out many documents that became

 03  leading ones throughout the country because a lot

 04  of places -- even when I went through medical

 05  school when I dealt with infectious diseases, the

 06  professor would say, This is more for historical

 07  purposes because you are not going to be dealing

 08  much with this in the future.  And I went, Wow,

 09  okay, and as I went out and we did that, we still

 10  had some attitude, and even during SARS, I had some

 11  doctors saying, I never thought I could get

 12  infected by working in a hospital.  I am going,

 13  Really?  And this was very surprising.

 14              So part of our task was to raise the

 15  whole bar of infection prevention and control

 16  across the whole system and saying you have to

 17  invest in this.  You have to devote staff and time,

 18  many things to put that in place.

 19              And you have to start training

 20  infection prevention and control practitioners to

 21  get them certified.  It was very much a small

 22  group, and they came and worked with us and PIDAC,

 23  because they said, We now have an advocate in

 24  Public Health that says that infection prevention

 25  and control is valuable and should be resourced
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 01  accordingly.

 02              So we worked hard since the SARS up

 03  until now to continue to advocate for that to be

 04  always there, and we developed through Public

 05  Health Ontario -- because, remember, the PIDAC --

 06  acronyms I know we are not supposed to use, the

 07  Provincial Infectious Disease Advisory Committee,

 08  that whole committee was moved into PHO.  At the

 09  same time, we developed regional infection control

 10  networks, which had groups of infection prevention

 11  control practitioners, certified, that were

 12  available to hospitals and other ones who wanted to

 13  have that resource, if they needed to do that.

 14              Over time, a lot of those initial

 15  veterans retired, and some of those resources

 16  dwindled down, because in the acuity of the urgent,

 17  with overload in hospitals and emergency department

 18  demands, and -- there is reasons that people say we

 19  don't have the time and stuff to spend on this.  So

 20  we have always been pushing for IPAC to be brought

 21  back to the table, to make sure it is there.  But I

 22  think over time we have seen less and less emphasis

 23  on that in various sectors, but we keep putting out

 24  our documents.  We keep emphasizing it.

 25              And I think some find it at times, in
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 01  times of peace, to be sort of things that they just

 02  say, well, there is urgent issues we need to deal

 03  with.  I mean, we know it is important, but not

 04  right now.  And it is hard to keep that prevention

 05  thing always at the front table because the tyranny

 06  of the urgent always pushes things aside, and that

 07  is --

 08              JOHN CALLAGHAN:  I think that is a good

 09  point.  So then I take it then you must have

 10  been -- were you not surprised or were you

 11  surprised at the state of IPAC on these homes that

 12  had massive outbreaks?  And we just heard that they

 13  didn't have any clue of what they were doing and --

 14              DR. DAVID WILLIAMS:  Well --

 15              JOHN CALLAGHAN:  Did that surprise you?

 16  I mean, it seems to us that perhaps acute care got

 17  the memo out of SARS and perhaps maybe parts of

 18  long-term care didn't get the memo out of SARS, but

 19  I don't know what your reaction is because that is

 20  what we are after, figuring out how we solve this

 21  long-term care issue.

 22              DR. DAVID WILLIAMS:  Yeah, I think I

 23  would say unfortunately not surprised, but I am

 24  surprised at the paucity of it.  I would have

 25  expected a lot more to be available and present
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 01  there.  We had been working with a lot of homes

 02  every year in outbreaks, so we had many times to

 03  try some out.  We deal with over a thousand

 04  influenza outbreaks in long-term care homes every

 05  year, so it is not atypical.

 06              So we get a chance to keep pushing back

 07  and saying, We need it, we need it again.  What I

 08  found when I was a Local Medical Officer of Health

 09  where we might have done a big outbreak the year

 10  before, and we went back and said, Okay, I guess

 11  they are ready to go.  Yeah, where is so and so,

 12  the manager?  Well, no, she left, and she was

 13  replaced by another one, who was replaced by

 14  another one.  And okay, is any of the staff here

 15  that were there a year ago?  And the answer is not

 16  many.

 17              So that core expertise that we trained

 18  was changing very quickly, and it is how do you

 19  maintain that with the turnover in there.

 20              And the same with our hospitals.  We

 21  would look for our point person who was our

 22  infection prevention and control practitioner, the

 23  champion, if you may, to be there to keep raising

 24  the banner and keep pushing the agenda.

 25              But some of those have retired and
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 01  moved on.  So it has always been for us -- and even

 02  now during the pandemic, we have asked one of my

 03  directors, Can we start to look at how to develop

 04  an even stronger infection prevention and control

 05  practitioner training program back up again in our

 06  colleges and universities and look for that

 07  certification to raise that core strength back up

 08  again.

 09              So I guess it was to me disappointing

 10  to find the lack of depth and breadth of infection

 11  prevention and control expertise that was available

 12  out there to deal with it.

 13              So I see this is one of the systematic

 14  things, if you are looking for system solutions,

 15  that needs to be raised in all sectors.  Even if it

 16  isn't urgently necessary every moment all yearlong,

 17  you need it there in your backdrop to be keeping

 18  that there, because unlike our professor said back

 19  in medical school, infectious diseases are not a

 20  historical phenomena, they are here, and they are

 21  in our face, and we have to deal with that.

 22              JOHN CALLAGHAN:  So --

 23              COMMISSION CHAIR FRANK MARROCCO:

 24  Mr. Callaghan, before you go on, did I understand,

 25  as a result of the work you were doing with
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 01  preventing and controlling infectious diseases like

 02  the flu, it became clear that one of the barriers

 03  to effective infectious prevention and control

 04  practices in individual homes was the high turnover

 05  of staff?

 06              DR. DAVID WILLIAMS:  At the local level

 07  I found that to be, as a Medical Officer of Health,

 08  and our staff found it perplexing because we had

 09  groomed someone in the past to be our local

 10  champion, because you need a -- in a long-term care

 11  home, we deal with a lot of part-time staff and

 12  turnover.  You need one of your more managerial

 13  people who have a longer history in the

 14  organization to be that expert, that our lead of

 15  our infectious disease, our Public Health Nurse was

 16  the lead there, would be able to maintain a

 17  relationship with and to monitor that over time.

 18  And time and time again, we found where is that

 19  person?  And who is now the lead?  And we hadn't

 20  met the person before.

 21              And so the changeover was at times

 22  disconcerting because you invested in the training

 23  of that person, because it is really the person you

 24  want to train up on who can do that, I would say,

 25  organizational and structural and systematic and
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 01  engineering diagnostic of infection prevention and

 02  control practices that are applicable to that

 03  setting that is so critical.

 04              COMMISSION CHAIR FRANK MARROCCO:  Would

 05  you agree that given that difficulty, it makes

 06  sense to vest the hospitals with the challenge of

 07  training infection control or introducing infection

 08  control practices, because there is an element, it

 09  seems to me, of consistency and permanence in the

 10  hospitals that apparently you did not find in the

 11  long-term care homes.

 12              DR. DAVID WILLIAMS:  There is a yes and

 13  no there.  We had worked hard to increase that in

 14  our hospitals, and not every hospital has all of

 15  that.  Some of the smaller ones don't.  So that is

 16  why we had our regional infection control networks

 17  so they could avail themselves of that expertise,

 18  and some of those were hospital-based ICPs,

 19  infection control practitioners, that they could

 20  come in and ask for some advice on.

 21              I think what happened over time is that

 22  the more permanent jobs and better paying jobs were

 23  in the hospital, and they would tend to move over

 24  to there.  And we really need them in the hospital,

 25  so that is very -- that is critically important.
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 01              At the same time, what I found

 02  sometimes -- because in the hospital, if you have

 03  only been working in the hospital, you build it on

 04  the basis of the infrastructure that you are aware

 05  is in the hospital.  And when you go out to a

 06  long-term care home, you start to say, Well, this

 07  is not very hospital-like.

 08              And the answer is no, it isn't.  It is

 09  a home.  And therefore, they would say, Well, where

 10  is the anteroom where you can put on the gowns and

 11  go in?  There isn't one.  Where is this and where

 12  is that and all these other things that you would

 13  expect to have in a hospital, that we had raised

 14  the bar that they should put in a hospital, are not

 15  in a long-term care home.

 16              So how does one run a quality infection

 17  control program in a home as compared -- like a

 18  residence, a home, as compared to a hospital?

 19              And to be able to translate that, you

 20  would have to be doing that on a regular basis all

 21  the time.  It is part of your expertise.  So if you

 22  had them doing that, would they avail themselves on

 23  a regular basis to be going out and meeting with

 24  the staff and looking at it, because part of

 25  infection prevention and control is doing it before
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 01  it happens, not when it happens, and setting up all

 02  those -- looking for the compromise and the things

 03  that are missing and what is not in place and that,

 04  it is a constant auditing.

 05              And I think if you are going to set

 06  that up, it would be a good process but you are

 07  going to have to make it part of the job

 08  description if they said, Okay, now you have --

 09  responsible for these five, these ten, and are you

 10  meeting on a regular basis with them?  But they

 11  say, Well, my contract, I work for the hospital, I

 12  don't work for the long-term care home.  Where is

 13  the liability?  Should I be doing that or not doing

 14  that?

 15              And so it really behooves us, and I

 16  would like to see in that systematic review, the

 17  same as you did with the hospitals, to raise the

 18  bar of infection prevention and control.  Even when

 19  we did all the work with PIDAC around building and

 20  design where we were recommending through our PIDAC

 21  committee with the Dew Drop Foundation and staff

 22  saying, There is logic in building new hospitals

 23  that every room is a private room.  It is separate.

 24  And you say, Well, what is the cost of that?

 25              So we are trying to raise the overall
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 01  infection prevention and control policy and

 02  practices even in the capital building and design

 03  stuff, and we weren't involved and asked to do that

 04  in long-term care homes in there, but that is

 05  something that could be looked at in a proactive

 06  basis, is that what things might one consider in

 07  capital building, even building and layout and, you

 08  know, staffing, those system things that I really

 09  think are very critical and important that need to

 10  be there before you have any pandemics, before you

 11  have outbreaks, that has to be looked at day in and

 12  day out.

 13              And I know even hospital staff at times

 14  get frustrated with the infection control teams

 15  coming around and saying, well, here they come

 16  again.  They are going to demand this.  They are

 17  going to demand that.  Yes, they are going to

 18  demand that.  That is what it is about.

 19              COMMISSION CHAIR FRANK MARROCCO:  And I

 20  guess my question was more directed to this.  You

 21  perceive a significant challenge in raising the

 22  level of knowledge about infection practices and

 23  control in long-term care homes caused by the high

 24  turnover of staff.

 25              So Public Health going to a long-term
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 01  care home and training someone or some group,

 02  depending on how you did the training, training

 03  them doesn't always work because there is a high

 04  turnover of staff.  It is hard to have an expert

 05  there because the expert leaves, and frequently the

 06  person you have invested the time and money and

 07  training leaves.

 08              So that is a reality.  We have been

 09  told that 70 to 80 percent in some homes are

 10  part-time, and that the excessive number of

 11  part-time people is a real problem.

 12              So given that reality, isn't really the

 13  only alternative then to ask the hospitals to take

 14  on the responsibility of training and obviously

 15  paying them for it, but I don't know who else --

 16  who else could do it?

 17              DR. DAVID WILLIAMS:  You are correct.

 18  That would be your logical go-to.  Public Health,

 19  some had infection control practitioners.  We

 20  always usually went in mostly for outbreaks, but if

 21  you were making that part of someone -- some

 22  agency, an organization, I think, should have that

 23  responsibility to do that on a regular basis and

 24  do -- much like you do with inspections for food

 25  services, you go in on a regular basis, look at
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 01  deficits, give them advice, give them direction to

 02  improve this, improve that, so they have to not

 03  only have the training capabilities but the ability

 04  to give some direction to the organization to say,

 05  this is not in place; that is not in place; you

 06  need to do this; you need to do that.

 07              So I agree with you, Commissioner, I

 08  think looking at that system approach is an

 09  important one to maintain that quality of infection

 10  prevention and control in times of peace so it is

 11  there during times of outbreaks.

 12              COMMISSION CHAIR FRANK MARROCCO:  And

 13  the other side of it, do you agree -- and please,

 14  if you don't, please said so, but the hospitals

 15  have some sense of civil liability, so the need to

 16  make sure that this is effectively done is going to

 17  resonate with whoever is on the compliance end in

 18  the hospital because they recognize there can be

 19  civil suits and the government is not always going

 20  to try to pass legislation to protect the hospital

 21  from civil liability.

 22              So there is an internal incentive to

 23  making sure that these practices are known and

 24  don't fall into the situation where there is nobody

 25  there that knows how to put the equipment on.
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 01  Nobody knows how to take it off.  We have heard of,

 02  you know, people wearing the same PPE from room to

 03  room.  Crazy practices.  A hospital would

 04  appreciate the significant civil consequences of

 05  permitting that to go on.

 06              Does that seem reasonable to you or no?

 07              DR. DAVID WILLIAMS:  There is a yes and

 08  no.

 09              One of the things I found about

 10  hospitals is they are very reluctant to do things

 11  outside their walls because they have a great sense

 12  of liability and their areas of responsibility

 13  under the Public Hospitals Act.

 14              So I think what you are asking for, is

 15  there some way -- and this is what we ran into at

 16  the outset with the 29.2s and that, how do we ease

 17  off that liability issue that allows hospital staff

 18  to go outside their workplace to do that and what

 19  is the liability and different issues.  What

 20  regulations permit to do that?

 21              So I think what you are asking is, is

 22  there a need for some change in the legislation and

 23  powers and authority that would not only allow that

 24  but permit it and in a way that interface that has

 25  not been there would be there, so whoever is going
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 01  to do it is legislatively enabled to do it and

 02  covered in that area and equipped and financed and

 03  funded.

 04              So it is creating an infrastructure, a

 05  system, that I think would -- in answer to your

 06  question, would be most helpful.  Whoever is going

 07  to do it, because then they are not only going to

 08  do it because they feel it is nice to do, they need

 09  to do it because they are supposed to do it.  And

 10  they have to be audited also and saying, Did you go

 11  around and do this training.  Because there is

 12  accountability in the system up there.  You have to

 13  build that in.  And hospitals up until now have

 14  been very careful to make sure that what is offered

 15  is within their jurisdiction and their

 16  responsibilities, and that is understandable under

 17  the legislation Acts that are there now.

 18              But I think what you are asking for,

 19  Commissioner, is that should be something that

 20  needs to be thought of as a system approach and how

 21  would that be put in place.

 22              COMMISSION CHAIR FRANK MARROCCO:  Well,

 23  I have to take issue a bit with the idea that the

 24  hospitals won't do it unless they are directed to

 25  do it, although I'm sure that that's a preferable
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 01  way of going about this.

 02              But we have heard remarkable stories of

 03  hospitals going in to long-term care homes in

 04  response to a request for help and simply helping

 05  on top of their responsibilities they had at the

 06  hospital.

 07              We have heard no suggestion that they

 08  had a shortage of people willing to do what was

 09  necessary in a crisis to get through the crisis.

 10              DR. DAVID WILLIAMS:  Yes, I wasn't

 11  inferring that morally they had to be directed.

 12  More than willing to do that, I think what they

 13  said, if we are directed, then we have the legal

 14  and the liability aspects covered that allow our

 15  people to go in and do it, as they so do want to do

 16  it and take part in that.

 17              So it is more of an administration and

 18  management thing behind the scenes, that by giving

 19  directives and that allows that to occur and to let

 20  them do what they feel they want to do and know how

 21  to do.  So we want to free them up to do that.

 22              And that is what we had to face in the

 23  middle, because based on need -- and they did want

 24  to help.  Now, they were also under pressure too

 25  because they are hospitals, and we heard some
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 01  saying we have got cases, and we have some

 02  outbreaks in our own institution.  We can spare

 03  some in different -- but we have to be sensitive to

 04  that because that is not something that was built

 05  into their normal operations.

 06              But I think what you are getting at,

 07  Commissioner, is maybe something that would be

 08  built in there in the future.

 09              COMMISSION CHAIR FRANK MARROCCO:  So,

 10  sorry, Mr. Callaghan, to interrupt.

 11              JOHN CALLAGHAN:  So you spoke about

 12  peacetime, and we are talking about IPAC, and we

 13  heard evidence that there was a deterioration of

 14  IPAC at Public Health Ontario in 2019 to 2020.  We

 15  heard comments that it was in part related to

 16  Ontario Health and a takeover by Ontario Health.

 17              Do you agree that there was a decline?

 18  We have heard the numbers.  Was there a decline in

 19  IPAC consideration at Public Health Ontario and was

 20  there concern about Ontario Health taking over

 21  Public Health Ontario, some of their segments?

 22              DR. DAVID WILLIAMS:  I think from the

 23  IPAC standpoint, the people leading the portfolio,

 24  we had some retirees.  We still had the Provincial

 25  Infectious Diseases Advisory Committee that reports
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 01  in, so they were getting lots of advice in there.

 02              As far as the staffing and aspects

 03  there, as I said, that was under the CEO to deal

 04  with the budget issues.  There was some initial

 05  consideration in looking at early in 2019 of a

 06  restructuring, how we should deal with it.  Should

 07  we deal with it like other provinces and just have

 08  one large agency, if you may, that has many parts

 09  and components, and should this be part of it; yes

 10  or no.  That was postulated.  How should that be,

 11  because other agencies that had been combined under

 12  Ontario Health, the new entity of Ontario Health

 13  that just was put together in the early parts of

 14  late 2019 and 2020, and is there efficiencies

 15  gained by that.

 16              These questions were being asked and --

 17              JOHN CALLAGHAN:  Was there -- let me

 18  just show you a note that you did on December 2nd,

 19  2019.  Can you put that up, Michael?

 20              MICHAEL FINLEY:  Sorry, John.  Can you

 21  say that one again?  You just broke up on me a

 22  little bit.

 23              JOHN CALLAGHAN:  December 2nd, 2019,

 24  note.

 25              So the reason why I'm going to show you
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 01  this is because, if you can move it across -- I

 02  think I'm reading your handwriting, and I apologize

 03  if I'm not.  It says:

 04                   "Need to do PHO shift ASAP to

 05              avoid an OH takeover."

 06              And it caught us when someone read it

 07  last night because we heard testimony from somebody

 08  else who said almost exactly the same thing.

 09              So what did you mean by that?

 10              DR. DAVID WILLIAMS:  My position was --

 11  my position, and I still feel that a public health

 12  agency in my opinion needs to be separate from an

 13  acute care hospital sector in that, and the same as

 14  the laboratory, is the same.

 15              So I have always felt that way.  I have

 16  always been -- that is why I supported developing a

 17  Public Health agency from the get-go.

 18              And I said that we need to make sure

 19  that Public Health, in its presentation and its

 20  materials it is putting forward, has to be able to

 21  have that frank conversation of why it is best not

 22  to be put under an overall agency because there is

 23  some unique --

 24              JOHN CALLAGHAN:  No, I get the

 25  rationale, Doctor.  I get the rationale.  I'm
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 01  asking you whether the sentiment that there was a

 02  concern of Ontario Health takeover -- I say that

 03  because we have heard other evidence to that effect

 04  and that it had an impact on the IPAC performance

 05  of Public Health Ontario.

 06              So was that a concern, and I hear you,

 07  the rationale why there ought not to be a takeover.

 08  But I have taken you to the note, because it seems

 09  to me that you are saying at the end of 2019 that

 10  is a concern; correct?

 11              DR. DAVID WILLIAMS:  Well, because it

 12  had been postulated to us that -- sorry about the

 13  noise, postulated to us and as myself to say we

 14  need to think about developing one agency for the

 15  Province of Ontario and to put that into

 16  consideration and deal with that, and so that was

 17  part of the dialogue and discussion at that time.

 18              So it wasn't a sentiment.  It was

 19  actually to be considered as a possibility looking

 20  at other jurisdictions that had done something

 21  similar.

 22              JOHN CALLAGHAN:  So let me show you a

 23  note of January 7th, a couple of weeks later,

 24  before the pandemic, and it says:

 25                   "Matt Anderson CEO OH".
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 01              Can you help me out reading that for me

 02  because it is hard for me to --

 03              DR. DAVID WILLIAMS:  It is on the

 04  corner of my page, so I guess that gray bar.  It

 05  says -- I really didn't know Matt that well at the

 06  time because he had just been in the job, so I

 07  wanted to get to know him better and to understand

 08  how does he see it or not.

 09              JOHN CALLAGHAN:  All right.  There

 10  is -- I think the way it goes on, it goes on to

 11  say:

 12                   "Hand over to the new shiny

 13              bauble."

 14              And I guess what I -- we have heard

 15  from somebody who was very adamant that Ontario

 16  Health coming in to do a takeover had an adverse

 17  impact on the IPAC division of Public Health

 18  Ontario, and so I'm hearing from you that the

 19  Ontario Health "takeover", as you noted, was a

 20  concern by many; correct?

 21              DR. DAVID WILLIAMS:  We had a concern

 22  if you merge Ontario Health into the overall

 23  Ontario Health agency, there was concerns by a

 24  number of people on that.  There was some people

 25  felt it might be a better thing to do.
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 01              JOHN CALLAGHAN:  And your view was it

 02  wasn't?

 03              DR. DAVID WILLIAMS:  My point is always

 04  I think a Public Health thing is different, and the

 05  risk I had seen before when Public Health was

 06  incorporated into these larger structures, it gets

 07  lost in the busyness of it.  The other ones are

 08  huge and demanding, and I have seen where before in

 09  other structures it gets a smaller and smaller

 10  enterprise because prevention at times doesn't seem

 11  to be as efficient at the moment, dealing with, as

 12  I said, the tyranny of the urgent, and then it gets

 13  set aside.

 14              So I have always believed Public Health

 15  is different.  It needs to be kept separated out,

 16  both laboratory and in its science and bodies and

 17  that.  So I --

 18              JOHN CALLAGHAN:  And that would be one

 19  of the lessons from SARS; correct?  I mean, that is

 20  what Justice Campbell said; correct?

 21              DR. DAVID WILLIAMS:  It is the same,

 22  and that is why I like to see that Medical Officers

 23  of Health still maintain an entity on that, and if

 24  they are going to be involved in any other

 25  structures, have that autonomy still, because in
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 01  the overall picture, they tend to get set aside

 02  sometimes under the urgency of other health crises,

 03  health system crises.

 04              JOHN CALLAGHAN:  Let's talk a moment

 05  about preparedness for a pandemic.  As the Chief

 06  Medical Officer of Health, did you have a role or

 07  responsibility to make sure the province was ready

 08  for a pandemic?

 09              DR. DAVID WILLIAMS:  Part of it is the

 10  pandemic planning, that's correct.

 11              JOHN CALLAGHAN:  Was that your role as

 12  the Chief Medical Officer of Health, or was that

 13  your role as an Assistant Deputy Minister?

 14              DR. DAVID WILLIAMS:  There is an answer

 15  yes to both of those.  Either as the CMOH, I

 16  advocate for it, and as the ADM, I try to look for

 17  the system things to address that.

 18              JOHN CALLAGHAN:  I'll tell you why,

 19  because it is a little confusing, and as -- we were

 20  provided a slide deck, and I'll just go through it,

 21  but it has you responsible, because they were

 22  talking about the stockpile, which we'll talk about

 23  in a minute, but a stockpile from 2018 through to

 24  August of 2020, but I take it you have a separate

 25  responsibility for preparedness independent of
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 01  that, independent of the stockpile?

 02              DR. DAVID WILLIAMS:  Yes.

 03              JOHN CALLAGHAN:  So the stockpile --

 04  why wouldn't the stockpile responsibility go to

 05  that person who is responsible for the

 06  preparedness --

 07              DR. DAVID WILLIAMS:  Before 2018, it

 08  would be the Assistant Deputy Minister.

 09              JOHN CALLAGHAN:  Well, yes.  Before you

 10  say that, in August 2020, we were told that

 11  responsibility was taken away from you, and that is

 12  ADM Blair's now.  So it is not with the -- it is

 13  not with you at the moment, according to the

 14  evidence we heard.

 15              DR. DAVID WILLIAMS:  ADM Blair had a

 16  reporting relationship with myself and the Deputy,

 17  to me and the Deputy.

 18              JOHN CALLAGHAN:  That is not what it

 19  says.  That is not what we were told.  We were told

 20  that she reports to the Deputy Minister.

 21              Can we put up slide "A", please.

 22              So this is what we were told.  We were

 23  told from 2016 to January 2008, an Executive

 24  Director who reported to the Public Health

 25  Division, and it is not clear to me in what role.
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 01              And then from 2008 to 2011, it was ADM

 02  Stuart reporting to Deputy Minister Sapsford.

 03              And 2011 to 2014, Executive Director

 04  Martino to the ADM/CMOH.

 05              And then from 2014 to 2018, ADM now

 06  reporting to the Deputy Minister.

 07              And now from 2018 to 2020, you have it

 08  and you are reporting to the Deputy Minister.

 09              And then from August 2020, we were told

 10  it was ADM Blair reporting to the Deputy Minister.

 11              So leave aside the issue with the

 12  stockpile, we'll talk about in a minute, but as a

 13  matter of structure, why isn't the person

 14  responsible for preparedness not also responsible

 15  for the stockpile?  Why does it get moved around?

 16  I'm not suggesting it is your responsibility.  I'm

 17  just asking, as a matter of theory, do you think it

 18  should happen, and if you know why it happened, you

 19  could let us know that too.

 20              DR. DAVID WILLIAMS:  So to be clear,

 21  the one you are talking about, the '20 to the

 22  current, that is not preparedness.  That is

 23  pandemic response and Public Health modernization.

 24  It is not pandemic preparedness.

 25              JOHN CALLAGHAN:  So this was talking
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 01  about -- this evidence was about the stockpile,

 02  so --

 03              DR. DAVID WILLIAMS:  Yes, I know, but

 04  you are mixing that in, and you are saying that

 05  Alison Blair is now responsible for pandemic

 06  preparedness and --

 07              JOHN CALLAGHAN:  No, I thought you said

 08  you were.

 09              DR. DAVID WILLIAMS:  No, you said she

 10  got the job now.  I said I had it.

 11              JOHN CALLAGHAN:  Give me a moment then.

 12  Let me get it straight.

 13              DR. DAVID WILLIAMS:  Okay.  Please.

 14              JOHN CALLAGHAN:  What is your role for

 15  pandemic preparedness?

 16              DR. DAVID WILLIAMS:  In my role in

 17  pandemic preparedness, as a CMOH -- and I have an

 18  associate CMOH, we sit on various

 19  federal/provincial/territorial committees looking

 20  at the development and change of the federal

 21  Canadian pandemic influenza plan.  We then

 22  incorporate those into our Ontario pandemic

 23  influenza plans, and we look at the different

 24  components and aspects to see how prepared we are

 25  for a pandemic.  In that, part is having the
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 01  framework of the plan in place so we have it

 02  updated as necessary if it needs to be done.

 03              JOHN CALLAGHAN:  So let me be clear.

 04  The buck stops with you?  If the plan isn't

 05  prepared, that is your responsibility?

 06              DR. DAVID WILLIAMS:  The plan, as far

 07  as the Ontario one, is to make sure that it is as

 08  up to date as mine.

 09              JOHN CALLAGHAN:  All right.

 10              DR. DAVID WILLIAMS:  And my team, yes.

 11              JOHN CALLAGHAN:  And the stockpile, we

 12  have read documents back to 2006.  The stockpile is

 13  integral to preparedness, but that responsibility

 14  does not belong to you.  It belongs to whoever is

 15  assigned by the Deputy Minister?

 16              DR. DAVID WILLIAMS:  The stockpile is

 17  one component of the plan, and because it requires

 18  purchase and procurement, is usually under a

 19  Director.  In this case, it was under the Director

 20  of the Health Services Emergency Measures branch,

 21  which was, up until 2018, reporting to the ADM,

 22  Martino.  And then it switched over to reporting to

 23  me.

 24              JOHN CALLAGHAN:  So that is as an ADM,

 25  not as the Chief Medical Officer of Health?
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 01              DR. DAVID WILLIAMS:  Correct.

 02              JOHN CALLAGHAN:  So the Chief Medical

 03  Officer of Health can prepare a plan but has no

 04  authority or responsibility to ensure the necessary

 05  supplies are available to execute the plan; is that

 06  what I am understanding?

 07              DR. DAVID WILLIAMS:  Yes, there is a

 08  number of components in there that hospitals are

 09  required to do and different things that ask them

 10  to put in place, but you don't actually are

 11  responsible for delivering those.  They are

 12  responsible to put those actions in place, and one

 13  is the stockpile and different components of it in

 14  there.

 15              JOHN CALLAGHAN:  So can you tell me

 16  then, going back to preparedness, what document do

 17  I look at to find the provincial plan?

 18              DR. DAVID WILLIAMS:  So you have the

 19  initial one, the one we did a lot of work on, the

 20  2006, and then you have the one -- the updated one

 21  on 2013.  And we had discussions at the

 22  federal/provincial/territorial level on some

 23  components of it in there.

 24              Most of it was on the discussion --

 25  ongoing discussions of antivirals and vaccines.

�0124

 01              JOHN CALLAGHAN:  So I am looking for --

 02  if you were going to tell me what the plan was,

 03  what documents am I looking at?  It is a plan,

 04  right?  It is supposed to be written.  So what is

 05  the plan?  You have got the 2006 you say.

 06              DR. DAVID WILLIAMS:  Correct.

 07              JOHN CALLAGHAN:  What else?

 08              DR. DAVID WILLIAMS:  And the 2013

 09  update on that.

 10              JOHN CALLAGHAN:  Right.

 11              DR. DAVID WILLIAMS:  And then we have

 12  it incorporated in our Ontario Influenza Plan.  And

 13  then we have other ones that don't deal with a

 14  pandemic such as Ebola, et cetera.

 15              JOHN CALLAGHAN:  Okay.  Well, so you

 16  would have failed the test.

 17              DR. DAVID WILLIAMS:  No --

 18              JOHN CALLAGHAN:  Mr. Shingler gave us

 19  about five other documents we had to look at to

 20  find the plan, including the Ebola Step-Down Plan,

 21  the Ready and Resilient slide deck, another one.

 22  Like there are about five of them.

 23              DR. DAVID WILLIAMS:  They are not

 24  pandemic plans.

 25              JOHN CALLAGHAN:  Did you know that?
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 01              DR. DAVID WILLIAMS:  They are not

 02  pandemic plans.

 03              JOHN CALLAGHAN:  I asked for the COVID.

 04  So you are saying for the COVID pandemic, that

 05  wasn't what we were supposed to look at, because

 06  that is what he told us to look at when he

 07  testified.

 08              DR. DAVID WILLIAMS:  We didn't have a

 09  COVID pandemic plan because I know --

 10              JOHN CALLAGHAN:  I understand that.

 11              DR. DAVID WILLIAMS:  And what you

 12  referred to, the Ebola one, is not a pandemic plan.

 13              JOHN CALLAGHAN:  Okay.  So when he told

 14  us that was the plan, he was wrong?

 15              DR. DAVID WILLIAMS:  That was the plan

 16  for the Ebola, that's correct.

 17              JOHN CALLAGHAN:  It had no bearing on

 18  this.  Okay.  Are you aware that even Shelley

 19  Deeks, who was the head of pandemic preparedness at

 20  Public Health Ontario, had no idea what plan you

 21  were operating under?

 22              DR. DAVID WILLIAMS:  She was not the

 23  head of pandemic preparedness.  She was the VP, and

 24  her original job was vaccinations.

 25              JOHN CALLAGHAN:  I think she said she
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 01  was responsible for preparedness, but we'll check

 02  the record.  I might be wrong.

 03              DR. DAVID WILLIAMS:  She has the Public

 04  Health Ontario's aspect, and she would be involved

 05  in various committees looking at pandemic planning,

 06  and she had been on some federal ones in the past.

 07              JOHN CALLAGHAN:  Well, okay.  So let's

 08  assume the Commissioners accept what she said.  Do

 09  you think she should have an understanding of what

 10  the pandemic plan was before we went into COVID?

 11              DR. DAVID WILLIAMS:  Yes.

 12              JOHN CALLAGHAN:  And what plan -- okay.

 13  So she doesn't.  You differ with Mr. Shingler.  So

 14  I'm just trying to figure out how did you expect

 15  other people in the health sector or other people

 16  who might be interested because they are going to

 17  be exposed to in this in the province to understand

 18  what plan the province was acting on?  How was that

 19  to happen?

 20              DR. DAVID WILLIAMS:  Well, I mean, even

 21  if you look at the 2006, the details, the detailing

 22  down to it is still quite applicable, and we had

 23  followed a lot of the stuff in there and a number

 24  of aspects.

 25              The stockpile is a very small part of
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 01  it, but it is --

 02              JOHN CALLAGHAN:  I'm not talking about

 03  the stockpile.  I'm talking about --

 04              DR. DAVID WILLIAMS:  So the plan was

 05  reviewed and says it is still value.  Look at the

 06  Public Health measures.  Look at the data

 07  calculations on the attack rates.  Look at the

 08  forecasts, you know, what the number of

 09  hospitalizations and death rates would be and how

 10  that is done, the component of what is the use of

 11  different Public Health measures.  You'll see that

 12  we emulate a number of those in our plan with the

 13  pandemic.

 14              So we did not ignore those.  We used

 15  them.

 16              JOHN CALLAGHAN:  I am not saying you

 17  ignored any of them.  I am just saying that it

 18  doesn't appear to have been a plan.  And what I am

 19  asking about is -- we heard evidence about Ready

 20  and Resilient.  Are you familiar with Ready and

 21  Resilient?

 22              DR. DAVID WILLIAMS:  That is an aspect

 23  that Mr. Shingler brought in to say, as we go

 24  forward in the health system, dealing with

 25  infectious disease impacts, such as Ebola and
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 01  others, not pandemic in particular, we need a Ready

 02  and Resilient system.

 03              JOHN CALLAGHAN:  So this Commission has

 04  heard from the expert from the European Union on

 05  pandemic preparedness who says -- he generally

 06  agrees that you need to have an all-purpose plan,

 07  which is what Mr. Shingler was talking about.  And

 08  that, he said, was Ready and Resilient.  And he

 09  told us that in 2016 the then Minister started

 10  phase one, and it never got completed.

 11              So do you have any knowledge about the

 12  Ready and Resilient plan and why it wasn't

 13  completed in four years before COVID?

 14              DR. DAVID WILLIAMS:  In 2016, I was not

 15  part of those discussions.  But the Ready and

 16  Resilient is how does one prepare for the inflow of

 17  a number of infectious diseases, not necessarily a

 18  pandemic, but also included in that, but as was

 19  raised by awareness by Ebola, and that is where a

 20  lot of that --

 21              JOHN CALLAGHAN:  I am not asking you to

 22  describe the plan.  I'm asking as a matter of

 23  process.

 24              DR. DAVID WILLIAMS:  The process was in

 25  place, and they were doing reviews on it.
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 01              JOHN CALLAGHAN:  For four years?

 02              DR. DAVID WILLIAMS:  At different

 03  times, changeover of different individuals and

 04  aspects there and structure.

 05              JOHN CALLAGHAN:  Did you ever go to the

 06  Minister and say, We don't have a cohesive plan?

 07              DR. DAVID WILLIAMS:  We presented the

 08  Ready and Resilient to the Deputy Minister.

 09              JOHN CALLAGHAN:  And did she reject it?

 10              DR. DAVID WILLIAMS:  No, she

 11  understood --

 12              JOHN CALLAGHAN:  Why in your opinion

 13  did the province have planning for four years in

 14  respect of something so important as a pandemic

 15  plan?

 16              DR. DAVID WILLIAMS:  Ready and

 17  Resilient is not a pandemic plan.

 18              JOHN CALLAGHAN:  Well, it was the plan

 19  that Mr. Shingler said would have responded to the

 20  pandemic had it been finished.  So why was it not

 21  done?

 22              DR. DAVID WILLIAMS:  Because it was not

 23  completed.

 24              JOHN CALLAGHAN:  All right.  So there

 25  was no -- this was peacetime, no priority?
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 01              DR. DAVID WILLIAMS:  Yes.

 02              JOHN CALLAGHAN:  So if you go to tab

 03  5 --

 04              SUNIL MATHAI:  Commissioner Marrocco,

 05  it is Sunil.  I just want to make sure one thing.

 06  And it is a factual inquiry.  I have no concerns

 07  with this line of inquiry.

 08              Mr. Callaghan, there has been a number

 09  of times that you have suggested that the

 10  stockpile -- sorry, the Ready and Resilient review

 11  began in 2016, but I think the evidence that you

 12  heard was that -- and I apologize, I was away

 13  because my son was born during this period of time,

 14  so I didn't attend that presentation, but I think

 15  you are misspeaking, that the Ready and Resilient

 16  began in 2008 -- sorry, 2018.

 17              JOHN CALLAGHAN:  Okay.  Well, let's

 18  take that up.  Can we put up document 4.

 19              COMMISSION CHAIR FRANK MARROCCO:  Just

 20  hold on a minute.  What were you saying?  So it is

 21  the date?

 22              SUNIL MATHAI:  Yes, just the date,

 23  Commissioner Marrocco.  Mr. Callaghan was

 24  suggesting it started in 2016.  But I think the

 25  evidence that he heard was that it started in 2018,
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 01  that there was a stockpile review that began in

 02  2016.  I think there may be just some confusion of

 03  that date.  But I just wanted to -- and maybe I

 04  stand to be corrected, and Mr. Callaghan can do

 05  that now, as I understand he is going to bring up a

 06  document.

 07              COMMISSION CHAIR FRANK MARROCCO:

 08  Mr. Callaghan, when did Mr. Shingler say this

 09  started?

 10              JOHN CALLAGHAN:  The project started in

 11  2016 when phase one was done.  I don't plan to

 12  spend a lot of time because we are losing time

 13  here.  I can show you the document, tab 4.  He said

 14  it started with the Ebola Step-Down Plan, and the

 15  planning phases were three phases.

 16              And if you go to page 15, this is July

 17  of 2016, and his evidence was -- and we had slide

 18  decks to this effect because we had slide decks

 19  saying it would have been ordinarily done in 2016.

 20  They had just been doing phase one.  And they were

 21  going to do phase two and three, which never got

 22  done.

 23              In 2018, there was another portion of

 24  it done, another report done, and that is tab --

 25  here we go.  And we'll take you to page 3, which
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 01  outlined the existing problems and challenges with

 02  the system.

 03              So I'm not suggesting it didn't

 04  continue in 2018.  It started in 2016 with the

 05  Ebola Step-Down Plan, and they got through phase

 06  one.  And what I understood Mr. Shingler said,

 07  there was not -- and maybe I'm hearing the same

 08  from Dr. Williams, there wasn't the political will

 09  to get it done in peacetime.  Am I right on that,

 10  Dr. Williams?

 11              COMMISSION CHAIR FRANK MARROCCO:  Well,

 12  before you ask Dr. Williams a question, I think,

 13  Mr. Mathai, that that corresponds with the evidence

 14  that I recollected we heard about dates.

 15              So I am not going to get into it any

 16  further.

 17              SUNIL MATHAI:  Yes, that is fine,

 18  Commissioner Marrocco.

 19              COMMISSION CHAIR FRANK MARROCCO:  All

 20  right.  Thank you.

 21              So now, Mr. Callaghan, you were going

 22  to pose a question to Dr. Williams.

 23              JOHN CALLAGHAN:  Well, Doctor, I

 24  understood you said that this was an element of

 25  peacetime.  Was there no political will to complete
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 01  this project between 2016 and the end of 2019 and

 02  beginning of 2020?

 03              COMMISSION CHAIR FRANK MARROCCO:  Just

 04  a second.  Deana, did you get the question?

 05              THE COURT REPORTER:  Yes, I heard it.

 06              COMMISSION CHAIR FRANK MARROCCO:  Okay.

 07  Thank you.  Doctor, did you get the question?

 08              DR. DAVID WILLIAMS:  I did get the

 09  question.  I would have to say, when I first heard

 10  about the Ready and Resilient system that came to

 11  my attention, it was more when I had resumed the

 12  ADM responsibilities.  I had seen some concepts

 13  around it following the Ebola that we looked at

 14  where the key issue there was, if we are going to

 15  respond, we need a health care system that is Ready

 16  and Resilient to respond to these issues.

 17              It was not dealing with pandemic, per

 18  se, where we were talking about having -- we

 19  realized that with Ebola, not every hospital could

 20  cope with it.  How do we have a tiered structure

 21  where cases identified could be moved from one to

 22  the other.  So there was a desire to have a health

 23  care system that was Ready and Resilient to respond

 24  to these infectious disease agents, that Ebola made

 25  us only but aware of and to bring in there.

�0134

 01              So part of that was -- the ongoing

 02  discussion is how does one look at the structuring

 03  of a health care system with its various regional

 04  structures, referral systems, the LHIN system at

 05  the time, so that one can --

 06              JOHN CALLAGHAN:  I hear this.  I am not

 07  really interested in the theory.  I'm interested in

 08  the process.  So, you know, we heard evidence, when

 09  we heard about the stockpile, which suggested the

 10  plan was the 2013 plan.  The plan hadn't been

 11  actually upgraded or practiced would have been the

 12  evidence.

 13              And then we heard that really what was

 14  these other plans -- and we were given a whole

 15  bunch of them as to what the plan was, and we were

 16  told that this is what was in the works to address

 17  all the things you say a general plan but was

 18  intended to address a pandemic.

 19              And so the question is -- and I am not

 20  going to take you through because we have been

 21  through this.  You see on the screen a lot of the

 22  problems that are identified by Mr. Shingler that

 23  have to be fixed.

 24              And what I am suggesting is it wasn't

 25  fixed, and I am asking you, was that the failure on
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 01  your part, or was that the failure on the political

 02  establishment and the people higher than you who

 03  didn't push this through?

 04              DR. DAVID WILLIAMS:  So as I said

 05  before, this was not part of a pandemic plan, which

 06  is what I was concerned with.  A lot had thought

 07  about at that stage that probably a pandemic might

 08  never occur.

 09              This was dealing with -- the real issue

 10  they were dealing with at the time is do you have a

 11  health care system that can deal with invading

 12  infectious diseases that would give impacts on the

 13  health care system such as that Ebola demonstrated

 14  the need for.

 15              So as you see, you don't see pandemic

 16  in there, referring to that in particular.  So

 17  therefore, I think you are mixing the two

 18  together --

 19              JOHN CALLAGHAN:  Explain --

 20              DR. DAVID WILLIAMS:  Excuse me, I

 21  haven't finished yet.  This was dealing with the

 22  issue of how do you make sure that the health care

 23  system can deal with these incoming infectious

 24  disease issues in all these different components

 25  there coming out of the Ebola, because we did the
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 01  whole service, and this was the early planning

 02  process that would go towards policy formulation

 03  that would go towards system-wide implementation.

 04              So these take a number of steps to get

 05  there.  So this was the early discussions and how

 06  to put all these things in place, a rationale for

 07  doing that, the necessity to do that, and all these

 08  aspects to deal with to be Ready and Resilient to

 09  deal with invasive infectious disease entities that

 10  might come into our hospital health care system.

 11              JOHN CALLAGHAN:  Like a pandemic.

 12              DR. DAVID WILLIAMS:  No, like Ebola.

 13              JOHN CALLAGHAN:  Okay.  So that is

 14  different evidence than we got from Mr. Shingler.

 15              DR. DAVID WILLIAMS:  A pandemic is a

 16  different thing altogether, in my mind.

 17              JOHN CALLAGHAN:  So your evidence is we

 18  are back to the 2013 plan that was never updated in

 19  seven years?  Is that what you are saying?

 20              DR. DAVID WILLIAMS:  Plans are updated

 21  as the need is for them.

 22              JOHN CALLAGHAN:  So for seven years

 23  under your entire -- for seven years you never felt

 24  the need to increase your pandemic plan, your

 25  influenza pandemic plan?
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 01              DR. DAVID WILLIAMS:  Because the

 02  pandemic plan -- and even now, you look at the

 03  2006, a lot of the steps we have taken are

 04  consistent with that because we did quality work

 05  back in 2006.

 06              JOHN CALLAGHAN:  We'll talk about how

 07  consistent it is, but you are saying, in your

 08  opinion, it was your decision not to upgrade the

 09  2013 plan; that is your decision; correct?

 10              DR. DAVID WILLIAMS:  No, I was not

 11  asked to update the plan until we looked at it, and

 12  we were on national committees doing different

 13  annexes and subsections.  So those annexes and

 14  things were looked at and reviewed a our FPT

 15  levels.

 16              JOHN CALLAGHAN:  As the Chief Medical

 17  Officer of Health, you told me you had the

 18  responsibility for preparedness, so I take it --

 19              DR. DAVID WILLIAMS:  To make sure it is

 20  consistent with the Canadian plan, that's correct.

 21              JOHN CALLAGHAN:  Well, the Canadian

 22  plan, that was updated over time; correct?

 23              DR. DAVID WILLIAMS:  Annexes were

 24  changed and updated, and we had committees working

 25  on that.
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 01              JOHN CALLAGHAN:  The Canadian plan?

 02              DR. DAVID WILLIAMS:  And our plan has

 03  to be consistent with the Canadian plan.

 04              JOHN CALLAGHAN:  Well, you'll have to

 05  provide them to me, because we were given the 2013

 06  plan and all the documents were 2013, and we were

 07  told that it wasn't updated, so you are telling us

 08  something different now.

 09              DR. DAVID WILLIAMS:  If it was

 10  necessary to update, we would, but you see the

 11  Ontario plan for 2013 is a synopsis of how the plan

 12  status is at the time.

 13              JOHN CALLAGHAN:  So I don't know.  It

 14  is not that complicated.  I mean, we were told the

 15  2013 plan was not updated.  We were then told,

 16  Well, in fact, there are all these other things,

 17  the Ebola Step-Down Plan, the Ready and Resilient,

 18  and now you are saying the 2013 plan wasn't.  And

 19  we'll take the record as it is, but that is your

 20  evidence.  Your evidence was it was updated, okay.

 21              DR. DAVID WILLIAMS:  As necessary and

 22  as needed for an influenza pandemic.

 23              JOHN CALLAGHAN:  Was it in fact

 24  updated.  Not as needed.  Was it in fact updated

 25  from 2013 to your knowledge?
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 01              DR. DAVID WILLIAMS:  Not to my

 02  knowledge.  I didn't see a new typed-up version

 03  signed off, no.

 04              COMMISSION CHAIR FRANK MARROCCO:  All

 05  right.  We have exhausted this topic.

 06              JOHN CALLAGHAN:  Yes, let's move --

 07              COMMISSION CHAIR FRANK MARROCCO:  I did

 08  want to ask Dr. Williams, though, we have heard

 09  that the shortage of personal protective equipment

 10  was a serious problem at the beginning of this

 11  pandemic, and we have heard about it as a serious

 12  problem in the context of long-term care homes and

 13  the access that workers there, staff there, had to

 14  personal protective equipment.

 15              And I guess I wanted to ask you, as the

 16  Chief Medical Officer of Health, you weren't

 17  responsible you said for the stockpile, but did you

 18  know that the stockpile was being destroyed and not

 19  replaced?

 20              DR. DAVID WILLIAMS:  Yes, I had been

 21  made aware that -- even before I assumed the ADM

 22  function that there was a lot of expired materials,

 23  and they were going about the process of removing

 24  them, instead of storing them, and to deal with

 25  that issue.  So that process had already been set
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 01  in place.

 02              COMMISSION CHAIR FRANK MARROCCO:  Did

 03  you have a view on whether or not it was important

 04  to replenish the stockpile?

 05              DR. DAVID WILLIAMS:  Yes, I had a view.

 06  I wanted to replenish, especially the antiviral

 07  stockpile.

 08              COMMISSION CHAIR FRANK MARROCCO:  And I

 09  take it that was -- because the stockpile wasn't

 10  replaced, that your view was not accepted by --

 11  what?  The Deputy Minister?

 12              DR. DAVID WILLIAMS:  No, we put

 13  submissions in to the financial planning for the

 14  replenishment of the antiviral stockpile.  I had

 15  discussions with the Deputy and with the Minister,

 16  because in the initial plan, the federal government

 17  agreed they would maintain up to 60 percent of the

 18  stockpile, and that had waned away, so they weren't

 19  giving us anything.  So could we open that

 20  discussion again, just because for everyone to

 21  maintain that on a real basis, enough to supply, it

 22  was going to be an ongoing issue and maybe at a

 23  federal, like we do with our vaccines, to have a

 24  national purchasing process, we could do it much

 25  more efficiently.
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 01              But we had put in budget amounts for

 02  the next coming three years of how we would buy

 03  volumes of antivirals to replenish our stockpile.

 04              COMMISSION CHAIR FRANK MARROCCO:  And

 05  that was not accepted?

 06              DR. DAVID WILLIAMS:  It was still in

 07  the process.  We were going to start purchasing in

 08  the year 2021 and going on to '21/'22 and '22/'23.

 09              COMMISSION CHAIR FRANK MARROCCO:  When

 10  was it destroyed?

 11              DR. DAVID WILLIAMS:  They started

 12  destroying some back in 2017 and '18, some expired

 13  materials, yes, because it expired long ago.

 14              COMMISSION CHAIR FRANK MARROCCO:  And

 15  you sounded the alarm when they started destroying

 16  or when the decision was made to destroy it?

 17              DR. DAVID WILLIAMS:  No, that decision

 18  was already made before.  I understood that expired

 19  equipment, you really can't be using it, because if

 20  you are going to give staff expired equipment, that

 21  is really not proper.  You need to buy approved and

 22  certified and current materials.

 23              So you needed to replace them, if you

 24  need to do that in that.

 25              So we knew that NIOSH and groups like
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 01  that would not at all back you up for using expired

 02  products.

 03              COMMISSION CHAIR FRANK MARROCCO:  Well,

 04  I wasn't suggesting that you would think it was a

 05  good idea for people to use expired health

 06  products.  I can assure you I was not suggesting

 07  that.

 08              DR. DAVID WILLIAMS:  Thank you.

 09              COMMISSION CHAIR FRANK MARROCCO:  So

 10  when you find out that the decision is made not to

 11  replenish the stockpile, that is when you raise --

 12  that is when you sound the alarm that this is not a

 13  good idea; have I got that correct?

 14              DR. DAVID WILLIAMS:  The alarm -- my

 15  main focus was on the antiviral stockpile.  So we

 16  needed to get that replenished just because it was

 17  so vital to us every year to contain outbreaks,

 18  especially in long-term care homes, is the use of

 19  antivirals, which over time we felt were as equal,

 20  if not maybe superior, to vaccination alone.  So we

 21  really had put -- and we had many over the time

 22  meetings at the federal level, FPT levels, looking

 23  at how we might replace this and get this properly

 24  handled.

 25              COMMISSION CHAIR FRANK MARROCCO:  So
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 01  when there is a decision made not to replace the

 02  stockpile immediately, then what happens is the

 03  pandemic hits before any decision -- any different

 04  decision is put in place.

 05              DR. DAVID WILLIAMS:  Correct.

 06              COMMISSION CHAIR FRANK MARROCCO:  And

 07  did you agree that the shortage of personal

 08  protective equipment was a critical problem in the

 09  early days in March and even perhaps earlier as

 10  this pandemic tidal wave is heading our direction?

 11              DR. DAVID WILLIAMS:  So when we

 12  declared it, for the month of February, because we

 13  had not a lot of cases, it was -- in the first few

 14  weeks, it was not seen as an issue, but as it

 15  escalated, we became aware that the supply chain

 16  management was having difficulty at all sectors of

 17  purchasing, and it became a global shortage.

 18              And so I became aware more in, like,

 19  the second or third week of February that this was

 20  a big problem, and it was escalating especially

 21  because not only even before we had cases, a lot of

 22  cases in our facilities, we were having a lot of

 23  uptake and usage, burn-through rates of PPE by some

 24  of our facilities.

 25              So we became aware that we were already
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 01  into a supply management issue and challenge we had

 02  to really work at stridently.

 03              COMMISSION CHAIR FRANK MARROCCO:  And I

 04  don't think it is particularly difficult, but I am

 05  just asking you whether I have got it right.  The

 06  whole world is trying to buy personal protective

 07  equipment at the same time.

 08              DR. DAVID WILLIAMS:  Correct.

 09              COMMISSION CHAIR FRANK MARROCCO:  And

 10  there is a shortage.

 11              DR. DAVID WILLIAMS:  Correct.  And I

 12  think what was surprising to me is that in the

 13  globalization of things, we assumed that our

 14  companies that supplied us made it onshore, and

 15  that big companies located in Canada and the United

 16  States were making it.  And we found out in the

 17  overall global thing a lot of it had moved offshore

 18  and some components, critical components.  And that

 19  was startling and shocking to me that that had

 20  happened in there because it is something that I

 21  thought we had in-house, anyways.  In North America

 22  at least.

 23              COMMISSION CHAIR FRANK MARROCCO:  So a

 24  lot of it was being made in China?

 25              DR. DAVID WILLIAMS:  And it really
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 01  became shocking to me that N95s in particular, the

 02  main place worldwide, the global centre making it,

 03  was in this place called Wuhan, which I didn't even

 04  know the name of Wuhan before this whole thing

 05  started, but then to find that out, that was very

 06  perplexing.

 07              JOHN CALLAGHAN:  Can I ask, Doctor,

 08  that seems at odds with some of the documents we

 09  have seen.  There was a 2006 Cabinet submission

 10  that followed SARS that basically said you had to

 11  be careful about supply chain because a lot of

 12  these products were made in Asia.  So you weren't

 13  aware of that?

 14              DR. DAVID WILLIAMS:  I was aware that

 15  some of the products were there, and we thought the

 16  supply chain was robust enough to deal with that

 17  and that you weren't -- as we said, to be not

 18  dependent on that.

 19              JOHN CALLAGHAN:  So exactly -- I have

 20  not seen any records because they may not have been

 21  produced, but what did you do to verify your

 22  assumption?

 23              DR. DAVID WILLIAMS:  That wasn't -- the

 24  procurement issue wasn't and the companies wasn't

 25  that.  That was our committee had raised that as a
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 01  broad issue for the procurement sectors of our

 02  governments and other groups to look at, mostly

 03  with health care sectors too to look at their

 04  supply chain management.

 05              JOHN CALLAGHAN:  But in fairness, you

 06  weren't buying anything for the stockpile, so what

 07  supply chain did you have for purposes of a

 08  pandemic supply?

 09              DR. DAVID WILLIAMS:  Well, in 2006, we

 10  did buy --

 11              JOHN CALLAGHAN:  No, I'm talking

 12  afterwards.  You say --

 13              DR. DAVID WILLIAMS:  We kept buying the

 14  small volume of material for us.

 15              JOHN CALLAGHAN:  I understand, and

 16  basically I think the evidence we have, but for

 17  Ebola, from about 2016 or 2014 on, there wasn't

 18  much purchased, and it was all rotting, as it were,

 19  going bad and --

 20              DR. DAVID WILLIAMS:  A large volume of

 21  the stockpile was not being replaced, that's

 22  correct.  We kept our side, because our volume

 23  was for -- hospital sectors and other institutions

 24  were required to have a four-week supply.

 25              JOHN CALLAGHAN:  Right, and from your

�0147

 01  perspective, you weren't dealing with a supply

 02  chain because, as the person responsible for the

 03  stockpile, you weren't buying any; correct?

 04              DR. DAVID WILLIAMS:  Because our people

 05  said they had enough stock, and the government was

 06  looking at a whole new supply chain management to

 07  be much more efficient and effective, so our

 08  stockpile --

 09              JOHN CALLAGHAN:  Right, so you had --

 10              DR. DAVID WILLIAMS:  And we didn't use

 11  much -- sorry?

 12              JOHN CALLAGHAN:  So you had no --

 13              COMMISSION CHAIR FRANK MARROCCO:  No,

 14  just a minute, Mr. Callaghan.  Let Dr. Williams

 15  finish what he was saying.

 16              DR. DAVID WILLIAMS:  Our experience

 17  with the H1N1, we didn't have to use much of the

 18  stockpile, and including also with Ebola around

 19  those materials such as gloves and some of the

 20  materials in that.  We used more for buying

 21  products with our large vaccine campaign in there

 22  because our supplies were more to help doctors'

 23  offices, whereas the hospitals and institutions

 24  were to maintain their supply for the first four

 25  weeks, so that -- we should have enough to last us
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 01  for the month of February in that sense.

 02              So we were looking at how much we

 03  should buy and procure, but it was more important

 04  that we have access to a very effective and

 05  efficient supply chain because of the turnover and

 06  the materials necessary.  We found in Ebola there

 07  was some things we didn't have that were much more

 08  important to deal with that, such as PAPRs, more

 09  ventilators, and the overalls and those type of

 10  equipment that are more specific for Ebola that we

 11  needed to pick up on those, and we probably have to

 12  keep being aware of new things that might come in

 13  that normally hospitals and other institutions

 14  don't buy a lot because it only comes once in

 15  awhile, but we want to be Ready and Resilient, and

 16  that was part of that process, and we needed to buy

 17  those things as well.  So we did put those ones

 18  into our system.

 19              JOHN CALLAGHAN:  That was in 2016, as I

 20  understand it.

 21              DR. DAVID WILLIAMS:  Yes, in 2016 and

 22  2017 --

 23              JOHN CALLAGHAN:  Right.  So nothing in

 24  the subsequent years, but did you have any insight

 25  in terms of the state of PPE at long-term care
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 01  homes?

 02              DR. DAVID WILLIAMS:  Myself, no.  I

 03  assumed they were supposed to have their four-week

 04  supply.

 05              JOHN CALLAGHAN:  Right, and you weren't

 06  aware that the Auditor General, the last time she

 07  looked in 2007, less than 50 percent had -- I have

 08  forgotten the number, but a significant number

 09  didn't have anywhere near that.  Were you aware of

 10  that, or was that something that you would have

 11  left to long-term care?

 12              DR. DAVID WILLIAMS:  I was aware that

 13  it was to long-term care to resolve the issue, and

 14  I assumed that with that warning, they would pick

 15  back up and put that in place.

 16              JOHN CALLAGHAN:  Well, the models that

 17  were used in 2016 was an influenza pandemic with

 18  18,000 deaths.  Were you aware of that?  That was

 19  the plan.

 20              DR. DAVID WILLIAMS:  That is the data,

 21  the calculation of the 2006 as well, yes.

 22              JOHN CALLAGHAN:  And you are aware that

 23  they modelled the necessary PPE for various

 24  sectors, including the long-term care sector?

 25              DR. DAVID WILLIAMS:  I didn't see the
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 01  long-term care sector in particular.

 02              JOHN CALLAGHAN:  So they did, and we

 03  have had evidence on it.  It has been in the

 04  record.

 05              And we were told -- and maybe you would

 06  appreciate that -- that if that stockpile had been

 07  purchased as planned in 2006, we wouldn't have any

 08  shortage of PPE; were you aware of that?

 09              DR. DAVID WILLIAMS:  If the long-term

 10  care homes had purchased that?

 11              JOHN CALLAGHAN:  No, if the stockpile

 12  that the province was required to have, then we

 13  would not have had a problem.

 14              DR. DAVID WILLIAMS:  That wouldn't have

 15  assisted the long-term care.  It was not for the

 16  long-term care.

 17              JOHN CALLAGHAN:  I'm sorry, you are

 18  saying that the provincial stockpile wasn't to help

 19  the province, including the long-term care sector?

 20  They were excluded from using the stockpile?

 21              DR. DAVID WILLIAMS:  If it was

 22  unusual -- our stockpile was to equip primary care

 23  physicians in their offices.

 24              JOHN CALLAGHAN:  Okay.  So the province

 25  never had a plan, notwithstanding the age and
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 01  illness level of people in long-term care, to have

 02  a stopgap for PPE in the event that they ran out?

 03  That was never the plan for the province?  I just

 04  want to make sure we understand.

 05              DR. DAVID WILLIAMS:  The plan was that

 06  they were to have their own stockpile for four

 07  weeks.

 08              JOHN CALLAGHAN:  So that is all.  So

 09  the documents we have seen that specifically

 10  suggest that the province was to have a four-week

 11  stockpile and the long-term care homes were to have

 12  a four-week stockpile, those are documents you are

 13  not familiar with?

 14              DR. DAVID WILLIAMS:  That the long-term

 15  care homes and hospitals were supposed to have a

 16  four-week stockpile.

 17              JOHN CALLAGHAN:  But also the province

 18  was to have some eight weeks of stock.  Eight

 19  weeks, that was the plan.  But you are saying you

 20  don't think the province's stockpile was to apply

 21  to long-term care, and they were supposed to only

 22  have four weeks?

 23              DR. DAVID WILLIAMS:  If you look at the

 24  volume in 2006, if you look at the purchase volume,

 25  that would only supply doctors' offices and other
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 01  smaller health clinics and stuff like that.  That

 02  was what it was purchased for.

 03              COMMISSION CHAIR FRANK MARROCCO:  So,

 04  Doctor, if we were told that there was four

 05  weeks -- the long-term care facilities were to have

 06  four weeks, and the province would have four weeks

 07  of supplies, which were available to the long-term

 08  care homes when their supplies ran out, you are

 09  saying that is not correct; that is not what the

 10  stockpile was for?

 11              DR. DAVID WILLIAMS:  My understanding

 12  is the stockpiles we have in our plan was that we

 13  had -- if you look at the volume that we purchased,

 14  that would give enough to give doctors' offices,

 15  and that is one of the things we ran into right

 16  into the pandemic, that we didn't have enough to

 17  give them, the IPAC materials to all the doctors'

 18  offices to keep all the primary care physician

 19  offices open and running.  We had to hold that back

 20  for others because they ran out.

 21              And so that -- my understanding is we

 22  had to purchase, even the 40 million back in that

 23  time, if you have 15,000 physicians, and you are

 24  going to supply them for 30 days, there goes all

 25  your money.  If you are going to do the whole
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 01  thing, you need about -- probably a $2 billion

 02  stockpile in that to do that.  And that is in 2006

 03  dollars, not in 2020.

 04              So the sense was that if you had that

 05  for three to four weeks, by then you have got your

 06  supply chain up and running, and the new orders are

 07  coming in and people are meeting that, but it is

 08  harder for physicians in their offices in smaller

 09  centers to acquire that very quickly.  They don't

 10  have the ordering procurement systems that other of

 11  these larger institutions have or should have put

 12  in place.

 13              So that was one of the things we felt

 14  right from the get-go.  Physician offices were

 15  saying we are not getting this.  How are we

 16  supposed to run our practice in these early days

 17  and see people without the proper IPAC, but we had

 18  to hold back on that because already some others

 19  were needing them, such as long-term care, and we

 20  had to make a decision to make sure we kept it for

 21  the ones that are the most high priority, whatever

 22  we had left, not much.  But it was never meant to

 23  supply the whole health care system for 4 to 8

 24  weeks.  We would need a huge stockpile.

 25              COMMISSION CHAIR FRANK MARROCCO:
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 01              I agree with you the absolutely

 02  unbelievable fact that the N95 masks are made in

 03  Wuhan and that North America has no capability to

 04  speak of to produce PPE.  Once you get over that,

 05  did you also find out that we shipped -- Canada

 06  shipped PPE to China in February?  Did you become

 07  aware of that?

 08              DR. DAVID WILLIAMS:  I understood that

 09  there was some decision by the federal authorities

 10  to do that to assist, because that was -- the WHO

 11  was looking for some assistance to help out on that

 12  because the sense was if you -- and they had real

 13  clear ideas that it could be contained within --

 14  not only within China but within the Wuhan province

 15  and prevent a pandemic.

 16              COMMISSION CHAIR FRANK MARROCCO:  In

 17  February?

 18              DR. DAVID WILLIAMS:  Yes, early

 19  February.

 20              COMMISSION CHAIR FRANK MARROCCO:  And

 21  did you find out about the shipment after or

 22  before, like the decision to ship a plane load of,

 23  you know, personal protective equipment in February

 24  when everybody is obviously getting ready for the

 25  virus to hit here?

�0155

 01              DR. DAVID WILLIAMS:  I found out

 02  afterwards, of course.

 03              COMMISSION CHAIR FRANK MARROCCO:

 04  Afterwards, yes.

 05              DR. DAVID WILLIAMS:  But we were very

 06  much under the travel link that the source was, in

 07  early February, just from Wuhan city and then Wuhan

 08  province, and we were affirmed by the Chinese

 09  government and by WHO and by Health Canada that

 10  even centres like Beijing and Shanghai and others

 11  were not getting impacted, and they had it under

 12  control.  And there was a sense --

 13              COMMISSION CHAIR FRANK MARROCCO:  And

 14  as well -- we were talking about this a little

 15  earlier.  You know, as well as everybody knows,

 16  that with air travel, that can be all over in a

 17  matter of a few hours.

 18              DR. DAVID WILLIAMS:  Oh, we were very

 19  concerned about the travel.

 20              COMMISSION CHAIR FRANK MARROCCO:  Sure.

 21  And in any event, I don't want to go any further.

 22              DR. DAVID WILLIAMS:  Yes.

 23              COMMISSION CHAIR FRANK MARROCCO:  I

 24  thought, Doctor, we might take half an hour or so

 25  for lunch and a break now.
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 01              JOHN CALLAGHAN:  Mr. Commissioner, can

 02  I just finish one point, so I don't have to come

 03  back to the stockpile.

 04              COMMISSION CHAIR FRANK MARROCCO:  Yes,

 05  by all means, if we can finish the stockpile.

 06              JOHN CALLAGHAN:  And then it will be

 07  done.  So can you just put up document 8, please.

 08  This is a presentation that this Commission was

 09  given in January.  This is on the provincial

 10  stockpile.  If we could go to page 8, and what we

 11  were told -- and I just want to make sure we are a

 12  hundred percent, that we don't have a

 13  misunderstanding, and we could take you to the

 14  Cabinet document that would seem to verify this,

 15  but it says:

 16                   "The following guided the

 17              determination of volume of PPE

 18              needed for LTCHs:

 19                  Numbers are based on a projected

 20              number of beds for 2006."

 21              And it goes through the number of

 22  interactions, the number of masks needed, and then

 23  it says:

 24                   "Purchases were made between

 25              2006 and 2011 to align with these
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 01              assumptions."

 02              We were told that was the stockpile,

 03  and it is verified by Cabinet documents that that

 04  was the intent, and your evidence is that is not

 05  the case; is that correct?

 06              DR. DAVID WILLIAMS:  Yes, because we

 07  had another document on -- it was actually an

 08  internal one reviewing the update on stockpile

 09  review.  The date of this one is -- I'm sorry, I

 10  missed the date.

 11              JOHN CALLAGHAN:  January of this year.

 12              DR. DAVID WILLIAMS:  And I had one in

 13  December of 2019.

 14              JOHN CALLAGHAN:  Okay.  Well, I am

 15  talking about evidence that your department or

 16  somebody on behalf of the government has given to

 17  this Commission just last month.

 18              DR. DAVID WILLIAMS:  And that may be

 19  what they presented, that the 2006 -- as I said, if

 20  you do the metrics in numbers, that amount that we

 21  purchased in 2006 would not have been adequate to

 22  supply the long-term care homes for four to eight

 23  weeks.

 24              COMMISSION CHAIR FRANK MARROCCO:  If I

 25  may, Mr. Callaghan, I don't think we need to --
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 01  Doctor, if we were told that, that was not correct?

 02              JOHN CALLAGHAN:  Well --

 03              DR. DAVID WILLIAMS:  If you just do the

 04  math, it won't work out.  And there was reviews

 05  back in 2019 that the scientific evidence said the

 06  use of stockpiles was actually not evidence and

 07  scientifically supported, and one should look at --

 08  you should move out of the old modality of

 09  stockpiles into the much more robust,

 10  multi-factored supply chain management, that

 11  obviously when it came into the issue,

 12  as Commissioner Marrocco, it was very much a key

 13  issue, just having a stockpile and then it is gone

 14  in three weeks.  You need to have a much more

 15  better system of production of supply and demand, a

 16  supply chain management, was more the way we should

 17  be going in, and we were asked to address that

 18  early in 2019.

 19              JOHN CALLAGHAN:  So the evidence we

 20  heard was the stockpile in 2006 was a static

 21  stockpile.  They didn't move it, that there was a

 22  stockpile.  We were told that money was

 23  requisitioned and the money stopped in peacetime.

 24              We were then told that in 2018/2019 Ms.

 25  Baumann was asked -- in 2018, I think, was asked to
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 01  look at it after things were being destroyed, and

 02  she said that, you know, her recommendation was

 03  they should do a supply chain management when we

 04  have a stockpile, but we rotate it out.

 05              And so are you confusing the two, that

 06  there would still be a -- that the current modality

 07  is that there be a stockpile, just that it be a

 08  rotating stockpile, that there always be a safety

 09  net?

 10              DR. DAVID WILLIAMS:  Therefore, what

 11  you are getting at - and I think it is a good

 12  point - a stockpile is not a bottomless pit that

 13  you can get to depend on.  You need to have a

 14  certain -- and you might make sure you have a

 15  warehouse, but you don't have -- everything on the

 16  shelf is all you have got.  You have got a supply

 17  chain and a key system, and you move it through.

 18  Instead of having it sit there, can we have a

 19  system where we could buy and keep rotating, and so

 20  our stockpile is always being continually renewed

 21  and sent out to other ones to be used up so we are

 22  not going to sit with stuff for five years on the

 23  shelf.

 24              The same as the anti-virals.  We are

 25  saying that instead of us buying stuff that over
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 01  time expires, can we buy some, and is there a way

 02  we could use it to then go out to the wider sector

 03  that they could utilize as they need and so we can

 04  keep purchasing and updating.

 05              So that is the supply chain that

 06  Ms. Baumann was talking about, and we were trying

 07  to drive towards that.

 08              But those other sectors, such as

 09  hospitals and long-term care saying that we have

 10  our procurement systems and we have our things, we

 11  can't just interchange them like that and --

 12              JOHN CALLAGHAN:  Well --

 13              DR. DAVID WILLIAMS:  -- thought we

 14  could do that.

 15              JOHN CALLAGHAN:  All right.  Well, I'm

 16  not sure I'm understanding your evidence, but we'll

 17  take a hard look at it when it comes.

 18              That is fine, Mr. Commissioner.

 19              COMMISSION CHAIR FRANK MARROCCO:  So,

 20  Doctor, I thought we would take a half an hour for

 21  lunch.  So 1:30.

 22              SUNIL MATHAI:  Sorry, Commissioner, it

 23  is Sunil Mathai here.  Sorry, one thing I should

 24  flag is that the witness has a commitment at 2:30

 25  that he has to attend to.  Originally this was
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 01  scheduled for 10:00 to 2:00.  I don't know what the

 02  plan is for Mr. Callaghan and how far he wants to

 03  go.  But all that was to say, while it might be a

 04  bit taxing, I'm wondering if we shortened this to a

 05  ten-minute break, and then continue on.

 06              COMMISSION CHAIR FRANK MARROCCO:  So,

 07  Doctor, we could shorten this to 10 minutes and

 08  continue on to 2:30 or just -- do you have to be

 09  somewhere at 2:30, or if we stop at 2:30, is that

 10  convenient for your purposes?

 11              DR. DAVID WILLIAMS:  Yes, 2:30 we have

 12  to go up, and we do have our press conference.

 13              COMMISSION CHAIR FRANK MARROCCO:  Oh.

 14              DR. DAVID WILLIAMS:  At Queen's Park.

 15              COMMISSION CHAIR FRANK MARROCCO:  Well,

 16  I guess if we are trying to demonstrate to the

 17  public that we are working, we could try to keep

 18  you here so you can't show up.  But I don't think

 19  we'll do that.  So we'll break for 10, come back at

 20  1:20, and then we'll go through to 2:30.

 21              DR. DAVID WILLIAMS:  Yes, I'll eat

 22  quickly.  Thank you, Commissioner.

 23              COMMISSION CHAIR FRANK MARROCCO:  Thank

 24  you.

 25              -- RECESSED AT 1:08 P.M.
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 01              -- RESUMED AT 1:20 P.M.

 02              COMMISSION CHAIR FRANK MARROCCO:  Let's

 03  carry on, Mr. Callaghan, and we'll stop at 2:30.

 04              JOHN CALLAGHAN:  Moving on then,

 05  Doctor, just so that we are all on the same page

 06  here, I take it you subscribe to the precautionary

 07  principle, as articulated by Archie Campbell in his

 08  report?

 09              DR. DAVID WILLIAMS:  I am aware of the

 10  precautionary principle, and I have worked at it

 11  and working with it for many years.

 12              JOHN CALLAGHAN:  Right, so we can agree

 13  that particularly in the earlier stages of a

 14  pandemic, when evidence-informed decision-making is

 15  not possible due to the lack of data and

 16  uncertainty of an evolving event, that one should

 17  use the precautionary principle?

 18              DR. DAVID WILLIAMS:  Knowing that it is

 19  not definitely defined what that means, my aspect

 20  is that when you don't have the evidence, you seek

 21  a consensus of expert opinion to give you advice

 22  and direction while you are waiting for evidence to

 23  be developed.

 24              JOHN CALLAGHAN:  All right, but if

 25  evidence isn't possible due to the lack of data and
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 01  uncertainty of an evolving event, you take the most

 02  precautionary road; correct?

 03              DR. DAVID WILLIAMS:  Well, on the

 04  extension -- in the lack of evidence, you go to the

 05  next best level up, which is expert opinion and

 06  consensus of expert opinion and to seek that,

 07  because the case control studies aren't done, all

 08  that kind of stuff, because the science doesn't

 09  turn things around that quickly.  So that is why

 10  you have various scientific advisory bodies to give

 11  you the best they can at that time.  And even if

 12  the evidence isn't solid, if they feel that is on a

 13  precautionary basis, if that is the level it should

 14  go to, that would be good.

 15              But it doesn't mean ignore science

 16  totally, but it still has to be considered.

 17              JOHN CALLAGHAN:  So if you have a

 18  difference of opinion, do you weigh them and take

 19  the one you think is best or do you default to the

 20  one that if you don't take will cause the most

 21  damage?

 22              DR. DAVID WILLIAMS:  It is a

 23  combination of both there.  You listen to what --

 24  as any table of experts, they don't agree on every

 25  item exactly, but you seek to get that to -- well,
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 01  we seek to get that advice as much as possible, and

 02  then they balance that out, because of course some

 03  actions will have consequences if you don't take

 04  action there and that of course would be part of

 05  the expert opinion on the matter, on how to

 06  proceed, yes.

 07              JOHN CALLAGHAN:  I am not sure I fully

 08  understand it, but you are aware that a big issue

 09  here is when you take precautionary principles

 10  because there is the possibility that there could

 11  be asymptomatic spread?  You realize that is a big

 12  issue in this situation?

 13              DR. DAVID WILLIAMS:  Do you mean in the

 14  latter half?

 15              JOHN CALLAGHAN:  The latter half of

 16  what?

 17              DR. DAVID WILLIAMS:  Of the pandemic,

 18  of where we are now in wave two?

 19              JOHN CALLAGHAN:  No, I mean at the

 20  beginning.

 21              DR. DAVID WILLIAMS:  There was no

 22  asymptomatic spread by scientific evidence at that

 23  time.

 24              JOHN CALLAGHAN:  At what time?  When

 25  did you believe --
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 01              DR. DAVID WILLIAMS:  At the beginning.

 02              JOHN CALLAGHAN:  When did you -- when

 03  do we take from your actions that you accepted that

 04  there was asymptomatic spread?  What is the date?

 05              DR. DAVID WILLIAMS:  It would be more

 06  later in the summer, because as we looked at the

 07  data and the information there, even now some of

 08  our Public Health officials say that what is

 09  asymptomatic is someone who just doesn't recall

 10  exactly if they had any symptoms, mild ones, so it

 11  could be very mild symptoms.

 12              JOHN CALLAGHAN:  So what about

 13  community spread?

 14              DR. DAVID WILLIAMS:  Community spread

 15  is a different issue altogether.

 16              JOHN CALLAGHAN:  So you are saying it

 17  is not until the scientists tell you, and that is

 18  when you accept it?

 19              DR. DAVID WILLIAMS:  Of course.

 20              JOHN CALLAGHAN:  So when did you start

 21  to act like there was asymptomatic and community

 22  spread?

 23              DR. DAVID WILLIAMS:  Well, community

 24  spread and asymptomatic are different things.

 25              JOHN CALLAGHAN:  All right, so tell me
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 01  what the difference is in your planning and your

 02  execution.

 03              DR. DAVID WILLIAMS:  Community spread,

 04  when we started off in February, the mainstay of

 05  any infectious disease control mechanism is case

 06  contact management.  That means everyone gets it

 07  from someone.  Therefore, if you are going to try

 08  and control it, you need to identify who the person

 09  might or got it from and follow that person up and

 10  where they got it from, and also you are going to

 11  follow up whoever they contacted afterwards during

 12  their period of communicability to make sure you

 13  isolate them and control it, so if you are going to

 14  do case contact management.

 15              If during that time you come to a level

 16  where you say that we can no longer get a sense of

 17  who got it from who, it just seems to be rising,

 18  and you move over from being epi-linked to saying

 19  more and more cases are now not epidemiologically

 20  linked.  So the Public Health system is saying that

 21  there are so many cases occurring, and when we

 22  interview the people, we can't get any idea of it,

 23  so we are going to say it is community spread

 24  because it is out there and people say I can't

 25  remember where I got it from and I don't know who I
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 01  had contact with.

 02              And so community spread does not mean

 03  asymptomatic.  It means that you got it from

 04  someone who was harbouring it who was symptomatic

 05  that you can't remember talking to and doing

 06  whatever.  That started to really become apparent

 07  in the second to third week of March, as our cases

 08  escalated from a few with travel history to more

 09  and more where the Public Health people in

 10  different areas started saying we are finding more

 11  and more cases.  We can't identify their travel

 12  history and their contact history.  And we just

 13  have to assume it has gone community-wide because

 14  we can't -- we are losing that case contact

 15  management capacity.  And we said, okay, that is

 16  what we call community spread, because you are

 17  saying, in essence, the epidemiological evidence is

 18  lacking.

 19              JOHN CALLAGHAN:  So when in mid-March

 20  did you -- how did you describe your thoughts in

 21  mid-March and when?

 22              DR. DAVID WILLIAMS:  In mid-March --

 23  and let me see if I can get the chronology here.

 24              As you see in the early part of March,

 25  all during February we had done an excellent job of
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 01  anyone who came in with a travel history, we

 02  contacted them and their contacts and that and we

 03  tested and ruled it out fairly quickly, so we were

 04  doing that.

 05              All of a sudden in about the second or

 06  the third week of March, as you will see when our

 07  cases went from a few and they started almost

 08  tripling within a week, from an epi standpoint

 09  something has happened.  And I started getting more

 10  and more reports after the second -- or the second

 11  week and third week of March that our health people

 12  were saying we can't get the epi-link.  It has gone

 13  community-wide.  We are losing it because we can't

 14  follow up on them.

 15              And then I said, okay.  And one Health

 16  Unit would say it and then another one, and I said,

 17  okay, it has got enough evidence now.  We are going

 18  to have to take a different strategy here because

 19  you are no longer able to maintain case contact and

 20  control.  And basically that is what they are

 21  saying, we can't -- we are not able to do it.

 22              JOHN CALLAGHAN:  So does that change

 23  your philosophy then at that time?

 24              DR. DAVID WILLIAMS:  Then you have to

 25  change your Public Health measure.  You have to go
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 01  from case contact to wider Public Health measures,

 02  such as closing schools, such as limiting travel

 03  and different things like that, and start changing

 04  things, because if it has gone around and people

 05  don't know who they got it from and can't tell what

 06  contacts, you have to start limiting contacts.  You

 07  have to put social distancing.  You have to put in

 08  other things as you bring in there, as we find more

 09  and more information that people were saying, I

 10  don't know who I spoke to.  I don't know what

 11  happened.

 12              JOHN CALLAGHAN:  So you end up chasing

 13  the virus rather than being ahead of it?

 14              DR. DAVID WILLIAMS:  You end up trying

 15  to contain the public's exposure as compared to

 16  exposure due to Public Health measures as compared

 17  to exposure due to case contact notification and

 18  saying, we understand you were talking to so and so

 19  five days ago.  You were exposed to COVID and

 20  didn't know it.  We need to test you.  That is the

 21  case contact method.

 22              If we can't do that, then we have to

 23  say -- we are going to have to say in broad

 24  measures that if you have signs or symptoms, go and

 25  get tested.  If you are sick, stay home.  If you
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 01  need hand hygiene, stay 2 metre distancing.  And

 02  you started to put all this stuff in place saying

 03  right now you can't tell who you might be coming in

 04  contact with, so therefore, you are going to have

 05  to take personal measures to limit that.  At the

 06  same time, if you think you have exposure, let us

 07  know.  Some people still had a travel history.

 08  Some, a lot didn't have travel history.

 09              So you change your strategy from case

 10  contact management to personal health measures,

 11  until the time you can get things back under

 12  control and bring it back into case contact

 13  management again, as in dealing with outbreak

 14  settings and locations.

 15              JOHN CALLAGHAN:  So let's just go

 16  there.  I want to make sure I understand the flow

 17  of this.

 18              So if we can go to document 13, this is

 19  one of the earlier documents that we seem to see

 20  the concept of asymptomatic spread, and this comes

 21  out of -- it is an email that makes its way to you,

 22  I believe, at some point.  This goes to Barbara

 23  Yaffe for sure, because you are at the top.  But it

 24  says, if you go down, this is an international --

 25  go down, Michael.  So go down a little further
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 01  please.  It says:

 02                   "The Australian Public Health

 03              authorities have articulated that:

 04                  'New international evidence

 05              suggests that asymptomatic or

 06              minimally symptomatic infection can

 07              occur, and that pre-symptomatic

 08              transmission has occurred in at

 09              least one case cluster'."

 10              So that would be reliable information,

 11  I take it, from the Australian Public Health

 12  authorities?

 13              DR. DAVID WILLIAMS:  It is something

 14  that needs to be looked at.

 15              JOHN CALLAGHAN:  And at this time, you

 16  are aware then of things like the Diamond Princess

 17  and the other cruise ships?

 18              DR. DAVID WILLIAMS:  Yes.

 19              JOHN CALLAGHAN:  So I take it you are

 20  aware that -- are you cognizant of the fact that it

 21  will spread in a congregate setting?

 22              DR. DAVID WILLIAMS:  We are cognizant

 23  of the fact that it did spread in the passengers on

 24  the ship and staff.

 25              JOHN CALLAGHAN:  Would that make you
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 01  aware that it spreads in congregate settings?

 02              DR. DAVID WILLIAMS:  If you have people

 03  coming in close contact with each other, it

 04  spreads, that's correct.

 05              JOHN CALLAGHAN:  Right.  And the reason

 06  why we ask is because we are trying to figure out

 07  when people were thinking about long-term care

 08  homes.  So long-term care homes, you would agree,

 09  are a congregate setting; correct?

 10              DR. DAVID WILLIAMS:  Yes.  And I mean,

 11  we agree that it is droplet spread, or enhanced

 12  droplet spread, much as we had before.  And so when

 13  people are in close contact over periods of time

 14  with each other without any barrier you can spread

 15  that from person to person.  That was our thesis

 16  from the get-go with influenza, and we assumed that

 17  was our case with coronavirus as well.

 18              JOHN CALLAGHAN:  So let's go to tab 15

 19  for a second.  So this is a surveillance screening

 20  and testing meeting that you Chair, I think.

 21              DR. DAVID WILLIAMS:  Uhm-hmm.

 22              JOHN CALLAGHAN:  And it says there:

 23                   "Most expert attendees agreed

 24              that the widespread incidence of

 25              COVID-19 is imminent and essentially
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 01              inevitable."

 02              This is February 27th.  So what did

 03  that mean then?

 04              DR. DAVID WILLIAMS:  That "the

 05  widespread evidence of COVID-19 is imminent and

 06  essentially inevitable"?

 07              Our experts were saying that the way it

 08  was happening at that time in late in February,

 09  they are saying that it seems from other countries

 10  that had started experiencing this, that they moved

 11  quickly and they were seeing it happen in their

 12  jurisdictions, and we should consider this.

 13              JOHN CALLAGHAN:  Right, so does that

 14  inform your decision-making?

 15              DR. DAVID WILLIAMS:  Everything informs

 16  the decision-making, and so that means then we have

 17  to say those reviews in those areas and their

 18  public health infrastructure and system, how does

 19  it fit ours, yes or no.  And then how does we take

 20  advice and direction accordingly.

 21              So all sources of things have to be

 22  vetted through and reviewed and seeing what is it

 23  based on.  So we would say let's look at that, and

 24  we need to understand that really well.

 25              JOHN CALLAGHAN:  Okay, and if we could
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 01  just go to, we have a set of notes of yours that

 02  someone has pulled last night for us.

 03              I don't know what number they are,

 04  Michael.  They are the ones in March.

 05              Okay, so what I am going to go down to

 06  is if you go to the next page, and this is a note

 07  and it says, "Pre Brief".  I can't read your notes,

 08  but it says:

 09                   "Pre-cautionary - where

 10              evidence is lacking.

 11                    Campbell."

 12              So you are having regard to Archie

 13  Campbell's report?

 14              DR. DAVID WILLIAMS:  Yes, I am

 15  referring to the concept of the precautionary

 16  principle.

 17              JOHN CALLAGHAN:  And it says:

 18                   "Now we have the evidence.

 19                    Suggest limiting visitors"?

 20              DR. DAVID WILLIAMS:  Yes, from talking

 21  with the consultant Maureen Cividino.

 22              JOHN CALLAGHAN:  Who is she?

 23              DR. DAVID WILLIAMS:  She was one of the

 24  IPAC leads at -- she just retired last week.  I

 25  worked for many years on PIDAC and stuff, so she is
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 01  one of the valuable infection prevention and

 02  control experts that I utilized.

 03              And so as far as she was concerned,

 04  there was evidence that visitors could be a source

 05  of infection in the long-term care homes.

 06              JOHN CALLAGHAN:  Right.  And did you

 07  also hear from the Local Medical Officer of Health

 08  from Ottawa to same effect at about that time?

 09              DR. DAVID WILLIAMS:  We were given good

 10  information coming in from various individuals,

 11  yes.  That is one of the things that is important,

 12  is to hear all the different voices coming in with

 13  their various concepts and theses and ideas.  It is

 14  part of the validity of the response, hearing all

 15  the --

 16              JOHN CALLAGHAN:  Well, if you go down a

 17  little further, it says:

 18                   "No evidence that it is not

 19              airborne?

 20                   What evidence is then necessary.

 21                   SARS - not airborne - but later

 22              proved it was.

 23                   SARS Commission - precautionary

 24              process."

 25              Did I read that right?
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 01              DR. DAVID WILLIAMS:  Yes, this person I

 02  wrote asked me that and posing those questions.

 03              JOHN CALLAGHAN:  Well, when you knew,

 04  you know that that was one of the reasons why

 05  Justice Campbell went with the precautionary

 06  principle, right, because it had an impact in not

 07  doing so in that case?

 08              DR. DAVID WILLIAMS:  Well, not in

 09  particular this one in there, but he had on a

 10  general basis.  So I am saying that this person

 11  raised it, so we have to continue to look at the

 12  evidence and the science.

 13              JOHN CALLAGHAN:  Who was the person?

 14              DR. DAVID WILLIAMS:  I am going to

 15  guess, I have to look back at the concept -- oh,

 16  that is the head of CUPE.

 17              JOHN CALLAGHAN:  Sorry, I am not sure I

 18  can tell you which is the name.  Is that the

 19  Michael?

 20              DR. DAVID WILLIAMS:  If you go above

 21  "Michael", you see up on the right "Michael -

 22  CUPE".

 23              JOHN CALLAGHAN:  Right.

 24              DR. DAVID WILLIAMS:  He is the lead of

 25  CUPE.  We were at a meeting and he raised the
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 01  issue.

 02              JOHN CALLAGHAN:  So your expert is

 03  telling you that there is -- even where evidence is

 04  lack, and he is telling you that he believes we

 05  have evidence?

 06              DR. DAVID WILLIAMS:  That's correct.

 07              JOHN CALLAGHAN:  All right.  And if we

 08  go over to the next page, and it says:

 09                   "Need discussion on shortage."

 10              Is that "shortage"?

 11              DR. DAVID WILLIAMS:  Shortage.

 12              JOHN CALLAGHAN:  So we understand that

 13  the unions were concerned about the shortage of

 14  PPE.  Was that your understanding?

 15              DR. DAVID WILLIAMS:  Yes, we were all

 16  concerned.

 17              JOHN CALLAGHAN:  All right.  And so

 18  then it goes down, and who is Maureen then?

 19              DR. DAVID WILLIAMS:  Back to Maureen

 20  Cividino.

 21              JOHN CALLAGHAN:  Okay.  And then it

 22  says:

 23                   "Justice Campbell - heart

 24              wrenching.

 25                   Separating political/science.
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 01                   Evidence - has come in very

 02              rapidly."

 03              What does that mean?

 04              DR. DAVID WILLIAMS:  I think someone

 05  said that they -- my understanding is that, again,

 06  I think it was the CUPE rep was telling us how he

 07  had been there back in the Justice Campbell time

 08  and he had stories of people and fellow staff

 09  members, because he is a worker, not necessarily a

 10  nurse, and had seen how people had been infected.

 11  And this was I think a strong passion to him, and

 12  he was really strong on the issue.  So I was

 13  talking his concerns and issues seriously because

 14  this was very important to him.

 15              JOHN CALLAGHAN:  Because he was

 16  actually witnessing it, as far as he was concerned?

 17              DR. DAVID WILLIAMS:  Back in SARS, he

 18  said he did, yes, and he said it was a strong

 19  component of his, and he wanted to make sure that

 20  he was going to bring it to the table and always

 21  bring it to the table because he said it was

 22  important for him.  And that is why I made a note

 23  of that, yes.

 24              JOHN CALLAGHAN:  And so if you go over

 25  then to another couple of pages here, and we don't
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 01  have time to go through them all, I'm afraid, so

 02  there was discussion about being worried about the

 03  provincial stock, as you said, and I take it CUPE

 04  and those were aware by now that the stockpile had

 05  been not replenished?

 06              DR. DAVID WILLIAMS:  They were aware

 07  that all around we had a problem with supply,

 08  management and delivery, because in their own

 09  respective jurisdictions -- and so this is the

 10  comments they are making, and they are aware that

 11  it doesn't matter stockpile or not, there is a

 12  supply issue writ large.  And the provincial

 13  stockpile inventory, they thought it was supposed

 14  to hold this.

 15              JOHN CALLAGHAN:  Right, and did you

 16  advise them that there was no stockpile?

 17              DR. DAVID WILLIAMS:  We had -- what we

 18  had we were giving out and using as best we could

 19  in that time.

 20              JOHN CALLAGHAN:  We were told you had

 21  10 percent by 2020, and it was mostly, as you

 22  indicated, material that was for Ebola.

 23              But anyway, let's go further down, and

 24  it says -- let's go a little further down, I think.

 25  At the bottom here -- I am not sure.  If we can go
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 01  up to the next one, to the one on the right there,

 02  Michael, please.  Okay, and a little further up.

 03              Who are we talking to here?  Do you

 04  know?

 05              DR. DAVID WILLIAMS:  Back to Michael

 06  again.

 07              JOHN CALLAGHAN:  Okay.

 08              DR. DAVID WILLIAMS:  I'm sorry, which

 09  one?  Are you up above this page or --

 10              JOHN CALLAGHAN:  No, I'm at

 11  "Recommending - employers", and it is Brenda.  Is

 12  this the same meeting?

 13              DR. DAVID WILLIAMS:  Yes, and Brenda --

 14              JOHN CALLAGHAN:  And then if you go

 15  further down --

 16              DR. DAVID WILLIAMS:  Yes.

 17              JOHN CALLAGHAN:  -- it says:

 18                   "Agreement on the science not

 19              possible.

 20                    Wuhan not possible - full suits

 21              - when jurisdictions - USA??"

 22              Were you saying that there was no

 23  agreement on the science at this point?

 24              DR. DAVID WILLIAMS:  Yes.

 25              JOHN CALLAGHAN:  So if we go to
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 01  document 46 in the same time period, this is a

 02  document from March 9th from Public Health Ontario,

 03  and if we go to the next page, it says:

 04                   "Additionally, evidence on the

 05              relative role of asymptomatic and

 06              pre-symptomatic infectiousness and

 07              its contributions to transmission is

 08              still emerging [...]"

 09              Is that the advice you were getting

 10  from Public Health Ontario?

 11              DR. DAVID WILLIAMS:  Correct, and there

 12  was materials and anecdotal reports.  They were

 13  still gathering it to see well the validity of the

 14  information.

 15              JOHN CALLAGHAN:  All right.  So just so

 16  I am clear, when that happens, are you applying the

 17  precautionary principle to say it is symptomatic --

 18  asymptomatic spread?

 19              DR. DAVID WILLIAMS:  The precautionary

 20  principle would be what does the evidence tell me,

 21  and as this document, the title, is there anything

 22  different in the Public Health measures that by

 23  consensus they have committees meeting and then

 24  this is their scientific table.  They are making

 25  the recommendations in that, because you haven't
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 01  got the whole document open here, but anyways, that

 02  was their basis for that.

 03              So they are my scientific table and

 04  they have a consensus of expert opinion.

 05              JOHN CALLAGHAN:  But you don't believe

 06  that Justice Campbell's precautionary principle was

 07  directly related to not waiting for scientific

 08  proof?

 09              DR. DAVID WILLIAMS:  No, his aspect was

 10  that if you are waiting for the case control

 11  studies and all the science to get formulated, that

 12  is too late.  You need to take some steps before

 13  that.  But it doesn't say throw science out the

 14  door and just wing it.  He didn't mean that either.

 15              And what he meant to say is that if you

 16  need to take steps, you should look at how you can

 17  best do those.  And my interpretation always is

 18  that if you haven't got the case control studies,

 19  all the peer science evidence and peer review, you

 20  go with your experts.  You put as much information

 21  in front of them and ask them do we have a

 22  consensus on what we need to do at this moment, not

 23  waiting for all the scientific journals to be

 24  published.

 25              And that is what we do.  So that is how
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 01  I do the precautionary principle.  So I don't

 02  abandon the science totally.  I depend on experts

 03  to give me advice.

 04              JOHN CALLAGHAN:  But if it turns out in

 05  this case it did, that it was asymptomatic spread,

 06  if you made a decision waiting for the science or

 07  waiting for the balancing of a scientific view by

 08  your scientific table, haven't you waited too late?

 09              DR. DAVID WILLIAMS:  In March there was

 10  not asymptomatic spread.  There is no evidence of

 11  it.

 12              JOHN CALLAGHAN:  Well, I think what

 13  they are saying, "evidence on the relative role of

 14  asymptomatic" --

 15              DR. DAVID WILLIAMS:  Still emerging.

 16              JOHN CALLAGHAN:  Right, still emerging.

 17              DR. DAVID WILLIAMS:  Yes, you are not

 18  there yet.

 19              JOHN CALLAGHAN:  Right.

 20              DR. DAVID WILLIAMS:  Even now there is

 21  some debate that it doesn't occur.

 22              JOHN CALLAGHAN:  Well, in fact, it did

 23  occur, but it just didn't occur in March.  It

 24  occurred later, in June or whatever that you just

 25  referred me to.
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 01              DR. DAVID WILLIAMS:  Well, there is

 02  still some people that are saying that what you

 03  call asymptomatic transmission is basically -- I

 04  mean, I have a whole bunch of people writing me

 05  saying that your lab test is artificially labelling

 06  those cases when they are not.  I mean, there is

 07  still a lot of debate going on.

 08              JOHN CALLAGHAN:  So are you accepting

 09  at this point, by March 8th, there is community

 10  spread yet?

 11              DR. DAVID WILLIAMS:  Shortly after

 12  that, because at the 8th -- just a minute, let me

 13  get back here.

 14              On the 8th we went from 32 cases to

 15  146 -- no, 15 to 146.  We started hearing from some

 16  Health Units in some areas that had more than

 17  others.  We were wondering if there is.  We

 18  discussed that at a federal level, and they yet

 19  were not -- they were saying, you know, giving

 20  advice and direction.

 21              So as that proceeded in that week of

 22  the 8th to the 14th, there was a lot of robust

 23  discussion about switching over to community-wide

 24  spread because the next week we went from 146 new

 25  cases to 445.
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 01              JOHN CALLAGHAN:  Right, and this --

 02              DR. DAVID WILLIAMS:  So losing -- when

 03  I talked to our consultant with my MOHs, more and

 04  more were saying we can't do the case contact

 05  management.  It has gone -- you know, just because

 06  one Health Unit -- because if you have a problem

 07  with one Health Unit, does that mean every 34 has

 08  it?  The answer is no.

 09              So do we have a local issue or do we

 10  have a province-wide issue?  And it was accruing

 11  fairly quickly that we are moving towards that it

 12  is a province-wide issue.

 13              [Court Reporter intervenes for

 14              clarification.]

 15              MICHAEL FINLEY:  May I make a further

 16  suggestion that follows on from my technical advice

 17  from the morning.

 18              For those that don't have headsets

 19  available and are listening, if you turn your

 20  volume down a little bit, that may reduce the

 21  feedback back and forth between the speakers.  That

 22  may make the reporter's life a little bit easier.

 23              DR. DAVID WILLIAMS:  And I will speak

 24  slower.  Apologies.

 25              JOHN CALLAGHAN:  So moving ahead then,
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 01  so I am not sure we got the answer, but what I was

 02  going to say was that you are talking about 140

 03  cases.  In all of SARS, there were only about 344

 04  cases.  So you were going to wait until the results

 05  get to 144 before you change your view about

 06  community spread?

 07              DR. DAVID WILLIAMS:  Well, the week

 08  before -- 344 for SARS was over 6 months.

 09              JOHN CALLAGHAN:  I understand --

 10              DR. DAVID WILLIAMS:  We are talking

 11  that the week before that, the 1st to 7th we only

 12  had 15 new cases in all of the province, and the

 13  week before that we only had 13 and they were all

 14  being case contact managed.

 15              And if you used the epi stuff in person

 16  to person, how did those 15 spread it to 146 so

 17  quickly?  Remember, these people already had it

 18  back -- they had been incubating, right, before

 19  they got tested.

 20              And so when you go from 15 to 146, you

 21  have to ask yourself, is your system able to

 22  maintain case contact tracing?  And some of the

 23  Health Units that had the most numbers were saying

 24  we are not able to find the epidemiological link of

 25  our cases.  More and more we are losing it.
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 01              And then if you go into the next week,

 02  when it even goes up even further to 445, and so

 03  from an epidemiological standpoint, you can see you

 04  are moving from - and I don't know if I am getting

 05  too complicated here - from an R-naught of 1.2 to 3

 06  to a huge number, or there is something else going

 07  on, as in you are having multiple -- that all of a

 08  sudden you have an inflow of multiple infected

 09  people that you weren't aware of, and so therefore

 10  then it is happening through community spread

 11  because people say, I didn't travel to China.  I

 12  didn't travel to Thailand.  I didn't go to all

 13  these other high risk areas.  And they are adamant

 14  we didn't travel to those places.  We went to the

 15  States, that is true, but we didn't travel anywhere

 16  that is high risk.

 17              JOHN CALLAGHAN:  So if we could go to

 18  document "F", so this is -- we are going to get

 19  into the way you addressed some of the concerns.

 20  This is a letter dated March 19th.  We don't have a

 21  lot of time, so we'll just do the single-site issue

 22  which you are no doubt aware of.

 23              But this is a letter, and you

 24  subsequently do a Directive, and then there is

 25  subsequent to that there is an Emergency Order.
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 01              And I guess the question is, why do you

 02  issue a letter as opposed to a Directive by March

 03  19th where you, I appreciate now, appreciate there

 04  is community spread.  So why just a letter?

 05              DR. DAVID WILLIAMS:  So the letter

 06  is -- as always in Public Health, we first put

 07  out -- one of the key things we learned from SARS

 08  is communicate, communicate, communicate.  We found

 09  most of the time our stakeholders and others are

 10  more than willing, if you give them the information

 11  and give it to them, so we do it through

 12  teleconferences and we do it through letters and

 13  that.

 14              One moves from that to a compilation of

 15  a guidance document when you need a product put out

 16  that the stakeholders and everybody agrees on and

 17  to move forward on.  So you don't need to write a

 18  Directive if everybody is saying, just give us the

 19  updated information and we'll handle it and we can

 20  deal with it.  So you are looking at the overall

 21  delivery and compliance of the field at that time.

 22              So this is related to -- having to do

 23  with health worker illness and their return to

 24  work.  This is what --

 25              JOHN CALLAGHAN:  Well, if we can go
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 01  down, the one I'm interested in for this is just by

 02  way of illustration, so I am not trying to -- we

 03  are going to talk about multiple locations.  Just

 04  up one page, there, multiple locations at the

 05  bottom there.

 06              And I am not too interested -- we'll

 07  talk about that, but you give a Directive about not

 08  working in different places.  And I take it you

 09  were aware, and I think I have a statement in here

 10  which I won't take you to unless I need to, where

 11  you were aware that multiple -- this was an issue

 12  about spreading the disease because of part-time

 13  employees working in different locations.  You were

 14  aware of that problem?

 15              DR. DAVID WILLIAMS:  In Ontario?

 16              JOHN CALLAGHAN:  In Ontario.

 17              DR. DAVID WILLIAMS:  No, I had not

 18  heard that was a problem up to that time.  It was

 19  in other provinces.  We hadn't seen cases of where

 20  infected workers from one long-term care went to

 21  another one and caused an outbreak.

 22              JOHN CALLAGHAN:  No, I am not talking

 23  about evidence.  You keep on talking about the

 24  evidence.  I am saying were you --

 25              DR. DAVID WILLIAMS:  And this is all --
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 01              JOHN CALLAGHAN:  Well, were you aware

 02  of the Walker report specifically alerted that the

 03  part-time employment in long-term care and other

 04  settings would result in people taking disease from

 05  one location to another posing a risk?  Were you

 06  aware of that?

 07              DR. DAVID WILLIAMS:  I was.

 08              JOHN CALLAGHAN:  All right.  So you

 09  were aware that where people are working in

 10  multiple locations, there is a risk of spreading

 11  disease in the face of a pandemic; correct?

 12              DR. DAVID WILLIAMS:  In the face of an

 13  outbreak any time.  We already put that in our

 14  directions, so we already had that in place.

 15              JOHN CALLAGHAN:  Then it was an easy

 16  question.  So this is what you are trying to

 17  articulate here; correct?

 18              DR. DAVID WILLIAMS:  Correct.

 19              JOHN CALLAGHAN:  Right.  And you

 20  then --

 21              DR. DAVID WILLIAMS:  To identify our

 22  position, yes.

 23              JOHN CALLAGHAN:  Right.  So if we then

 24  go to March 22nd, tab 25, you issue a direction

 25  under your authority, and this direction has the
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 01  compulsion of law; correct?

 02              DR. DAVID WILLIAMS:  Correct.

 03              JOHN CALLAGHAN:  Right.  So why did you

 04  then issue a direction three days later?

 05              DR. DAVID WILLIAMS:  Because in the

 06  Directive, you want to ratify -- if it is a legal

 07  requirement, that allows institutions to take steps

 08  further and get compensated and deal with issues

 09  that might assist them in doing that activity and

 10  undertake that.

 11              One of the aspects was that throughout

 12  our guidance, right from the get-go, and our

 13  guidance in our Ontario Public Health Standards is

 14  that if you have an outbreak, you need to check to

 15  see if your employee is working at some other

 16  institutions and notify other institutions of this

 17  aspect and not have that.  So right from the

 18  get-go, we had this in place.

 19              Now, if you are going to make this in

 20  here and employees who only have a part-time job

 21  and you tell them they can't go elsewhere, who is

 22  going to compensate them for that?

 23              JOHN CALLAGHAN:  Well, let's just go

 24  and take a look at it, because I don't think you --

 25  you didn't compensate them.
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 01              DR. DAVID WILLIAMS:  No, this is not a

 02  compensation letter.  This means - this is a

 03  Directive - there is an intent to deal with the

 04  issue.

 05              JOHN CALLAGHAN:  And the province

 06  didn't compensate them?

 07              DR. DAVID WILLIAMS:  There was a sense

 08  that they had to work towards that, so that they

 09  would say you cannot work at this place and this

 10  place at the same time.

 11              JOHN CALLAGHAN:  So can we go down a

 12  bit there and just get to the paragraph here.

 13              So this paragraph says:

 14                   "Whenever possible, employers

 15              should work with employees to limit

 16              the number of different work

 17              locations that employees are working

 18              at, to minimize risks to patients of

 19              exposure to COVID-19."

 20              What did this compel anybody to do?

 21              DR. DAVID WILLIAMS:  So it said, again,

 22  and ratified our position from the get-go that

 23  where your employees, if they are part-time people,

 24  and others are coming in from say they are OTs -

 25  occupational therapists, sorry - and they are
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 01  coming in and going from place to place, you have

 02  to be aware that that could be a possibility.

 03              We know that some of the people who did

 04  the work in these places were also working at

 05  grocery stores and other things and aspects there.

 06  So we knew that just because you work at

 07  institution "A", I can't say, well, you can no

 08  longer work at the grocery store on Friday nights.

 09  They'll say that the last time I checked it is a

 10  free country, and I guess I could choose to work

 11  there if I want to.

 12              So we are trying to say that you should

 13  work with them to have them not do that because

 14  they could be picking up infection and bringing it

 15  in and exposing potentially COVID-19 to the

 16  patients or the --

 17              JOHN CALLAGHAN:  So you don't feel your

 18  emergency powers are strong enough to stop someone

 19  to spread virus by working in more than one

 20  location?

 21              DR. DAVID WILLIAMS:  To stop someone in

 22  their civil freedoms to stop working in multiple

 23  places outside of health care?

 24              JOHN CALLAGHAN:  Yes.

 25              DR. DAVID WILLIAMS:  No, I can't do
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 01  that.

 02              JOHN CALLAGHAN:  And did you have

 03  discussions with people who have the emergency

 04  power that you had that restriction at that time?

 05              DR. DAVID WILLIAMS:  Our legal counsel

 06  on that, when we do a Directive, it is reviewed by

 07  many groups on that, and they'll say here is the

 08  scope of your Directive and here is what you can

 09  say and can't say.

 10              JOHN CALLAGHAN:  I appreciate that, but

 11  did you have discussions saying this may not be

 12  strong enough and we should probably get an

 13  Emergency Order?

 14              DR. DAVID WILLIAMS:  Up until that

 15  time, as I said, we had not had the evidence

 16  that -- I mean, there was no evidence to me that

 17  employees working at one long-term care home had

 18  carried it to an adjacent one and caused an

 19  outbreak.

 20              JOHN CALLAGHAN:  You keep on waiting

 21  for evidence.  Is that what you needed?  You needed

 22  evidence for it to happen before you acted, is that

 23  it, just to be clear?  Because you keep talking

 24  like that.

 25              DR. DAVID WILLIAMS:  Yes, evidence is
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 01  critical.

 02              JOHN CALLAGHAN:  Okay.

 03              DR. DAVID WILLIAMS:  Because people

 04  keep throwing out ascertations and even sometimes

 05  union members saying, why are you blaming staff?

 06  And it is legitimate.  And they say, you know, you

 07  have to have some proof that it is the staff that

 08  are doing it.  You just can't make that assumption.

 09              JOHN CALLAGHAN:  Well, when did you

 10  conclude that was the case?

 11              DR. DAVID WILLIAMS:  Which is the case?

 12              JOHN CALLAGHAN:  That staff were taking

 13  the virus from home to home?

 14              DR. DAVID WILLIAMS:  We never found

 15  home to home.  We found staff were coming in

 16  infected from the community, and when we started to

 17  test them and asked them questions, they had not

 18  picked it up on the job.  They had contacts back at

 19  the household and became infected, because when it

 20  is community-wide spread, they are community

 21  members as well when they are not on the job, and

 22  so they can infect -- and visitors too.

 23              JOHN CALLAGHAN:  And wasn't the point

 24  not really whether they got it from one place, but

 25  whether they took it from place to place?
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 01              DR. DAVID WILLIAMS:  No, whether they

 02  got it at home and brought it into the home, that

 03  is what --

 04              JOHN CALLAGHAN:  Well, weren't you

 05  trying to limit the number of places they could

 06  bring it into.  Wasn't that the purpose?

 07              DR. DAVID WILLIAMS:  We already had

 08  that in place.

 09              JOHN CALLAGHAN:  From what?

 10              DR. DAVID WILLIAMS:  From what I asked

 11  them to do early in January and through Ontario

 12  Public Health Standards to say if you are in an

 13  outbreak situation, then your staff cannot go from

 14  place to place.  And as I said, I don't have anyone

 15  documenting that that had occurred, so therefore,

 16  it means that it was working.  But --

 17              JOHN CALLAGHAN:  So why --

 18              DR. DAVID WILLIAMS:  But if you do the

 19  Directive in saying -- let's say I'm in a part of

 20  Ontario where there is no cases and I say

 21  throughout Ontario the fact that you work at two

 22  long-term care homes, that your staff do, you can

 23  only work at one, and they say now we've lost a

 24  third of our staff and residents are not being

 25  looked after.  And they say, well, you have created
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 01  a crisis and --

 02              JOHN CALLAGHAN:  Well, I appreciate

 03  that that will be the next issue, but I am just a

 04  little confused --

 05              COMMISSION CHAIR FRANK MARROCCO:  I'm

 06  sorry, just a second.  Doctor, what were you going

 07  to say?

 08              DR. DAVID WILLIAMS:  I'm saying part of

 09  our issue here is when you are putting out these

 10  Directives, because it is province-wide and because

 11  the impact of the pandemic was not homogeneous

 12  throughout the province, by doing a Directive

 13  province-wide, you could in fact make some areas

 14  make it worse, because if you put this restriction

 15  in place that was a law and order and then staff

 16  who would work say part-time in two or three

 17  long-term care homes in an area where there was no

 18  cases reported and no outbreaks, all of a sudden

 19  you limit them all and they now haven't got enough

 20  staff to look after the residents.

 21              And so you have to keep that in

 22  consideration.  And the managers and administration

 23  would say, you know, weren't you aware that this

 24  could happen and give us some latitude to work at

 25  it.  And this is why this says "wherever possible"
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 01  you should work with this, and this is just

 02  ratifying what we put out in our guidance, what I

 03  communicated verbally, and what I had been

 04  persuaded -- I kept asking all the way along, can

 05  you give me an example, like in British Columbia,

 06  where you had an outbreak at one and the staff

 07  member went to another one and caused an outbreak?

 08  And we hadn't seen that yet.  And that makes me

 09  sense that both workers and the administrators had

 10  taken those recommendations seriously.

 11              JOHN CALLAGHAN:  So were you then

 12  surprised that the government felt the need to

 13  issue an Emergency Order to back up your Directive?

 14              DR. DAVID WILLIAMS:  The Emergency

 15  Order was totally independent of this.

 16              JOHN CALLAGHAN:  I understand.  So if

 17  we can go to "H", what I am trying to get at,

 18  though, is they then make it an offence to work at

 19  more than one long-term care home.  If we go down a

 20  bit -- you are aware of that?

 21              DR. DAVID WILLIAMS:  Yes.

 22              JOHN CALLAGHAN:  So this is the Cabinet

 23  notes of the Minister.  It says:

 24                   "This new emergency order would

 25              require long-term care staff to work
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 01              in only one long-term care home, and

 02              to not work for any other health

 03              service provider or retirement home.

 04                  The evidence is increasingly

 05              clear that many outbreaks are the

 06              result of asymptomatic staff

 07              unknowingly introducing the virus

 08              into homes.  We know that a

 09              considerable number of long-term

 10              care staff work part-time, often in

 11              more than one job - at another

 12              long-term care home, a retirement

 13              home, or elsewhere - to create full

 14              time employment."

 15              So are you aware that your directive

 16  was turned into an order essentially?

 17              DR. DAVID WILLIAMS:  Basically it is

 18  Cabinet ratifies that position, and it deals with

 19  employment out, not only from place to place but

 20  added in elsewhere, which I --

 21              JOHN CALLAGHAN:  Well, it didn't

 22  actually add in elsewhere.  It dealt with home to

 23  home.  That is another issue.

 24              DR. DAVID WILLIAMS:  No, it says "or

 25  elsewhere", if you read it.
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 01              JOHN CALLAGHAN:  That is what that

 02  says.  That is not what the order says.  The order

 03  refers to working at long-term care homes and

 04  health sectors, not working at a grocery store, for

 05  example.  So I mean, I recognize this isn't your

 06  order --

 07              DR. DAVID WILLIAMS:  Well, I think you

 08  have to read the order.

 09              JOHN CALLAGHAN:  Right.  Are you

 10  familiar with the order?  Would they have shown you

 11  the order, or would they do this independent of

 12  you?

 13              DR. DAVID WILLIAMS:  They can do it

 14  independently.  They don't have to show it to me,

 15  no.

 16              JOHN CALLAGHAN:  So who gives them the

 17  advice that there is asymptomatic staff, since you

 18  didn't come to that conclusion until June?

 19              DR. DAVID WILLIAMS:  That could be an

 20  assertion by the Minister or the Deputy of

 21  Long-Term Care.

 22              JOHN CALLAGHAN:  Well, they don't rely

 23  on your advice?

 24              DR. DAVID WILLIAMS:  I give the advice,

 25  and we had undertaken to do testing in the
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 01  long-term care homes, the Public Health Department,

 02  and we did a series of ten and we checked where

 03  there was -- where we had no cases of outbreaks,

 04  and we found very little evidence of COVID among

 05  the staff or among the residents.

 06              So we didn't see asymptomatic

 07  positivity in those in that study.  It took quite a

 08  bit of work.  We did the study and we didn't find

 09  any.

 10              JOHN CALLAGHAN:  Right, and we have

 11  heard about that study, but that study dealt with

 12  homes, and I think the conclusion that somebody

 13  described it is in the homes it is where you

 14  believe it is, but that doesn't answer the question

 15  of how it got there in the first place and were

 16  there employees working at more than one home.

 17              DR. DAVID WILLIAMS:  Well, it does.  I

 18  mean, you can't say you believe or where you

 19  believe it is.  It is not a belief thing.  I mean,

 20  the thing is that if you are saying asymptomatic,

 21  that means it is probably in there and the

 22  assertion is that it is probably there and you

 23  don't know it.  That was the assertion.  So we went

 24  and looked for it and we didn't find it.

 25              JOHN CALLAGHAN:  Well, let's be clear.
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 01  Your study was done after this Directive was turned

 02  into an Order effective April 22nd.  Your study I

 03  believe was done in May, wasn't it, with the

 04  long-term care?  That is when the results came out?

 05              DR. DAVID WILLIAMS:  It was later

 06  more -- we did our earlier one with the Health

 07  Units in -- are you talking about the full one or

 08  the partial one by Health Units?

 09              JOHN CALLAGHAN:  Well, we were told

 10  about the full one I think by Dr. Johnstone.

 11              DR. DAVID WILLIAMS:  Yeah, we didn't do

 12  the -- we did the full one, but ours was more --

 13  the better study was done -- the Health Units did

 14  10 to 12 homes and did the full testing and

 15  investigation.

 16              JOHN CALLAGHAN:  So the reason why I

 17  ask again is that Revera did an investigation by

 18  Dr. Bell, the Former Deputy Minister, and

 19  Dr. McGeer and Dr. Sinha --

 20              COMMISSION CHAIR FRANK MARROCCO:

 21              Mr. Callaghan, could you speak into the

 22  mic a little.  It is getting a little hard for the

 23  reporter I think to hear.

 24              JOHN CALLAGHAN:  All right, I'll do a

 25  little better then.  I'm always trying to do
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 01  better.

 02              What I was saying was Revera did a

 03  report about wave one, and we have heard evidence

 04  about it.  In the report, and the reason why I ask,

 05  is they attribute a number of deaths to

 06  asymptomatic spread coming in the homes through

 07  staff, and they say that the vast majority of those

 08  were infections before I believe April 15th.  So

 09  this is the period where you have a Directive but

 10  we don't have an Order yet because the Order wasn't

 11  effective until April 22nd.

 12              So I am just wondering, it doesn't

 13  sound like you were involved in the order, but did

 14  you get any feedback about the impact of your

 15  Directive?

 16              DR. DAVID WILLIAMS:  The feedback about

 17  the Directive in what aspect of it?  There is a

 18  whole bunch of things in that Directive.

 19              JOHN CALLAGHAN:  Well, I think that the

 20  point we are trying to talk about is whether people

 21  abided by it because the --

 22              DR. DAVID WILLIAMS:  Again, we have

 23  feedback --

 24              JOHN CALLAGHAN:  Because clearly --

 25  sorry.
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 01              DR. DAVID WILLIAMS:  The feedback of

 02  whether we had staff working in one outbreak place

 03  and going to another outbreak, I had no reports of

 04  that.  So the sense is that it was effective.

 05              JOHN CALLAGHAN:  Well, you never heard

 06  from, for example, the Deputy Minister that there

 07  was an issue?

 08              DR. DAVID WILLIAMS:  Helen Angus?

 09              JOHN CALLAGHAN:  No, Mr. Steele.

 10              DR. DAVID WILLIAMS:  Richard Steele,

 11  yes, we talked many times.  About what?

 12              JOHN CALLAGHAN:  Well, I am trying to

 13  find it.  I don't know, Michael, if you can find

 14  it.  There is an April 3rd email where I believe he

 15  asks you about it.  I am not sure I can put my

 16  finger on it at the moment, Doctor, so I don't

 17  want --

 18              DR. DAVID WILLIAMS:  I think it was

 19  more of a discussion of testing.

 20              COMMISSION CHAIR FRANK MARROCCO:

 21              Doctor, just before we move on, just

 22  help me with this.  So who makes the final

 23  decisions concerning outbreak policy?

 24              DR. DAVID WILLIAMS:  Outbreak policy,

 25  Commissioner, do you mean different aspects of it
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 01  or --

 02              COMMISSION CHAIR FRANK MARROCCO:  Well,

 03  you know, this seems to me to be -- what you were

 04  just talking about with Mr. Callaghan seems to be

 05  related to how the province is responding to an

 06  outbreak, and what is the policy response will

 07  limit where people can work, just to use a

 08  shorthand.  So who sets that policy?  Who has the

 09  final say on that policy?

 10              DR. DAVID WILLIAMS:  Well, if it is the

 11  EMCPA, it is the Cabinet and the legal counsel

 12  advising Cabinet accordingly, and then you have got

 13  Ministry of Labour.  You have got many different

 14  Ministries weighing into it that would give the

 15  different informative components that would assist

 16  them in making the Order as the Cabinet decided on.

 17              COMMISSION CHAIR FRANK MARROCCO:  But

 18  if it is a matter of public health, you know, that

 19  we don't want people working at multiple sites

 20  because they are going to convey the disease from

 21  site to site inadvertently, then shouldn't that be

 22  the Chief Medical Officer of Health that makes that

 23  decision?

 24              DR. DAVID WILLIAMS:  We already, from

 25  the outset, already advised them not to have
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 01  people, if you are in any outbreak or any cases, to

 02  have any of your staff working in multiple sites.

 03  If you did, you should inform and take some steps

 04  to eliminate that.  And we watched very carefully

 05  all along to see if that was -- were there cases

 06  occurring like that that would support that it was

 07  not being adhered to or followed.

 08              And when we do our case contact

 09  management with the staff, we didn't find and say,

 10  well, I was working over there and there and I

 11  didn't want to tell you, or whatever.  We knew that

 12  they were working off-site doing some other

 13  part-time jobs because they didn't pay a large

 14  amount and they were looking to supplement income

 15  that they needed desperately, so they were doing --

 16  I don't know, working in a kitchen making pizzas or

 17  something like that outside.  So we only had

 18  authority within the health care system to deal

 19  with that.  Whereas the EMCPA could go beyond that

 20  if they so wished.

 21              JOHN CALLAGHAN:  I thought your

 22  authority extended to anybody who was going to

 23  cause or contribute to disease, no?

 24              DR. DAVID WILLIAMS:  My order goes

 25  to -- the Directive goes to institutions, not to
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 01  individual people.  So this was a Directive to the

 02  institutions.

 03              JOHN CALLAGHAN:  No, but your

 04  authority.  I am talking your authority.  Does your

 05  authority extend to directing an individual to do

 06  something or not do something so as to avoid the

 07  spread of disease?

 08              DR. DAVID WILLIAMS:  In a section 22

 09  order, yes, that's correct.

 10              JOHN CALLAGHAN:  Right.

 11              DR. DAVID WILLIAMS:  Not this order you

 12  are talking about, not the Directive.  That is a

 13  different power.  So you have to write it to the

 14  individual.

 15              JOHN CALLAGHAN:  Right.

 16              COMMISSION CHAIR FRANK MARROCCO:

 17              Doctor, when the Cabinet is making a

 18  decision under the emergency legislation, are you

 19  at the Cabinet table?

 20              DR. DAVID WILLIAMS:  I'm at the Cabinet

 21  table on areas that pertain to mine and asked to

 22  present, and then with all the different groups

 23  that present, so they have my input of what I am

 24  looking for.  But then that is a recommendation.

 25  Then they can go to Ministers only and they can
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 01  have their discussion where I'm not privy to be at

 02  the table.  That's correct.

 03              So I'm in, therefore, on invitation to

 04  present and answer questions and to make any

 05  recommendations if I have them known, but then we

 06  are excused from the table and then the Cabinet

 07  meets.  That is Ministers only.

 08              JOHN CALLAGHAN:  So this is the

 09  reference that I was pointing to, and you will see

 10  that you get a letter on April 2nd -- or pardon me,

 11  an email, and they are talking about PPE and they

 12  are talking about surgical masks, but he says:

 13                   "One point that is striking is

 14              the number of instances where

 15              infection has been introduced,

 16              apparently, through a staff member."

 17              Did you have discussions with the

 18  Deputy about that, or is that --

 19              DR. DAVID WILLIAMS:  We arranged it

 20  with them that when we did our outbreak

 21  investigation and asked staff members who -- some

 22  of them who said they had reported to the

 23  administration that they were asymptomatic where,

 24  when our nurses interviewed them, said, well, okay,

 25  I might have had a sore throat or a cold a bit,
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 01  whatever, but it is not a big deal, and I had to

 02  come to work, so I came to work.  And then when we

 03  tested some of those ones -- well, we interviewed

 04  them because we tested them and they were positive.

 05  So they had purported to be asymptomatic, but some

 06  had very mild symptoms and thought it was not a big

 07  deal, and they needed the work and they thought it

 08  was okay.  But we raised this issue to him, and he

 09  wondered, okay, what can we do about that.

 10              And so it was something that we had

 11  asked them to think about what we should do with

 12  this issue in there with staff potentially bringing

 13  infection into the home, sometimes -- not intending

 14  to.  They weren't trying to do it -- there wasn't

 15  anything malicious.  It is just that they thought

 16  it wasn't a big deal.  They weren't that sick.

 17              JOHN CALLAGHAN:  Well, I mean, that is

 18  one of the studies we heard of was pretty popular

 19  that people who even are sick go to work in any

 20  event, but that is why --

 21              DR. DAVID WILLIAMS:  Yes, I was aware

 22  of that.

 23              JOHN CALLAGHAN:  But just to go back to

 24  the Chair 's point, I am just going to read you

 25  what Archie Campbell wrote:
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 01                   "SARS showed us that while

 02              cooperation and team work are

 03              important, it is essential that one

 04              person be in overall charge of our

 05              public health defence against

 06              infectious outbreaks.  The Chief

 07              Officer of Health should be in

 08              charge of public health emergency

 09              planning and public health emergency

 10              management."

 11              And as I understand it -- and I

 12  recognize that you are not there to implement the

 13  statute.  You have your certain powers.  But it is

 14  not all with you, as we have seen, right?  The

 15  management of the emergency, we have other

 16  Ministers and we have the Cabinet and Emergency

 17  Orders; correct?

 18              DR. DAVID WILLIAMS:  Correct.

 19              JOHN CALLAGHAN:  So if we read Justice

 20  Campbell, we shouldn't take it that that was

 21  accepted in 2006?

 22              DR. DAVID WILLIAMS:  Correct.

 23              JOHN CALLAGHAN:  And do you have a view

 24  about whether now that there should be one point of

 25  contact?
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 01              DR. DAVID WILLIAMS:  I think if you had

 02  one point of contact and everything had to come

 03  across my desk, that would not be a very good

 04  response.

 05              I think that one of the things that

 06  Ontario has an advantage, and that is why we built

 07  it into our plan, even in 2006, even after Justice

 08  Campbell's report, is that we created the emergency

 09  service, the Emergency Measures Branch that was put

 10  with the CMOH at that time, and we put in there

 11  that when you have an outbreak, you form a

 12  committee and you activate your -- we created the

 13  medical, the MEOC which was not in there before and

 14  with the Director then, which was Allison Stuart

 15  initially, she became an ADM later, and a number of

 16  other Directors, and the last one that you talked

 17  to, well, Justine Hartley is acting and Clint

 18  Shingler was.

 19              And so you then, as we did in January,

 20  we activated the MEOC, and we started having our

 21  HIRA reports and that, so that is all part of the

 22  process.

 23              If during that time you start to see

 24  where the issue is starting to impact the health

 25  care system writ large that, that means, as we
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 01  predicted in our model, if you get a number of

 02  staff signing off sick, the health care system

 03  starts to fade, then you form a so-called

 04  coordinated or command table that you ask, and we

 05  asked and I asked, and that is under the leadership

 06  of the Deputy Minister and reports -- it can be the

 07  Minister, if she wants to or he wants to.  In this

 08  case, the emissary of the Minister, which is the

 09  Deputy Minister, who runs the health -- who is the

 10  main bureaucrat for the health care system writ

 11  large.

 12              And so we asked that to be formed, and

 13  so that gets together and then you start having

 14  other subcommittees and tables off that because if

 15  it is going to start to impact more and more parts

 16  of the health care system, you have to have more

 17  and more input, especially in a place like Ontario

 18  where you have got 14.8 million people and you have

 19  got a lot of huge health institutions that are not

 20  only provincial but they are actually national

 21  centres and some are international centres.  So you

 22  have a huge decision-making that has to take place

 23  very quickly and adeptly with full consultation.

 24              So where the general advice is mine,

 25  the detail of that and all the work that has to be
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 01  done, which expanded rapidly where not only -- in

 02  some of the SARS, we had a couple of ADMs, but we

 03  didn't have a lot.  This one I was very surprised

 04  that many ADMs jumped in, and ADMs and their staff

 05  were putting in 7 days a week and on certain

 06  portfolios, and the night, and that was only

 07  necessary because we had such a huge machine and it

 08  had to move that way.

 09              So I would disagree that it has to all

 10  come across my desk.  If we were a small province,

 11  we might get away with it, but we have a big

 12  machine here.  And I was very pleased with the

 13  all-of-government response.  It was excellent.

 14              JOHN CALLAGHAN:  But you weren't at the

 15  head of it?

 16              DR. DAVID WILLIAMS:  The head of it,

 17  no, I don't run the health care system.

 18              JOHN CALLAGHAN:  No, but -- --

 19              DR. DAVID WILLIAMS:  I'm the Public

 20  Health lead, and all the time my advice is readily

 21  sought and they incorporate it into that.

 22              But all the detailing about putting

 23  together implementation and planning and policy

 24  development and the fiscal and stuff, it all has to

 25  be done.  You have to keep it going.  You can't --
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 01  as you'll hear from the Deputy, the workload didn't

 02  abate.  Her workload went up immensely, as well as

 03  everybody else.

 04              JOHN CALLAGHAN:  So let me give you an

 05  example.  We have heard and we have talked about it

 06  and we have heard you speak about the value of

 07  asymptomatic testing, and we have had Dr. Johnstone

 08  who was the head of the Testing Table testify to

 09  it, and there seems to have been -- and she talked

 10  about, just as you did, that it could overwhelm the

 11  capacity, and she said exactly what you said pretty

 12  much.

 13              DR. DAVID WILLIAMS:  This is Dr.

 14  Johnstone, right?

 15              JOHN CALLAGHAN:  Dr. Jennie Johnstone.

 16              DR. DAVID WILLIAMS:  Jennie Johnstone,

 17  yes, thank you.

 18              JOHN CALLAGHAN:  But we know that the

 19  advice that she gave, and Dr. Vanessa Allen

 20  testified to it, was that there shouldn't be

 21  asymptomatic testing.

 22              And then on May 24th the province

 23  announced asymptomatic testing, and then before

 24  that they put Dirk Huyer in charge of the testing

 25  who was a Coroner.
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 01              So I am trying to understand, if you

 02  are the Chief Medical Officer of Health who is

 03  supposed to be the Executive Lead, how does that

 04  happen that, first of all, they are putting the

 05  Coroner as head of testing when you yourself didn't

 06  agree with asymptomatic tasting and the head of the

 07  Testing Table didn't agree with asymptomatic

 08  testing?

 09              DR. DAVID WILLIAMS:  Correct, because

 10  the Cabinet had asked to start doing wide testing

 11  of anyone who wanted one and it didn't matter, so

 12  just that the more testing you do, the better.

 13              Dr. Huyer was brought in.  And I have

 14  worked with Dr. Huyer for many years.  He was

 15  brought in to look at specifically the testing

 16  related to transient farm workers in that aspect

 17  down in Southwest Ontario, because we had a lot of

 18  outbreaks occurring and there was major issues

 19  around that matter and how to coordinate doing some

 20  what he thought was asymptomatic testing, but what

 21  he realized very soon when we went out and started

 22  doing it is that it was actually outbreak

 23  investigation because some of the homes had cases

 24  already.  So instead of going in and testing and

 25  finding nothing, he was finding all sorts of cases
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 01  who were symptomatic actually and were not being

 02  picked up.

 03              So he quickly understood that down in

 04  that area he was not really truly doing

 05  asymptomatic testing.  He was helping very much to

 06  set up a method of doing mobile I would say and

 07  assisting the MOH in that area and a couple of the

 08  MOHs to do a lot more testing in farm settings that

 09  needed more resources to do that.

 10              And so we found more and more cases in

 11  outbreaks and found --

 12              JOHN CALLAGHAN:  But this is

 13  provincially wide, not just in that area.  And what

 14  I am asking is --

 15              DR. DAVID WILLIAMS:  He didn't do

 16  provincial, because some places don't have

 17  transient farm workers.

 18              JOHN CALLAGHAN:  No, but May 24th, the

 19  Premier, contrary to the advice of the Testing

 20  Table, as testified here by Dr. Johnstone and

 21  Dr. Vanessa Allen, and I am assuming given what you

 22  have already said, contrary to your advice, set out

 23  asymptomatic testing when there was a concern about

 24  lab capacities and --

 25              DR. DAVID WILLIAMS:  It was a desire by
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 01  the Premier and Cabinet that anyone who wanted to

 02  get tested could go to an assessment centre and ask

 03  for a test, whether they had symptoms or not.

 04              JOHN CALLAGHAN:  So that is just the

 05  process.

 06              DR. DAVID WILLIAMS:  Correct.

 07              JOHN CALLAGHAN:  Notwithstanding the

 08  advice of the scientists, that is the process,

 09  right?  Is that what you are saying?

 10              DR. DAVID WILLIAMS:  Correct.

 11              JOHN CALLAGHAN:  And so then we know in

 12  the fall, because we have heard from Shelley Deeks,

 13  and I could show you the documents and you know the

 14  story, that on the prevalence testing, Public

 15  Health Ontario advised you that the highest should

 16  be 25 to 100,000, that then in September and

 17  October --

 18              DR. DAVID WILLIAMS:  No, wait a minute,

 19  you are talking about the prevalence testing or the

 20  framework?

 21              JOHN CALLAGHAN:  The testing --

 22              DR. DAVID WILLIAMS:  You are talking

 23  about the framework?

 24              JOHN CALLAGHAN:  Yes.

 25              DR. DAVID WILLIAMS:  Oh, and not the

�0218

 01  testing.  Okay, I got confused.

 02              JOHN CALLAGHAN:  Sorry, the framework.

 03  Sorry, the framework --

 04              DR. DAVID WILLIAMS:  You are on the

 05  framework now, okay.

 06              JOHN CALLAGHAN:  Sorry, I meant

 07  prevalence of exposure, you are quite right, thank

 08  you.

 09              DR. DAVID WILLIAMS:  Cases.

 10              JOHN CALLAGHAN:  But you know the

 11  story.  Public Health Ontario - and we have got the

 12  documents, we just don't have time to put them to

 13  you - advised you that the highest red at that time

 14  should be 25 to 100.

 15              DR. DAVID WILLIAMS:  Incidence of --

 16              JOHN CALLAGHAN:  And it eventually goes

 17  to one of the tables and it gets moved to 40 to

 18  100,000.

 19              DR. DAVID WILLIAMS:  Correct.

 20              JOHN CALLAGHAN:  And then the Premier

 21  announces 100 to 100,000.  Is that again a

 22  political decision, or was that a recommendation by

 23  you?

 24              DR. DAVID WILLIAMS:  The Public Health

 25  Measures Table had met with Dr. Deeks who was at

�0219

 01  the table, and we wanted the feedback from them and

 02  they had two or three options.  We put those

 03  options to the Cabinet, and the Cabinet picked one

 04  of the three options.

 05              And then Dr. Deeks came back later and

 06  said, well, we didn't get a chance to put ours in

 07  before the decision was made, but then later when

 08  we went back and reviewed it, she said she was okay

 09  with the different decisions.

 10              So as all of these, some directions we

 11  put options towards the Cabinet that they can

 12  choose from.

 13              JOHN CALLAGHAN:  I am not sure that is

 14  quite how it worked.

 15              COMMISSION CHAIR FRANK MARROCCO:  Just

 16  before you go on to that, I am trying to

 17  understand, Doctor, if I can go back for a second.

 18  How is it that the Coroner is recruited in this

 19  context, in the context that you have described?

 20  Who does that?  Who did that?

 21              DR. DAVID WILLIAMS:  I think in that

 22  case, it was the -- as far as I understand, it was

 23  probably the Premier with the Solicitor General.

 24              COMMISSION CHAIR FRANK MARROCCO:  So

 25  this has nothing to do with being the Coroner.  It
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 01  is just a recruitment of him to do this.

 02              DR. DAVID WILLIAMS:  It was part of

 03  the -- one of the aspects they said in a

 04  government-wide approach under an emergency, as it

 05  went on, people were getting overloaded and they

 06  needed to go with experts wherever they could find

 07  them and to see if they could undertake to do that.

 08              So there was only so many physicians

 09  employed in this kind of role in the government, so

 10  they asked Dr. Huyer if he could participate and he

 11  agreed to.

 12              JOHN CALLAGHAN:  But Public Health

 13  Ontario has lots of public health physicians.

 14              DR. DAVID WILLIAMS:  Yeah, but they

 15  don't work in the government.  They are not a

 16  government employee.  He is like an ADM equivalent.

 17              JOHN CALLAGHAN:  Is that document up

 18  then, Michael?

 19              So this is advice from the Public

 20  Health table to you?

 21              DR. DAVID WILLIAMS:  Correct.

 22              JOHN CALLAGHAN:  And the advice, as I

 23  understand it, was that you could modify -- a

 24  return to modification would be greater than 40 per

 25  100,000.  The recommendation we were told by
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 01  Shelley Deeks from Public Health Ontario was less

 02  than 25 -- or greater than 25 per 100,000.  And you

 03  are telling me did you make the recommendation to

 04  Cabinet that they could go to 100 per 100,000?

 05              DR. DAVID WILLIAMS:  We made this

 06  recommendation, and a different number was chosen.

 07              JOHN CALLAGHAN:  Right, so a number

 08  that wasn't recommended by Public Health Ontario,

 09  wasn't recommended by the Public Health Measures

 10  Table and not recommended by you; correct?

 11              DR. DAVID WILLIAMS:  We gave this

 12  recommendation to the Cabinet.

 13              JOHN CALLAGHAN:  Right.  But just to be

 14  clear, you didn't recommend it, the 100 to 100,000,

 15  you personally, Dr. Williams, as the Chief Medical

 16  Officer of Health?

 17              DR. DAVID WILLIAMS:  We recommended 25

 18  to 100,000, and then 40, another one there.  And

 19  then we wondered about a new gray zone above there.

 20  So they asked if we put one over 100,000, say if

 21  you didn't have a modified Stage 2, could there be

 22  a level above the red level.

 23              JOHN CALLAGHAN:  And the reason I ask,

 24  and I am asking quickly, because it is part of the

 25  wave two --
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 01              DR. DAVID WILLIAMS:  Yes.

 02              JOHN CALLAGHAN:  And we have been told

 03  the prevalence in the community was the biggest

 04  driver of COVID entering a long-term care home,

 05  which I take it you would agree with.

 06              DR. DAVID WILLIAMS:  Correct, the

 07  incidence -- incidence is not prevalence.  Well,

 08  prevalence is the same thing, but when we saw the

 09  new cases come in, that when there is evidence of

 10  lots of transmission in the community, we found

 11  more and more people were coming into the long-term

 12  care home, either visitors or staff, positive

 13  because they got infected in the community.

 14              JOHN CALLAGHAN:  And the concern at

 15  this point was that the 100 to 100,000 would result

 16  in not severe enough measures to lockdown the virus

 17  so as to stop the spread, right?  That was the fear

 18  of 100 to 100,000?

 19              DR. DAVID WILLIAMS:  The level of the

 20  100 per 100,000 as a top level for lockdown,

 21  because we didn't have one yet, was that some felt

 22  that was too high, that it should be dropped down

 23  lower, that the range of 40 to 100 per 100,000 was

 24  too wide and we should have some other intermediary

 25  in there or a lower one, and some felt even some of
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 01  the other ones should be moved down even lower.

 02              So there was debate about from the

 03  Public Health Measures Table what is the best level

 04  to do a staged -- remember that we staged out of

 05  lockdown with Stage 1, 2 and 3.

 06              JOHN CALLAGHAN:  Right.

 07              DR. DAVID WILLIAMS:  And then if we put

 08  this back in reverse, how do we stage back up again

 09  and what is reasonable in that.

 10              And that is where the debate with the

 11  Public Health Measures and coming up with the

 12  different numbers with incidence rates and that,

 13  and so this was one of the proposals and agreed

 14  upon.  And then when we put that in and found those

 15  concerns, then it was revised again later.  And it

 16  can be revised any time if the Public Health

 17  Measures Table wants to.

 18              JOHN CALLAGHAN:  So let me ask you.

 19  Dr. Deeks went to the press to advise that the

 20  advice wasn't as represented, and there is some

 21  newspaper articles here, but that it wasn't as

 22  represented.  And you didn't go to the press.

 23              Is there a role for the Chief Medical

 24  Officer of Health and the scientific community to

 25  be able to have their opinions made public?  And
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 01  certainly the politicians can consider them, but

 02  should the public have these recommendations so

 03  that they can assess the decisions being made?

 04              DR. DAVID WILLIAMS:  I mean,

 05  individuals can go.  The value of having an

 06  in-public debate between scientists that have

 07  different opinions, as we have seen, we get lots of

 08  that going on now, and it gets the public, at best,

 09  confused.  I think if they are going to have that

 10  debate, it should be robustly held at the table,

 11  and to agree what they can agree upon and, if they

 12  can't agree, then they make it known to that extent

 13  in there.

 14              And so what you are trying to do is get

 15  a consensus and the table thought they had this

 16  information, and Dr. Deeks was preparing a PHO

 17  document and got it in the day after Cabinet made

 18  the decision.

 19              JOHN CALLAGHAN:  Well, I mean, I won't

 20  show you now, but I can -- the levels there are

 21  levels that seem to have been acted upon even by

 22  you in giving advice to Cabinet, that is, that the

 23  highest at that point was greater than 25 per

 24  100,000.

 25              But I take it then your view is that
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 01  the advice the CMOH gives to Cabinet or to the

 02  Premier or the advice Public Health Ontario gives

 03  ought not to be made public?  That is your view?

 04              DR. DAVID WILLIAMS:  Well, the view is

 05  that the advice we give to Cabinet is, as in any

 06  Cabinet process, confidential until they make a

 07  decision.

 08              So that is our usual method in there.

 09  If you are not involved in the government system, I

 10  guess on the outside you can make comments as you

 11  wish, which many so-called experts are doing.

 12              JOHN CALLAGHAN:  So if you weren't

 13  going to recommend 100 to 100,000 and the

 14  prevalence of COVID in the community was likely to

 15  go up and enter a long-term care home - and we know

 16  because after December there was a lot in long-term

 17  care - and imperil the lives of long-term care

 18  residents, you don't think as a Chief Medical

 19  Officer of Health that you ought to go and speak

 20  publicly that they were going to risk lives?

 21              DR. DAVID WILLIAMS:  There was no sense

 22  that that itself was risking lives.  The protection

 23  of residents in place has to deal with proper

 24  assessment of staff, screening and proper IPAC and

 25  principles in that.
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 01              Just because you have got out in the

 02  street some issue, does that mean invariably that

 03  it is in the community or into the home?  You have

 04  got to put your protections.  Even if you have

 05  it lower down, if you don't do your other

 06  aspects -- so the key thing with long-term care

 07  homes was back again to the vigilance and

 08  stringence of monitoring and assessing and limiting

 09  access into it, and of course, we were dealing with

 10  the other side all during the fall of people felt

 11  that the steps were over-bound or over-stepping and

 12  inhumane and people were left without family

 13  members.

 14              So we went to pushing hard and I pushed

 15  all along to bring in the idea of essential

 16  visitors because there is -- beyond dropping the

 17  infection, there is things that are very important

 18  to these individuals.  These are their homes, and

 19  these individuals are impacted by all of these

 20  things.  And that is okay for four to six weeks,

 21  but if it goes on month after month after month,

 22  that is not the interest there.

 23              And so I see these different things.

 24  The staging, we didn't do the staging, per se, to

 25  say this is only to deal with long-term care homes.
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 01  That is not what we did it for only.  That was not

 02  the main intent.

 03              JOHN CALLAGHAN:  But I guess what I

 04  would say to you, sir, is that by November wave one

 05  has demonstrated that the IPAC in long-term care

 06  was not where it ought to be, that this is the

 07  number one risk of COVID getting into homes.  And I

 08  would suggest to you that it was known that if

 09  COVID got into the homes, there was a good

 10  likelihood, as was demonstrated, that 20 to 30

 11  percent of those who get COVID would die.

 12              So what I --

 13              DR. DAVID WILLIAMS:  So --

 14              JOHN CALLAGHAN:  So what I am saying is

 15  you don't think you have any role to stand up and

 16  say this was our advice so the public knows?  I

 17  just want that to be clear.

 18              DR. DAVID WILLIAMS:  Because the advice

 19  and that we wanted the framework introduced and the

 20  framework was re-introduced, and so that is the

 21  main thing.  And so we said -- because it isn't

 22  affecting every part of the province all at the

 23  same time.

 24              The ideal solution was we needed to put

 25  in something that would stop all infections in the
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 01  community instantaneously.  I don't have that kind

 02  of power.  And what can you do?  Because the

 03  pandemic plan has two goals, remember:  the first

 04  goal is reduce morbidity and mortality; and the

 05  second one, and it is important, is minimalize

 06  social disruption.

 07              JOHN CALLAGHAN:  Right.

 08              DR. DAVID WILLIAMS:  And people seem to

 09  forget about the second, because we know, as Public

 10  Health officials, if you come down too much, you

 11  are going to get other consequences - people not

 12  getting surgery, mental health issues, domestic

 13  violence.  These are issues that, while they don't

 14  impact some of the intensives who work in areas, it

 15  does come back to an issue we have to consider.

 16              So this was an attempt by the Public

 17  Health management to reintroduce ways to try and

 18  keep the community spread under control, which the

 19  models did demonstrate by putting these in place,

 20  that what they were projecting we were going to end

 21  up with was far less than we ended up with.

 22              And so that, in fact, by doing these

 23  things, we said we did save lives and we did reduce

 24  the incidence of cases and the number of outbreaks

 25  in these homes.
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 01              JOHN CALLAGHAN:  Because the --

 02              COMMISSION CHAIR FRANK MARROCCO:

 03              Mr. Callaghan --

 04              JOHN CALLAGHAN:  Because it was moved

 05  back to 40?

 06              DR. DAVID WILLIAMS:  No, by instituting

 07  the framework.

 08              JOHN CALLAGHAN:  I understand, but the

 09  framework --

 10              DR. DAVID WILLIAMS:  And then the

 11  Public Health measures to go up to the lockdown and

 12  then go up to the stay-at-home orders.

 13              JOHN CALLAGHAN:  Right, and what I am

 14  saying is that at this point in time the government

 15  introduced a prevalence for lockdown two and a half

 16  times what was being recommended by yourself and

 17  all your scientists, and I am not hearing you have

 18  any appetite to provide that statement publicly

 19  outside of Cabinet; correct?

 20              DR. DAVID WILLIAMS:  Well, we wanted to

 21  recommend that there could be consideration of a

 22  lockdown.  The levels for the green, the yellow and

 23  the red I felt were good.

 24              When we do a lockdown or not a

 25  lockdown, we hadn't had a firm answer on that,
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 01  because basically, if you are going to do a

 02  lockdown, it involves more than just the staging.

 03  And even where we were aware that in the first wave

 04  the lockdown wasn't a true hard lockdown, and

 05  modelers said, no, it wasn't, and so what is a

 06  lockdown and what does that consist of?

 07              And so when we did change it and went

 08  to a lockdown, it still wasn't good enough.  Then

 09  we went to a stronger lockdown on Boxing Day, and

 10  that still wasn't good enough.  So we went to a

 11  stay-at-home order, which is even stronger.

 12              So there is different things you can

 13  do.  And even with those in place, we still had

 14  some outbreaks occurring.  Why?  It is a virus and

 15  how it works and how it changes, and the variants

 16  started coming in as well.

 17              So there is things you know and there

 18  is things you can control, but you try with

 19  mitigating that.  And as the modelers said, each

 20  time we have done some steps, we have met the curve

 21  and brought it down.  Did we eliminate it?

 22  Unfortunately, no.  It would have been nice to

 23  eliminate it.

 24              COMMISSION CHAIR FRANK MARROCCO:  I

 25  just want to -- Doctor, you said that you have a
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 01  hard commitment at 2:30 AND it is now 2:34.

 02              DR. DAVID WILLIAMS:  Yes.

 03              COMMISSION CHAIR FRANK MARROCCO:

 04              So I think we should end the

 05  questioning where it is at, just in order to avoid

 06  interfering with your commitment and your press

 07  conference.

 08              DR. DAVID WILLIAMS:  I appreciate that.

 09              COMMISSION CHAIR FRANK MARROCCO:  So we

 10  will stop and you can go up there.  I know you are

 11  late, so go ahead.

 12              DR. DAVID WILLIAMS:  Okay, well, thank

 13  you very much.

 14              JOHN CALLAGHAN:  Thank you.

 15              COMMISSION CHAIR FRANK MARROCCO:  Thank

 16  you, Doctor, for coming.

 17              DR. DAVID WILLIAMS:  Yes, thank you.

 18              COMMISSION CHAIR FRANK MARROCCO:  I

 19  think we'll end for today, Mr. Callaghan.

 20              JOHN CALLAGHAN:  Yes, that is fine.

 21              COMMISSION CHAIR FRANK MARROCCO:  Sorry

 22  to cut you off like that, but it is what it is.

 23              JOHN CALLAGHAN:  Yes, time is what it

 24  is.

 25              Thank you.
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 03  -- Adjourned at 2:35 p.m.

 04  
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 02  
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 14  

 15  
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 17  
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 01              C L A R I F I C A T I O N S

 02  

 03  Page 10, line 23:  "I was asked" not "I as asked"

 04  

 05  Page 17, line 22:  "Be careful what you wish for"

 06                     not "And be careful what you

 07                     wish for"

 08  

 09  Page 19, line 17:  "NOSM" not "NASM"

 10  

 11  Page 25, line 7:   "MOH in Ontario" refers to

 12                     Medical Officer of Health in

 13                     Ontario.

 14  

 15  Page 25, line 21:  "MOHs" refers to Medical

 16                     Officers of Health.

 17  

 18  Page 32, line 25:  "ADMs" not "AD Ms"

 19  

 20  Page 33, line 2:   "pnce a year" not "a once year"

 21  

 22  Page 36, line 18:  "there might come times" not

 23                     "there might comes time"

 24  

 25  
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 01  Page 39, line 4:   "So we were both in leadership."

 02                     not "So we both gave

 03                     leadership."

 04  

 05  Page 43, line 2:   "administration officer" not

 06                     "administrative office"

 07  

 08  Page 43, lines 4-5:  "MOHs" refers to Medical

 09                       Officers of Health and "MOH"

 10                       refers to Medical Officer of

 11                       Health.

 12  

 13  Page 43, line 15:  "larger context" not "largest

 14                     context"

 15  

 16  Page 45, line 24:  "HPPA" not "HPP A"

 17  

 18  Page 72, line 2:   "doing asymptomatic testing" not

 19                     "doing asymptomatic"

 20  

 21  Page 72, line 21:  "lost and misplaced samples" not

 22                     "a loss and misplaced samples"

 23  

 24  Page 79, line 18:  "to us in" not "to in us in"

 25  
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 01  Page 81, line 19:  "real time results" not "real

 02                     time"

 03  

 04  Page 88, line 3:   "MOHs" refers to Medical

 05                     Officers of Health.

 06  

 07  Page 96, line 25:  "Infectious Disease Advisory

 08                     Committee against" not

 09                     "Infectious Disease Advisory

 10                     against"

 11  

 12  Page 163, line 11: "the best advice they can" not

 13                     "the best they can"

 14  

 15  Page 185, line 3:  "MOHs" refers to Medical

 16                     Officers of Health.

 17  

 18  Page 193, line 21: "stop someone and" not "stop

 19                     someone in"

 20  

 21  Page 196, line 11: "early in January" not "early IN

 22                     January"

 23  

 24  Page 215, line 6:  "asymptomatic testing" not

 25                     "asymptomatic tasting"
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 01  

 02  Page 216, line 7:  "MOH" refers to Medical Officer

 03                     of Health.

 04  

 05  Page 216, line 8:  "MOHs" refers to Medical

 06                     Officers of Health.

 07  

 08  Page 228, line 5:  "minimize" not "minimalize"

 09  

 10  Page 228, line 14: "intensivists" not "intensives"

 11  

 12  

 13  

 14  

 15  

 16  

 17  

 18  

 19  

 20  

 21  

 22  

 23  

 24  

 25  
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