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Dennis Stavrou, Executive Director of
Iqaluit Health Services
>>Committee commenced at 8:59
Chairperson (Ms. Angnakak): Good
morning, everyone. Welcome back on this
fine sunny day we have here in Iqaluit.
Before we continue with our line of
questioning, I would like to turn the mic
over to Ms. Stockley, who has some
clarifications to make from yesterday’s
discussions. Ms. Stockley.
Ms. Stockley: Thank you, Madam
Chairperson. The first piece of
information that I would like to share with
the Standing Committee is the number of
communities that are already now on the
MEDITECH system. The total is 13 now.
It changes quite frequently, so I apologize
for giving the wrong number yesterday
and I’ll just go through those if it’s okay.
Arviat is now hooked up; Baker Lake,
Cambridge Bay, Cape Dorset, Gjoa
Haven, Igloolik, Iqaluit, Kimmirut,
Kugluktuk, Naujaat, Pangnirtung, Pond
Inlet, and Rankin Inlet. The next one
scheduled for next month is Clyde River.
Thank you, Madam Chairperson.
Chairperson: Thank you, Ms. Stockley.
Thank you very much for that
clarification. Just to inform the Members
here, we’re going to be using our own
briefing documentation as a guide and we
are going to be going today from page 23
to 38, and we’re hoping to wrap up by
noon hopefully today. Mr. Rumbolt.
Mr. Rumbolt: Thank you, Madam
Chairperson, and good morning. My first
question this morning will be for the
Office of the Privacy Commissioner.

ᑕᓂᔅ ᓯᑖᕗᕉ, ᑐᑭᒧᐊᖅᑎᑦᑎᔨᒻᒪᕆᒃ ᐃᖃᓗᓐᓂ
ᐋᓐᓂᐊᖃᕐᓇᓐᖏᑦᑐᓕᕆᓂᕐᒧᑦ ᐱᔨᑦᑎᕈᑎᓄᑦ

>>ᑲᑎᒪᓯᒋᐊᖅᑐᑦ 8:59-ᒥ
ᐃᒃᓯᕙᐅᑕᖅ (ᐊᕐᓇᒃᑲᖅ)(ᑐᓵᔨᑎᒍᑦ): ᐅᓪᓛᒃᑯᑦ.
ᑐᓐᖓᓱᒋᔅᓯ ᐅᑎᕋᔅᓯ ᓯᕿᓐᓂᖅᑐᐊᓘᑎᓪᓗᒍ ᑕᒫᓂ
ᐃᖃᓗᖕᓂ.

ᐊᐱᖅᓱᕐᓂᖅ ᑕᒪᓐᓇ ᐱᒋᐊᓚᐅᖅᑎᓐᓇᒍ ᖃᓂᓐᖒᑎᐅᔪᖅ
ᒥᔅ ᓯᑖᒃᓕᒨᑲᐃᓐᓇᕈᒪᔭᕋ ᑐᑭᓯᓇᖅᓯᑎᑦᑎᒃᑲᓐᓂᕈᒪᖕᒪᑦ
ᐃᑉᐸᒃᓴᖅ ᑲᑎᒪᔾᔪᑎᒋᔭᐅᓚᐅᖅᑐᓂᒃ. ᒥᔅ ᓯᑖᒃᓕ.

ᓯᑖᒃᓕ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ.
ᓯᕗᓪᓕᖅᐹᖅ ᑖᓐᓇ ᐃᓕᔅᓯᓐᓄᑦ ᑐᓴᖅᑕᐅᖁᔭᕋ ᖃᔅᓰᑦ
ᓄᓇᓖᑦ ᒫᓐᓇ ᑕᐃᔅᓱᒥᖓ ᖃᕋᓴᐅᔭᓂᒃ ᐊᑐᓕᕐᒪᖔᑕ.
ᑖᒃᑯᐊ 13-ᖑᓕᖅᑐᑦ. ᑖᒃᑯᐊ ᓈᓴᐅᑎᖏᑦ
ᐊᓯᔾᔩᓐᓇᐅᔭᕐᒪᑕ ᒪᒥᐊᓇᕐᓗ ᐃᑉᐸᒃᓴᖅ ᑕᒻᒪᖅᑐᖓ
ᓈᓴᐅᑎᓂᒃ ᐅᖃᓚᐅᕋᒪ.

ᐊᕐᕕᐊᑦ ᒫᓐᓇ ᐊᑦᑕᑎᖅᓯᒪᓕᖅᑐᖅ, ᖃᒪᓂᑦᑐᐊᖅ,
ᐃᖃᓗᑦᑑᑦᑎᐊᖅ, ᑭᓐᖓᐃᑦ, ᐅᖅᓱᖅᑑᖅ, ᐃᒡᓗᓕᒃ,
ᐃᖃᓗᐃᑦ, ᑭᒻᒥᕈᑦ, ᖁᕐᓗᖅᑐᖅ, ᓇᐅᔮᑦ, ᐸᖕᓂᖅᑑᖅ,
ᒥᑦᑎᒪᑕᓕᒃ, ᐊᒻᒪ ᑲᖏᖅᖠᓂᖅ. ᐱᑐᒃᑕᐅᓂᐊᕐᒥᔪᖅ
ᑕᖅᑭᐅᓂᐊᖅᑐᒥ ᑲᖏᖅᖢᒑᐱᒃ. ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ.

ᐃᒃᓯᕙᐅᑕᖅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᒥᔅ ᓯᑖᒃᓕ.
ᖁᔭᓐᓇᒦᕐᔪᐊᖅ ᑐᑭᓯᓇᖅᓯᕗᖅ ᐊᒻᒪᓗ ᒪᓕᒐᓕᐅᖅᑏᑦ
ᑐᓴᖅᑎᑦᑐᒪᓂᐊᕐᒥᔭᒃᑲ ᑎᑎᖅᑲᕗᑦ ᐊᑐᕐᓂᐊᕆᕙᕗᑦ.
ᑖᓐᓇ ᑐᑭᒧᐊᕈᑎᒋᓗᑎᒃᑯ ᐅᓪᓗᒥ ᒪᒃᐱᖅᑐᒐᖅ 23-ᒥ
ᐱᒋᐊᕐᓗᒍ 23ᒥᑦ-28ᒧᑦ, ᐊᒻᒪᓗ ᐅᓪᓗᒥ ᖁᓛᓂᖃᐃ
ᐱᔭᕇᕐᓂᐊᖅᐳᒍᑦ. ᒥᔅᑕ ᕋᒻᐴᑦ.

ᕋᒻᐴᑦ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ ᐊᒻᒪᓗ
ᖁᔭᓐᓇᒦᒃ. ᐅᓇ ᐊᐱᖅᑯᑎᒋᓂᐊᖅᑕᕋ ᑐᕋᖅᑎᓐᓂᐊᖅᑕᕋ
ᑲᓐᖑᓇᖅᑐᓕᕆᓂᕐᒧᑦ ᑲᒥᓯᓇᒧᑦ.
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On page 38 of your report you indicate
that the draft documents that you had
discovered included various references to
implied consent, despite the fact that there
is currently no provision in Nunavut’s
legislation for implied consent and that
“consent, when it is required, must be
written express consent.” What was the
context in which these draft documents
made references to implied consent?
Thank you, Madam Chairperson.

ᒪᒃᐱᖅᑐᒐᖅ 38-ᒥ ᐅᓂᒃᑳᓪᓂ ᐅᖃᖅᓯᒪᒐᕕᑦ ᑕᐃᒃᑯᐊ
ᓯᕗᓪᓕᖅᐹᑦ ᐃᓗᓕᖃᐅᓚᐅᕐᒪᑕ, ᐊᖏᖅᓯᓇᓱᒋᓐᓈᓪᓗᓂ.
ᒫᓐᓇ ᓄᓇᕗᒻᒥ ᒪᓕᒐᕐᓂᒃ ᑕᐃᒪᐃᑦᑐᒥᒃ ᐃᓗᓕᖃᖅᑐᒥᒃ
ᐱᑕᖃᓐᖏᒻᒪᑦ. ᐊᖏᖅᐸᑦ ᑖᓐᓇ ᑕᑕᑎᖅᓯᒪᔪᓂᒃ
ᐊᑎᓕᐅᕆᔭᕆᐊᓕᒃ ᐅᕝᕙᓘᓐᓃᑦ ᑎᑎᖅᑲᓂᒃ
ᐊᖏᕋᓱᒋᓐᓈᕆᔭᐅᔪᖅ? ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ.

Chairperson: Thank you, Mr. Rumbolt.
Ms. Keenan Bengts.

ᐃᒃᓯᕙᐅᑕᖅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᒥᔅᑕ ᕋᒻᐴᑦ. ᒥᔅ
ᑮᓇᓐ ᐸᐃᖕᔅ.

Ms. Keenan Bengts: Thank you, Madam
Chairperson. Thank you for the question,
particularly because I would like to correct
an error in my report. Consent, when
necessary, must be explicit. It can be
either in writing but it can also be oral
consent, but it must be explicit consent.

ᑮᓇᓐ ᐸᐃᖕᔅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ ᐊᒻᒪᓗ
ᖁᔭᓐᓇᒦᒃ ᑕᒪᓐᓇ ᐊᐱᖅᑯᑎᒋᔭᓐᓂ. ᑕᒻᒪᖅᓯᒪᔪᒥᒃ
ᐅᓂᒃᑳᒥᒃ ᑕᒻᒪᖅᓯᒪᔪᒥᒃ ᐱᑕᖃᕐᒪᑦ. ᐊᖏᖅᐸᑦ, ᑖᓐᓇ
ᐋᓐᓂᐊᕕᓕᐊᖅᓯᒪᔪᖅ ᓇᓗᓇᐃᖅᓯᒪᑦᑎᐊᕆᐊᓖᑦ
ᑎᑎᕋᖅᓯᒪᓗᒍ ᐅᕝᕙᓘᓐᓃᑦ ᐅᖃᐅᓯᒃᑯᑦ. ᑭᓯᐊᓂ
ᐊᖏᕆᐊᓕᒃ, ᐊᖏᕋᓱᒋᓐᓈᓂᖅ ᐅᑯᓇᓂ
ᑎᑎᕋᖅᓯᒪᓕᖅᑐᖅ.

The question was how the implied consent
came to be in these documents. I certainly
didn’t write them, so I don’t know why
they were concentrated on implied
consent. I can guess that the reason that
implied consent became the focus in those
documents is because almost all health
privacy legislation in Canada is based on
implied consent. That’s another one of the
reasons we need our own standalone
Health Information Act.
Because of the way information flows in
the health system, implied consent really
is the only logical, effective, and efficient
way for the exchange of information.
Under the Access to Information and
Protection of Privacy Act, the flow of
information, if the Act were followed on a
day-to-day basis, would be far more
restricted than it is now.
Does that answer your question?

ᐃᓛᒃ, ᐅᕙᖓᓕ ᑐᑭᓯᐅᒪᔭᒃᑯ ᑎᑎᕋᓚᐅᓐᖏᖦᖢᒋᓪᓗ
ᑖᒃᑯᐊ. ᓱᖕᒪᓪᓗ ᑕᐃᒪᓐᓇ ᐊᖏᖅᓱᒋᓐᓈᓂᖅ
ᑎᑎᕋᖅᑕᐅᖃᓯᐅᔾᔭᐅᓚᐅᖅᐸ? ᑕᒪᓐᓇ
ᓵᓐᖓᓪᓗᐊᓕᓚᐅᖅᑕᕗᑦ ᐅᑯᓇᓂ ᑎᑎᖅᑲᓂ
ᐋᓐᓂᐊᖃᕐᓇᓐᖏᑦᑐᓕᕆᓂᕐᒧᑦ ᑐᕌᖓᔪᓕᒫᑦ
ᐊᖏᖅᑳᕆᐊᓕᒃ ᑖᓐᓇ ᐃᓅᓕᓴᖅᑕᐅᔪᖅ.
ᐋᓐᓂᐊᖃᕐᓇᓐᖏᑦᑐᓕᕆᓂᕐᒧᑦ ᑲᓐᖑᓇᖅᑑᑎᑦᑎᓂᖅ
ᐱᖁᔭᕐᔪᐊᖃᕆᐊᖃᖅᐳᒍᑦ ᐋᓐᓂᐊᖃᕐᓇᓐᖏᑦᑐᓕᕆᓂᕐᒥᑦ
ᐊᖏᖅᓯᓂᖅ, ᐊᖏᕋᓱᒋᓐᓈᓂᖅ.

ᑖᓐᓇ ᐊᑐᕐᓂᖅᐹᖑᖕᒪᑦ ᒪᑯᓂᖓ ᑐᓴᐅᒪᔾᔪᑎᓂᒃ
ᐊᑐᕐᓂᐊᖅᑎᓪᓗᒋᑦ, ᐊᒻᒪᓗ ᑕᐃᓐᓇ
ᑲᓐᖑᓇᖅᑐᓕᕆᓂᕐᒧᑦ ᐱᖁᔭᕐᔪᐊᖅ, ᑕᒪᒃᑯᐊᓗ
ᑐᓴᐅᒪᔾᔪᑏᑦ ᐊᐅᓚᓂᖏᑦ, ᑖᓐᓇᓗ ᖃᐅᑕᒫᑦ
ᐊᑐᖅᑕᐅᖃᑦᑕᖅᐸᑦ. ᑭᒡᓕᓕᐅᖅᑕᐅᓯᒪᓂᖅᓴᐅᔭᕆᐊᓕᒃ
ᐅᓪᓗᒥ ᐊᑐᖅᑕᓂ.

ᑭᐅᕗᖓᖃᐃ?
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Chairperson: Thank you, Ms. Keenan
Bengts. Mr. Rumbolt.
Mr. Rumbolt: Thank you, Madam
Chairperson. I thank her for the response.
I’m just curious: during the course of your
audit, did you find any policies, directives,
or procedures that are currently being used
by the hospital that allow or promote the
use of implied consent? Thank you,
Madam Chairperson.

ᐃᒃᓯᕙᐅᑕᖅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᒥᔅ ᑮᓇᓐ ᐸᐃᖕᔅ.
ᒥᔅᑕ ᕋᒻᐴᑦ.

ᕋᒻᐴᑦ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ ᐊᒻᒪᓗ
ᖁᔭᓐᓇᒦᒃ ᑖᓐᓇ ᑭᐅᒐᖕᓂ. ᑕᒻᒪᖅᓯᒪᔪᖅᓯᐅᑎᓪᓗᑎᑦ
ᐊᑐᐊᒐᕐᓂᒃ, ᑎᓕᐅᕈᑎᓂᒃ, ᐱᕙᓪᓕᐊᔾᔪᓯᕐᓂᓪᓗ
ᑕᑯᓚᐅᖅᐲᑦ ᒫᓐᓇ ᐋᓐᓂᐊᕕᖕᓂ ᐊᑐᖅᑕᐅᔪᓂᒃ
ᐊᖏᖅᓱᒋᓐᓈᓂᕐᒥᒃ ᐊᑐᖅᑐᒥᒃ? ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ.

Chairperson: Thank you, Mr. Rumbolt.
Ms. Keenan Bengts.

ᐃᒃᓯᕙᐅᑕᖅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᒥᔅᑕ ᕋᒻᐴᑦ. ᒥᔅ
ᑮᓇᓐ ᐸᐃᖕᔅ.

Ms. Keenan Bengts: Thank you, Madam
Chairperson. Most of the policies that are
applicable within the hospital are not
polices created by the hospital. In fact and
maybe Mr. Dickson may correct me, but I
don’t think that we found any policies that
actually referred to consent at all. Thank
you.

ᑮᓇᓐ ᐸᐃᖕᔅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ.
ᑕᐃᒃᑯᐊ ᐊᑐᐊᒐᐃᑦ ᐋᓐᓂᐊᕕᖕᒥ ᐊᑐᖅᑕᐅᔪᓐᓇᖅᑐᑦ.
ᐋᓐᓂᐊᕕᖕᒥᐅᓄᑦ ᓴᓇᔭᐅᓯᒪᓐᖏᑦᑐᑦ. ᐊᒡᓛᓪᓘᓐᓃᑦ ᒥᔅᑕ
ᑎᒃᓴᓐᓗ, ᑕᒻᒪᕈᒪ ᐅᖃᐅᑎᓂᐊᖅᐹᖓ,
ᐊᑐᐊᒐᖅᑕᖃᖅᑰᓐᖏᑦᑐᖅ ᐊᖏᕐᓂᕐᒥᒃ ᐅᖃᐅᓯᖅᑕᓕᕐᒥᒃ,
ᐱᑕᖃᖅᑰᓐᖏᑦᑐᖅ. ᖁᔭᓐᓇᒦᒃ.

Chairperson: Thank you, Ms. Keenan
Bengts. Mr. Rumbolt.

ᐃᒃᓯᕙᐅᑕᖅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᒥᔅ ᑮᓇᓐ ᐸᐃᖕᔅ.
ᒥᔅᑕ ᕋᒻᐴᑦ.

Mr. Rumbolt: Thank you, Madam
Chairperson. Now I would like to ask the
Department of Health officials a question.
Can you tell us if the hospital has a
specific policy, procedure, or directive in
place to guide employees on the
requirements for receiving patient
consent? Thank you, Madam Chairperson.

ᕋᒻᐴᑦ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ.
ᐋᓐᓂᐊᖃᕐᓇᓐᖏᑦᑐᓕᕆᔨᒃᑯᑦ ᐊᐱᕆᔪᒪᓕᕐᒥᔭᒃᑲ.
ᓇᓗᓇᐃᖅᓯᔪᓐᓇᖅᐲᑦ ᐋᓐᓂᐊᕕᒃ ᐊᑐᐊᒐᖅᑕᖃᕐᒪᖔᑦ
ᑎᓕᐅᕈᑎᓂᒃ ᒪᓕᒐᓂᒡᓘᓐᓃᑦ ᐱᖃᕐᒪᖔᖏᑦ,
ᐃᓅᓕᓴᐃᓂᐊᕐᓗᑎᒃ ᓯᕗᕐᖓᓂ
ᐊᖏᖅᑳᕆᐊᖃᖅᑎᑦᑎᓂᕐᒥ? ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ.

Chairperson: Thank you, Mr. Rumbolt.
Ms. Stockley.

ᐃᒃᓯᕙᐅᑕᖅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᒥᔅᑕ ᕋᒻᐴᑦ. ᒥᔅ
ᓯᑖᒃᓕ.

Ms. Stockley: Thank you, Madam
Chairperson. No, not that I’m aware of.
Thank you, Madam Chairperson.

ᓯᑖᒃᓕ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ. ᐋᒡᒐ,
ᖃᐅᔨᒪᔭᒃᑯᓪᓖ. ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ.

Chairperson: Thank you, Ms. Stockley.
Mr. Rumbolt.

ᐃᒃᓯᕙᐅᑕᖅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᒥᔅ ᓯᑖᒃᓕ. ᒥᔅᑕ
ᕋᒻᐴᑦ.
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Mr. Rumbolt: Thank you, Madam
Chairperson. Again my question is for the
health officials. I think my next question
may have been touched on previously and,
if it has, I apologize.

ᕋᒻᐴᑦ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ.
ᐋᓐᓂᐊᖃᕐᓇᓐᖏᑦᑐᓕᕆᔨᒃᑯᓐᓄᑦ ᓱᓕ. ᐅᓇ
ᐊᐱᖅᑯᑎᒋᓂᐊᖅᑕᕋ ᐃᒻᒪᖃ ᓂᓪᓕᐅᑎᒋᔭᐅᓚᐅᖅᑐᖅ,
ᓂᓪᓕᐅᑎᒋᔭᐅᓯᒪᕙᒌᖅᐸᑦ ᒪᒥᐊᑉᐳᖓ.

On page 39 of the report that was tabled,
the Information and Privacy
Commissioner states that “the Assistant
Deputy Minister advises that she intends
to arrange for a detailed review of the
earlier documents relating to a future
electronic health record as well as the nine
directives.” Has your department begun
the review and, if so, when do you
anticipate this review will be completed?
Thank you, Madam Chairperson.

ᒪᑉᐱᒐᖅ 39−ᖓᓂ ᐅᓂᒃᑳᒥ ᑕᐃᒃᑯᐊ ᓴᖅᑭᑕᐅᓚᐅᖅᑐᑦ.
ᑲᒥᓯᓇ ᐅᖃᖅᓯᒪᔪᖅ ᑕᐃᒃᑯᐊ ᑐᑭᓯᒃᑲᓐᓂᕋᓱᖕᓂᐊᖅᑕᕗᑦ
ᕿᒥᕐᕈᓇᖕᓂᐊᖅᑐᓂᒃ ᐅᖃᓕᒫᒐᓂᑦ
ᐊᑐᖅᑕᐅᔪᓐᓇᕋᔭᖅᑐᓂᒃ ᖃᕋᓴᐅᔭᒃᑰᖅᑎᑦᑎᓕᖅᐸᒃ
ᐊᒻᒪᓗ 9-ᓂᒃ ᑎᓕᐅᕈᑎᓂᒃ ᐋᖅᑭᒃᓯᓯᒪᓪᓗᑎᒃ.
ᕿᒥᕐᕈᓇᒃᓯᒪᓕᖅᐱᓰ ᐅᕝᕙᓘᓐᓃᑦ ᖃᖓ ᑕᒪᓐᓇ
ᕿᒥᕐᕈᓇᖕᓂᖅ ᐱᔭᕇᖅᑕᐅᓛᖅᐸ? ᖁᔭᓐᓇᒦᒃ,
ᐃᒃᓯᕙᐅᑖᖅ.

Chairperson: Thank you, Mr. Rumbolt.
Ms. Stockley.

ᐃᒃᓯᕙᐅᑕᖅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᒥᔅᑕ ᕋᒻᐴ. ᒥᔅ
ᓯᑖᒃᓕ.

Ms. Stockley: Thank you, Madam
Chairperson. The directives that are
mentioned in the commissioner’s report
are the ones that I read out yesterday.
There are actually seven now that will be
tabled as soon as they are through
translation. That’s just a formality to get
them done so that we can continue with
our work on updating them. That’s where
we will certainly be involved with the
commissioner. Thank you, Madam
Chairperson.

ᓯᑖᒃᓕ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ. ᑕᐃᒃᑯᐊ
ᑎᓕᐅᕈᑏᑦ ᑕᐃᔭᐅᓯᒪᔪᑦ ᑲᒥᓯᓇᐅᑉ ᐅᓂᒃᑳᖏᓐᓂᑦ
ᐃᑉᐸᒃᓴᖅ ᐅᖃᓕᒫᓚᐅᖅᐸᒃᑲ ᐊᒻᒪᓗ
ᐊᑐᐃᓐᓇᐅᓕᑐᐊᖅᐸᑕ ᐃᓄᒃᑎᑑᓕᖅᑎᑕᐅᕌᓂᒃᐸᑕᓗ
ᒪᓕᒐᓕᐅᕐᕕᖕᒧᑦ ᓴᖅᑭᑕᐅᓂᐊᖅᑐᑦ. ᐱᓕᕇᓐᓇᖅᐸᕗᑦ
ᓄᑖᓐᖑᖅᑎᑉᐸᓪᓕᐊᓪᓗᑎᒍᓪᓗ. ᐄ, ᑲᒥᓯᓇ ᑖᓐᓇ
ᐃᓚᒋᔭᐅᖃᑕᐅᓪᓚᕆᖕᓂᐊᖅᑐᖅ. ᖁᔭᓐᓇᒦᒃ,
ᐃᒃᓯᕙᐅᑖᖅ.

Chairperson: Thank you, Ms. Stockley.
Mr. Rumbolt.

ᐃᒃᓯᕙᐅᑕᖅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᒥᔅ ᓯᑖᒃᓕ. ᒥᔅᑕ
ᕋᒻᐴᑦ.

Mr. Rumbolt: Thank you, Madam
Chairperson. Again for the Department of
Health officials. How many positions are
included in your department’s Health
Records Division? Thank you, Madam
Chairperson.
Chairperson: Thank you, Mr. Rumbolt.
Ms. Stockley.

ᕋᒻᐴᑦ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ.
ᑕᐃᒫᑐᐃᓐᓇᖅ ᐋᓐᓂᐊᖃᕐᓇᓐᖏᑦᑐᓕᕆᔨᒃᑯᓐᓄᑦ
ᐱᓕᕆᕝᕕᔅᓯᓐᓂᑦ ᐃᒃᑯᐊ ᑎᑎᖅᑲᑦ ᑐᖅᑯᖅᑕᐅᓯᒪᔪᓂᒃ
ᑲᒪᔩᑦ ᖃᔅᓯᐅᕙᑦ? ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ.

ᐃᒃᓯᕙᐅᑕᖅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᒥᔅᑕ ᕋᒻᐴᑦ. ᒥᔅ
ᓯᑖᒃᓕ.
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Ms. Stockley: Thank you, Madam
Chairperson. I don’t have the number on
the top of my head. I will get it and get
back to you. Thank you, Madam
Chairperson.

ᓯᑖᒃᓕ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ. ᓈᓴᐅᑎᖏᑦ
ᐱᓯᒪᓐᖏᑕᒃᑲ ᑐᑭᓯᒍᒪ ᐅᖃᐅᑎᓂᐊᖅᐸᒋᑦ. ᖁᔭᓐᓇᒦᒃ,
ᐃᒃᓯᕙᐅᑖᖅ.

Chairperson: Thank you, Ms. Stockley.
Mr. Rumbolt.

ᐃᒃᓯᕙᐅᑕᖅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᒥᔅ ᓯᑖᒃᓕ. ᒥᔅᑕ
ᕋᒻᐴᑦ.

Mr. Rumbolt: Thank you, Madam
Chairperson. What specific types of
training are employees required to take in
order to work in your department’s Health
Records Division? Thank you, Madam
Chairperson.
Chairperson: Thank you, Mr. Rumbolt.
Ms. Stockley.
Ms. Stockley: Thank you, Madam
Chairperson. It’s mainly on-the-job
training. Many of the people who work in
Health Records are local hires. Many of
them are beneficiaries. We have instituted
some very specific protocols with regard
to health records.
We have developed an office access
protocol and now access to the office is
controlled by an access card. I’m sure it
will please the commissioner to learn. An
access rights list has been developed.
Employees of the health information
management office and Iqaluit Health
Services senior leaders, which includes the
executive director and directors as well as
nursing managers, have access to ensure
due diligence in protecting that
information while allowing for access to
the information when it’s necessary for the
purposes of delivery of care.
When people come, existing staff in
Health Records and anyone who comes to
work in Health Records are advised of that
policy and it has to be followed. Thank

ᕋᒻᐴᑦ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ. ᖃᓄᐃᑦᑐᓂᒃ
ᐃᓕᓐᓂᐊᖅᑎᑕᐅᖃᑦᑕᖅᐸᑦ ᐃᖅᑲᓇᐃᔭᖅᑏᒃ ᐸᐃᑉᐹᑦ
ᑐᖅᑯᖅᑕᐅᕝᕕᖏᓐᓂᑦ ᐃᖅᑲᓇᐃᔭᕐᓂᐊᖅᑎᓪᓗᒋᑦ?
ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ.

ᐃᒃᓯᕙᐅᑕᖅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᒥᔅᑕ ᕋᒻᐴᑦ. ᒥᔅ
ᓯᑖᒃᓕ.
ᓯᑖᒃᓕ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ.
ᐃᓕᓐᓂᐊᓯᓐᓈᖅᑎᑕᐅᖃᑦᑕᖅᐳᑦ ᐃᖅᑲᓇᐃᔭᖅᑎᓪᓗᒋᑦ.
ᒫᓂᒥᐅᑕᐃᑦ ᐃᓄᐃᑦ ᑕᐃᑲᓂ
ᐃᖅᑲᓇᐃᔭᖅᑎᑕᐅᖃᑦᑕᖅᑐᑦ ᐊᒻᒪᓗ ᒪᓕᒐᖅᑕᖃᐅᕐᒪᑦ
ᐊᑐᖅᑕᐅᒋᐊᓕᓐᓂᑦ ᐸᐃᑉᐹᓕᕆᔨᐅᓂᐊᖅᑎᓪᓗᒋᑦ
ᑕᐃᒪᐃᑦᑑᖕᒪᑦ ᐋᖅᑭᒃᓯᓯᒪᔪᒍᑦ ᒪᓕᒐᕐᓂᑦ.

ᐊᒻᒪᓗ ᑕᐃᓐᓇ ᑮᒃᓯᒪᖕᒪᑦ ᐃᖅᑲᓇᐃᔭᕐᕕᒋᖃᑦᑕᖅᑕᖓᑦ,
ᑮᑖᖅᑎᑕᐅᓯᒪᔪᑦ, ᑕᐃᒃᑯᐊᑐᐊᕐᓗ ᑮᓕᔭᖅᑐᑦ
ᐃᓯᕈᓐᓇᖅᓯᓪᓗᑎᒃ. ᑲᒥᓯᓇᒧᑦ ᖁᕕᐊᒋᔭᐅᓂᐊᖅᑰᖅᑐᖅ
ᑕᒪᔅᓱᒥᖓ. ᖃᐅᔨᒋᐊᕈᓐᓇᓂᕐᒧᑦ ᐱᔪᓐᓇᐅᑎᓂᒃ
ᐋᖅᑭᓱᖅᑕᐅᓯᒪᔪᖃᓕᖅᐳᖅ. ᐃᖅᑲᓇᐃᔭᖅᑏᑦ
ᐋᓐᓂᐊᖅᑐᓕᕆᓂᕐᒧᑦ ᑐᓴᕈᑎᓂᒃ ᐊᐅᓚᑦᑎᔨᒃᑯᑦ
ᑎᑎᕋᕐᕕᖓ ᐊᒻᒪ ᐃᖃᓗᓐᓂ ᐋᓐᓂᐊᖅᑐᓕᕆᓂᕐᒧᑦ
ᓯᕗᓕᐅᕆᑦ, ᐱᖃᓯᐅᓪᓗᒋᑦ ᐊᖓᔪᖅᑲᐅᑏᑦ ᐊᐅᓚᑦᑎᔩᓪᓗ
ᑮᓕᔭᖅᑎᑕᐅᕗᑦ ᓴᐳᒻᒥᔭᐅᖁᓪᓗᒋᑦ ᑐᓴᕈᑏᑦ
ᖃᐅᔨᒋᐊᖅᑕᐅᔪᓐᓇᕋᓗᐊᖅᑐᑎᑦ ᐱᔭᕆᐊᖃᕌᖓᑦ
ᐋᓐᓂᐊᖅᑐᓕᕆᓂᕐᒧᑦ ᑐᕌᖓᔪᓂᒃ.

ᐃᖅᑲᓇᐃᔭᖅᑏᑦ ᑕᐃᑲᓂ ᐸᐃᑉᐹᓂᑦ ᑐᖅᑯᐃᕕᖕᒥ
ᖃᐅᔨᓴᒃᑲᖅᑕᐅᓯᒪᖃᑦᑕᖅᑐᑦ ᐊᑐᐊᒐᖅᑕᖃᕐᒪᑦ
ᒪᓕᖃᑦᑕᕆᐊᖃᕐᓂᐊᖅᑕᖏᓐᓂᑦ. ᖁᔭᓐᓇᒦᒃ,
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you, Madam Chairperson.
Chairperson: Thank you, Ms. Stockley.
Mr. Rumbolt.

ᐃᒃᓯᕙᐅᑖᖅ.

ᐃᒃᓯᕙᐅᑕᖅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᒥᔅ ᓯᑖᒃᓕ. ᒥᔅᑕ
ᕋᒻᐴᑦ.

Mr. Rumbolt: Thank you, Madam
Chairperson. Just one final question. On
page 41 of the report the Information and
Privacy Commissioner states that she
“found stacks of patient files sitting on
unattended desks” during the course of her
audit.

ᕋᒻᐴᑦ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ.
ᑭᖑᓪᓕᖅᐹᖅ. ᒪᒃᐱᖅᑐᒐᖅ 41-ᒥ ᐅᑯᓇᓂ ᐅᓂᒃᑳᓂᑦ
ᑲᒥᓯᓇ ᐅᖃᖅᓯᒪᔪᖅ ᐸᐃᑉᐹᓂᒎᖅ ᐃᓅᓕᓴᖅᑕᕕᓃᑦ
ᐸᐃᑉᐹᖁᑎᖏᓐᓂᑦ ᒫᓂᕐᕆᔪᓂᒃ ᑕᑯᓚᐅᕐᒪᑦ.

What types of training does your
department provide to hospital staff to
inform them of privacy best practices?
Thank you, Madam Chairperson.

ᖃᓄᐃᑦᑐᓂᒃ ᐃᓕᓐᓂᐊᕈᑎᒃᓴᓂᒃ ᓴᖅᑭᔮᖅᑎᑦᑎᕕᓯ
ᑕᒪᒃᑯᐊ ᒫᓂᕐᕆᑎᑕᐅᖃᑦᑕᕐᓂᐊᓐᖏᒻᒪᑕ? ᖁᔭᓐᓇᒦᒃ,
ᐃᒃᓯᕙᐅᑖᖅ.

Chairperson: Thank you, Mr. Rumbolt.
Ms. Stockley.

ᐃᒃᓯᕙᐅᑕᖅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᒥᔅᑕ ᕋᒻᐴᑦ. ᒥᔅ
ᓯᑖᒃᓕ.

Ms. Stockley: Thank you, Madam
Chairperson. Again, it’s an on-the-job
type of training that is provided on
orientation with periodic updates through
directives coming from the department
and newsletters and updates shared with
staff. Thank you, Madam Chairperson.

ᓯᑖᒃᓕ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ. ᐄ,
ᐃᖅᑲᓇᐃᔭᖅᓯᓐᓈᖅᑐᑎᒃ ᐃᓕᓐᓂᐊᖅᑎᑕᐅᖃᑦᑕᖅᑐᑦ
ᐊᒻᒪᓗ ᑎᓕᐅᕈᑎᓂᒃ ᖃᐃᑦᑎᔭᐅᔭᕌᖓᑕ ᑐᓴᒐᒃᓴᖏᓪᓗ
ᑖᒃᑯᐊ ᑕᑯᔭᐅᔪᐃᓐᓇᐅᖃᑦᑕᖅᑐᑦ ᐃᖅᑲᓇᐃᔭᖅᑎᓕᒫᑦ.
ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ.

Chairperson: Thank you, Ms. Stockley.
Mr. Mikkungwak.

ᐃᒃᓯᕙᐅᑕᖅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᒥᔅ ᓯᑖᒃᓕ. ᒥᔅᑕ
ᒥᑭᓐᖑᐊᖅ.

Mr. Mikkungwak (interpretation): Thank
you very much, Madam Chairperson. My
first question is for the Information and
Privacy Commissioner. In your report you
recommend that the hospital “develop a
comprehensive plan including a deadline,
to complete the conversion of paper
records to digital format including
undertaking a security assessment of the
process and the Meditech system.” In your
view what elements would be included in
this type of “security assessment”? Thank
you, Madam Chairperson.

ᒥᑭᓐᖑᐊᖅ: ᒪ’ᓇᓪᓗᐊᕕᒃ, ᐃᒃᓯᕙᐅᑕᖃᖅᑑᖅ. ᑖᒃᑯᓄᖓ
ᑲᓐᖑᓇᖅᑐᓕᕆᔨᒃᑯᓐᓄᑦ ᑲᒥᓯᓇᖓᓄᑦ Hᐃᕗᓪᓕᖅᐹᖅ
ᐊᐱᖅᑯᑎᒋᓂᐊᖅᑕᕋ. ᑖᒃᑯᓇᓂ ᑎᑎᕋᖅHᐃᒪᔭᑉᓯᓐᓂ
ᑎᑎᕋᖅᑐᐃHᐃᒪᒐᑉᓯ ᑖᑉᓱᒧᖓ ᐋᓐᓂᐊᕐᕕᒻᒧᑦ.
ᐋᖅᑭᒃHᐅᐃHᐃᒪᑦᑎᐊᖁᓪᓗᒋᑦ ᖃᓄᖅ
ᐱᓕᕆᐊᖃᑦᑎᐊᕆᐊᖃᕐᒪᖔᑕ, ᐊᒻᒪᓗ
ᑭᒡᓕᖃᖅᑎᑉᑎᑉᓗᓯ, ᑭᒡᓕᖃᖁᔨHᐃᒪᓪᓗHᐃ ᑕᒪᒃᑯᓄᖓ
ᐅᖃᐅᓯᖃᕐᓂᕐᒥᑦ ᑎᑎᖅᑲᓄᑦ ᑎᑎᕋᖅᑕᐅᕙᓪᓕᐊᔪᓄᑦ
ᖃᕆᑕᐅᔭᕐᓄᑦ ᐃᓕᔭᐅᕙᓪᓕᐊᖁᑉᓗᒋᑦ,
ᒥᐊᓂᕆᔭᐅᑦᑎᐊᖅᑑᓪᓗᐊᕐᓂᐊᕐᒪᑕ ᖃᐅᔨHᐊᖅᑕᐅᓂᑰᔪᑦ,
ᐊᒻᒪᓗ ᐊᑐᓕᖅᑕᐅᔭᕆᐊᖃᖅᑐᑦ. ᑖᓐᓇ ᖃᕆᑕᐅᔭᖅ
ᐊᑐᖅᑐᒍ Meditech. ᑕᐅᑐᑉᑲᑦᓯᒍᑦ Hᐅᓇ ᐃᓗᓖᑦ
ᐃᓚᔭᕆᐊᖃᖅᐸᑦ? ᑕᒪᔅᓱᒥᖓ ᑲᓐᖑᓇᖅᑐᓕᕆᓂᕐᒥᑦ
ᒥᐊᓂᕆᔭᐅᑦᑎᐊᑲᓐᓂᕆᐊᖃᕐᓂᖏᓐᓂᒃ
ᖃᐅᔨᒪᔭᐅᔭᕆᐊᖃᖅᑐᓂᒃ? ᒪ`ᓇ, ᐃᒃHᐃᕙᐅᑕᖃᖅᑑᖅ.
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Chairperson (interpretation): Thank you,
Mr. Mikkungwak. Ms. Keenan Bengts.

ᐃᒃᓯᕙᐅᑕᖅ: ᖁᔭᓐᓇᒦᒃ, ᒥᔅᑕ ᒥᑭᓐᖑᐊᖅ. ᒥᔅ ᑮᓇᓐ
ᐸᐃᖕᔅ.

Ms. Keenan Bengts: Thank you, Madam
Chairperson. I was waiting for the
translation.

ᑮᓇᓐ ᐸᐃᖕᔅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ.
ᑐᓵᔨᒥᒃ ᐅᑕᖅᑭᖃᐅᒐᒪ.

We have paper records which are
inherently less secure than electronic
records. With electronic records, with a
proper system, you can know who looks at
any record at any time for what purpose.
With paper records you can’t. With
electronic records you can control who has
access to the records. With paper records
it’s far more difficult to do that.
We were told that there were no complete
records. The physician treating or the
nurses treating needed to have access to
both the MEDITECH and the paper record
at the same time in order to have the
whole medical picture for any particular
patient. The best case scenario is that all
of that information is in one spot on the
computer where it could be seen.
The problem is if you have ever been in
the medical records offices, there are so
many paper records. It will take time. It
will take effort. Do we put everything into
the electronic record? Do we pick and
choose what we put in the electronic
record? How do we ensure that when the
paper version is converted to electronic, it
has all of the exact same information?
How do we make sure that the right
information is going on the right patient
file?

ᐸᐃᑉᐹᑦ ᒪᑯᐊ ᒫᓂᖅᑭᑎᑕᐅᓂᖅᓴᐅᓲᖑᒻᒪᑕ
ᖃᕋᓴᐅᔭᒃᑰᖅᑎᓪᓗᒋᓪᓕ ᖃᐅᔨᓇᖅᑐᖅ ᑭᓇ
ᑕᑯᒋᐊᓚᐅᕐᒪᖔᑦ, ᐸᐃᑉᐹᑦ ᑭᓇᑐᐃᓐᓇᕐᒧᑦ
ᐅᖃᓕᒫᖅᑕᐅᔪᓐᓇᕐᒪᑕ.
ᐸᐃᑉᐹᒻᒪᑯᐊ ᑲᓐᖑᓇᖅᑑᑎᔅᓴᕆᐊᔅᓴᖅ
ᐱᔭᕐᓂᖏᓐᓂᖅᓴᐅᒻᒪᑕ.

ᑕᐃᒪᓐᓇ ᐸᐃᑉᐹᓂᒃ ᖃᕋᓴᐅᔭᓂᓪᓗ ᐊᑐᕐᓗᓂ ᓲᕐᓗ
ᓘᑦᑖᖅ ᐃᓅᓕᓴᐃᔪᖅ, ᐋᓐᓂᐊᓯᐅᖅᑎᓘᓐᓃᑦ ᑕᒪᒃᑮᓐᓂᒃ
ᐊᑐᕆᐊᓕᒃ, ᐸᐃᑉᐹᓃᑦᑐᓂᒃ ᐊᒻᒪᓗ ᖃᕋᓴᐅᔭᒃᑰᖅᑐᓂᒃ,
ᑕᑯᓂᐊᕋᒥ ᖃᓄᐃᑦᑐᒥᒃ ᐋᓐᓂᐊᖃᕐᒪᖔᕐᓘᓐᓃᑦ.
ᐃᓘᓐᓇᖏᑦ ᑕᒪᒃᑯᐊ ᐸᐃᑉᐹᑦ ᐊᑕᐅᓯᕐᒧᑦ
ᐃᓕᐅᖅᑲᖅᑕᐅᔭᕆᐊᓖᑦ ᖃᕋᓴᐅᔭᕐᒧᑦ.

ᑭᓯᐊᓂ ᑕᐃᒪᐃᑦᑐᓕᕆᓂᑰᓐᓂᕈᕕᑦ,
ᑲᒪᔨᐅᓐᓂᕈᕕᓪᓘᓐᓃᑦ ᐸᐃᑉᐹᓂᒃ ᐊᑯᓂᐊᓗᒃ
ᐃᓕᐅᖅᑲᖅᑕᐅᓇᓱᒐᔭᖅᑐᑦ ᖃᕋᓴᐅᔭᕐᓄ
ᓂᕈᐊᖅᖠᕈᓐᓇᖅᑐᑎᓪᓗ ᑭᓱᑦ ᓇᓕᐊᑦ
ᖃᕋᓴᐅᔭᕐᒨᖅᑕᐅᓂᐊᕐᒪᖔᖏᑦ. ᑖᒃᑯᐊ ᐸᐃᑉᐹᑦ
ᖃᕋᓴᐅᔭᕐᒨᖅᑕᐅᑉᐸᑕ ᖃᓄᖅ ᑕᐃᒪ ᑖᒃᑯᐊᑦᑎᐊᑦ
ᑕᕝᕗᖓ ᐃᓅᓕᓴᖅᑕᐅᔪᑦ
ᐸᐃᑉᐹᖁᑎᖏᓐᓅᖅᑕᐅᓂᐊᖅᐸᑕ.

There are all sorts of land mines in the
way when you translate the paper records
to the electronic records. That said, it has
to be done at some point. Thank you.

ᑕᐃᒪᓐᓇ, ᑕᒪᐃᑦᑑᓐᓇᕐᒪᑦ ᐸᐃᑉᐹᓃᑦᑐᑦ
ᖃᕋᓴᐅᔭᕐᒧᐊᖅᑎᖅᑕᐅᑎᓪᓗᒋᑦ. ᑭᓯᐊᓂ
ᑕᐃᒪᐃᒃᑲᓗᐊᖅᑎᓪᓗᒍ
ᐃᓕᐅᖅᑲᖅᑕᐅᕙᓪᓕᐊᖏᓐᓇᕆᐊᓖᑦ. ᖁᔭᓐᓇᒦᒃ.

Chairperson: Thank you, Ms. Keenan

ᐃᒃᓯᕙᐅᑕᖅ(ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᒥᔅ ᑮᓇᓐ
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Bengts. Mr. Mikkungwak.

ᐸᐃᖕᔅ. ᒥᔅᑕ ᒥᑭᓐᖑᐊᖅ.

Mr. Mikkungwak (interpretation): Thank
you, Madam Chairperson. (interpretation
ends) Again to the privacy commissioner.
Based on your findings, what would be a
practical deadline by which the
department can be expected to complete
the conversion of paper records to digital
format? Thank you, Madam Chairperson.

ᒥᑭᓐᖑᐊᖅ: ᒪ’ᓇ, ᐃᒃHᐃᕙᐅᑕᖃᖅᑑᖅ. (ᑐᓵᔨᑎᒍᑦ)
ᑲᓐᖑᓇᖅᑐᓕᕆᓂᕐᒧᑦ ᑲᒥᓯᓇᒧᑦ ᓱᓕ, ᑖᒃᑯᐊ ᑐᑭᓯᒐᒃᑭᑦ
ᒪᓕᓪᓗᒋᑦ ᖃᖓ ᐸᐃᑉᐹᓃᑦᑐᕕᓃᑦ ᖃᕋᓴᐅᔭᕐᓄᑦ
ᐃᓕᐅᖅᑲᖅᑕᐅᓂᐊᖅᐸ? ᐊᒻᒪ ᖃᖓᐅᓕᖅᐸᑦ
ᐱᔭᕇᖅᑕᕐᕕᓕᐅᖅᑕᐅᓂᐊᖅᐸᑦ? ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ.

Chairperson: Thank you, Mr.
Mikkungwak. Ms. Keenan Bengts.
Ms. Keenan Bengts: Thank you, Madam
Chairperson. I think that’s probably a
question better answered by the
Department of Health.
It’s a matter of resources. It’s a matter of
knowing whether the MEDITECH system
is adequate to the job. Our review of the
MEDITECH system was really very
cursory. We don’t know of the limitations.
We don’t know whether it’s being fully
used. We don’t know whether it has
enough of the bells and whistles necessary
to do that.
In my report what I say, we need to have a
date certain. It’s going to take years no
matter what, I think, just because of the
volume of paper records and the work
that’s going to be needed to do that. I
think there should be a deadline in mind as
opposed to “It’s going to be done some
time in the future and it will get done
when it gets done.” Thank you, Madam
Chairperson.

ᐃᒃᓯᕙᐅᑕᖅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᒥᔅᑕ ᒥᑭᓐᖑᐊᖅ. ᒥᔅ
ᑮᓇᓐ ᐸᐃᖕᔅ.

ᑮᓇᓐ ᐸᐃᖕᔅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ.
ᐃᒻᒪᖄ ᑖᓐᓇ ᐋᓐᓂᐊᖃᕐᓇᓐᖏᑦᑐᓕᕆᔨᒃᑯᓐᓄᑦ
ᑭᐅᔭᐅᑉᐸᑦ ᐱᐅᓂᖅᓴᐅᓂᐊᖅᑐᖅ.

ᑕᐃᒃᑯᐊ ᖃᕋᓴᐅᔭᕐᓅᖅᑲᖅᑕᐅᔪᑦ ᐃᖅᑲᓇᐃᔮᕆᓇᔭᕐᒪᒋᑦ,
ᕿᒥᕐᕈᓪᓗᑎᒃᑯᑦ ᑕᐃᒃᑯᐊ ᖃᕋᓴᐅᔭᐃᑦ ᓇᓗᔪᒍᑦ ᖃᑦᑎᓂᒃ
ᐃᓕᐅᖅᑲᐃᓂᐊᕐᒪᖔᑦ, ᓇᓗᔪᒍᑦ ᖃᓄᖅ
ᐊᑯᓂᐅᑎᒋᒐᔭᕐᒪᖔᖅ ᑐᖅᑯᐃᕙᓪᓕᐊᓗᓂ ᖃᕋᓴᐅᔭᕐᒧᑦ.

ᐊᕐᕌᒍᒐᓴᐅᓂᐊᖅᑐᑦ ᓇᓗᓇᓐᖏᑦᑐᖅ. ᐅᓄᖅᑐᐊᓘᒻᒪᑕ
ᐸᐃᑉᐹᑦ ᐸᐸᑕᐅᔪᑦ ᑕᖅᑲᓃ ᐋᓐᓂᐊᕕᓐᓂ.
ᑭᓯᐊᓂ ᐃᓱᓕᖅᑕᕐᕕᓕᖅᑕᐅᒋᐊᓕᒃ ᓯᕗᓂᒃᓴᒥ
ᐱᔭᕇᖅᑕᐅᑉᐸᑕ ᐱᔭᕇᖅᑕᐅᓂᐊᖅᐳᑦ. ᖁᔭᓐᓇᒦᒃ,
ᐃᒃᓯᕙᐅᑖᖅ.

Chairperson: Thank you, Ms. Keenan
Bengts. Ms. Stockley, would you like to
answer that question? Ms. Stockley.

ᐃᒃᓯᕙᐅᑕᖅ: ᖁᔭᓐᓇᒦᒃ, ᒥᔅ ᑮᓇᓐ ᐸᐃᖕᔅ. ᒥᔅ ᓯᑖᒃᓕ,
ᑖᓐᓇ ᑭᐅᒋᐊᕈᒪᔭᐃᑦ?

Ms. Stockley: Thank you, Madam
Chairperson. We anticipate there will be a

ᓯᑖᒃᓕ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ. ᓂᕆᐅᒃᑐᒍ
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transition period of up to five years as we
move toward the electronic record. What
we’re doing right now is the electronic
health record stores the most recent and
relevant history on the patient, with the
paper files having the historical history.

ᐊᐅᓪᓛᖅᑎᑦᑎᕕᖃᕆᐊᖃᕐᓂᐊᕋᑦᑕ ᐊᕐᕌᒍᓂᑦ ᑕᓪᓕᒪᓂᒃ
ᖃᕋᓴᐅᔭᒧᑦ ᐴᖅᑲᖅᑕᐃᓐᓇᐅᒐᓱᒃᑎᓪᓗᒋᑦ. ᒫᓐᓇᓕ
ᖃᕋᓴᐅᔭᒥᒃ ᐴᖅᑲᐃᕙᓕᖅᑐᒍᑦ ᒫᓐᓇᓕᓴᐅᓂᖅᐹᓂ, ᒫᓐᓇ
ᐋᓐᓂᐊᕕᓕᐊᕋᐃᒻᒪᑕ
ᐴᖅᑲᖅᑕᐅᑦᑕᐅᑎᒋᖃᑦᑕᐸᓪᓕᐊᓕᖅᑐᐃᑦ.

Once we get everybody onto the system,
which again we anticipate will happen by
December of 2017, we will be well on our
way to being able to meet those deadlines
that would mitigate the commissioner’s
concern. Thank you, Madam Chairperson.

ᑕᐃᒪᓕ ᐃᓄᓕᒫᕌᓗᐃᑦ ᐊᑎᖏᑦ,
ᐋᓐᓂᐊᕕᓕᐊᕈᑎᖏᓪᓗ ᑕᕝᕙᓂ ᐴᖅᓯᒪᓕᖅᑲᑕ ᓯᑎᐱᕆ
2017-ᒦᓛᒃ ᐱᔭᕇᓪᓗᐊᑲᓪᓚᒃᓯᒪᒐᔭᖅᑐᒍᑦ, ᑕᕝᕙᓂ
ᐱᒋᐊᑦᑎᐊᓪᓚᕆᒃᑲᔭᕋᑦᑕ. ᑕᐃᒃᑯᐊᓗ ᑲᒥᓯᓇᐅᑉ
ᐃᓱᒫᓗᒋᔭᖏᑦ ᐱᓕᕆᐊᕆᕙᓪᓕᐊᒍᓐᓇᖅᓯᓛᕋᑦᑎᒍ.
ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑕᖅ.

Chairperson: Thank you, Ms. Stockley.
Mr. Mikkungwak.

ᐃᒃᓯᕙᐅᑕᖅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᒥᔅ ᓯᑖᒃᓕ. ᒥᔅᑕ
ᒥᑭᓐᖑᐊᖅ.

Mr. Mikkungwak (interpretation): Thank
you very much, Madam Chairperson. My
question is again directed to the privacy
commissioner. (interpretation ends) Are
you aware of any specific security risks
associated with transferring paper records
into digital format? Thank you, Madam
Chairperson.
Chairperson: Thank you, Mr.
Mikkungwak. Ms. Keenan Bengts.
Ms. Keenan Bengts: Thank you, Madam
Chairperson. I think I’m going to pass this
one to Mr. Dickson, who has been
involved in that sort of transition in the
past. Thank you.
Chairperson: Thank you, Ms. Keenan
Bengts. Mr. Dickson.
Mr. Dickson: Thank you for the question.
A couple of observations. The first one is
that there’s both a privacy risk and there’s
also a treatment risk. If we expect
physicians and nurses to have the most upto-date information on you as a patient
when you’re in the hospital receiving
treatment, it’s important that all be

ᒥᑭᓐᖑᐊᖅ: ᒪ`ᓇᓪᓗᐊᕕᒃ, ᐃᒃHᐃᕙᐅᑕᖃᖅᑑᖅ.
ᑖᒃᑯᓄᖓᔅᓴᐃᓐᓇᖅ Hᐅᓕ ᑲᓐᖑᓇᖅᑐᓕᕆᔨᒃᑯᓐᓄᑦ,
(ᑐᓵᔨᑎᒍᑦ) ᑐᓴᐅᒪᔭᖃᖅᑭᓰ ᐃᓯᖅᑕᐅᓂᐊᕆᐊᖏᑕ,
ᑕᑯᔭᐅᓂᐊᕆᐊᖏᑕ ᐅᓗᕆᐊᓇᕐᓂᖅᑕᖃᕐᒪᖔᖅ
ᖃᕋᓴᐅᔭᓄᑦ ᐊᐅᓪᓛᖅᑎᕆᒐᓱᐊᖅᑎᓪᓗᓯ? ᖁᔭᓐᓇᒦᒃ,
ᐃᒃᓯᕙᐅᑖᖅ.

ᐃᒃᓯᕙᐅᑕᖅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᒥᔅᑕ ᒥᑭᓐᖑᐊᖅ. ᒥᔅ
ᑮᓇᓐ ᐸᐃᖕᔅ.

ᑮᓇᓐ ᐸᐃᖕᔅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ. ᒥᔅᑕ
ᑎᒃᓴᓐᒧᖔᖅ ᑖᓐᓇ ᑐᓂᓂᐊᕋᒃᑯ,
ᑕᐃᒪᐃᑦᑐᓕᕆᖃᑦᑕᖅᓯᒪᒻᒪᑦ ᐊᓂᒍᖅᓯᒪᔪᓂᒃ. ᖁᔭᓐᓇᒦᒃ,
ᐃᒃᓯᕙᐅᑖᖅ.

ᐃᒃᓯᕙᐅᑕᖅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᒥᔅ ᑮᓇᓐ ᐸᐃᖕᔅ.
ᒥᔅᑕ ᑎᒃᓴᓐ.

ᑎᒃᓴᓐ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ ᐊᐱᕆᒐᕕᑦ.
ᐊᑕᐅᓯᐅᓐᖏᑦᑐᒥᒃ ᑕᑯᓯᒪᔭᓐᓂ ᐅᖃᐅᓯᖃᕐᓗᖓ.
ᓯᕗᓪᓕᖅ, ᐃᒻᒥᒨᖓᔪᓄᑦ ᐅᓗᕆᐊᓇᕐᓂᖅᑕᖃᑦᑕᕆᕗᖅ
ᐊᒻᒪᓗᑦᑕᐅᖅ ᖃᓄᖅ ᐋᓐᓂᐊᕕᒻᒥ ᑲᒪᒋᔭᐅᓂᐊᕐᓂᖓᓄᑦ
ᐅᓗᕆᐊᓇᕐᓂᖃᕐᒥᔪᖅ. ᒫᓐᓇᓕᓴᐅᓂᖅᐹᑯᓗᓐᓂ
ᐱᓯᒪᓐᖏᑉᐸᑕ ᐃᓕᓐᓂᑦ ᑲᒪᒐᓱᑦᑐᖅ
ᐱᑦᑎᐊᓐᖏᑐᐃᓐᓇᕆᐊᖃᕐᖓᑦ.
ᑕᐃᒃᑯᐊ ᐊᑐᐃᓐᓇᐃᓐᓈᓘᔭᕆᐊᓖᑦ,
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available and readily available to you. The
prospect of having to not only go through
the MEDITECH system but then also have
to search for the paper file, there are
certainly risks in terms of service.
On the privacy side, the Canadian
Association of Health Informatics
produced a guide for electronic health
records. They have a section specifically
devoted to the transfer of going from a
hybrid record system, such as you have in
the hospital here, to an all-electronic
system. They identify the risks. The chief
risk is simply that if there isn’t a bit of an
audit going on as you do the transition
from paper to electronic, the prospect of
things being missed and the prospect of
errors, and so it’s important not only that
you have a deadline but there be a good
system of oversight and an audit
provision.
That’s why we referenced in the report the
2013 guidelines for the protection of
personal health information from
COACH, which is the official national
organization for people who work in the
area of what’s known as health
informatics, which is all of the things that
we’re talking about in the report. Thank
you.

ᐊᑐᐃᓐᓇᐅᑦᑕᐅᑎᒋᔪᐃᓐᓈᓘᒋᐊᖃᕐᖓᑕ
ᐋᓐᓂᐊᕕᓕᐊᖃᑦᑕᖅᓯᒪᓂᕆᔭᖏᑦ ᖃᕋᓴᐅᔭᕐᒥ.
ᐊᒻᒪᑦᑕᐅᖅ ᐸᐃᑉᐹᒦᑦᑐᐃᑦ ᒫᓐᓇ
ᕿᓂᖅᑕᐅᖃᑦᑕᕆᐊᖃᖅᓯᓈᖅᑐᑎᒃ ᐃᒫᒃ
ᐊᓪᓗᐃᖃᑦᑕᑐᐃᓐᓇᕆᐊᖃᕐᖓᑕ ᖃᐅᔨᓴᕐᓂᕆᒋᐊᓕᒥᓂᒃ.
ᑕᐃᒃᑯᐊ ᑲᓇᑕᒥ ᑲᑐᔾᔨᖃᑎᒌᒋᔭᖏᑦ
ᑐᓴᐅᒪᔾᔪᑎᓕᕆᓂᕐᒧᑦ ᐊᔪᕆᖅᓲᑎᔅᓴᓂᒃ
ᐅᖃᓕᒐᓕᐅᖅᓯᒪᔪᑦ ᖃᓄᖅ ᖃᕋᓴᐅᔭᒦᑎᑕᐃᑦ
ᐊᑐᖅᑕᐅᖃᑦᑕᕈᓐᓇᕐᒪᖔᑕ, ᖃᓄᕐᓗ
ᐊᐅᓪᓛᖅᑎᑕᐅᖃᑦᑕᕈᓐᓇᕐᒪᖔᑕ ᐸᐃᑉᐹᒦᑦᑐᐃᑦ
ᖃᕋᓴᐅᔭᒧᑦ ᐃᓕᐅᖅᑲᑦᑎᐊᕈᓐᓇᕐᒪᖔᑕ
ᐊᑕᖏᑦᑎᐊᕐᓗᑎᒃ. ᐅᓗᕆᐊᓇᕐᓂᖏᓐᓂ
ᓇᓗᓇᐃᖅᑐᐃᓯᒪᔪᑦ, ᑕᕝᕙ
ᐅᓗᕆᐊᓇᕐᓂᕆᓂᖅᐹᕆᔫᔮᖅᑕᖓ
ᑕᒻᒪᖅᓯᒪᔪᖅᓯᐅᖅᑕᐅᖃᑦᑕᖏᒻᒪᑕ ᐃᓛᒃᑯᑦ
ᐊᐅᓪᓛᖅᑎᖅᑕᐅᔪᑦ, ᖃᕋᓴᐅᔭᕐᒨᖅᑲᖅᑕᐅᔪᑦ. ᐃᒫᒃ,
ᐊᓪᓗᖅᑕᐅᔪᖃᑐᐃᓐᓇᕆᐊᖃᖅᑐᓂ,
ᑭᑭᑕᐅᔪᖃᑐᐃᓐᓇᕿᐊᖃᖅᑐᓂᓗ,
ᐴᖅᑕᐅᑲᒻᒪᒃᑐᖃᑐᐃᓐᓇᕆᐊᖃᖅᑐᓂᓗ. ᐃᒫᒃ
ᐱᔭᕇᖅᕕᔅᓴᖓ ᐃᓱᒪᒋᔭᔅᓴᑐᐊᖑᓐᖏᒻᒪᑦ,
ᓇᐅᑦᑎᑐᖅᑕᐅᑦᑎᐊᕆᐊᖃᖅᑐᑎᒃ ᐴᖅᑲᖅᑕᐅᓂᖏᓐᓂᑦ
ᐊᒻᒪᓗ ᐴᖅᑲᖅᑕᒥᓃᑦ ᑕᒻᒪᖅᓯᒪᓐᖏᒃᑲᓗᐊᕐᒪᖔᑕ
ᖃᐅᔨᓴᖅᑕᐅᒋᐊᖃᓕᕋᔭᕆᓪᓗᑎ.

ᑕᐃᒃᑯᐊ 2013-ᒥᑦ ᐅᓂᒃᓕᐊᒥᓂᖏᑦ ᐃᒻᒥᒨᖓᔪᓂᒃ
ᓴᐳᔾᔨᒐᓱᐊᖃᑦᑕᖅᑐᓂ ᐅᓂᒃᑳᖃᖅᑐᐃᑦ ᑲᓇᑕᓕᒫᒥᑦ
ᑎᒥᐅᔪᓄᑦ, ᐃᖅᑲᓇᐃᔭᖅᑎᐅᔪᓄᑦ ᑕᐃᒃᑯᐊ
ᐋᓐᓂᐊᖃᕐᓇᓐᖏᑦᑐᓕᕆᓂᕐᒧᑦ ᑐᓴᒪᔪᑎᓕᕆᔨᕈᓘᔭᕐᓂ
ᑲᒪᖃᑦᑕᓲᓄᑦ ᐱᓕᕆᐊᖑᓯᒪᔪᑦ. ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ.

Chairperson: Thank you, Mr. Dickson.
Mr. Mikkungwak.

ᐃᒃᓯᕙᐅᑕᖅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᒥᔅᑕ ᑎᒃᓴᓐ. ᒥᔅᑕ
ᒥᑭᓐᖑᐊᖅ.

Mr. Mikkungwak: Thank you, Madam
Chairperson. Transferring to the
Department of Health officials. As it is
made pretty evident, there are a large
number of volumes of files that have to
been transferred. What specific
monitoring does your department
undertake to ensure that hospital staff are
adhering to their obligations under the
Access to Information and Protection of

ᒥᑭᓐᖑᐊᖅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ.
ᐋᓐᓂᐊᖃᕐᓇᓐᖏᑦᑐᓕᕆᔨᒃᑯᖔᖅ ᐊᐱᕆᓕᕐᒥᓗᒋᑦ, ᑕᐃᒪ
ᓇᓗᓇᕈᓐᓃᖅᑎᑕᐅᓯᒪᒻᒪᑦ ᐊᒥᓱᐊᓗᐃᑦ
ᐋᓐᓂᐊᕕᓕᐊᖅᑐᖅᓯᐅᑏᑦ ᐊᐅᓪᓛᖅᑕᐅᒋᐊᖃᕐᖓᑕ.
ᐋᓐᓂᐊᖃᕐᓇᓐᖏᑦᑐᓕᕆᔨᒃᑯᑦ ᖃᓄᖅ
ᖃᐅᔨᒪᒐᓱᐊᖃᑦᑕᖅᑲ, ᐅᐊᑦᑎᒐᓱᐊᖃᑦᑕᖅᑲᑦ ᑕᒪᒃᑯᐊ
ᐋᓐᓂᐊᕕᒻᒥ ᐃᖅᑲᓇᐃᔭᖅᑏᑦ ᐋᓐᓂᐊᕕᒻᒥ
ᒪᓕᑦᑎᐊᐸᒃᑲᓗᐊᕐᒪᖔᑕ ᒪᓕᒃᑕᐅᔭᕆᐊᓕᓐᓂᒃ,
ᑕᐃᒃᑯᓂᖓ ᑐᓴᐅᒪᔾᔪᑎᓕᕆᓂᕐᒧᑦ
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Privacy Act and privacy best practices?
Thank you, Madam Chairperson.
Chairperson: Thank you, Mr.
Mikkungwak. Ms. Stockley.
Ms. Stockley: Thank you, Madam
Chairperson. There’s a scanning and
archiving component of the electronic
health record and that allows for paper
records to be digitized and transferred to
the electronic health record. The processes
that support that transfer are being
followed. This is an important component
of our relationship and partnership with
Canada Health Infoway. They’re very
involved in our rollout of the electronic
health record and of us getting to the goal
of getting everybody hooked up with the
electronic record and getting information
onto the electronic health record. Thank
you, Madam Chairperson.

ᑲᓐᖑᓇᖅᑐᓕᕆᓂᕐᒧᓪᓗ ᒪᓕᒐᐅᑉ ᐃᓗᐊᓃᑦᑐᓂᑦ, ᖃᓄᖅ
ᐊᐅᓚᑦᑎᑦᑎᐊᖁᔭᐅᓪᓗᑎᒃ ᐊᔪᕆᖅᓲᔾᔭᐅᖃᑦᑕᓲᖑᕙ?
ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ.
ᐃᒃᓯᕙᐅᑕᖅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᒥᔅᑕ ᒥᑭᓐᖑᐊᖅ. ᒥᔅ
ᓯᑖᒃᓕ.

ᓯᑖᒃᓕ (ᑐᓵᔨᑎᒍᑦ): ᐊᔾᔨᓕᐅᖅᑕᐅᖃᑦᑕᕆᐊᖃᕐᖓᑕ
ᐸᐃᑉᐹᓂᒃ ᐊᔾᔨᓕᐅᕈᑎᒧᑦ, ᖃᕋᓴᐅᔭᒨᖅᑕᐅᑦᑕᓕᖅᑯᑦ
ᐊᔾᔨᓕᐅᖅᑕᐅᓚᐅᕐᓗᑎᒃ. ᑕᐃᒪᐃᑦᑐᑦ
ᐊᐅᓪᓛᖅᑕᐅᔾᔪᑎᖏᑦ ᐊᑐᐊᒐᐃᑦ ᒪᓕᑦᑕᐅᑦᑎᐊᖅᑐᐃᑦ,
ᑲᑐᔾᔨᖃᑎᖃᖃᑦᑕᕋᑦᑕ ᑲᓇᑕᓕᒫᒥ
ᑐᓴᐅᒪᔾᔪᑎᓕᕆᔨᒃᑯᓐᓂ. ᑕᐃᒃᑯᐊ ᖃᐅᔨᒪᓂᖃᑦᑎᐊᖅᑐᑦ
ᑕᒪᒃᑯᓂᖓ ᖃᕋᓴᐅᔭᔪᑦ ᐴᖅᑲᐃᒋᐊᖃᕐᓂᐅᔪᓂᑦ, ᐊᒻᒪᓗ
ᑐᕌᒐᖅᑎᓐᓂᑦ ᖃᐅᔨᒪᒻᒥᔪᑦ ᐃᓄᓕᒫᕌᓗᓐᓂ ᑕᕝᕗᖓ
ᐴᖅᑲᐃᒐᓱᓛᕋᑦᑕ, ᖃᕋᓴᐅᔭᒃᑯᓪᓗ
ᑐᖅᑯᐃᖃᑦᑕᕈᓐᓇᖅᓯᓗᑕ. ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ.

Chairperson: Thank you, Ms. Stockley.
Mr. Mikkungwak.

ᐃᒃᓯᕙᐅᑕᖅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᒥᔅ ᓯᑖᒃᓕ. ᒥᔅᑕ
ᒥᑭᓐᖑᐊᖅ.

Mr. Mikkungwak: Thank you, Madam
Chairperson. A question again to the
health official. When you’re talking about
this hybrid system and scanning hardcopy
documents and files into the MEDITECH
system, is there a backup system in place
with this MEDITECH system, a hybrid
system, for it to be fail-safe? Thank you,
Madam Chairperson.

ᒥᑭᓐᖑᐊᖅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ.
ᐊᐱᕆᒃᑲᓂᕐᓗᖓ ᐋᓐᓂᐊᖃᕐᓇᓐᖏᑦᑐᓕᕆᔨᒃᑯᓐᓄᑦ.
ᐅᖃᐅᓯᖃᕋᐃᒐᑦᑕ ᑖᒃᑯᓂᖓ ᐸᐃᑉᐹᒃᑯᑦ ᖃᕋᓴᐅᔭᒃᑯᓪᓗ,
ᐸᐃᑉᐹᖁᑎᖃᖃᑦᑕᕐᓂᖅ ᐊᒻᒪᓗ ᑕᒪᒃᑯᐊ ᐸᐃᑉᐹᒦᑦᑐᐃᑦ
ᖃᕋᓴᐅᔭᕐᒧᑦ ᐊᔾᔨᓕᐅᖅᑕᐅᓚᐅᕐᓗᑎᒃ ᑭᓯᐊᓂ
ᖃᕋᓴᐅᔭᕐᒧᑦ ᐴᖅᑕᖃᑦᑕᓲᖑᒻᒪᑕ. ᓇᓪᓕᐅᒃᑯᒫᖃᕆᕚᑦ
ᑖᒃᑯᐊ ᐊᔪᓕᑲᓪᓚᓂᖅᑲᑦ ᐊᔪᓕᔾᔭᐃᒃᑯᑎᖏᓐᓂᓪᓘᓐᓃᑦ
ᐋᖅᑭᑦᑎᕆᓯᒪᕕᓰ? ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ.

Chairperson: Thank you, Mr.
Mikkungwak. Ms. Stockley.
Ms. Stockley: Thank you, Madam
Chairperson. There is a backup system
available that is followed and used in
place. When I talked about a hybrid
system yesterday, I was trying to give
information that the system that Nunavut
is rolling out in partnership with Canada

ᐃᒃᓯᕙᐅᑕᖅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᒥᔅᑕ ᒥᑭᓐᖑᐊᖅ. ᒥᔅ
ᓯᑖᒃᓕ.

ᓯᑖᒃᓕ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ. ᐄ,
ᐊᓯᒃᑲᓐᓂᖓᒍᑦ ᓂᐱᓕᐅᖅᑕᐅᒃᑲᓐᓂᖃᑦᑕᖅᑐᐃᑦ,
ᓇᓪᓕᐅᒃᑯᒫᖑᔪᓂᑦ ᐃᑉᐸᔅᓴᖅ ᐅᖃᐅᓯᖃᕋᒪ
ᒪᕐᕉᓕᖅᑲᖓᔪᓂᑦ ᐸᐃᑉᐹᓕᕆᔾᔪᑎᖃᕐᓂᑎᓐᓂᑦ
ᓇᓗᓇᐃᖅᓯᒐᓱᓚᐅᕋᓗᐊᖅᑐᖓ. ᑖᓐᓇ ᓄᓇᕗᒻᒥ
ᐊᑐᓕᖅᐸᓪᓕᐊᒐᓱᐊᖅᑕᖓᑦ ᑲᓇᑕᒥ
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Health Infoway is not just an electronic
health record. It also has components of
the electronic medical record that the
commissioner had been referring to
yesterday. Our system will actually serve
a greater purpose than the standard type of
electronic health record that the
commissioner was speaking about
yesterday.
When I talked about Kimmirut’s rollout
yesterday, one of the important features of
that, besides getting another health centre
on, is that that’s the first health centre that
is starting out with putting nursing notes
right into the system. That’s not
something that happens in your normal,
down south electronic health record.
That’s somewhere that we had to go and
wanted to go under the advice of Canada
Health Infoway and in partnership with
them. We also have standard computer
backup and recovery processes as well.
One of the other things that I wanted to
take this opportunity to mention is that the
Canadian Institute for Health Information
is a very prominent player in health
information throughout the country. The
territories for some time, as I understand,
had been asking for a seat on the board of
CIHI. I am really pleased to advise that
about a year ago now, my colleagues of
the other territories nominated me to be on
the board of CIHI and I took my seat
about a year ago. I have been able to
attend the board meetings over the last
year and bring Nunavut’s perspective to
the table of this important group so that
we can look for solutions and
opportunities that serve us in the way we
need to be served here in Nunavut. Thank
you, Madam Chairperson.
Chairperson: Thank you, Ms. Stockley,
and congratulations on your board

ᑐᓴᐅᒪᔾᔪᑎᓕᕆᔨᒃᑯᓪᓗ ᐱᖃᑕᐅᓪᓗᑎᒃ, ᖃᕋᓴᐅᔭᒃᑯᑦ
ᐴᖅᑲᐃᓂᑐᐃᓐᓇᐅᓐᖏᒻᒪᑦ, ᖃᕋᓴᐅᔭᕐᓂᓪᓗ
ᐋᓐᓂᐊᕕᓕᐊᖅᑐᖅᓯᐅᑎᒥᓃᑦ
ᓇᓗᓇᐃᖅᑐᖅᑕᐅᓯᒪᒐᔭᕐᖓᑕ, ᐊᑏᓐᓇᕆᓐᖏᑕᖏᑦ.
ᐊᑑᑎᖃᕐᓂᓴᓪᓚᕆᐅᒐᔭᖅᑐᖅ ᒫᓐᓇ ᖃᕋᓴᐅᔭᒃᑯᑦ
ᐊᑐᖅᑕᐅᖃᑦᑕᖅᑐᓂᒃ ᖃᒥᓴᓇᐅᑉ
ᐅᖃᐅᓯᕆᓚᐅᖅᑕᖓᓂᑦ.

ᑭᒻᒥᕈᑦ ᐱᖃᑕᐅᒋᐊᓕᓚᕐᖓᑦ ᐃᑉᐸᔅᓴᖅ, ᐃᓚᖓᑦ ᑕᐃᒪ
ᐃᓚᓕᐅᑎᑐᐃᓐᓇᖏᒻᒪᑦ, ᐃᓚᓕᐅᑎᒻᒪᑦ
ᐋᓐᓂᐊᕕᐅᓪᓗᓂ ᓯᕗᓪᓕᖅᐹᖑᓪᓗᓂ ᐋᓐᓂᐊᓯᐅᖅᑎᖏᑦ
ᑕᕝᕗᖓ ᓇᕿᑦᑕᖃᑦᑕᖃᑦᑕᕐᓂᐊᓕᖅᑐᑎᒃ
ᐴᖅᑲᐃᖃᑦᑕᕐᓗᑎᒃ ᖃᐅᑕᒫᑦ. ᖃᓪᓗᓈᓂᓪᓕ ᑕᒪᓐᓇ ᓱᓕ
ᐱᔭᐅᒍᓐᓇᖅᓯᒪᓐᖏᑦᑐ, ᐱᒍᒪᔪᒐᑦᑎᒍ. ᑲᓇᑕᒥ
ᑐᓴᐅᒪᔾᔪᑎᓕᕆᔨᒃᑯᑦ ᑲᑐᔾᔨᖃᑎᒌᖏᑦ
ᑕᐃᒪᐃᖁᔨᓯᒪᕈᔪᒻᒪᑕ, ᖃᕋᓴᐅᔭᒃᑲᓂᕐᒦᑎᒻᒥᔭᕗᑦᑕᐅᖅ
ᑕᐃᒃᑯᐊ ᐴᖅᑲᖃᑦᑕᖅᑕᕗᑦ.

ᒫᓐᓇᑦᑕᐅᖅ ᐅᖃᐅᓯᖃᕈᒪᒻᒥᒐᒪ ᑲᓇᑕᒥ
ᑐᓴᐅᒪᔾᔪᑎᓕᕆᔨᒃᑯᑦ ᐋᓐᓂᐊᖃᕐᓇᓐᖏᑦᑐᓕᕆᓂᕐᒧᓂᓛᒃ,
ᑖᒃᑯᐊ ᐱᓕᕆᔨᓪᓚᕆᐊᓘᖃᑦᑕᕐᖓᑕ
ᑐᓴᐅᒪᔾᔪᑎᓕᕆᑎᓪᓗᒋᑦ ᑲᓇᑕᒥ. ᐊᒻᒪᑦᑕᐅᖅ ᓄᓇᕗᑦ
ᑐᔅᓯᕋᖃᑦᑕᖅᓯᒪᒻᒪᑦ, ᐃᓛᒃ
ᑲᑎᒪᔨᖅᑖᕈᒪᓯᒪᖃᑦᑕᖅᓯᒪᒻᒪᑕ ᐊᒻᒪᓗ ᐊᕐᕌᓂ
ᓂᕈᐊᕋᔅᓴᓕᐊᖑᔪᒐᒪ ᑲᑎᒪᔨᕈᑦᑕᔪᕗᖓ ᐊᕐᕌᓂ,
ᑲᑎᒪᖃᑕᐅᖃᑦᑕᕈᓐᓇᖅᓯᒪᔪᖓ ᐊᕐᕌᓂᓂᑦ ᐊᒻᒪᓗ
ᓄᓇᕗᒻᒦᓐᖔᖅᑐᓂᒃ ᐅᖃᐅᓯᔅᓴᓂᒃ ᓇᔅᓴᖃᑦᑕᖅᑐᖓ
ᐱᒻᒪᕆᐊᓘᔪᓄᑦ ᑖᒃᑯᓄᖓ ᑲᑎᒪᔨᐅᔪᓄᑦ
ᐋᖅᑭᒍᑎᔅᓴᖅᓯᐅᖃᑕᐅᒍᓐᓇᕐᓂᐊᕋᑦᑕ,
ᓴᖅᑭᐸᓪᓕᐊᔪᐃᓪᓗ ᑎᒍᔪᓐᓇᖅᑕᕗᑦ
ᐱᒍᓐᓇᖃᑦᑕᕐᓂᐊᕋᑦᑎᒍ ᐱᔨᑦᑎᕋᕈᑎᔅᓴᐃᑦ ᓄᓇᕗᒻᒥ.
ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ.

ᐃᒃᓯᕙᐅᑕᖅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᒥᔅ ᓯᑖᒃᓕ. ᐄ,
ᐅᐱᒋᔭᐅᕗᑎᑦ ᑲᑎᒪᔨᕈᕐᓂᕋᕕᑦ.
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appointment. It’s always good to be
pushing Nunavut at those levels. Mr.
Mikkungwak.
Mr. Mikkungwak: Thank you, Madam
Chairperson. Again to the Department of
Health. On page 41 of her report the
Information and Privacy Commissioner
states that the hospital’s “hybrid record
system has continued for some time and
we could not determine a hard deadline,”
as previously indicated, “when all record
will be migrated to the Meditech system,
though there were some indications that
part of the reason for the delay in this
transition was the reluctance of physicians
to use the system.”

ᐱᐅᓪᓚᕆᑦᑐᖅ ᓄᓇᕗᒻᒥᐅᓂᑦ ᐊᔭᐅᕆᔪᖃᖅᑲᑦ
ᑕᐃᒪᐃᑦᑐᓂᒃ. ᒥᔅᑕ ᒥᑭᓐᖑᐊᖅ.

ᒥᑭᓐᖑᐊᖅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ.
ᐋᓐᓂᐊᖃᕐᓇᓐᖏᑦᑐᓕᕆᔨᒃᑯᓐᓄᒃᑲᓐᓂᖅ. ᒪᑉᐱᒐᖓᓂ 41
ᐅᓂᒃᑳᓕᐊᒥᓂᖏᓐᓂᑦ ᑐᓴᐅᒪᔾᔪᑎᓕᕆᓂᕐᒧᑦ,
ᑲᓐᖑᓇᖅᑐᓕᕆᓂᕐᒧᓪᓗ ᑲᒥᓯᓇ ᐅᖃᖅᓯᒪᒻᒪᑦ
ᐋᓐᓂᐊᕕᐅᑉ ᒪᕐᕉᓕᖅᑲᖓᔫᓐᓂᒃ ᐸᐃᑉᐹᑎᒍᑦ
ᖃᕋᓴᐅᔭᒃᑯᓪᓗ ᐸᐃᑉᐹᓕᕆᓂᖓ ᐊᑯᓂᑲᓪᓛᓗᒃ ᑕᐃᒫᒃ
ᐊᐅᓚᓕᕐᖓᑦ. ᖃᐅᔨᒍᓐᓇᔪᓐᖏᑦᑐᒍᑦ ᖃᖓ
ᐱᔭᕇᖅᑕᐅᒍᓐᓇᕋᔭᖅᑑᔮᕐᒪᖔᑕ ᑕᒪᒃᑯᐊ
ᐸᐃᑉᐹᓕᒫᕌᓗᐃᑦ ᐋᓐᓂᐊᕕᓕᐊᖅᑐᖅᓯᐅᑎᓕᒫᕌᓗᐃᑦ
ᖃᕋᓴᐅᔭᕐᒧᑦ ᐴᖅᑕᐅᓯᒪᓕᕈᓐᓇᓛᕐᒪᖔᑕ.
ᑐᑭᓯᓇᕈᔪᑦᑑᔮᓚᐅᖅᑑᒐᓗᐊᕐᖏᓛᒃ ᓱᒻᒪᑦ
ᓱᒃᑲᐃᓕᓯᒪᒻᒪᖔᖅ ᑕᒪᓐᓇ ᐊᐅᓪᓛᖅᑎᕆᒐᓱᓐᓂᖅ,
ᓘᑦᑖᓄᑦ ᐊᑐᖅᑕᐅᒍᒪᑦᑎᐊᐸᓐᖏᒪᒡᒎᖅ.

Can you clarify if any health care
professionals have provided specific
reasons as to why they have chosen not to
use the MEDITECH system and, if so,
what are those reasons? Thank you,
Madam Chairperson.

ᓇᓗᓇᐃᖅᓯᒋᐊᑦᑎᐊᕈᓐᓇᖅᑮᑦ ᑕᒪᒃᑯᐊ ᐋᓐᓂᐊᓯᐅᖅᑏᑦ,
ᓘᑦᑖᓪᓘᓐᓃᑦ ᓇᓗᓇᐃᖅᓯᓯᒪᒻᒪᖔᑕ ᓱᒻᒪᑦ
ᐊᑐᕈᒪᑦᑎᐊᖏᒻᒪᖔᕐᒥᓂᒃ ᑖᔅᓱᒥᖓ
ᐊᑐᖃᑦᑕᕈᒪᓐᖏᒻᒪᖔᕐᒥᓂᒃ ᖃᕋᓴᐅᔭᒃᑯᑦ ᐴᖅᑲᐃᕕᐅᔪᒥᑦ.
ᑕᐃᒪᐃᑉᐸᑕ ᑭᓱᓂᒃ ᐱᔾᔪᑎᖃᖅᐸᑦ? ᖁᔭᓐᓇᒦᒃ,
ᐃᒃᓯᕙᐅᑖᖅ.

Chairperson: Thank you, Mr.
Mikkungwak. Ms. Stockley.

ᐃᒃᓯᕙᐅᑕᖅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᒥᔅᑕ ᒥᑭᓐᖑᐊᖅ. ᒥᔅ
ᓯᑖᒃᓕ.

Ms. Stockley: Thank you, Madam
Chairperson. I wasn’t here at that time, but
what I heard was that there were issues
with connectivity and the system didn’t
work as quickly as some of the health
professionals felt it should. At this point
it’s not a choice to use the system; it’s an
expectation that the system be used
because that’s where all of the
patients’/clients’ recent medical
information would be kept.
In terms of having a deadline for, in this
case, the hybrid of course is referring to
the fact we have paper files and electronic
files. As we’re rolling out MEDITECH, of
course we can’t completely do away with
the paper files because many of the

ᓯᑖᒃᓕ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ.
ᐅᕙᓃᓚᐅᓐᖏᓐᓇᒪ ᑖᒃᑯᐊ ᐱᓕᕆᐊᖑᑎᓪᓗᒋᑦ
ᐃᓱᒫᓗᒋᔭᐅᓂᕋᖅᑕᐅᖃᑦᑕᓚᐅᖅᑐᑦ
ᓱᒃᑲᐃᓗᐊᕆᔭᐅᓪᓗᓂ, ᐃᓚᖏᓪᓗ ᓘᑦᑖᑦ
ᐃᓱᒪᖃᑦᑕᓚᐅᕐᖓᑕ ᐃᒫ, ᐃᓱᒪᖅᓲᑕᐅᓐᖏᒻᒪᑦ
ᐊᑐᖅᑕᐅᔭᕆᐊᖃᓪᓚᕆᑦᑎᑕᐅᓕᕋᓱᔅᓯᒪᒐᑦᑎᒍ.
ᐋᓐᓂᐊᕕᓕᐊᖅᑐᓕᒫᕌᓗᐃᑦ ᒫᓐᓇ
ᐋᓐᓂᐊᕕᓕᐊᕐᓂᕆᖃᑦᑕᖅᑕᖏᑦ
ᐴᖅᑲᑕᐅᑦᑕᐅᑎᒋᖃᑦᑕᖁᓕᖅᓯᒪᒐᑦᑎᒍ.

ᑖᒃᑯᐊ ᐸᐃᑉᐹᑦ ᐊᑐᖅᑕᐅᒍᓐᓃᕈᒫᕐᓂᐊᕐᕕᖓ ᐃᓱᒪᒋᓪᓗᒍ
ᑖᒃᑯᐊ ᖃᕋᓴᐅᔭᒧᑦ ᐴᖅᑲᐃᖏᓐᓇᕋᓗᐊᖅᑎᓪᓗᑕ
ᐸᐃᑉᐹᒦᑦᑐᐃᑦ ᐊᑐᐃᓐᓇᕆᐊᖃᕐᓂᐊᕋᑦᑎᒍ. ᐊᒥᓱᑦ ᓱᓕ
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communities up island are still on paper
files. That’s what’s coming through and
transferring with the patients, with the
clients.
As I had indicated yesterday, the
department came forward with a business
case a couple of business cycles ago and
Members endorsed us having some extra
positions. We have been making really
good progress on getting paper records
transferred over to electronic format.
We won’t be in a place to have one
electronic health record until we a) get
everybody on the system and then b) have
the transition period, which the
commissioner had indicated she believed
would take years and we believe it could
take up to five years to have that done. I
know in some other jurisdictions,
particularly some smaller jurisdictions,
some of this transfer started about six
years ago and they’re still not fully over
with all of their older records into their
electronic health system.
It will be a period of time. It’s certainly
not going to be loosey-goosey that
whenever we get to it, but whenever we
get our systems all implemented at the end
of this year and we see what we have in
terms of how many records need to be
transferred over, then we will be setting
some expectations and some guidelines on
those. Thank you, Madam Chairperson.
Chairperson: Thank you, Ms. Stockley.
Mr. Mikkungwak.
Mr. Mikkungwak: Thank you, Madam
Chairperson. Again to the Department of
Health. In her report the Information and
Privacy Commissioner recommends that
“the Health Records office and operations
be reviewed to determine improvements

ᓄᓇᓖᑦ ᐸᐃᑉᐹᖏᓐᓇᕐᓂ ᐊᑐᖃᑦᑕᕐᖓᑕ,
ᐊᐅᓪᓛᖅᑎᕆᕙᓪᓕᐊᒐᓗᐊᕆᓪᓗᑎᑦᑕᐅᕐᖏᓛᒃ.

ᑕᐃᒪ ᐅᖃᓚᐅᕋᒪ ᐃᑉᐸᔅᓴᖅ
ᐋᓐᓂᐊᖃᕐᓇᓐᖏᑦᑐᓕᕆᔨᒃᑯᑦ ᑐᒃᓯᕋᐅᑎᓕᐅᓚᐅᖅᓯᒪᔪᑦ
ᓴᖅᑮᒍᒪᓪᓗᑎᒃ, ᐊᒻᒪᓗ ᑲᑎᒪᔨᓄᑦ ᐊᖏᖅᑕᐅᖃᑦᑕᔪᓪᓗᑕ
ᐃᖅᑲᓇᐃᔭᖅᑎᓂᒃ ᓴᖅᑮᑲᓐᓂᕈᒪᑎᓪᓗᑕ ᐸᐃᑉᐹᓂᒃ
ᐊᐅᓪᓛᖅᑎᕆᒐᔭᖅᑐᓂᒃ ᖃᕋᓴᐅᔭᒧᑦ.

ᑭᓯᐊᓂᓕ ᐊᑕᐅᓯᑐᐊᖅ
ᖃᕋᓴᐅᔭᒦᑦᑐᐃᓐᓇᕈᕈᓐᓇᔾᔮᓛᓐᖏᑦᑐᑦ
ᐋᓐᓂᐊᕕᓕᒫᕌᓗᐃᑦ ᑕᕝᕗᖓ
ᒪᓕᔅᓯᖅᑎᑕᐅᓚᐅᖅᑎᓐᓇᒋᑦ. ᑲᒥᓯᓇ ᐅᖃᖅᑲᐅᒻᒪᑦ
ᐊᕐᕌᒍᒐᓚᓐᓂᒃ ᓴᖅᑭᖅᑕᐅᒐᔭᕐᖓᑦ, ᐃᓱᒪᔪᒍᓪᓕ ᐊᕐᕌᒍᓂᑦ
ᑕᓪᓕᒪᓂ ᐱᔭᕇᕋᓱᓐᓂᐊᖅᑕᕗᑦ. ᑕᒪᒃᑯᐊᓗ
ᓄᓇᓕᕋᓛᖑᓂᖅᓴᐃᑦ ᐊᕐᕌᒍᓂᑦ 6-ᓂᑦ,
ᓂᕈᐊᖅᑕᐅᓯᒪᕕᐅᔪᐃᑦ ᐊᓯᕗᑦ ᑲᓇᑕᒥ 6-ᓂᑦ ᐊᕐᕌᒍᓂᑦ
ᐱᓕᕆᐊᖃᕋᓱᔅᓯᒪᓕᕐᖓᑕᓕ,
ᐊᐅᓪᓛᖅᑎᕆᒐᓱᐊᖅᓯᒪᓕᕐᖓᑕ.

ᓴᖅᑭᑦᑕᐅᑎᒋᔾᔮᓐᖏᑦᑐᖅ, ᐱᔭᕆᐊᑭᑦᑐᑯᓘᔮᓐᖏᑦᑐᖅ,
ᑭᓯᐊᓂᓕ ᖃᕋᓴᐅᔭᒦᑦᑐᐃᓐᓈᓘᓕᖅᑲᑕ ᐊᒻᒪᓗ ᐊᕐᕌᒍ
ᑖᓐᓇ ᐃᓱᓕᑉᐸᑦ ᖃᑦᑎᓂᒃ ᖃᐅᔨᒍᑦᑕ
ᐱᔭᕇᕈᓐᓇᖅᓯᒪᔪᒍᑦ, ᖃᐅᔨᑦᑎᐊᕈᓐᓇᖅᓯᓛᖅᑐᒍᑦ ᖃᓄᖅ
ᐊᑯᓂᐅᑎᒋᓂᐊᕐᒪᖔᖅ ᑕᒪᓐᓇ, ᑖᓐᓇ ᐊᓂᒍᓚᐅᖅᑎᓪᓗᒍ
ᐊᕐᕌᒍ. ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ.

ᐃᒃᓯᕙᐅᑕᖅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᒥᔅ ᓯᑖᒃᓕ. ᒥᔅᑕ
ᒥᑭᓐᖑᐊᖅ.

ᒥᑭᓐᖑᐊᖅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ.
ᐋᓐᓂᐊᖃᕐᓇᓐᖏᑦᑐᓕᕆᔨᒃᑯᓄᒃᑲᓐᓂᖅ,
ᐅᓂᒃᑳᓕᐊᒥᓂᖓᓂᑦ ᑐᓴᐅᒪᔾᔪᑎᓕᕆᓂᕐᒧᑦ,
ᑲᓐᖑᓇᖅᑐᓕᕆᓂᕐᒧᓪᓗ ᑲᒥᓯᓇ ᐊᑐᓕᖁᔭᓕᐅᖅᓯᒪᒻᒪᑦ,
ᑖᒃᑯᐊ ᐸᐃᑉᐹᓕᕆᕕᖏᑦ, ᐸᐃᑉᐹᓂ ᑐᖅᑯᖅᓯᒪᕕᖏ
ᐋᓐᓂᐊᖃᕐᓇᓐᖏᑦᑐᓕᕆᔨᒃᑯᑦ ᕿᒥᕐᕈᔭᐅᖁᔭᐅᓪᓗᑎᒃ
ᐋᖅᑭᒋᐊᖅᑕᐅᒍᓐᓇᖏᒃᑲᓗᐊᕐᒪᖔᑕ
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that can be made to security of the paper
files.” Can you clarify if your department
will be conducting this review and, if so,
when do you expect to begin this review?
Thank you, Madam Chairperson.
Chairperson: Thank you, Mr.
Mikkungwak. Ms. Stockley.
Ms. Stockley: Thank you, Madam
Chairperson. Yes, that is in process. The
first piece of that we put in place was to
have the restricted access to the medical
records area that I described a little while
ago. That’s an important feature to make
sure that the records are secure and that
only people with a requirement or a
clinical need to see those records can
access them. The next piece that needs to
be developed now is the actual tracking
system for those paper records. Thank
you, Madam Chairperson.
Chairperson: Thank you, Ms. Stockley.
Mr. Mikkungwak.
Mr. Mikkungwak (interpretation): Thank
you very much, Madam Chairperson. My
question will be directed to the
Department of Health again.
In her report the Information and Privacy
Commissioner recommends that the
hospital “develop and disseminate
informational brochures, posters and other
educational materials for the general
public outlining their rights with respect to
access to their own personal health
information and with respect to
appropriate collection, use and disclosure
of their PHI and how they can address
concerns about these things.”
Can you clarify if your department will be
conducting this public education campaign
and, if so, when do you expect to begin

ᑕᑯᔭᐅᑐᐃᓐᓇᕆᐊᖃᕐᓂᖏᑦ ᐸᐃᑉᐹᑦ ᑭᒃᑯᑐᐃᓐᓇᕐᓄᑦ
ᑕᑯᔭᕆᐊᖃᓐᖏᑦᑐᓄᑦ. ᓇᓗᓇᐃᖅᓯᒍᓐᓇᖅᑭ
ᐋᓐᓂᐊᖃᕐᓇᓐᖏᑦᑐᓕᕆᔨᒃᑯᑦ
ᕿᒥᕐᕈᒋᐊᑦᑎᐊᕐᓂᐊᕋᓗᐊᕐᒪᖔᑖ? ᐊᒻᒪᓗ ᐄ-ᖑᑉᐸᑦ
ᖃᖓ ᕿᒥᕐᕈᒋᐊᖅᐸᓪᓕᐊᒍᓐᓇᖅᓯᓛᖅᑐᒋᕕᓯ?
ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ.

ᐃᒃᓯᕙᐅᑕᖅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᒥᔅᑕ ᒥᑭᓐᖑᐊᖅ. ᒥᔅ
ᓯᑖᒃᓕ.

ᓯᑖᒃᓕ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ. ᑖᓐᓇ
ᐱᓕᕆᐊᕆᕙᓪᓕᐊᔭᕗᑦ, ᓯᕗᓪᓕᖅᐹᖓ ᐋᖅᑭᒃᓯᒪᔭᕗᑦ
ᑭᒃᑯᑐᐃᓐᓇᕐᓄᑦ ᐃᓯᖅᑕᐅᒋᐊᖃᕈᓐᓃᑎᑦᑐᑎᒍ
ᐸᐃᑉᐹᑯᕕᕗᑦ, ᑐᖅᑯᐃᕕᒋᖃᑦᑕᖅᑕᕗᑦ ᑕᐃᒃᑯᐊ
ᑕᑯᔭᐅᒍᓐᓇᖏᒃᑲᓗᐊᕐᒪᖔᑕ ᖃᐅᔨᒪᑦᑎᐊᕋᓱᑦᑐᑕ.
ᑕᐃᒃᑯᐊᑐᐊᖅ ᐋᓐᓂᐊᕕᓕᐊᖅᑐᖃᕋᐃᑉᐸ
ᑕᑯᔭᐅᖃᑦᑕᕈᓐᓇᕐᓗᑎᑦ ᑭᓯᐊᓂ, ᐊᒻᒪ
ᒪᓕᔅᓱᐊᑕᐅᑦᑎᐊᕆᐊᖃᕐᒥᒻᒪᑕ
ᑎᑎᖅᑐᐃᕕᖃᕆᐊᖃᕐᒥᒐᑦᑕ ᑭᒃᑯᓐᓄᑦ ᑕᑯᔭᐅᓐᓂᕐᒪᖔᑕ,
ᖃᖓᓗ. ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ.

ᐃᒃᓯᕙᐅᑕᖅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᒥᔅ ᓯᑖᒃᓕ. ᒥᔅᑕ
ᒥᑭᓐᖑᐊᖅ.

ᒥᑭᓐᖑᐊᖅ: ᒪ`ᓇᓪᓗᐊᕕᒃ, ᐃᒃHᐃᕙᐅᑕᖃᖅᑑᖅ.
ᐋᓐᓂᐊᖅᑐᓕᕆᔨᒃᑯᓐᓄᑲᓐᓂᖅ.

ᑖᑉᑯᓇᓂ ᑎᑎᖅᑲᓂ ᑖᒃᑯᐊ ᑲᓐᖑᓇᖅᑐᓕᕆᔨᒃᑯᑦ
ᑎᓕᐅᕆᓯᒪᒻᒪᑦ ᐋᓐᓂᐊᕐᕕᒻᒧᑦ
ᐋᖅᑭᒃHᐅᐃHᐃᒪᖁᔨᓪᓗᑎᒃ, ᐊᒻᒪᓗ
HᐊᖅᑭᐅᒪᖁᔨHᐃᒪᑉᓗᑎᒃ ᑐᑭHᐃᕚᓪᓕᕈᑎᔅᓴᓂᒃ, ᐊᒻᒪᓗ
ᑎᑎᖅᑲᕐᔪᐊᕐᓂᑦ ᑐᑭᓯᕚᓪᓕᕈᑕᐅᒍᓐᓇᖅᑐᓂᑦ ᐃᓄᓐᓄᑦ
ᐋᓐᓂᐊᕐᕕᓕᐊᖅᐸᑦᑐᓄᑦ, ᐱᔪᓐᓇᐅᑎᖃᕐᒪᑕ
ᑕᑯHᐊᕈᒪᓐᓂᕈᓂᒃ ᐃᒻᒥᓂᒃ ᑎᑎᖅᑲᐅᑎᒋᔭᐅᔪᓂᒃ
ᐋᓐᓂᐊᕐᕕᓕᐊᖅᑕᕐᓂᑯᖏᓐᓄᑦ,
ᑲᑎᖅHᐅᖅᑕᐅHᐃᒪᔪᓂᓪᓗ
ᑐᑭHᐃᕚᓪᓕᖅᑑᓪᓗᐊᕐᓂᐊᕐᒪᑕ, ᑐᑭHᐃᐅᒪᓂᐊᕐᒪᑕᓗ
ᐋᓐᓂᐊᓂᖏᑦ, ᐅᕝᕙᓘᓐᓃᑦ ᑎᒥᖏᑦ ᖃᓄᐃᓐᓂᕐᒪᖔᑕ,
ᐊᒻᒪᓗ ᑕᒪᒃᑯᐊ ᖃᓄᖅ ᑲᒪᒋᔭᐅᕙᓪᓕᐊᒻᒪᖔᖅ.
ᓇᓗᓇᐃᔭᐃᔫᓪᓗᐊᐱᑦ ᐱᓕᕆᕝᕕᒋᔭᓯ ᑕᒪᔅᓱᒥᖓ
ᐋᖅᑭᒃHᐅᐃᕙᓪᓕᐊᒻᒪᖔᑕ? ᑐᑭHᐃᐅᒪᕚᓪᓕᖁᓪᓗᒋᑦ
ᐃᓄᐃᑦ ᐋᓐᓂᐊᕐᕕᓕᐊᖅᑕᖅᑐᐃᑦ ᑕᒪᔅᓱᒥᖓ
ᐱᔪᓐᓇᐅᑎᒥᒃ ᐱᑕᖃᕋᓗᐊᕐᒪᑦ, ᖃᓄᖅ ᑕᒪᓐᓇ
ᐱᓕᕆᐊᕆᕙᓪᓕᐊᓂᐊᖅᐱHᐅᒃ? ᖃᖓᒍᓪᓗ
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this campaign? Thank you, Madam
Chairperson.

Hᐊᖅᑭᓐᓂᐊᖅᐸ? ᒪ`ᓇ, ᐃᒃHᐃᕙᐅᑕᖃᖅᑑᖅ.

Chairperson: Thank you, Mr.
Mikkungwak. Ms. Stockley.

ᐃᒃᓯᕙᐅᑕᖅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᒥᔅᑕ ᒥᑭᓐᖑᐊᖅ. ᒥᔅ
ᓯᑖᒃᓕ.

Ms. Stockley: Thank you, Madam
Chairperson. That important issue is
actually being covered off in two ways
right now. We have drafted a patient’s bill
of rights that is going through the approval
processes in the department right now.
That will include everything from a
patient’s right to have their culture
respected, to be treated with respect, to
their rights with regard to their privacy.

ᓯᑖᒃᓕ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ. ᑖᓐᓇ
ᐱᒻᒪᕆᐅᔪᖅ ᒫᓐᓇ ᑲᒪᒋᔭᐅᓇᓱᑦᑐᖅ ᒫᕐᕉᓕᖅᑲᖓᔪᒥᓪᓕ
ᑕᐃᒪ ᑎᑎᕋᖅᐸᓪᓕᐊᓚᐅᕋᑦᑕ ᐃᓅᓕᓴᖅᑕᐅᔪᑦ
ᐱᔪᓐᓇᐅᑎᖏᓐᓂᑦ ᑖᓐᓇ ᐊᖏᖅᑕᐅᓇᓱᑉᐸᓪᓕᐊᓪᓗᓂ
ᐱᓕᕆᕝᕕᑦᑎᓐᓂᑦ ᐊᒻᒪᓗ ᐱᖃᓯᐅᔾᔨᓯᒪᓂᐊᖅᑐᖅ
ᐃᓅᓕᓴᖅᑕᐅᔫᑉ ᐱᔪᓐᓇᐅᑎᖏᑦ, ᐱᖅᑲᓯᖓᑦ
ᐃᓱᒪᒋᔭᐅᑦᑎᐊᖁᓪᓗᒍ ᐊᒻᒪᓗ ᐱᔪᓐᓇᐅᑎᖏᑦ
ᐃᒻᒥᒨᖓᔪᖁᑎᖏᓐᓄᑦ ᖄᒃᑲᓐᓂᐊᒍᑦ.

In addition to that, as I had mentioned
yesterday, we’re doing a full overview of
the Office of Patient Relations in terms of
policies, procedures, and information that
can be shared and provided to the public,
to the patient’s families, MLAs, and to
Nunavummiut. We expect that we will be
in a position to have that launched in
September of this year. Thank you,
Madam Chairperson.
Chairperson: Thank you, Ms. Stockley.
Next person on my list is Mr. Joanasie.
Mr. Joanasie: Thank you, Madam
Chairperson, and good morning. My first
question is going to be to the Office of the
Information and Privacy Commissioner. A
few times she has talked about the flow of
information at the hospital. I would just
like to get some insight from her
standpoint specifically as it relates to
implied and explicit consent.
For the viewers of Nunavut, if you go to
the hospital, there is admittance, then you
get seen by the nurse, and then eventually
by the doctor if it’s for an emergency.
There are certain points where you have to

ᐃᑉᐸᒃᓴᖅ ᐅᖃᐅᓯᕆᓚᐅᕋᒃᑯ ᕿᒥᕐᕈᕙᓪᓕᐊᕙᑦᑕᕗᑦ
ᒪᑯᐊ ᐊᑐᐊᒐᐃᑦ, ᒪᓕᒐᐃᑦ ᐊᒻᒪᓗ ᑐᓴᐅᒪᔾᔪᑏᑦ
ᓯᐊᕐᒪᖅᑎᑕᐅᔪᓐᓇᕐᓂᖏᑦ ᑕᖅᑲᐅᖓ ᐃᓚᔮᖏᓐᓄᑦ,
ᒪᓕᒐᓕᐅᖅᑎᓄᑦ, ᓄᓇᕗᒻᒥᐅᓄᓪᓗ ᐊᒻᒪᓗ ᓂᕆᐅᒋᔭᕗᑦ
ᑕᒪᓐᓇ ᐱᒋᐊᕋᔭᓐᖑᐊᖅᑐᓂ ᓯᑎᐱᕆᒥ ᑕᒫᓂ ᐊᕐᕌᒍᒥ.
ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ.

ᐃᒃᓯᕙᐅᑕᖅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᒥᔅ ᓯᑖᒃᓕ.
ᐊᑎᖁᑎᒃᑲ ᒪᓕᓪᓗᒋᑦ, ᒥᔅᑕ ᔪᐊᓇᓯ.

ᔪᐊᓇᓯ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᐃᑦᓯᕙᐅᑖᖅ.
ᐅᓪᓛᒃᑯᓪᓗ. ᓯᕗᓪᓕᖅᐹᒥᑦ, ᑖᒃᑯᐊ ᑲᓐᖑᓇᖅᑐᓕᕆᓂᕐᒧᑦ
ᑐᓴᐅᒪᔾᔪᑎᓕᕆᓂᕐᒧᓪᓗ ᑲᒥᓯᓇᒧᑦ ᐅᖃᐅᓯᖃᖃᑦᑕᖅᑐᓂ
ᒪᑯᐊ ᖃᐅᔨᒪᔾᔪᑏᑦ ᖃᓄᖅ ᐃᖏᕐᕋᓂᕆᖃᑦᑕᖅᑕᖏᓐᓂᑦ
ᐋᓐᓂᐊᕕᒻᒥ. ᑕᐃᒪ ᑐᑭᓯᔪᒪᒐᒪ ᖃᓄᕐᓕ
ᐃᓱᒪᒋᔭᖃᕐᒪᖔᖅ ᐱᔾᔪᑎᖃᓪᓚᑖᕐᓗᓂ ᒪᑐᒧᖓ
ᐊᖏᖅᓯᒪᓱᕆᑦᑎᓂᕐᒧᑦ.

ᑕᑯᓐᓈᖅᑐᓄᑦ ᓄᓇᕗᒻᒥᐅᓄᑦ ᑕᐃᒪ ᐋᓐᓂᐊᕕᓕᐊᕈᕕᑦ
ᐋᓐᓂᐊᓯᐅᖅᑎᒧᓪᓗ ᑕᑯᔭᐅᓗᑎᒃ, ᐃᒫᒃ
ᑐᐊᕕᕐᓇᖅᑐᖃᖅᑎᓪᓗᒍᓘᓐᓃᑦ ᑕᐃᒪ
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go to.

ᑕᕝᕘᓇ.

In your view what would be a good
practice as it relates to the current practice
now? Are there points in the flow of
information where you feel like they need
to have more explicit consent provided by
the patient in order for them to receive
sound privacy practice when they are
receiving their health care service?
(interpretation) I hope I was understood.
Thank you, Madam Chairperson.

ᑕᐅᑐᑦᑕᒃᑯᓪᓕ ᖃᓄᖅ ᐱᓕᕆᑦᑎᐊᕐᓂᐹᖑᔭᖃᖅᐸᑦ ᒫᓐᓇ
ᐊᑐᖅᑕᐅᖃᑦᑕᖅᑐᖅ ᑕᑯᓗᒍ? ᑕᐃᒪ ᖃᖓᒃᑯᒃᑭᐊᖅ
ᑕᕝᕙᓂ ᐃᓗᐊᓂ ᐄ, ᑕᒪᓐᓇ ᑐᓴᐅᒪᔾᔪᑏᑦ
ᐃᖏᕐᕋᕙᓪᓕᐊᑎᓪᓗᑎᒍᑦ ᐃᒪᓐᓇ
ᓇᓗᓇᓐᖏᓐᓂᖅᓴᐅᔪᒥᑦ ᐊᖏᖅᓯᒪᔪᓐᓇᕐᒪᖔᖅ
ᐃᓅᓕᓴᖅᑕᐅᔪᖅ ᑖᓐᓇ ᐃᒪᓐᓇ ᑎᒍᓯᔪᓐᓇᖁᓪᓗᒋᑦ,
ᐃᒪᓐᓇ ᐃᒻᒥᒎᖓᔪᖁᑎᖏᑦ ᐱᓕᕆᑦᑎᐊᕐᓂᕋᓗᐊᖅᐸᖃᐃ
ᑖᓐᓇ ᐃᓅᓕᓴᖅᑕᐅᑎᓪᓗᒍ? (ᑐᓵᔨᑎᒎᕈᓐᓃᖅᑐᖅ)
ᖁᔭᓐᓇᒦᒃ, ᐃᑦᓯᕙᐅᑖᖅ.

Chairperson: Thank you, Mr. Joanasie.
Ms. Keenan Bengts.

ᐃᒃᓯᕙᐅᑕᖅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᒥᔅᑕ ᔪᐊᓇᓯ. ᒥᔅ
ᑮᓇᓐ ᐸᐃᖕᔅ.

Ms. Keenan Bengts: Thank you, Madam
Chairperson. Yes, I think you are.
The flow of health information, when a
patient goes in, they have an idea in their
head and they know they’re going to have
to give certain information to the
receptionist in order to see the nurse or in
order to see the doctor. For most people or
most laypeople who don’t deal with the
health system on a day-to-day basis, that’s
probably where they think it ends, but it’s
not. The doctor then sends off orders for
blood work, so the lab does the blood
work and sends the information back.
There may be clerical people in the
meantime that deal with that information.
For prescriptions it’s the same sort of
thing.
Many people in Nunavut get referred to
southern Canada to hospitals and medical
facilities in southern hospitals. That’s a
flow of information. Right now under our
current legislation, most of that flow of
information is not fully in accordance with
the Act because the Act allows the
information to be used for the purpose it
was collected, i.e., I went in and had a
broken leg. That’s what it can be used for,

ᑮᓇᓐ ᐸᐃᖕᔅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ. ᐄ,
ᑐᑭᓯᓇᖅᑐᑎᑦ.

ᐄ, ᑕᒪᒃᑯᐊ ᐃᖏᕐᕋᕙᓪᓕᐊᓂᖏᑦ ᑐᓴᐅᒪᔾᔪᑏᑦ, ᑕᐃᒪᓕ
ᐃᓅᓕᓴᖅᑕᐅᔪᖅ ᐃᓯᖅᐸᑦ ᐃᓱᒪᒥᒍᓪᓗ ᖃᐅᔨᒪᓗᓂ
ᐃᒪᓐᓇ ᐅᖃᐅᑎᔭᕆᐊᖃᕐᓂᐊᕐᒪᒍ ᑖᓐᓇ ᐃᓯᖅᑎᑦᑎᔨ
ᐋᓐᓂᐊᓯᐅᖅᑎᒥᑦ, ᓘᑦᑖᒥᓪᓘᓐᓃᑦ ᑕᑯᔪᒪᒍᓂ.
ᐅᓄᕐᓂᖅᓴᓄᑦ ᒪᑯᓄᖓᑐᐃᓐᓇᖅ
ᐋᓐᓂᐊᖅᑐᓕᕆᖃᑦᑕᖏᑦᑐᓄᑦ ᐅᓪᓗᑕᒫᑦ. ᑕᐃᒪᓐᓇ
ᐃᓱᓕᑦᑐᕆᑦᑎᖃᑦᑕᕐᒪᑕ ᑭᓯᐊᓂ ᑕᐃᒪᐃᓐᖏᒻᒪᑦ. ᐄ,
ᑕᐃᒪᓕ ᓘᑦᑖᖅ ᑎᓕᓯᔾᔪᑎᒥᓂᒃ ᑐᓂᓯᓲᖅ ᓲᕐᓗ
ᐊᐅᖏᖅᑕᐅᖁᔨᓗᓂ. ᖃᐅᔨᓴᕐᕕᖓᑦ ᑕᐃᓐᓇ
ᐅᑎᖅᑎᑦᑎᓗᑎᒃ ᖃᐅᔨᒪᔾᔪᑎᓂᒃ ᑎᑎᕋᖅᐸᓪᓕᐊᔪᓄᑦ
ᑖᒃᑯᓂᖓ ᑲᒪᓕᕆᓪᓗᑎᒃ ᑐᓴᐅᒪᔾᔪᑎᓂᒃ, ᓲᕐᓗ
ᐄᔭᒐᖅᑖᖅᑐᓄᑦ ᑕᐃᒪᓐᓇ ᓱᓕ.

ᐅᓄᖅᑐᑦ ᓄᓇᕗᒻᒥ ᖃᓪᓗᓈᓄᑦ ᐊᐅᓪᓚᖅᑎᑕᐅᓲᖑᒻᒪᑕ
ᐋᓐᓂᐊᕕᓐᓄᑦ ᐃᓅᓕᓴᐃᕝᕕᓐᓄᓪᓗ ᑖᓐᓇ
ᖃᐅᔨᒪᔾᔪᑎᖏᑦ ᒫᓐᓇᐅᔪᕐᓕ ᐱᖁᔭᐃᑦ ᑕᑯᓪᓗᒋᑦ
ᐅᓪᓗᒥᐅᔪᖅ ᐅᓄᕐᓂᖅᓴᐃᑦ ᐃᖏᕐᕋᕙᓪᓕᐊᓂᖏᑦ
ᒪᓕᒃᓯᒪᑦᑎᐊᑯᓗᓐᖏᒻᒪᑦ ᐱᖁᔭᕐᒥᑦ, ᐃᒪᓐᓇ
ᐊᑐᖅᑕᐅᔪᓐᓇᖁᓪᓗᒋᑦ ᓄᐊᑦᑕᐅᔾᔪᑏᑦ. ᓲᕐᓗ
ᓂᐅᖏᓪᓕᓯᒪᒍᒪ ᐃᒪᓐᓇ ᐊᑐᖅᑕᐅᔪᓐᓇᕐᒪᑕ, ᓲᕐᓗ
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to deal with that broken leg, but that’s not
all doctors look at. They look at your
medical history; they look at everything
else. In reality that’s contrary to our Act
right now.

ᓂᐅᖏᓪᓕᓯᒪᔪᒥᑦ ᑲᒪᔾᔪᑎᒋᓗᒍ.
ᓘᑦᑖᑦ ᑖᒃᑯᓂᖓᑐᐊᖅ ᑕᑯᓇᓲᖑᒻᒪᑕ
ᖃᓄᐃᓐᓂᕆᖃᑦᑕᖅᓯᒪᔭᖏᓐᓂᓪᓗ ᕿᒥᕐᕈᐊᓲᖑᒻᒪᑕ
ᐱᓪᓚᑦᑖᖅᑐᒥᓪᓕ ᑖᓐᓇ ᓱᕋᐃᒻᒪᑦ ᐱᖁᔭᖁᑎᑦᑎᓐᓂᑦ
ᒫᓐᓇ.

Under a Health Information Act, all of that
travel back and forth of medical
information that is necessary to treat the
patient for that thing that they presented
for, there’s an implied consent for it. You
walk in and a doctor can rely on the fact
that the patient is consenting to all of that
transfer of information. It’s a very
complicated system. I tried once to map
how many people would have seen my
personal information for one single visit
and I think I gave up at about 50.

ᑖᓐᓇ ᐋᓐᓂᐊᖃᕐᓇᓐᖏᑦᑐᓕᕆᔨᒧᑦ ᑐᓴᐅᒪᔾᔪᑎᓄᑦ
ᒪᓕᒐᖓᓂ ᑕᒪᓐᓇ ᓇᓪᓕᐊᓐᓄᕋᕐᓂᖏᑦ ᑐᓴᐅᒪᔾᔪᑏᑦ,
ᑖᓐᓇ ᐃᓅᓕᓴᖅᑕᐅᔪᓐᓇᖁᓪᓗᒍ. ᑕᐃᑯᓐᖓᕈᑎᔅᓴᓂᑦ
ᐃᒪᓐᓇᐊᖏᖅᓯᒪᔪᑐᑦ ᐃᓱᒪᒋᔭᐅᑲᐅᑎᒋᖃᑦᑕᕐᒪᑦ
ᑕᐃᒪᓐᓇ ᓘᑦᑖᖅ ᑐᓐᖓᕕᖃᕈᓐᓇᕐᒪᑦ ᑖᓐᓇ
ᐃᓅᓕᓴᖅᑕᐅᔪᖅ ᑖᒃᑯᓂᖓᓕᒫᖅ ᐊᖏᖅᓯᒪᓱᕆᓪᓗᓂᐅᒃ.
ᓯᐊᒻᒪᖅᑎᖅᑕᐅᓂᖏᓐᓄᑦ ᑐᓴᐅᒪᔾᔪᑎᑦ. ᑕᒪᓐᓇ
ᐱᔭᕆᑐᔪᒻᒪᕆᐅᒻᒪᑦ ᐃᓗᓕᑯᓘᔭᖏᑦ
ᐆᑦᑐᕋᓱᓚᐅᖅᓯᒪᒐᓗᐊᕐᒥᒻᒪᑦ ᖃᑦᑎᓂᒃ
ᑕᑯᔭᐅᖃᑦᑕᕐᒪᖔᑕ ᐃᒻᒥᒨᖓᔪᑦ ᓴᐱᓕᓚᐅᖅᓯᒪᒐᒪ 50ᒧᑦ ᑎᑭᒃᑲᓗᐊᖅᑐᖓ.

It’s the wording of the Act that is the
problem here because the ATIPP Act is
not meant for a clinical setting; it’s meant
for general government activity. I hope
that answers your question. Thank you,
Madam Chairperson.

ᑖᓐᓇ ᐅᖃᐅᓯᖅᑕᖏᑦ ᐱᖁᔭᕐᒧᑦ
ᐃᓗᐊᓐᖏᓕᐅᕈᑎᒋᒻᒪᑕ, ᑖᓐᓇ ᑲᓐᖑᓇᖅᑐᓕᕆᓂᕐᒧᑦ
ᐱᖁᔭᖅ ᐃᒻᒥᒨᖓᔪᓄᓪᓗ ᒪᑯᓄᖓ ᒐᕙᒪᒃᑯᓐᓄᓕᒫᖅ
ᐱᓕᕆᓂᖏᓐᓄᑦ ᑐᕌᖓᒻᒪᑦ. ᑭᐅᔭᔅᓴᕆᒐᓗᐊᖅᐸᒋᑦ.
ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ.

Chairperson: Thank you, Ms. Keenan
Bengts. Just before I go on to Mr.
Joanasie, there have been times when you
go to the pharmacy, for example, and they
ask, “What’s your birth date?” and there
are lots of people all around. Do you work
with the pharmacies so that they can, as an
example, just for them to become more
sensitive over privacy and what that really
means in a public setting? Thank you. Ms.
Keenan Bengts.
Ms. Keenan Bengts: Thank you, Madam
Chairperson. Again, I have two things.
One is whether you are working with a
public sector pharmacy or a private sector
pharmacy.
Private sector pharmacies are covered by
PIPEDA and they have to follow the rules

ᐃᒃᓯᕙᐅᑕᖅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᒥᔅ ᑮᓇᓐ ᐸᐃᖕᔅ.
ᑲᔪᓯᒋᐊᒃᑲᓐᓂᓚᐅᓐᖏᓂᓐᓂ ᒥᔅᑕ ᔪᐊᓇᓯᒧᑦ, ᐃᓛᓐᓂᒃᑯᑦ
ᐃᔭᒐᖅᑖᕐᕕᓕᐊᕈᕕᑦ ᓲᕐᓗ ᐊᐱᖅ, ᖃᖓ ᐃᓅᕕᖃᕋᕕᑦ,
ᐃᓄᒋᐊᒃᑐᒦᑦᑐᓂᓗ? ᐃᔭᒐᖅᑖᕐᕖᑦ ᐱᓕᕆᖃᑎᒋᓲᕆᕕᒌ?
ᑐᑭᓕᐅᑎᓗᒍ ᐃᒪᓐᓇ ᐃᑉᐱᒍᓱᓐᓂᖅᓴᐅᖁᓗᒋᑦ ᐃᒪᓐᓇ
ᐃᒻᒥᒨᖓᔪᓂᑦ ᖃᓄᕐᓗ ᑐᑭᖃᓪᓚᕆ, ᓲᕐᓗ
ᐃᓄᒋᐊᒃᑐᓃᓪᓗᓂ. ᖁᔭᓐᓇᒦᒃ. ᒥᔅ ᑮᓇᓐ ᐸᐃᖕᔅ.

ᑮᓇᓐ ᐸᐃᖕᔅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ. ᑕᐃᒫᒃ
ᓱᓕ, ᒪᕐᕉᒃ ᓯᕗᓪᓕᖅ ᐱᓕᕆᒍᕕᑦ ᐄᔭᒐᖅᑖᕐᕕᒻᒥ
ᐅᕝᕙᓘᓐᓃᑦ ᓇᒻᒥᓂᕆᔭᐅᔪᒥᒃ.

ᑖᒃᑯᐊ ᓇᒻᒥᓂᕆᔭᐅᔪᑦ ᐄᔭᒐᖅᑖᕐᕖᑦ ᒪᓕᒐᑎᒍᑦ
ᐊᐅᓚᑕᐅᒻᒪᑕ ᒪᓕᒋᐊᖃᖅᑐᑎᓪᓗ ᑕᐃᒃᑯᐊ ᒪᓕᒐᖏᓐᓂᒃ
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of PIPEDA in terms of privacy and
protecting the privacy of individuals.
Public sector pharmacies, as exist in
Nunavut, need to follow the same rules as
all other government agencies. They
should be following good information
practices. It means having the right
security measures and the right policies in
place for dealing with people. It means
that they should be aware that when
somebody comes to the counter and they
need to identify who they are for the
purpose of filling their prescription, they
need to have the right physical security in
place so that not everyone in the room
hears that sort of information.

ᐃᒻᒥᒨᖓᔪᓄᑦ ᓴᐳᒻᒥᔭᐅᔾᔪᑎᖏᓐᓂ.

ᒪᑯᐊᓕ ᒐᕙᒪᒃᑯᓐᓂᑦ ᐄᔭᒐᖅᑖᕐᕕᖁᑎᒋᔭᐅᔪᑦ ᓲᕐᓗ
ᓄᓇᕗᑦᒥ, ᒪᓕᒐᐊᖃᕋᓗᐊᕐᒥᒻᒪᑕ ᑖᒃᑯᓂᖓᔅᓴᐃᓐᓇᖅ
ᒪᓕᒐᕐᒥᑦ. ᒐᕙᒪᒃᑯᑦ ᑎᒥᖁᓕᒫᖏᑦ,
ᑕᐃᒪᓐᓇᐅᒻᒥᒻᒪᑦᑕᐅᖅ ᒪᓕᒋᐊᖃᕐᒥᔫᒐᓗᐊᑦᑕᐅᖅ
ᐃᒻᒥᒨᖓᔪᓄᑦ ᐱᓕᕆᐊᖑᔪᓂᑦ ᐃᒪᓐᓇ
ᐊᑦᑕᕐᓇᖅᑐᒦᖁᓇᒋᑦ ᐊᑐᐊᒐᕐᓂ ᐃᓕᓯᓯᒪᔭᕆᐊᓖᑦ
ᐃᓄᓐᓂᒃ ᐱᓕᕆᐊᖃᕈᑎᒃ, ᐅᔾᔨᕈᓱᒋᐊᖃᕐᒪᑕ. ᑕᐃᒪ
ᐅᐸᒃᑕᐅᒍᑎᒃ ᓇᓗᓇᐃᖅᓯᔭᕆᐊᖃᖅᑐᑎᓪᓗ ᑭᓇᐅᒻᒪᖔᖅ
ᑖᓐᓇ ᐃᔭᒐᖅᑖᕋᓱᑦᑐᖅ. ᐃᒪᓐᓇᓗ
ᐊᑐᐃᓐᓇᑐᐃᓐᓇᐅᖁᓇᒋᑦ ᑭᒃᑯᓕᒫᓂ ᑐᓴᖅᑕᐅᖁᓇᒋᑦ
ᑖᒃᑯᐊ.

It’s thinking about what you’re doing and
it’s not always obvious, but you have to
think about what you’re doing and how
you’re doing it to protect that privacy.
Thank you.

ᐃᒪᓐᓇ ᐃᓱᒪᒋᑦᑎᐊᕐᓗᒍ ᖃᓄᐃᓕᐅᕐᓂᕆᔭᐃᑦ, ᐃᒪᓐᓇ
ᑕᑯᔅᓴᐅᖏᓐᓇᐅᔭᓐᖏᑦᑑᒐᓗᐊᖅ ᑭᓯᐊᓂ
ᐃᓱᒪᒌᓐᓇᐅᔭᕆᐊᖃᕋᕕᐅᒃ ᖃᓄᐃᓕᐅᕐᓂᕆᔭᐃᑦ
ᓴᐳᒻᒥᓇᓱᓪᓗᒋᑦ ᐃᒻᒥᒨᖓᔪᖁᑎᖏᑦ. ᖁᔭᓐᓇᒦᒃ.

Chairperson: Thank you, Ms. Keenan
Bengts. I think the ones I was speaking
about are both privately owned, so I’m not
too sure who oversees them when it comes
to privacy issues. Ms. Keenan Bengts.

ᐃᒃᓯᕙᐅᑕᖅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᒥᔅ ᑮᓇᓐ ᐸᐃᖕᔅ.
ᑕᐃᒪ ᐅᖃᐅᓯᕆᕋᑖᖅᑕᐃᑦ, ᓇᒻᒥᓂᕆᔭᐅᔪᐃᓐᓇᐅᖅᑰᕐᒪᑕ
ᑭᓯᐊᓂ ᖃᐅᔨᒪᓪᓚᑦᑖᖏᒻᒪᑕ ᑭᒃᑯᓐᓂ
ᓇᐅᑦᑎᖅᓱᖅᑕᐅᖃᑦᑕᕐᒪᖔᑕ ᐃᒻᒥᒨᖓᔪᖁᑎᖏᑦ
ᐱᓕᕆᑎᓪᓗᒋᑦ. ᒥᔅ ᑮᓇᓐ ᐸᐃᖕᔅ.

Ms. Keenan Bengts: Thank you, Madam
Chairperson. If there were a complaint to
be made, it would be made to the federal
privacy commissioner. Thank you.

ᑮᓇᓐ ᐸᐃᖕᔅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ.
ᑕᐃᒪᓕ ᐅᓐᓂᕐᓗᒃᑐᖃᕐᓂᖅᐸᑦ ᑖᔅᓱᒧᖓ
ᑲᓐᖑᓇᖅᑐᓕᕆᓂᕐᒧᑦ ᑲᒥᓯᓇᒧᑦ ᐅᖃᐅᓯᐅᔭᕆᐊᓖᑦ.
ᖁᔭᓐᓇᒦᒃ.

Chairperson: Thank you, Ms. Keenan
Bengts. Ms. Keenan Bengts.

ᐃᒃᓯᕙᐅᑕᖅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᒥᔅ ᑮᓇᓐ ᐸᐃᖕᔅ. ᒥᔅ
ᑮᓇᓐ ᐸᐃᖕᔅ.

Ms. Keenan Bengts: Thank you, Madam
Chairperson. If I could just add to that,
that is another reason for health privacy
legislation because oversight of private
sector organizations such as pharmacies
could be included under that legislation so
that you wouldn’t have to go to Ottawa to
make a complaint. Thank you.

ᑮᓇᓐ ᐸᐃᖕᔅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ.
ᐃᓚᒃᑲᓐᓂᕈᓐᓇᕈᒃᑯ, ᐱᔾᔪᑎᒋᒃᑲᓐᓂᕐᒪᒍ ᑖᓐᓇ
ᐋᓐᓂᐊᖃᕐᓇᓐᖏᑦᑐᓕᕆᓂᕐᒧᑦ ᐃᒻᒥᒨᖓᔪᓂᒃ
ᓇᐅᑦᑎᖅᓱᖅᑕᐅᔭᕆᐊᖃᕐᓂᖏᑦ, ᓲᕐᓗ ᐃᔭᒐᖅᑖᕐᕖᑦ
ᐱᖃᓯᐅᔾᔭᐅᒍᓐᓇᕐᒪᖔᑕ ᐱᖁᔭᐅᑉ ᐃᓗᐊᓂ. ᐃᒪᓐᓇ
ᐋᑐᕚᓕᐊᓐᖏᒃᑲᓗᐊᕐᓗᑎ ᐅᓐᓂᕐᓗᒍᓐᓇᖁᓪᓗᑎᑦ.
ᖁᔭᓐᓇᒦᒃ.
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Chairperson: Thank you, Ms. Keenan
Bengts. Mr. Joanasie.
Mr. Joanasie (interpretation): Thank you,
Madam Chairperson. Thank you for the
response. On page 44 of your report you
indicate that most Canadian standalone
health information laws require that
“reasonable security arrangements” must
address… . Am I in the right place?

ᐃᒃᓯᕙᐅᑕᖅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᒥᔅ ᑮᓇᓐ ᐸᐃᖕᔅ.
ᒥᔅᑕ ᔪᐊᓇᓯ.

ᔪᐊᓇᓯ: ᖁᔭᓐᓇᒦᒃ, ᐃᑦᓯᕙᐅᑖᖅ ᖁᔭᓐᓇᒦᓪᓗ
ᑭᐅᒋᐊᕐᒪᑦ. ᑕᐃᒪ ᒪᑉᐱᒐᖅ 44-ᒥ ᓇᓗᓇᐃᖅᓯᑎᓪᓗᒋᑦ
ᑲᓇᑕᒥ ᐋᓐᓂᐊᖃᕐᓇᓐᖏᑦᑐᓕᕆᓂᕐᒧᑦ ᒪᓕᒐᖅ
ᐅᖃᖅᓯᒪᓂᕋᖅᑎᓪᓗᒋᑦ ᑐᑭᓯᒋᐊᕈᑎᔅᓴᓄᑦ ᒪᓕᒐᑦ
ᐱᑕᖃᕆᐊᖃᖅᑎᑦᑎᔪᑦ ᑕᒪᒃᑯᐊ ᐋᖅᑭᒃᓯᒪᔪᑕᐅᔪᑦ
ᐅᖃᐅᓯᐅᒋᐊᓖᑦ ᐱᖁᑏᑦ ᐊᑦᑕᕐᓇᔭᐃᒃᑯᑎᔅᓴᖏᓐᓄᑦ
ᐃᓚᐅᓗᑎᒃ ᐸᕐᓇᐅᑎᓂᒃ ᑭᒡᒍᑏᑦ ᓴᓗᒪᒋᐊᖃᕐᓂᖏᑦ.
ᑕᕝᕙᓃᒃᑲᓗᐊᖅᑯᖔ? ᑖᓐᓇᐅᒐᓗᐊᖅ?

In your view what is the hospital currently
doing well and what can it improve upon
in its efforts to make security
arrangements for personal health
information? Thank you, Madam
Chairperson.

ᑖᓐᓇ ᑲᒥᓯᓇᐅᑉ ᐃᓱᒪᒋᔭᖓᒍᑦ ᐋᓐᓂᐊᕖᑦ ᒫᓐᓇ ᑭᓱᓂᒃ
ᐊᐅᓚᑦᑎᑦᑎᐊᖅᐸᑦ ᐊᒻᒪᓗ ᓇᐅᒃᑯᑦ
ᐱᐅᓯᒋᐊᒃᑲᓐᓂᕈᓐᓇᖅᐸᑦ
ᐊᑦᑕᓇᔾᔭᐃᖅᓯᒪᑦᑎᐊᖅᓯᒪᓂᐊᕐᒪᑕ ᐃᒻᒥᒨᖓᔪᑦ
ᐋᓐᓂᐊᖃᕐᓇᓐᖏᖅᑐᓕᕆᓂᕐᒧᑦ ᑐᓴᐅᒪᔾᔪᑏᑦ? ᖁᔭᓐᓇᒦᒃ,
ᐃᑦᓯᕙᐅᑖᖅ.

Chairperson (interpretation): Thank you,
Mr. Joanasie. Ms. Keenan Bengts.

ᐃᒃᓯᕙᐅᑕᖅ: ᖁᔭᓐᓇᒦᒃ, ᒥᔅᑕ ᔪᐊᓇᓯ. ᒥᔅ ᑮᓇᓐ ᐸᐃᖕᔅ.

Ms. Keenan Bengts: Thank you, Madam
Chairperson. There are all sorts of security
measures, as pointed out in our report.

ᑮᓇᓐ ᐸᐃᖕᔅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ. ᐄ,
ᐊᔾᔨᒌᓐᖏᑯᓘᔭᕐᒪᑕ ᐊᑦᑕᕐᓇᖅᑐᒦᔾᔭᐃᒃᑯᑎᖓ ᑕᕝᕙᓂ
ᓇᓗᓇᐃᖅᓯᒪᒻᒪᑦ ᐅᓂᒃᑳᓕᐊᕆᓯᒪᔭᑦᑎᓐᓂᑦ.

There are physical security measures such
as soundproof interview rooms in the
hospital for gathering the admitting
information, for example. There are
administrative safeguards making sure the
appropriate policies and procedures are in
place and being enforced and monitored.
There are technological security measures
making sure the MEDITECH system is
secure and can’t be hacked, and
monitoring that and making sure that there
are audit functionalities so that they can
trace who looks at what when. All of those
standards need to be looked at.
The fact of the matter is that we found
lacking in many places; I wouldn’t say all
of those, but in many respects there could
be improvements. Let’s face it, nobody is
ever perfect. There’s always room for
improvement no matter how good you are.

ᐃᒪᓐᓇ ᑕᖏᓕᓐᓂᑦ ᓲᕐᓗ ᐃᒪᓐᓇ ᑐᓴᖅᓴᐅᓇᓐᖏᑦᑐᓂᒃ
ᐊᐱᖅᓱᕐᕕᖃᕐᓗᑎᒃ ᐋᓐᓂᐊᕕᒻᒧᑦ ᐃᓯᖅᐸᓪᓕᐊᔪᓄᑦ,
ᑕᒪᒃᑯᐊ ᐃᓯᖅᐸᓪᓕᐊᔾᔪᑎᖏᓐᓂᑦ ᐊᐱᖅᓱᖅᑕᐅᑎᓪᓗᒋᑦ
ᐊᒻᒪᓗ ᐸᐃᑉᐹᑎᒍᑦ ᐊᑦᑕᕐᓇᕐᔭᐃᒃᑯᑎᖃᕐᓗᑎᒃ ᐃᒪᓐᓇ
ᐊᑐᐊᖓᖅᑕᖃᕋᓗᐊᕐᒪᖔᖅ, ᒪᓕᒋᐊᓕᑦᑕᖃᕋᓗᐊᕐᒪᖔᑦ
ᐃᓕᓯᒪᔪᓂᒃ ᓇᐅᑦᑎᖅᓱᖅᑕᐅᕙᓪᓕᐊᔪᓐᓇᖅᑐᓂᒃ.
ᐃᖅᑲᓇᐃᔭᐅᑎᓄᑦ ᑕᒪᒃᑯᐊ ᖃᕋᓴᐅᔭᖅᑎᒎᖓᔪᑦ
ᑐᓴᐅᒪᔾᔪᑏᑦ ᐃᒪᓐᓇ ᑭᒃᑯᑐᐃᓐᓇᕐᓄᑦ
ᑕᑯᔭᐅᔪᓐᓇᖏᒃᑲᓗᐊᕐᒪᑕ, ᓇᐅᑦᑎᖅᓱᖅᐸᓪᓕᐊᓗᒋᓪᓗ
ᑕᒪᒃᑯᐊ ᑭᓪᓕᓯᓂᐊᖅᑕᐅᒐᔪᓐᓇᕐᓂᖏᓐᓄᑦ ᑭᒃᑯᑦ
ᕿᒥᕐᕈᐊᖅᓯᒪᒻᒪᖔᑕ ᖃᐅᔨᒪᔪᓐᓇᕐᓗᑎᒃ. ᑖᒃᑯᐊᓕᒫᑦ
ᑕᕝᕙ ᕿᒥᕐᕈᐊᖅᑕᐅᖃᑦᑕᕆᐊᖃᕐᒪᑕ.

ᐃᒪᓐᓇᐃᑦᑑᒻᒪᑦ ᖃᐅᔨᓚᐅᕋᑦᑕ ᐃᓚᑰᔾᔪᑎᓚᐅᖅᑐᑦ
ᐃᒪᓐᓇ ᐱᐅᓯᒋᐊᖅᑐᐃᓐᓇᐅᔪᓐᓇᖅᑑᒐᓗᐊᑦ ᐃᒪᓐᓇ
ᐱᐅᓪᓚᑦᑖᖅᑐᑯᓗᐃᓐᓇᖅᑕᖃᓐᖏᒥᒻᒪᑦ,
ᐱᐅᓯᕚᓪᓕᕈᓐᓇᖅᑐᐃᓐᓇᓕᒫᖑᒻᒪᑕ
ᐱᓕᕆᑦᑎᐊᖅᑐᒻᒪᕆᐅᒐᓗᐊᕈᕕᑦ.
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The idea behind this report was really to
identify that there are problems and what
those problems are so that we can start
working on them to improve them.
Actually today I’m somewhat encouraged
by the responses we have been seeing
from the Department of Health. They have
taken some steps and I understand more
steps are being taken.

ᑖᓐᓇ ᐃᓱᒪᒋᔭᐅᓯᒪᔪᖅ ᐅᓂᒃᑳᓕᐅᖅᑐᑕ
ᓇᓗᓇᐃᖅᓯᓇᓱᓚᐅᕋᑦᑕ ᐃᒪᓐᓇ
ᐃᓗᐊᓐᖏᓕᐅᕈᑎᑕᖃᕐᖓᑦ, ᑭᓱᓪᓗ
ᐃᓗᐊᓐᖏᓕᐅᕈᑕᐅᒻᒪᖔᑕ. ᐃᒪᓐᓇ
ᐱᓕᕆᐊᕆᒍᓐᓇᕐᓂᐊᕋᑦᑎᒍ ᐱᐅᓯᕚᓪᓕᖅᑎᓐᓇᓱᓪᓗᒋᑦ,
ᑕᐃᒪᓐᓇ ᑐᓴᕐᓂᕆᒐᒃᑯᓕ ᑭᐅᔾᔪᑕᐅᖃᑦᑕᕐᖓᑦ. ᑖᒃᑯᐊ
ᑭᑭᑕᐅᓯᒪᖅᑰᔨᖃᑦᑕᓚᐅᖅᑐᑦ
ᐋᓐᓂᐊᖃᕐᓇᓐᖏᑦᑐᓕᕆᔨᒃᑯᑦ ᐱᓕᕆᒃᑲᓂᕐᓂᐊᕐᒪᑕ
ᓱᓕᒎᖅ.

This is not something that’s going to
happen overnight. There’s a lot to be
done. All of the kinds of security that need
to be looked at have to be looked at and
improved over the next little while. Thank
you, Madam Chairperson.

ᑕᒪᓐᓇ ᐅᓐᓄᐊᖏᓐᓇᑯᓗᒃ ᐱᔭᕇᖅᑕᐅᔾᔮᓐᖏᒻᒪᑦ,
ᐱᔭᒃᓴᐃᑦ ᐅᓄᖅᑐᒻᒪᕆᐅᒻᒪᑕ. ᐄ, ᑖᒃᑯᐊ
ᐊᑦᑕᕐᓇᖅᑐᒦᔾᔭᐃᒃᑯᑎᖏᑦ
ᕿᒥᕐᕈᐊᖅᑕᐅᔪᐃᓐᓇᐅᔭᕆᐊᖃᕐᒪᑕ
ᐱᐅᓯᕚᓪᓕᖅᑎᑕᐅᓗᑎᓪᓗ ᑕᒫᓂ
ᖃᖓᑦᑎᐊᖑᓂᐊᖅᑐᒃᑯᑦ. ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ.

Chairperson: Thank you, Ms. Keenan
Bengts. Mr. Joanasie.

ᐃᒃᓯᕙᐅᑕᖅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᒥᔅ ᑮᓇᓐ ᐸᐃᖕᔅ.
ᒪᒥᐊᓇᖅ. ᒥᔅ ᔪᐊᓇᓯ.

Mr. Joanasie (interpretation): Thank you,
Madam Chairperson. I would also like to
ask a question to the Department of
Health.

ᔪᐊᓇᓯ: ᖁᔭᓐᓇᒦᒃ, ᐃᑦᓯᕙᐅᑖᖅ. ᐊᒻᒪᓗ
ᐋᓐᓂᐊᖃᕐᓇᓐᖏᑦᑐᓕᕆᔨᒃᑯᓐᓄᑦ ᐊᐱᖅᓱᕈᒪᔪᖓ.

In her report the Information and Privacy
Commissioner emphasizes the importance
of an employee’s oath to protect the
privacy and confidentiality of patients.
Can you indicate if the Department of
Health has any plans to develop a separate
“oath of office and secrecy” specifically
for hospital employees? Thank you,
Madam Chairperson.

ᑕᒪᒃᑯᐊ ᐃᖅᑲᓇᐃᔭᖅᑏᑦ ᓱᓕᓂᕋᒍᑎᒥᖃᐃ,
ᓱᓕᓂᕋᐃᔾᔪᑎᒥᒃ ᑲᓐᖑᓇᖅᑎᑦᑎᔾᔪᑎᓅᖓᔪᓄᓪᓗ
ᐅᖃᐅᓯᖅᑕᖃᕐᒪᑦ, ᐅᖃᐅᓯᖅᑕᐃᑦ ᐊᒻᒪᓗ
ᐊᑎᓕᐅᕆᐊᖃᓲᖑᒋᓪᓗᑎᒃ ᑕᒪᒃᑯᓇᓐᖓᑦ
ᓱᓕᓂᕋᐃᒍᑎᓂᒃ ᐅᕝᕙᓘᓐᓃᑦ ᑲᓐᖑᓇᖅᑑᔭᕆᐊᓖᑦ
ᐱᔾᔪᑎᒋᓪᓗᒋᑦ ᐊᒻᒪᓗ ᐃᓛᖃᐃ ᓇᓗᓇᐃᖅᓯᒍᓐᓇᖅᐱᓯ
ᐋᓐᓂᐊᖃᕐᓇᓐᖏᑦᑐᓕᕆᔨᒃᑯ ᐸᕐᓇᔅᓯᒪᓂᐊᕐᒪᖔᑕ
ᐊᔾᔨᒋᓐᖏᑕᖓᓂᑦ ᓱᓕᓂᕋᐃᒍᑎᒥᑦ
ᑲᓐᖑᓇᖅᑑᑎᑦᑎᔭᕆᐊᖃᕐᓂᕐᒧᓪᓗ ᐅᖃᐅᓯᖅᑕᓂᑦ
ᐋᖅᑭᔅᓯᓂᐊᕐᒪᖔᑦᑕ ᐊᑐᖅᑕᐅᓗᐊᖃᑦᑕᕐᓂᐊᖅᑎᓪᓗᒋᑦ
ᐋᓐᓂᐊᕕᐅᑉ ᐃᖅᑲᓇᐃᔭᖅᑎᖁᑎᖏᓐᓄᑦ? ᖁᔭᓐᓇᒦᒃ,
ᐃᑦᓯᕙᐅᑖᖅ.

Chairperson (interpretation): Thank you,
Mr. Joanasie. Ms. Stockley.

ᐃᒃᓯᕙᐅᑕᖅ: ᖁᔭᓐᓇᒦᒃ, ᒥᔅᑕ ᔪᐊᓇᓯ. ᒥᔅ ᓯᑖᒃᓕ.

Ms. Stockley: Thank you, Madam
Chairperson. Yes, we are. There’s much
review and work going on right now with
regard to policies that will respect
patients’ rights, as well as in our
overview, our review, and updating
patient relations material. Another area
that will be covered off is the privacy and

ᓯᑖᒃᓕ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ. ᐄ,
ᑕᐃᒪᐃᑦᑐᒍᑦ. ᕿᒥᕐᕈᔭᐅᓯᒪᔪᒻᒪᕆᐅᒻᒪᑦ
ᐱᓕᕆᐊᖑᔪᒻᒪᕆᐅᓪᓗᓂᓗ ᐊᑐᐊᒐᐃᑦ ᐃᓅᓕᓴᖅᑕᐅᔪᑦ
ᐱᔪᓐᓇᐅᑎᖏᓐᓂᑦ ᐃᓱᒪᒋᔭᖃᑦᑎᐊᕐᓗᑎᒃ, ᑕᕝᕙᓂ
ᕿᒥᕐᕈᓂᑦᑎᓐᓂᑦ ᓄᑖᓐᖑᖅᑎᑦᑎᕙᓪᓕᐊᓪᓗᑕᓗ
ᐃᓅᓕᓴᖅᑕᐅᔪᑦ ᒥᒃᓵᓄᑦ. ᑖᓐᓇ ᐱᓕᕆᐊᖑᓂᐊᕐᒥᔪᖅ
ᒫᓐᓇ ᐃᒻᒥᒨᖓᔪᖃᓐᖏᑦᑐᖅ ᐊᒻᒪᓗ
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the requirement for the oath of office and
secrecy. That’s also reviewed of course
upon hiring and upon orientation and
refreshed periodically.

ᐊᑎᓕᐅᖅᓯᒪᔭᕆᐊᖃᕐᓂᖏᑦ ᑲᓐᖑᓇᖅᑐᓕᕆᓂᕐᒧᑦ ᑖᓐᓇ
ᕿᒥᕐᕈᔭᐅᓂᐊᕆᓪᓗᓂ, ᐃᒪᓐᓇ ᐃᖅᑲᓇᐃᔭᓕᓵᖅᑐᓪᓗ
ᐃᓕᓐᓂᐊᖅᑎᑕᐅᑎᓪᓗᒋᑦ ᖃᑯᑎᒃᑯᑦ
ᑕᑯᓇᑦᑕᐅᖃᑦᑕᕐᓂᐊᖅᑐᑎᒃ.

Again, one of the first things that we did
when we got the privacy commissioner’s
report was to restrict access to the medical
records area to only those who needed to
have access. Other policies such as the
clean desk policy, the use of screensavers
on computers, and things like that are all
in the works right now as well. Thank you,
Madam Chairperson.

ᓯᕗᓪᓕᖅᐹᒥ ᐱᓕᕆᐊᕆᓚᐅᖅᓯᒪᔪᑦ ᑖᓐᓇ
ᑲᓐᖑᓇᖅᑐᓕᕆᓂᕐᒧᑦ ᑲᒥᓯᓇᐅᑉ ᑕᒪᒃᑯᐊ
ᐃᓅᓕᓴᖅᑕᐅᔪᓄᑦ ᑎᑎᖅᑲᖁᑎᖏᑦ ᑕᑯᔭᕆᐊᓕᓐᓄᑦ
ᑭᓯᐊᓂ ᑕᑯᔭᐅᔪᓐᓇᕐᓗᑎᑦ. ᐊᓯᖏᓪᓗ ᐊᑐᐊᒐᐃᑦ
ᑭᐳᒻᒥᐅᑕᖃᕆᐊᖃᖅᑕᐃᓕᓂᖏᓐᓂᓪᓗ
ᖃᕋᓴᐅᔭᕐᒥᓃᑦᑎᑕᐃᑦ ᒫᓐᓇ ᐱᓕᕆᐊᖑᕙᓪᓕᐊᔪᓂᒃ
ᑕᒪᒃᑯᐊ. ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ.

Chairperson: Thank you, Ms. Stockley.
Mr. Joanasie.

ᐃᒃᓯᕙᐅᑕᖅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᒥᔅ ᓯᑖᒃᓕ. ᒥᔅᑕ
ᔪᐊᓇᓯ.

Mr. Joanasie (interpretation): Thank you,
Madam Chairperson. I would like to direct
my question again to the Department of
Health.
On page 49 of her report the Information
and Privacy Commissioner indicates that
“the particular Meditech application in
QGH does not have any kind of proactive
audit program.” Can you explain why the
decision was made not to set up a
proactive audit program within the
MEDITECH system at the hospital?
Thank you, Madam Chairperson.
Chairperson (interpretation): Thank you,
Mr. Joanasie. Ms. Stockley.
Ms. Stockley: Thank you, Madam
Chairperson. There was no decision to not
set that up. I don’t know why it wasn’t
done right from the launch. I wouldn’t be
able to answer that, but what I can tell you
is that there is compulsory training that
staff have to go through and that is before
they can access MEDITECH.

ᔪᐊᓇᓯ: ᖁᔭᓐᓇᒦᒃ, ᐃᑦᓯᕙᐅᑖᖅ.
ᐋᓐᓂᐊᖃᕐᓇᓐᖏᑦᑐᓕᕆᔨᒃᑯᓄᓪᓗ ᓱᓕ ᐊᐱᖅᑯᑎᒐ.

ᐅᓂᒃᓕᐊᖓᓂᑦ ᒪᑉᐱᒐᖅ 49-ᒥ ᑐᓴᐅᒪᑎᑦᑎᓕᕆᓂᕐᒧᑦ
ᑲᓐᖑᓇᖅᑐᓕᕆᓂᕐᒧᓪᓗ ᑲᒥᓯᓇ ᐅᖃᓚᐅᕐᒪᑦ,
‘ᐅᖃᐅᔾᔭᐅᓚᐅᖅᑐᒍᑦ ᑖᒃᑯᐊ ᐊᑐᖅᑕᐅᕙᑦᑐᑦ,
ᐊᑐᖅᑕᐅᔪᑦ ᕿᑭᖅᑕᓂ ᐋᓐᓂᐊᕕᒻᒥ ᐱᑕᖃᓐᖏᑦᑐᖅ
ᖃᐅᔨᒋᐊᕈᑎᔅᓴᓂᒃ ᐱᓕᕆᐊᓄᑦ’, ᐅᓂᒃᑲᐅᔾᔭᐅᔪᓐᓇᖅᐱᑖ
ᓱᒻᒪᑦ ᐃᓱᒪᓕᐅᓚᐅᓐᖏᒻᒪᖔᖏᑦ
ᑕᒻᒪᖅᓯᒪᔪᖅᓯᐅᖅᑎᑕᖃᖁᓪᓗᒍ ᑖᓐᓇ ᖃᕋᓴᐅᔭᖅ
ᐊᑐᖅᑕᐅᖃᑦᑕᖅᑐᖅ ᐋᓐᓂᐊᕕᒻᒥ? ᖁᔭᓐᓇᒦᒃ,
ᐃᑦᓯᕙᐅᑖᖅ.

ᐃᒃᓯᕙᐅᑕᖅ: ᖁᔭᓐᓇᒦᒃ, ᒥᔅᑕ ᔪᐊᓇᓯ. ᒥᔅ ᓯᑖᒃᓕ.

ᓯᑖᒃᓕ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ. ᑕᐃᒪᓐᓇ
ᖃᓄᐃᒻᒪᒃᑭᐊᖅ ᑕᒪᓐᓇ ᑲᒪᒋᔭᐅᓚᐅᓐᖏᒻᒪᖔᖓ
ᓇᓗᔪᖓ, ᑖᓐᓇ ᑭᐅᔪᓐᓇᕋᔭᓐᖏᑕᕋ. ᑭᓯᐊᓂ
ᐃᒪᐃᓕᔪᓐᓇᖅᑐᖓ, ᐃᓕᓐᓂᐊᕆᐊᖃᖅᑎᑕᐅᓲᑦ ᑕᐃᒃᑯᐊ
ᐃᖅᑲᓇᐃᔭᖅᑏᑦ ᐊᒻᒪᓘᓐᓃᑦ ᖃᕋᓴᐅᔭᕐᒧᑦ
ᐃᓯᕈᓐᓇᖅᓯᓚᐅᓐᖏᓐᓂᖏᓐᓂ ᐃᓕᓐᓂᐊᖅᑳᕆᐊᓖᑦ.

They also have to meet certain
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requirements in their job. Not everybody,
for example, would have the same access
that a physician would have. A
physician’s access would be different than
a medical records person’s access, for
example, or clerical staff. We have
different accesses built into the system as
well, so that helps with maintaining
privacy. Thank you, Madam Chairperson.

ᓲᕐᓗ ᓘᑦᑖᖅ ᖃᕋᓴᐅᔭᒨᕈᓐᓇᕐᓂᖓ ᐊᔾᔨᒋᓇᔭᓐᖏᑕᖓ
ᐸᐃᑉᐹᓕᕆᔨᑎᑐᑦ, ᐅᕝᕙᓘᓐᓃᑦ ᑕᐃᒃᑯᐊ
ᐅᖄᓚᐅᓯᕆᔩᓪᓘᓐᓃᑦ. ᐋᖅᑭᒃᑕᐅᓯᒪᓂᐊᖅᑐᖅ
ᑭᓇᑐᐃᓐᓇᕐᒧᑦ ᐃᓯᖅᑕᐅᔪᓐᓇᖃᑦᑕᔮᓐᖏᒻᒪᑦ ᑖᓐᓇ
ᖃᕋᓴᐅᔭᖅ. ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ.

Chairperson: Thank you, Ms. Stockley.
Mr. Joanasie.

ᐃᒃᓯᕙᐅᑕᖅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᒥᔅ ᓯᑖᒃᓕ. ᒥᔅᑕ
ᔪᐊᓇᓯ.

Mr. Joanasie (interpretation): Thank you,
Madam Chairperson. Again, on page 50 of
her report the Information and Privacy
Commissioner indicates that originally
there was a field for “reason to visit” when
employees accessed files in the
MEDITECH system, but this field was
removed after “complaints from users that
completing this field of information was
inconvenient.” Can you explain the
reasons why these staff considered the act
of filling in this field “inconvenient”?
Thank you, Madam Chairperson.

ᔪᐊᓇᓯ: ᖁᔭᓐᓇᒦᒃ, ᐃᑦᓯᕙᐅᑖᖅ. ᐊᒻᒪᑦᑕᐅᖅ ᓱᓕ
ᒪᑉᐱᒐᖅ 50-ᒥ, ᑐᓴᐅᒪᔾᔪᑎᓕᕆᓂᕐᒧᑦ
ᑲᓐᖑᓇᖅᑐᓕᕆᓂᕐᒧᓪᓗ ᑲᒥᓯᓇ ᐅᖃᓚᐅᕐᒥᒻᒪᑦ
ᓯᕗᓪᓕᕐᒥ ᐋᖅᑭᒃᓯᒪᓚᐅᕐᓂᖏᓐᓂᒃ ᖃᕋᓴᐅᔭᕐᒧᑦ
ᐃᓯᕈᒪᓗᓂ ᐱᔾᔪᑖᓂ ᓇᓗᓇᐃᖅᓯᔭᕆᐊᖃᕐᓂᕐᒥᑦ.
ᑭᓯᐊᓂᓕ ᑖᓐᓇ ᐲᖅᑕᐅᓚᐅᖅᓯᒪᔪᖅ ᖃᕋᓴᐅᔭᓄᑦ
ᐊᑐᖃᑦᑕᖅᑐᑦ ᐅᖃᐱᓗᑲᑕᓕᕐᒪᑕ
ᐱᔭᕐᓂᓐᖏᓗᐊᕐᓂᕋᐃᓪᓗᑎᒃ.
ᓇᓗᓇᐃᖅᓯᔪᓐᓇᖅᐲᑦ ᐅᑯᐊ ᐊᐃᖅᑯᑏᑦ
ᐋᓐᓂᐊᖃᕐᓇᓐᖏᑦᑐᓕᕆᔨᒃᑯᓐᓄᑦ, ᑭᓱᓂ ᐱᔾᔪᑎᖃᖅᓱᑎᒃ
ᐃᖅᑲᓇᐃᔭᖅᑏᑦ ᑕᒪᑐᒥᖓ
ᐱᔭᕐᓂᓐᖏᓗᐊᓂᕋᐃᓚᐅᕐᒪᖔᖏᓐᓂ? ᖁᔭᓐᓇᒦᒃ,
ᐃᑦᓯᕙᐅᑖᖅ.

Chairperson: Thank you, Mr. Joanasie.
Ms. Stockley.
Ms. Stockley: Thank you, Madam
Chairperson. I’m not sure who would have
said that they found it to be inconvenient.
I wouldn’t be able to respond to that, but it
is a requirement on the registration screen
right now. We are reviewing that format to
ensure that it follows what we would
expect to have followed in terms of patient
privacy.
Sometimes it could be called a… . I can’t
think of the word now, but it’s almost like
a complaints list, which is something it’s
also called. It’s a quick reference for the
treatment providers, doctors or nurses, to
have a quick snapshot of the patient’s

ᐃᒃᓯᕙᐅᑕᖅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᒥᔅᑕ ᔪᐊᓇᓯ. ᒥᔅ
ᓯᑖᒃᓕ.

ᓯᑖᒃᓕ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ.
ᖃᕋᓴᐅᔭᕐᔪᑦ ᐃᓯᕐᓂᐊᕈᑎᒃ ᐊᑎᓕᐅᖃᑦᑕᕆᐊᓖᑦ, ᐊᒻᒪᓗ
ᒪᓕᒐᕐᓂᑦ ᒪᓕᒋᐊᖃᕐᒥᔪᑦ ᐃᓛᓐᓂᒃᑯᑦ ᖃᓄᑭᐊᖅ,
ᓇᓕᐊᓐᓂᑭᐊᖅ ᐅᖃᐅᓯᖅᑕᒥᒃ ᐊᑐᕋᔭᖅᐳᖓ.

ᑭᓯᐊᓂ ᐃᒃᑯᐊ ᐅᖃᐱᓘᑦᑏᑦ ᑎᑎᕋᖅᑕᐅᖃᑦᑕᕐᒪᑕ, ᐊᒻᒪ
ᓘᑦᑖᖅ ᐋᓐᓂᐊᓯᐅᖅᖅᑎᓘᓐᓃᑦ ᐃᓅᓕᓴᖅᑕᐅᔫᑉ
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condition or medical history. That is one
area that we are currently looking at with
our IT folks. Thank you, Madam
Chairperson.

ᖃᓄᐃᖃᑦᑕᕐᓂᖓᓄᑦ ᐸᐃᑉᐹᑦ ᑕᒪᒃᑯᓂᖓ
ᑕᑯᖃᑦᑕᕆᐊᖃᕐᒪᑕ ᐊᑐᐃᓐᓇᐅᔭᕆᐊᖃᕐᒥᔪᑦ. ᖁᔭᓐᓇᒦᒃ,
ᐃᒃᓯᕙᐅᑖᖅ.

Chairperson: Thank you, Ms. Stockley.
Mr. Joanasie.

ᐃᒃᓯᕙᐅᑕᖅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᒥᔅ ᓯᑖᒃᓕ. ᒥᔅᑕ
ᔪᐊᓇᓯ.

Mr. Joanasie (interpretation): Thank you,
Madam Chairperson. I know that you’re
reviewing it right now, but can you
indicate when you will be implementing
or including this field for “reason of
visit”? Thank you.

ᔪᐊᓇᓯ: ᖁᔭᓐᓇᒦᒃ, ᐃᑦᓯᕙᐅᑖᖅ. ᑖᓐᓇ
ᕿᒥᕐᕈᔭᐅᒃᑲᓐᓂᕐᓂᐊᖅᑎᓪᓗᒍ ᐃᒻᒪᖄ ᖃᖓᑭᐊᖅ
ᐃᓱᒪᒋᔭᖃᖅᐱᓯ ᐋᖅᑭᒃᑕᐅᒋᐊᒃᑲᓐᓂᕈᓐᓇᕋᔭᕐᒪᖔᖅ
ᑕᒪᓐᓇ, ᐅᖃᕈᓐᓇᖅᑲᖃᐃ ᐃᓛᒃ ᐊᖏᓯᒪᔫᒐᓗᐊᖅ
ᑕᒪᓐᓇ ᕿᒥᕐᕈᔭᐅᒋᐊᒃᑲᓂᕐᓂᐊᕐᓂᕋᕐᒪᐅᒃ ᑭᓯᐊᓂ
ᖃᖓᑭᐊᖅ ᓯᕗᓂᑦᑎᓐᓂ ᐋᖅᑭᒋᐊᖅᑕᐅᒍᓐᓇᕋᔭᕐᒪᖔᖅ
ᐅᖃᕈᓐᓇᖅ? ᖁᔭᓐᓇᒦᒃ, ᐃᑦᓯᕙᐅᑖᖅ.

Chairperson: Thank you, Mr. Joanasie.
Ms. Stockley.

ᐃᒃᓯᕙᐅᑕᖅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᒥᔅᑕ ᔪᐊᓇᓯ. ᒥᔅ
ᓯᑖᒃᓕ.

Ms. Stockley: Thank you, Madam
Chairperson. I can’t commit to the
timeline right now. It is still a required
field. It’s one of a number of issues that
we’re reviewing with our IT system
people. Thank you, Madam Chairperson.
Chairperson: Thank you, Ms. Stockley.
Mr. Joanasie.
Mr. Joanasie (interpretation): Thank you,
Madam Chairperson. I would like to go
back to another question I posed earlier
and I would like to direct my question to
the Information and Privacy
Commissioner. Perhaps I’ll direct it to
both witnesses.
When someone goes up to the hospital
here in Iqaluit, there is some confidential
information that has to be accessed in
order to treat the patient. Some of the
patients wait a very long time to see a
physician or a nurse. Sometimes it takes a
whole day of waiting to be seen. My
question is: should the system be
revamped so that confidential issues and
all personal information are protected to

ᓯᑖᒃᓕ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ.
ᖃᖓᐅᓛᕐᒪᖔᖅ ᒫᓐᓇ ᓇᓗᓇᐃᖅᓯᔪᓐᓇᖏᑦᑐᖓ,
ᑭᓯᐊᓂ ᑕᒪᓐᓇ ᕿᒥᕐᕈᓇᒃᑕᕗᑦ ᑕᐃᒃᑯᐊ ᖃᕋᓴᐅᔭᓕᕆᔩᑦ
ᐃᑲᔪᖅᑎᒋᓗᒋᑦ. ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ.

ᐃᒃᓯᕙᐅᑕᖅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᒥᔅ ᓯᑖᒃᓕ. ᒥᔅᑕ
ᔪᐊᓇᓯ.

ᔪᐊᓇᓯ: ᖁᔭᓐᓇᒦᒃ, ᐃᑦᓯᕙᐅᑖᖅ.
ᐅᑎᕆᐊᒃᑲᓐᓂᕈᒪᓕᕐᒥᔪᖓ ᐊᐱᖅᑯᑎᒋᖅᑲᐅᔭᕐᓄᑦ
ᑲᓐᖑᓇᖅᑐᓕᕆᔨᒃᑯᓐᓄᑦ ᐃᒻᒥᒨᖓᔪᓄᓪᓗ
ᑐᓴᐅᒪᔾᔪᑎᓕᕆᓂᖅ. ᑕᒪᒃᑮᓐᓄᖃᐃ ᐊᐱᕆᓯᔪᖓ.

ᖃᐅᔨᒪᒐᑦᑕ ᐋᓐᓂᐊᕕᓕᐊᖅᑐᖃᕌᖓᑦ ᑕᒫᓂ ᐃᖃᓗᓐᓂ
ᐋᓐᓂᐊᕕᐊᓗᒻᒧᑦ ᐅᑕᖅᑭᔪᖃᕐᓂᐊᖅᑐᖅ ᓇᒥᑐᐃᓐᓇᖅ.
ᑭᓯᐊᓂ ᑕᒪᒃᑯᐊ ᑲᓐᖑᓇᖅᑐᓕᕆᔾᔪᑏᑦ ᐅᕝᕙᓘᓐᓃᑦ
ᑐᓴᖅᑕᐅᔭᕆᐊᖃᓐᖏᑦᑐᑦ ᐊᑐᖅᑕᐅᔭᕆᐊᖃᖅᑎᓪᓗᒋᑦ.
ᑭᓯᐊᓂ ᐊᑯᓂᐊᓗᒃ ᐅᑕᖅᑭᓲᖑᒻᒪᑕ
ᐋᓐᓂᐊᓯᐅᖅᑕᐅᓂᐊᕐᓗᓂ ᐋᓐᓂᐊᕈᑎᒋᔭᖓ,
ᐃᓚᓪᓘᓐᓃᑦ ᐅᓪᓗᓕᒫᖅ ᐅᑕᖅᑭᓲᖑᒻᒪᑕ. ᑭᓯᐊᓂ
ᐊᐱᖅᑯᑎᒋᓇᓱᐊᖅᑕᕋ ᐋᖅᑭᑦᓯᒪᑦᓯᐊᕈᓐᓇᖅᐸᖃᐃ ᑭᓱᓂᒃ
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make sure there are safeguards, so that all
the information related to me as a patient
would be kept confidential?

ᐋᖅᑭᑦᓯᐊᖅᓯᒪᒃᑲᓐᓂᕈᑎᖏᑦ ᑕᒪᒃᑯᐊ ᑲᓐᖑᓇᖅᑐᓕᕆᓃᑦ
ᐃᓱᒪᒋᓗᒋᑦ ᐅᕝᕙᓘᓐᓃᑦ ᑐᓴᖅᑕᐅᔭᕆᐊᖃᓐᖏᑦᑐᑦ
ᐃᒻᒥᒨᖓᔪᑦ?

What system should be put in place so that
there’s better protection of confidential
information? Should we look at other
jurisdictions to see what kind of
safeguards they have in place to make sure
that all the documents are kept
confidential and in order for the system to
run smoother and to cut down on the
waiting time?

ᐊᒻᒪᓗ ᐅᖃᐅᓯᕆᖅᑲᐅᔭᖓ ᑕᒪᒃᑯᐊ ᐊᔾᔨᒌᓐᖏᑦᑐᑦ
ᐋᓐᓂᐊᕕᒻᒥ ᓲᕐᓗ ᐸᐃᑉᐹᒥᒃ ᐅᑯᓇᓐᖒᖓᔪᓂᒃ
ᐅᕝᕙᓘᓐᓃᑦ ᓄᓇᕗᒥᐅᑦ ᐃᒻᒥᒨᖓᔾᔪᑎᒋᔭᖏᓐᓂᒃ
ᑐᓴᐅᒪᔾᔪᑎᓂᒃ ᑐᓴᖅᑕᐅᔭᕆᐊᖃᓐᖏᑦᑐᓪᓗᑭᐊᖅ
ᐊᓯᖏᓐᓄᑦ ᑕᒪᒃᑯᐊᖑᑎᓪᓗᒋᑦ ᓱᓇᐃᑦ
ᐋᖅᑭᑦᓯᐊᒃᑲᓐᓂᕈᑎᒋᔭᐅᒃᑲᓐᓂᕈᓐᓇᖅᑲᑦ ᐅᕝᕙᓘᓐᓃᑦ
ᐊᓯᖏᓐᓂᖃᐃ ᓄᓇᕗᑦ ᓯᓚᑖᓂ ᐋᖅᑭᑦᓯᒪᒌᖅᑐᓂᒃ
ᐱᑕᖃᐅᖅᑲ ᑕᒪᒃᑯᓇᓐᖓᑦ ᑲᓐᖑᓇᖅᑐᓕᕆᔾᔪᑎᓂᒃ
ᐊᑐᑦᓯᐊᒃᑲᓐᓂᕈᑕᐅᔪᓐᓇᖅᑐᑦ ᐋᓐᓂᐊᕕᐊᓗᒻᒥ. ᑭᓯᐊᓂ
ᐊᑯᓂᐅᓂᖅᓴᖅ ᐅᑕᖅᑭᖁᓇᒍ ᑖᒃᑯᐊ
ᐋᓐᓂᐊᓯᐅᖅᑕᐅᔭᕆᐊᓖᑦ.

I hope I was understandable. I’m directing
that question to both witnesses. Thank
you, Madam Chairperson.
Chairperson (interpretation): Thank you,
Mr. Joanasie. Ms. Keenan Bengts.
Ms. Keenan Bengts: Thank you, Madam
Chairperson. I think that’s what this whole
report has been about, looking at how
things worked in the hospital and making
suggestions for change. Absolutely I’m a
big believer in not reinventing the wheel.
Other jurisdictions have great policies and
great processes. I can give you one
example from the Northwest Territories.
For example, before any employee at the
hospital in Yellowknife is allowed access
to their electronic health record, they have
to do a written test on access and privacy
and their understanding of access and
privacy. Unless they get an 80 percent on
that test, they don’t get access to the
system. That’s a really basic training kind
of a tool and you can find examples of this
throughout the country. There are lots and
lots of examples of how the system can be
improved.
What you want to avoid is getting
overwhelmed by going to too many places

ᑐᑭᓯᓇᕐᓂᕈᒪ ᑕᒪᒃ ᑭᓐᓂᒃ ᐊᐱᖅᑯᑎᒋᔭᕋ. ᖁᔭᓐᓇᒦᒃ,
ᐃᑦᓯᕙᐅᑖᖅ.

ᐃᒃᓯᕙᐅᑕᖅ: ᖁᔭᓐᓇᒦᒃ, ᒥᔅᑕ ᔪᐊᓇᓯ. ᒥᔅ ᑮᓇᓐ ᐸᐃᖕᔅ.

ᑮᓇᓐ ᐸᐃᖕᔅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ. ᐄ,
ᑕᒪᓐᓇ ᐅᑯᐊ ᐅᓂᒃᑳᑦ ᑕᒪᒃᑯᓂᖓ ᐃᓗᓕᖃᐅᖅᑐᑎᒃ
ᐱᔾᔪᑎᖃᖅᑐᑏᓛᒃ ᐋᖅᑭᓱᖅᑕᐅᓯᒪᔪᑦ
ᖃᓄᖅᑑᕈᑎᒋᔭᐅᓗᑎᒃ ᑕᒪᒃᑯᐊ ᐊᐅᓚᔅᓯᔾᔪᑏᑦ
ᐋᓐᓂᐊᕕᒻᒥ ᐊᒻᒪᓗ ᐃᓱᒪᖅᓴᖅᓯᐅᕈᑎᒃᓴᓂᒃ ᐊᓯᔾᔩᑐᔅᓴᓂᒃ
ᓂᓪᓕᐅᑎᖃᕐᓗᑕ. ᐋᖅᑭᔅᓱᖅᓯᒪᔪᖅᑕᖃᓕᕇᖅᐸᑦ ᑕᐃᓐᓇ
ᐊᑐᐃᓐᓇᓪᓗᐊᖅᑐᖅ.

ᐃᒃᑯᐊᓗ ᒐᕙᒪᖃᕐᕖᑦ ᐊᓯᖏᑦ ᐊᒃᓱᐊᓗᒃ ᐱᐅᔪᓂᒃ
ᒪᓕᒐᖃᐅᖅᑐᑦ ᓲᕐᓗ ᓄᓇᑦᑎᐊᕐᒥ ᐆᑦᑑᑎᒋᓗᒍ.
ᐃᖅᑲᓇᔭᐃᖅᑏᑦ ᐋᓐᓂᐊᕕᒻᒥ ᔭᓗᓇᐃᒥ ᐸᐃᑉᐹᓂᒃ
ᖃᕋᓴᐅᔭᒃᑰᖅᑐᓂᒃ ᑕᑯᓂᐊᕈᑎᒃ ᐃᓯᕈᓐᓇᐅᑎᓂᒃ
ᐊᐱᖅᑯᑎᓂᒃ ᑭᐅᓚᐅᖅᑳᕐᓗᓂ ᑭᓯᐊᓂᐅᓲᖑᔪᖅ.
ᑕᒻᒪᑲᑕᕈᑎᒃ ᐊᐱᖅᑯᑎᓂᒃ ᑭᐅᑦᑎᐊᓐᖏᓐᓂᖅᐸᑕ
ᐃᓯᕈᓐᓇᐃᓕᑎᑕᐅᓇᔭᖅᑐᖅ ᑕᕝᕗᖓ ᖃᕋᓴᐅᔭᕐᒧᑦ.
ᑕᐃᒪᓐᓇᒃ ᓇᒥᓕᒫᖅ ᑕᒪᒃᑯᓂᖓ ᓴᐳᒻᒥᐅᑎᔅᓴᓂᒃ
ᐃᓕᐅᖅᑲᐃᓯᒪᖃᑦᑕᖅᑐᑦ.

ᑭᓯᐊᓂ ᑕᐃᒪᐃᒃᑲᓗᐊᖅᑎᓪᓗᒍ ᓇᒧᑐᐃᓐᓈᓗᒃ
ᖃᕋᓴᐅᔭᕐᒧᑦ ᐃᓯᕈᕕᑦ ᑕᒪᕐᒥᐊᓗᒃ
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and getting too much information and
trying to do it all at once. This is not
something that is going to happen
overnight. The improvements to the
system are not going to happen overnight,
but there has to be continuous and
ongoing improvement to the way things
are done. We have to continue to look at
them. We have to be cognizant of them,
not just today because I am here and we
are talking about this report, but next year
after this has kind of gone by the wayside
and everyone has moved on.

ᑕᑯᓇᓱᒍᓐᓇᐃᓕᓯᒪᔭᕆᐊᓕᒃ ᐱᔪᓐᓇᐅᑎᖃᕐᒪ ᑕᐃᒃᑯᐊ
ᐋᓐᓂᐊᕕᓕᐊᖃᑦᑕᖅᑐᑦ. ᑭᓯᐊᓂᑦᑕᐅᖅ
ᑲᒪᓇᓗᑖᓪᓗᑎᒃᑰᔭᕆᐊᖃᕐᓂᐊᖅᑐᖅ
ᐅᓐᓄᐊᖏᓐᓈᖅᑕᐅᔪᓐᓇᖏᒻᒪᑦ.ᕿᒥᕐᕈᓇᐃᓐᓇᖃᑦᑕᕆᖃ
ᖅᑕᕗᑦ ᐅᓪᓗᒥᑐᐃᓐᓇᐅᖏᑦᑐᖅ ᑕᒫᓃᓐᓇᒪ ᐊᒻᒪᓗ ᐅᑯᐊ
ᐅᓂᒃᑳᑦ ᕿᒥᕐᕈᓇᒃᑲᑦᑎᐅᒃ. ᑭᓯᐊᓂ ᐊᕐᕌᒍᑦ ᑕᒪᓐᓇ
ᓴᓂᕐᕙᑦᑕᐅᕈᓗᑐᐃᓐᓇᕆᐊᖃᓐᖏᑦᑐᖅ.

The role of the privacy commissioner has
to be enforced. If I don’t get complaints, I
can’t deal with the issues. It’s not that I
want to see privacy breaches, but if I don’t
hear about the privacy breaches so that I
can review them and make suggestions for
change, things aren’t going to change.
There are all sorts of things that can be
done to make privacy more protected and
to add to the security and ensure that
individuals know their rights when they
enter the hospital.

ᑲᒥᓯᓇᐅᓪᓗᖓ ᑲᓐᖑᓇᖅᑐᓕᕆᓂᕐᒧᑦ ᐱᕐᔪᐊᕌᓗᓐᓂᒃ
ᐱᓕᕆᐊᖃᖃᑦᑕᖅᑐᖓ ᑲᒪᒋᔭᖃᕈᓐᓇᕐᓇᖓᓗ
ᐅᖃᓗᕝᕕᐅᓐᖏᒃᑯᒪ ᓯᖁᒥᑦᑎᔪᖃᖃᑦᑕᓐᖏᑉᐸᓪᓗ.
ᑭᓯᐊᓂ ᑐᓴᖅᑎᑕᐅᖃᑦᑕᖏᒃᑯᒪ ᒪᓕᒐᕐᓂᑦ
ᓯᖁᒥᑦᑎᔪᕕᓂᕐᓂᑦ ᖃᓄᐃᑦᑐᓐᓇᕋᔭᓐᖏᑦᑐᖓ,
ᐅᖃᐅᔾᔭᐅᓚᐅᕐᓗᖓ ᑭᓯᐊᓂ
ᖃᓄᖅᑑᕈᑎᔅᓴᓕᐅᕈᓐᓇᖅᓯᓇᔭᖅᑐᖓ ᐊᓯᔾᔨᐅᑎᒃᓴᓂᓪᓗ.
ᑕᒪᔾᔭ ᐱᓕᕆᐊᒃᓴᕈᓘᔾᔭᐃᑦ ᐃᒻᒥᒨᖓᔪᑦ ᑕᒪᒃᑯᐊ
ᓴᐳᒻᒥᓱᖅᑕᐅᓯᒪᑦᑎᐊᒃᑲᓂᕐᓂᐊᕐᒪᑕ
ᓇᐅᑦᑎᖅᓲᑎᖃᐅᑦᑎᐊᕐᓗᑎᓪᓗ ᑕᐃᒃᑯᐊ ᐃᓄᐃᑦ
ᐋᓐᓂᐊᕕᓕᐊᖅᐸᑦᑐᑦ ᐋᓐᓂᐊᕕᓕᐊᕌᖓᒥᒃ
ᖃᐅᔨᒪᓂᐊᕐᒪᑕ ᖃᓄᐃᑦᑐᓂᒃ ᐱᔪᓐᓇᐅᑎᖃᕐᒪᖔᑦ.

As I say, it’s not going to happen
overnight. There are a lot of things to do.
By all means, I think it’s important to go
to those who have already done this for
years and years and years for advice and
direction. Thank you.

ᐅᓐᓄᐊᖏᓐᓈᖅᑕᐅᔪᓐᓇᖏᑦᑑᒐᓗᐊᖅ ᐅᓄᖅᑐᐊᓗᓐᓂᑦ
ᐱᓕᕆᐊᒃᓴᖃᕈᓐᓇᖅᑐᒍᑦ. ᐄ, ᐱᕐᔪᐊᖑᔪᖅ ᑕᐃᒃᑯᐊ
ᑕᐃᒪᐃᓕᐅᖃᑦᑕᖅᓯᒪᔪᑦ ᐊᕐᕌᒍᒐᓴᓐᓄᑦ ᕿᒥᕐᕈᓇᕈᑦᑎᒃᑯ
ᐊᑐᕈᓐᓇᕋᑦᑎᒃᑯ. ᖁᔭᓐᓇᒦᒃ.

Chairperson: Thank you, Ms. Keenan
Bengts. Ms. Stockley.

ᐃᒃᓯᕙᐅᑕᖅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᒥᔅᑕ ᔪᐊᓇᓯ. ᒥᔅ
ᓯᑖᒃᓕ.

Ms. Stockley: Thank you, Madam
Chairperson. With regard to training, it is
required before individuals can access
MEDITECH. I keep wanting to call it the
new area of the hospital, but I know it’s
the old area. In the renovated area of the
hospital there’s actually a little computer
lab and an IT person there that is available
and training is scheduled before anybody

ᓯᑖᒃᓕ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ.
ᐃᓕᓐᓂᐊᖅᑎᑕᐅᖃᑦᑕᕆᐊᓖᑦ ᖃᕋᓴᐅᔭᕐᒧᑦ
ᐃᓯᕈᓐᓇᖅᓯᓚᐅᓐᖏᓐᓂᖏᓐᓂᑦ. ᑕᐃᓐᓇ ᐋᓐᓂᐊᕕᖏᓐᓇ
ᓄᑕᐅᓂᖓ, ᓄᑖᓐᖑᖅᑎᑕᐅᓂᖓᐃᓛᒃ ᑕᐃᑲᓂ
ᖃᕋᓴᐅᔭᒃᑯᕕᑦᑕᓕᒃ, ᖃᕋᓴᐅᔭᓕᕆᔨᑕᖃᖅᑐᓂᓗ ᑕᕝᕙᓂ
ᐱᓕᒻᒪᒃᓴᐃᖃᑦᑕᖅᑐᑦ ᐃᓕᓐᓂᐊᖅᑎᑦᑎᖃᑦᑕᖅᑐᓪᓗ

27

accesses the MEDITECH system. That’s
something we already have in place

ᑕᕝᕗᖓ ᖃᕋᓴᐅᔭᕐᒧᑦ ᐃᓯᕈᓐᓇᓚᐅᓐᖏᓐᓂᖏᓐᓂᑦ.

If the Chair would permit me, I need to
correct something that I had stated in
answering Member Joanasie’s question
about the reason for visit. That is a
requirement in the registration field. That
was one of the recommendations of the
privacy commissioner. That is a
requirement now. It was put in place in
February of 2017. I didn’t realize that
when I was answering the question. Thank
you, Madam Chairperson.

ᐱᕕᖃᖅᑎᑕᐅᒍᒪ ᑭᐅᓇᓱᑦᑐᖓ ᐋᖅᑭᒋᐊᕈᑎᒃᓴᓂᒃ ᓲᕐᓗ
ᐱᔾᔪᑎᖃᕐᓗᓂ ᑭᓯᐊᓂ, ᑭᓱᒥᒃ ᐱᔾᔪᑎᖃᕐᓗᓂ
ᓇᓗᓇᐃᖅᓯᓚᐅᖅᑐᓂ ᑭᓯᐊᓂ ᖃᕋᓴᐅᔭᕐᒧᑦ
ᐃᓯᖃᑦᑕᕆᐊᖃᓕᕐᒥᔪᑦ, ᕕᕝᕗᐋᕆ 2017-ᒥ ᑕᒪᓐᓇ
ᐅᑎᖅᑎᑕᐅᓚᐅᖅᑐᖅ. ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑕᖅ.

Chairperson: Thank you, Ms. Stockley.
Mr. Joanasie.

ᐃᒃᓯᕙᐅᑕᖅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᒥᔅ ᓯᑖᒃᓕ. ᒥᔅᑕ
ᔪᐊᓇᓯ.

Mr. Joanasie (interpretation): Thank you,
Madam Chairperson. I also thank you for
that correction. I would like to reiterate
that people of Nunavut go to other
jurisdictions for treatment and go outside
of their community to be treated. We do
know that if they’re going to the hospital
here in Iqaluit, there will be a long wait
time for the patient and it becomes very
tiring for many people. Maybe
improvements to the system should be
considered so that it cuts down on the wait
time.
It’s very important to keep the documents
safeguarded and to make sure that there
are improvements considered. If an
individual goes to the hospital, is there a
concern about safeguarding the
documents? Some people have to state the
reason why they’re visiting the hospital or
what kind of ailments they have. There’s a
requirement for the individual to consent
prior to treatment and sometimes implied
consent is used at the hospital.
I would like the wait times to be cut down
because the patients don’t like to wait a

ᔪᐊᓇᓯ: ᖁᔭᓐᓇᒦᒃ, ᐃᑦᓯᕙᐅᑖᖅ. ᖁᔭᓐᓇᒦᓪᓗ
ᑭᐅᒋᐊᒃᑲᓐᓂᕐᒪᑦ. ᑕᒪᒃᑯᐊ ᐃᓛᒃ
ᐅᖃᐅᓯᕆᒋᐊᒃᑲᓐᓂᕈᒪᑐᐃᓐᓇᖅᑕᕋ ᓄᓇᕗᒻᒥᐅᑦ
ᓇᑭᑐᐃᓐᓇᖅ ᑎᑭᑎᑦᑎᓲᖑᒻᒪᑕ ᐃᖃᓗᓐᓂᑑᓐᖏᑦᑐᖅ,
ᐋᓐᓂᐊᕕᓕᐊᖅᑐᑎᒃ ᑕᒪᐅᖓ. ᐊᓯᐃᓪᓛᒃ ᖃᐅᔨᒪᓪᓗᑕ
ᐅᑕᖅᑭᓚᖓᔪᑦ ᐋᓐᓂᐊᕕᓕᐊᕐᓂᐊᕈᓂ, ᑕᒪᓐᓇ
ᐅᑕᖅᑭᖃᑦᑕᕐᓂᖅ ᑕᖃᓇᖅᓯᓲᖑᒻᒪᑦ ᐊᒥᓱᐊᓗᓐᓄᑦ
ᐊᑯᓂᑲᓪᓚᐅᖃᑦᑕᖅᑎᓪᓗᒍ.
ᐃᓱᒪᒋᔭᐅᒋᐊᒃᑲᓐᓂᖁᑐᐃᓐᓇᖅᓱᒍ ᐃᒻᒪᖃ
ᐋᖅᑭᑦᓯᒪᑦᑎᐊᒃᑲᓐᓂᕈᑎᑦᓴᖅᑕᓕᐅᒐᓗᐊᖃᐃ ᑕᒪᒃᑯᐊ
ᐋᓐᓂᐊᓯᐅᖅᑕᐅᒍᑎᒋᒐᓱᐊᖅᑕᖏᑦ ᕿᓚᒥᐅᓂᖅᓴᒥᒃ.

ᐃᓛᒃ ᑕᒪᒃᑯᐊ ᑲᓐᖑᓇᖅᑐᓕᕆᔾᔪᑏ, ᐄ ᐱᒻᒪᕆᐅᒐᓗᐊᑦ
ᐊᒻᒪᓗ ᐋᖅᑭᑦᓯᐊᖅᓯᒪᒃᑲᓐᓂᕈᑎᖏᓐᓂᑦ ᖃᖓ
ᐊᑯᓂᐅᓕᖅᑎᑕᐅᒐᔭᕐᒪᖔᖃᐃ ᓇᒥᑐᐃᓐᓇᖅ,
ᓇᑭᑐᐃᓐᓇᖅ ᐋᓐᓂᐊᓯᐅᖅᑕᐅᒐᓱᐊᖅᑐᖃᖅᐸᑦ ᑕᒪᓐᓇ
ᐃᓱᒫᓘᑎᒋᔭᐅᖃᑦᑕᖅᓯᒪᕙᖃᐃ ᑕᑉᐱᑲᓂ
ᐋᓐᓂᐊᕕᐊᓗᒻᒥ? ᖃᐅᔨᒪᒐᑦᑕ ᐃᓛᓐᓂᒃᑯᑦ, ᐃᓛᒃ
ᐅᖃᖅᑲᐅᒻᒪᑦ ᑲᓐᖑᓇᖅᑐᓕᕆᔨ ᐃᓚᖏᑦ
ᐅᖃᓪᓚᑦᑖᖅᓯᒪᒋᐊᖃᓲᖑᒻᒪᑕ ᐋᓐᓂᐊᓯᐅᕈᑎᒋᔭᖏᑦ
ᐅᕝᕙᓘᓐᓃᑦ ᐋᓐᓂᐊᕈᑎᒋᔭᖏᑦ
ᐅᖃᓪᓚᑦᑖᖅᓯᒪᒋᐊᖃᕐᒪᑕ ᐊᖏᖅᓯᒪᒋᐊᖃᕐᓂᕐᒥᓂᒃ,
ᑭᓯᐊᓂᑦᑕᐅᖅ ᐃᓚᖓᒍᑦ ᐅᖃᖅᓯᒪᓐᖏᒃᑲᓗᐊᕐᓗᑎᒃ
ᐊᖏᖅᓯᒪᓲᖑᒻᒪᑕ, ᓲᕐᓗ ᐊᖏᖅᑐᑎᑐᑦ ᑕᐃᒃᑯᐊ.

ᑕᒪᓐᓇ ᐊᐅᓚᑦᓯᐊᕈᓐᓇᖁᓪᓗᒍ ᐃᓱᒪᒋᔭᐅᖁᑦᓱᒍ
ᐋᓐᓂᐊᕕᓕᐊᖅᑑᑉ ᐅᑕᖅᑭᓂᖏᑦ
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long time and some of them get tired
easily. Is that a concern to the department
and to the Information and Privacy
Commissioner’s office? That’s my last
question. Thank you.

ᐊᑯᓂᐅᓗᐊᕈᒪᖃᑦᑕᖏᒻᒪᑕ ᐅᑕᖅᑭᓗᑎᒃ,
ᑕᖃᓇᖅᓯᓂᓗᓂᓪᓗ ᑕᒪᓐᓇ
ᐱᓂᐊᓗᑕᐅᒐᔭᓐᖏᒃᑲᓗᐊᕐᒪᖔᑦ
ᐃᓱᒫᓘᑎᒋᔭᐅᖃᑦᑕᖅᓯᒪᕚ? ᑕᒪᒃᑮᓐᓄᑦ ᐊᐱᖅᑯᑎᒋᒻᒥᔭᕋ
ᑖᓐᓇ ᑭᖑᓪᓕᖅᐹᕆᓕᖅᓱᒍ. ᖁᔭᓐᓇᒦᒃ.

Chairperson: Thank you, Mr. Joanasie.
Ms. Keenan Bengts.

ᐃᒃᓯᕙᐅᑕᖅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᒥᔅᑕ ᔪᐊᓇᓯ. ᒥᔅ
ᑮᓇᓐ ᐸᐃᖕᔅ.

Ms. Stockley: Thank you, Madam
Chairperson. With regard to wait times,
the hospital uses the CTAS system, it’s
called. It’s a triage system in which people
are seen according to the urgency, whether
they’re urgent or emergent.

ᑮᓇᓐ ᐸᐃᖕᔅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ.
ᐅᑕᖅᑭᖃᑦᑕᕐᓂᖅ ᑕᒪᓐᓇ ᐱᔾᔪᑎᒋᓪᓗᒍ ᑕᐃᒃᑯᐊ
ᐆᑦᑑᑎᖃᕐᒥᔪᑦ ᓲᕐᓗ ᐃᑲᕐᕋᓄᑦ ᐱᖓᓱᓄᑦ ᐅᑕᖅᑭᓂᕐᒧᑦ
ᐋᖅᑭᑦᑕᐅᓯᒪᖃᑦᑕᕐᒪᑕ. ᑐᐊᕕᕐᓇᖅᑑᑉᐸᑦ ᐊᑎᓕᐅᕈᕕᑦ
ᐊᐱᖅᓱᖅᑕᐅᕌᓂᒃᑯᕕᓪᓗ ᑭᓱᓂᓪᓕ ᐱᔾᔪᑎᖃᕐᓗᑎᑦ.

When you check in and you are asked
certain details about your presenting
symptoms or sometimes you will be
asked, “What has brought you to the
hospital?” or things like that. When that’s
being described and those first few things
that may be done, depending on what you
indicate your illness or problem is, it could
be you have your blood pressure checked
or that kind of thing, then you’re triaged
on a scale of how urgently you need to be
seen.
Unfortunately, when a person presents
with something that is not as urgent as
others, it means that they have a longer
wait time. We are compliant with the
CTAS system. We do monitor what the
wait times are more informally than
formally at this point and it is a concern.
The expectation is that when you’re
waiting, your charts would not be out
anywhere where they could be seen by
anybody else, that they would be kept safe
and secure. Certainly information on
MEDITECH would not be visible to
anybody with regard to your case and your
information. As I mentioned, one of the
things that we’re looking at is improving

ᐋᓐᓂᐊᕕᓕᐊᕐᓂᐊᕈᕕᑦ ᑕᒪᓐᓇ ᐊᑐᖅᑕᐅᓕᖅᑎᓪᓗᒍ,
ᑕᒪᒃᑯᐊᓕ ᓯᕗᕐᖓᓂ ᐊᑐᖅᑕᐅᖃᑦᑕᖅᑐᑦ ᐋᓐᓂᐊᑦ,
ᐋᓐᓂᐊᕆᔭᐃᑦ ᐊᑲᐅᓐᖏᓕᐅᕈᑏᓪᓘᓐᓃᑦ ᖃᓄᐃᑦᑑᓂᖓ
ᒪᓕᑦᑕᐅᓪᓗᓂ. ᑐᐊᕕᕐᓇᕐᓂᖓ ᑖᓐᓇ ᖃᐅᔨᔭᐅᓚᐅᖅᑐᓂ
ᐋᖅᑭᑦᑕᐅᖃᑦᑕᖅᑐᖅ ᖃᖓ ᑕᑯᓂᐊᕐᒪᖔᖅᐱᑦ.

ᑐᐊᕕᕐᓇᖅᑑᓐᖏᑉᐸᑦ ᐊᓯᑎᑦ ᑐᐊᕕᕐᓇᕐᓂᖅᓴᐃᑦ
ᑲᒪᒋᔭᐅᖅᑳᓲᕐ. ᖃᓄᖅ ᐊᑯᓂᐅᑎᒋᔪᖅ ᐅᑕᖅᑭᓂᖅ
ᑕᒪᓐᓇ ᐃᑲᕐᕋᓄᑦ ᐱᖓᓱᓄᑦ ᐋᖅᑭᑦᑕᐅᓯᒪᓂᖅ
ᐋᖅᑭᑦᑕᐅᖃᑦᑕᖅᑐᖅ, ᒫᓐᓇ ᐃᓛᒃ ᐊᑐᖅᑕᐅᖃᑦᑕᖅᑐᖅ
ᒪᓕᒐᓪᓚᕆᐅᓐᖏᒃᑲᓗᐊᖅᑐᓂ.

ᐅᑕᖅᑭᓪᓗᑎᒃ ᑕᐃᒪ ᐸᐃᑉᐹᑎᑦ ᓴᖅᑭᔮᖅᑐᒃᓴᐅᓐᖏᑦᑐᑦ
ᐅᕝᕙᓘᓐᓃᑦ ᐃᓕᔭᐅᓯᒪᓇᔭᖅᑐᑦ ᑭᓇᑐᐃᓐᓇᕐᒧᑦ
ᕿᒥᕐᕈᐊᖅᑕᐅᒍᓐᓇᖏᑦᑐᒧᑦ ᐃᓕᔭᐅᓪᓗᓂ. ᐃᓕᓐᓅᖓᔪᑦ,
ᐅᖃᖅᑲᐅᒐᒪᓗ ᖃᓄᖅᑑᕈᑎᒋᔭᕗᑦ ᑕᐃᒃᑯᐊ ᖃᕋᓴᐅᔭᐃᑦ
ᐸᕐᓇᐃᖅᑕᐅᓯᒪᖃᑦᑕᕐᓗᑎᒃ ᐊᒻᒪᓘᓐᓃᑦ
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the lockout screens and screensavers, and
those things.

ᑎᑎᕋᖏᑦ ᑕᑯᒃᓴᐅᔪᓐᓃᖅᑎᑕᐅᖃᑦᑕᕐᓗᑎᒃ
ᐊᑐᖅᑕᐅᓐᖏᓕᕌᖓᒥᒃ, ᑕᒪᒃᑯᐊᕈᓘᔭᐃᓪᓗ.

I hope that answers your question. Thank
you, Madam Chairperson.

ᑭᐅᒐᓗᐊᖅᐸᕋᖃᐃ ᐊᐱᖅᑯᑏᑦ. ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ.

Chairperson: Thank you, Ms. Stockley.
(interpretation) Are you done?
(interpretation ends) Oh, Ms. Keenan
Bengts. Sorry.
Ms. Keenan Bengts: Thank you, Madam
Chairperson. I would only add that the
genesis of electronic health records was to
make the system more efficient and
effective. A good electronic health record
will speed things up. Instead of doctors
having to go through pages and pages and
pages of paper records, it’s all right there
in front of them. The electronic health
record is an important way forward for all
of us. Thank you.
Chairperson: Thank you, Ms. Keenan
Bengts. (interpretation) Are you done?
(interpretation ends) Okay. We will on a
break for 15 minutes. Thank you.
>>Committee recessed at 10:02 and
resumed at 10:22
Chairperson: Welcome back. I
understand that, Mr. Dickson, you wanted
to clarify some information that you spoke
of yesterday. Mr. Dickson.
Mr. Dickson: I did. Thanks very much,
Madam Chairperson, for giving me the
opportunity.
Yesterday when I was talking about
something called the pan-Canadian
framework for health privacy and
confidentiality, I said this is something
that had been developed by deputy
ministers across the country in I think I

ᐃᒃᓯᕙᐅᑕᖅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᒥᔅ ᓯᑖᒃᓕ.
(ᑐᓵᔨᑎᒎᕈᓐᓃᖅᑐᖅ) ᑕᐃᒫ? (ᑐᓵᔨᑎᒍᑦ) ᒥᔅ ᑮᓇᓐ
ᐸᐃᖕᔅ. ᒪᒥᐊᓇᖅ.

ᑮᓇᓐ ᐸᐃᖕᔅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ.
ᐃᓚᒋᐊᑐᐃᓐᓇᕈᓐᓇᖅᑕᕋᓕ, ᑖᓐᓇ ᐱᒋᐊᕐᕕᒥᓂᖓ
ᖃᕋᓴᐅᔭᒃᑰᓕᖅᐸᓪᓕᐊᓂᖅ ᑖᓐᓇ
ᐊᐅᓚᑦᑎᐊᓂᖅᓴᐅᓚᕿᓚᐅᖅᓯᒪᒻᒪᑕ. ᐱᐅᑉᐸᑕ
ᖃᕋᓴᐅᔭᒃᑯᑦ ᐴᖅᑲᖅᑕᐅᓯᒪᔪᑦ
ᐊᑐᖅᑕᐅᖃᑦᑕᑦᑎᐊᕈᓐᓇᖅᑲᑕᓗ ᓱᒃᑲᓕᓂᖅᓴᐅᒐᔭᖅᑐᒍᑦ.
ᓘᑦᑖᓪᓗ ᒪᑉᐱᒐᒐᓛᓗᓐᓂᑦ
ᕿᒥᕐᕈᐊᖃᑦᑕᕆᐊᖃᕈᓐᓃᕋᔭᕐᖓᑕ, ᖃᕋᓴᐅᔭᒃᑰᖓᔪᐃᑦ
ᐋᓐᓂᐊᕕᓕᐊᖅᑐᖅᓯᐅᑏᑦ ᐱᒻᒪᕆᐊᓗᐃᑦ
ᐅᕙᑦᑎᓐᓄᓕᒫᑦᑎᐊᖅ. ᖁᔭᓐᓇᒦᒃ.

ᐃᒃᓯᕙᐅᑕᖅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᒥᔅ ᑮᓇᓐ ᐸᐃᖕᔅ.
(ᑐᓵᔨᑎᒎᕈᓐᓃᖅᑐᖅ) ᑕᐃᒫ? (ᑐᓵᔨᑎᒍᑦ) ᒫᓐᓇ ᑕᐃᒪ
ᑕᖃᐃᖅᓯᑲᐃᓐᓇᓐᖑᓱᒃᑲᑦᑕ 15 ᒥᓂᑦᓯᓂᑦ.

>>ᑲᑎᒪᔨᕋᓛᑦ ᓄᖅᑲᖓᑲᐃᓇᓐᓇᖅᑐᑦ 10:02-ᒥ ᐊᒻᒪᓗ
ᐱᒋᐊᒃᑲᓐᓂᖅᑐᑎᒃ 10:22-ᒥ

ᐃᒃᓯᕙᐅᑕᖅ (ᑐᓵᔨᑎᒍᑦ): ᑐᓐᖓᓱᒃᑲᓐᓂᓕᕐᒥᒋᔅᓯ. ᒥᔅᑕ
ᑎᒃᓴᓐ-ᖑᓇᒎᖅ ᓇᓗᓇᐃᖅᑐᐃᒋᐊᒃᑲᓐᓂᕈᒪᕙᓪᓚᐃᒻᒪᑦ
ᐃᑉᐸᔅᓴᖅ ᐅᖃᐅᓯᒥᓂᖏᓐᓂᑦ. ᒥᔅᑕ ᑎᒃᓴᓐ.

ᑎᒃᓴᓐ (ᑐᓵᔨᑎᒍᑦ): ᐄ, ᓇᓗᓇᐃᖅᓯᒃᑲᓐᓂᕈᒪᖅᑲᑕᐅᔪᖓ.
ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ, ᐱᕕᖃᖅᑎᒃᑲᕕᓐᖓ.

ᐃᑉᐸᔅᓴᖅ ᐅᖃᐅᓯᖃᓚᐅᕋᒪ ᑲᓇᑕᓕ
ᐋᖅᑭᑎᖅᑕᐅᓯᒪᔪᓂᒃ ᑲᓐᖑᓇᖅᑐᓕᕆᔾᔪᑏᑦ,
ᐃᒻᒥᒨᖓᔪᓕᕆᔾᔪᑏᑦ ᒥᓂᔅᑕᐅᑉ ᑐᖏᓕᖏᑦ
ᐋᖅᑭᑦᑎᕆᓚᐅᖅᓯᒪᓐᓂᕐᖓᑕ ᐅᓂᒃᑳᕆᓚᐅᕋᒃᑭᑦ
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said 2001. In fact it was 2003. I’m not
sure anybody was waiting restlessly for
the clarification, but I would like it on the
record. It was 2003 that the Canadian
provinces said implied consent is going to
be the foundation for the standalone health
information laws developed across the
country. Thank you very much.
Chairperson: Thank you, Mr. Dickson.
Ms. Stockley, you also have additional
information to provide us from a previous
answer. Ms. Stockley.
Ms. Stockley: Thank you, Madam
Chairperson. There are actually two pieces
of information that I would like to share.
One is in response to I believe it was
Member Joanasie’s question yesterday
about the storage of personal health
information. With regard to any databases
that exist outside of Nunavut, for national
reporting purposes, we submit information
to federal bodies such as the Canadian
Institute of Health Information, Public
Health Agency of Canada, and Health
Canada. That is usually de-identified
information so that a person’s personal
information, such as name, date of birth,
and those kinds of things, is not associated
with that. Any information we do share
with our southern partners, there are data
sharing agreements in place that guide the
collection and use of the information,
including clauses about privacy
obligations such as the reporting of a
breach. That was one piece of information
I wanted to share.
There was another question this morning
with regard to the number of positions in
the health information management group
at QGH. The answer to that question is
that there are 18.5 positions. Ten are fulltime indeterminate, which I’m very glad

2001-ᖑᑎᓪᓗᒍ. 2001-ᖑᓂᕋᓚᐅᕋᒃᑯ 2003ᖔᒥᐅᕙᓪᓚᐃᔪᖅ. ᑖᓐᓇ ᑕᒻᒪᒐᓛᓐᓂᓚᐅᕋᒃᑯ
ᑕᐃᒫᕌᕐᔪᑯᓗᒃ. 2003-ᖔᒥ ᑖᒃᑯᐊ ᐱᒋᐊᓚᐅᖅᓯᒪᔪᑦ
ᑲᓇᑕᐅᑉ ᐊᕕᑦᑐᖅᓯᒪᓂᖏᑦ.
ᓇᓗᓇᐃᖅᓯᓚᐅᖅᓯᒪᒻᒪᑕ ᐋᓐᓂᐊᕕᓕᐊᕈᕕᑦ ᑕᐃᒪᓕ
ᐊᖏᖅᑕᐅᑎᒋᓯᒪᕗᑎᑦ ᑲᓐᖑᓇᖅᑐᖁᑎᑎᑦ
ᑕᑯᔭᐅᒍᓐᓇᖅᑐᑦ ᑖᒃᑯᓄᖓ. ᖁᔭᓐᓇᒦᒻᒪᕆᐊᓗᒃ.

ᐃᒃᓯᕙᐅᑕᖅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᒥᔅᑕ ᑎᒃᓴᓐ. ᒥᔅ
ᓯᑖᒃᓕ, ᓇᓗᓇᐃᖅᓯᒋᐊᒃᑲᓐᓂᕈᒪᒋᕕᑦᑕᐅᖅ
ᑭᐅᔾᔪᑎᒋᖅᑲᐅᔭᕐᓂᑦ? ᒥᔅ ᓯᑖᒃᓕ.

ᓯᑖᒃᓕ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ. ᒪᕐᕉᓐᓂᒃ
ᓇᓗᓇᐃᖅᓯᒃᑲᓐᓂᕈᒪᔪᖓ.

ᐊᑕᐅᓯᖅ ᒥᔅᑕ ᔪᐊᓇᓯᐅᑉ ᐃᑉᐸᔅᓴᖅ
ᐊᐱᖅᑯᑎᒋᓚᐅᖅᑕᖓᓄᑦ ᖃᓄᖅ ᑐᖅᑯᖅᑕᐅᓯᒪᕙᒻᒪᖔᑕ
ᐃᓄᓐᓂᒃ ᐱᔾᔪᑎᓖᑦ. ᑕᐃᒪ ᓄᓇᕗᑦ ᓯᓚᑖᓂ ᑲᓇᑕᓕᒫᒧᑦ
ᐅᓂᒃᑳᓕᐅᖃᑦᑕᕐᓂᕗᑦ, ᐅᓂᒃᑳᓕᐅᕆᐊᖃᕐᓂᕗᑦ
ᐱᔾᔪᑎᒋᓪᓗᒍ ᑲᓇᑕᓕᒫᒥ ᐋᓐᓂᐊᖃᕐᓇᓐᖏᑦᑐᓕᕆᓂᕐᒧᑦ
ᑐᑭᓯᐅᒪᔾᔪᑎᕈᓘᔭᐃᑦ ᑐᖅᑲᕐᕕᖓᑦ, ᑕᐃᒃᑯᐊ ᐃᓄᓐᓂᑦ
ᐱᔾᔪᑎᓖᑦ ᐊᑎᖏᓪᓗ, ᐃᓅᕕᒥᓂᖏᓪᓗ
ᓴᖅᑭᔮᓐᖏᑦᑑᒐᓗᐊᓪᓕ. ᖃᓪᓗᓈᓂ ᑐᓂᓯᒋᐊᖃᕋᐃᒐᑦᑕ
ᐃᓄᓐᓂᒃ ᐱᔾᔪᑎᓕᓐᓂᑦ ᒪᓕᑦᑎᐊᕆᐊᖃᓲᑦ.
ᑲᖑᓐᓇᖅᑐᓕᕆᓂᕐᒧᑦ ᐊᒻᒪᓗ ᑭᒃᑯᓐᓄᑦ
ᑕᑯᔭᐅᒍᓐᓇᕐᒪᖔᑕ ᓇᓗᓇᐃᖅᓯᒪᓪᓗᑎᒃ.

ᐅᓪᓛᖅᑕᐅᖅ ᐊᐱᕆᔪᖃᖅᑲᐅᒻᒥᒻᒪᑦ ᖃᑦᑎᓂᒃ
ᐃᖅᑲᓇᐃᔮᖃᖅᑐᖃᕐᒪᖔᖅ ᑐᓴᐅᒪᔾᔪᑎᓕᕆᔨᒃᑯᖏᓐᓂᑦ
ᐋᓐᓂᐊᖃᕐᓇᓐᖏᑦᑐᓕᕆᔨᒃᑯᑦ, 18.5 ᐃᖅᑲᓇᐃᔮᑦ. ᖁᓕᑦ
ᐃᖅᑲᓇᐃᔮᖃᓪᓚᕆᑦᑐᑦ,
ᐃᖅᑲᓇᐃᔭᑲᐃᓐᓇᑐᐃᓐᓇᐸᓐᖏᑦᑐᑦ. ᖁᕕᐊᑉᐳᖓ
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to share that information. Three are
casuals, with one direct appointment in
process. Four of these positions are new
and with staffing, two records clerks and
two registration clerks. One manager
position is vacant. That is with staffing
and right now is being covered by an
acting assignment. One is a Vote 4 job
waiting for a new funding agreement to be
finalized. Thank you, Madam
Chairperson.
Chairperson: Thank you, Ms. Stockley.
May I ask, the manager position that you
spoke of, when are you advertising that,
just so you have an audience. Thank you.
Ms. Stockley.
Ms. Stockley: Thank you, Madam
Chairperson. We’re waiting for word on
housing for that. As soon as we know
about the housing, it will be posted, so in
the very near future. Thank you, Madam
Chairperson.

ᑖᒃᓱᒥᖓ ᑐᓴᖅᑎᑦᑎᔭᕆᐊᔅᓴᖅ. ᐱᖓᓱᑦ
ᐃᖅᑲᓇᐃᔭᑲᐃᓐᓇᑐᐃᓐᓇᖃᑦᑕᖅᑐᑦ, ᐊᑕᐅᓯᕐᓗ
ᑎᒃᑯᐊᖅᑕᐅᓂᐅᓴᓪᓗᓂ. ᑎᓴᒪᑦ ᓄᑖᖑᔪᑦ ᐃᖅᑲᓇᐃᔮᑦ,
ᒪᕐᕉᒃ ᐸᐃᑉᐹᔨᕆᔩᒃ, ᒪᕐᕉᒃ ᐊᑎᓕᕆᔩᒃ, ᐊᑕᐅᓯᖅ
ᐊᐅᓚᑦᑎᔨ, ᐃᖅᑲᓇᐃᔮᖓ ᓱᓕ ᐃᓐᓄᔅᓯᒪᓐᖏᑦᑐᖅ.
ᐊᑕᑲᐃᓐᓇᖅᑐᒧᑦ ᐃᖅᑲᓇᐃᔮᖑᔪᖅ ᐊᒻᒪᓗ
ᐊᑕᐅᓯᒃᑲᓐᓂᖅ ᐃᖅᑲᓇᐃᔮᖅ ᑮᓇᐅᔭᔅᓴᖏᓐᓂᑦ
ᐅᑕᖅᑭᔾᔪᑎᔭᕗᑦ. ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ.

ᐃᒃᓯᕙᐅᑕᖅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᒥᔅ ᓯᑖᒃᓕ. ᑕᐃᓐᓇ
ᐊᐅᓚᑦᑎᔨᒧᑦ ᐃᖅᑲᓇᐃᔮᔅᓴᐅᓂᕋᕋᑖᖅᑕᓯ ᖃᖓ
ᓴᖅᑭᓛᖅᑲ, ᓴᖅᑭᔮᖅᑲᓘᓐᓃᑦ ᑕᖅᑲᒃᑯᐊ ᑐᓴᕐᓂᐊᕐᖓᑕ,
ᒥᔅ ᓯᑖᒃᓕ.

ᓯᑖᒃᓕ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ.
ᖃᐅᔨᑐᐊᕈᑦᑕ ᐃᓪᓗᔅᓴᖃᓕᖅᑲᑦ ᓴᖅᑭᓛᖅᑕᕗᑦ ᑖᓐᓇ
ᐃᖅᑲᓇᐃᔮᔅᓴᖅ. ᒫᓐᓇᕈᓘᓛᖅᑐᖅ. ᖁᔭᓐᓇᒦᒃ,
ᐃᒃᓯᕙᐅᑖᖅ.

Chairperson: Thank you, Ms. Stockley.
The next name on my list is Mr. Akoak.

ᐃᒃᓯᕙᐅᑕᖅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᒥᔅ ᓯᑖᒃᓕ.
ᑭᖑᓪᓕᐅᓕᕐᒥᔪᖅ ᑕᐃᒪ ᒥᔅᑕ ᐋᖁᐊᖅ.

Mr. Akoak: Thank you, Madam
Chairperson. Good morning, everyone.

ᐋᖁᐊᖅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ. ᐅᓪᓛᒃᑯᑦ,
ᐃᓘᓐᓇᓯ.

Just curious to the answer that was given
earlier when the Chair asked about
someone being asked about their birth
date, along the same lines. I would like to
know the answers from both the
commissioner and the Department of
Health because this is real and it happens
in the smaller communities.
I realize it’s not in the report. It has
nothing to do with the Qikiqtani hospital.
It’s real and it happens, especially in the
smaller communities. We have sometimes
a family member reporting on local radio,
which everybody listens to. It happens

ᐊᐱᖅᑯᑎᖃᒃᑲᓐᓂᕈᒪᑐᐃᓐᓇᖅᑐᖓ ᐃᔅᓯᕙᐅᑕᐅᑉ
ᐊᐱᖅᑯᑎᒋᖅᑲᐅᔭᖓᑕ ᒥᔅᓵᓄᑦ. ᐃᓅᕕᒥᓂᖓᓂ
ᐊᐱᕆᔪᖃᑲᓪᓚᓂᖅᑲᑦ ᑲᒥᓯᓇ ᐊᒻᒪᓗ
ᐋᓐᓂᐊᖃᕐᓇᓐᖏᑦᑐᓕᕆᔨᒃᑯᑦ ᑭᐅᖁᓂᐊᖅᑕᒃᑲ.
ᐱᓪᓚᕆᐊᓘᒻᒪᑦ ᓄᓇᓕᕋᓛᖑᓂᖅᓴᓂᑦ ᓴᖅᑭᖃᑦᑕᕐᖓ.

ᐅᕙᓂ ᐅᓂᒃᑳᓕᐊᖑᓯᒪᓇᓂ ᕿᑭᖅᑕᓂ ᐋᓐᓂᐊᕕᒻᒥ
ᖃᐅᔨᓴᕐᓂᐅᓯᒪᒻᒪᓂᓛᒃ ᓄᓇᓕᓐᓂ ᓴᖅᑭᖃᑦᑕᕐᖓᑦ,
ᓄᓇᓕᕋᓛᖑᓂᖅᓴᕐᓂᑦ. ᐃᓛᓐᓂᒃᑯᑦ ᐃᓚᒌᑦ, ᐃᓚᒋᔭᐅᔪᑦ
ᓈᓚᐅᑎᒃᑰᖃᑦᑕᓲᖑᒻᒪᑕ ᐅᓂᒃᑳᖃᖅᑐᑎᒃ.
ᑕᐃᒪᐃᖃᑦᑕᓲᑦ
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when a family member keeps the
condition of another family member at the
hospital or coming out of the hospital.
I’m just wondering if you can explain to
the viewing audience if that is a breach on
a patient and what can be done to stop it if
it is a breach. Thank you, Madam
Chairperson.
Chairperson: Thank you, Mr. Akoak. Ms.
Keenan Bengts.

ᐃᓚᒋᔭᐅᔪᖅ ᐃᒫᒃ ᐊᓯᖓᑦ, ᐋᓐᓂᐊᕕᒻᒦᑦᑐᒥᑦ
ᐅᓂᒃᑳᖃᖅᑐᑎᒃ, ᐋᓐᓂᐊᕕᒻᒦᓚᐅᖅᑐᑎᒃ
ᐅᓂᒃᑳᖃᓕᑦᑕᖅᑯᑦ ᐊᓯᒥᓂᒃ. ᑖᓐᓇ ᑕᖅᑲᒃᑯᓄᖓ
ᓇᓗᓇᐃᖅᓱᕆᐊᕈᓐᓇᖅᑭᐅᒃ ᑖᓐᓇ ᓱᕋᐃᓂᐅᒻᒪᖔᖅ,
ᐃᒻᒥᒻᒨᖓᔪᖁᑎᖏᓐᓂᑦ ᐋᓐᓂᐊᕕᓕᐊᖅᑑᑉ ᖃᓄᕐᓗ
ᓄᖅᑲᖅᑎᑕᐅᒍᓐᓇᖅᑲ, ᐃᓛᒃ ᐱᑯᑦᑐᓂᐅᑉᐸᑦ,
ᓱᕋᐃᓂᐅᑉᐸᑦ? ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ.

ᐃᒃᓯᕙᐅᑕᖅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᒥᔅᑕ ᐋᖁᐊᖅ. ᒥᔅ
ᑮᓇᓐ ᐸᐃᖕᔅ.

Ms. Keenan Bengts: Thank you, Madam
Chairperson. This is an issue, frankly, I
have been dealing with since I first
became Information and Privacy
Commissioner, but back then it was the
health centres that were calling the radio
station and asking them to announce on
public radio, “Joe Smith, you need to
report to the health centre to pick up your
daily dose of” whatever. That was stopped
a long time ago.

ᑮᓇᓐ ᐸᐃᖕᔅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ. ᑖᓐᓇ
ᑕᕝᕙ ᐃᓱᒫᓘᑎᒋᔭᕐᖏᓛᒃ ᑲᒪᒋᒋᐊᖃᖃᑦᑕᖅᓯᒪᔭᕋ
ᑕᐃᒪᓐᖓᑦ ᐱᒋᐊᓚᐅᖅᓯᒪᒐᒪ. ᑕᐃᔅᓱᒪᓂᓕ ᓄᓇᓕᓐᓂᑦ
ᐋᓐᓂᐊᕖᑦ ᓈᓚᐅᑎᒃᑯᑦ ᐅᖃᖃᑦᑕᓚᐅᖅᓯᒪᒻᒪᑕ
ᐅᖃᐅᓯᖃᖁᔨᓪᓗᑎᒃ ᑭᒃᑯᓕᒫᕌᓗᓐᓄᑦ ᓈᓚᑦᑕᐅᔪᓂᑦ.
ᐊᑎᖃᓐᖑᐊᖅᑎᓪᓗᒍ, ᐃᓐᓇ ᔫ ᓰᒥᑦ
ᐋᓐᓂᐊᕕᓕᐊᕆᐊᖃᕋᕕᑦ ᐄᔭᒐᐃᓱᕐᓗᑎᑦ,
ᑭᓱᑐᐃᓐᓇᕐᒥᓂᓛᒃ ᐊᐃᔅᓯᕐᓗᑎᑦ. ᑖᓐᓇ
ᓄᖅᑲᖅᑎᑕᐅᓚᐅᖅᓯᒪᔪᖅ ᐅᐊᑦᑎᐊᕈᑲᓪᓛᓘᓕᖅᑐᖅ.

The Access to Information and Protection
of Privacy Act applies only to public
bodies. When a family member goes
public with information, they’re not
covered by the Act. It depends, I suppose,
on where the information comes from. If
the information comes from the patient
himself or herself and they may have told
their parents that this is happening and this
is what’s going on, that’s fine.

ᑖᓐᓇ ᑲᓐᖑᓇᖅᑐᓕᕆᓂᕐᒧᑦ ᒪᓕᒐᖅ, ᐊᑦᑐᐊᓂᖃᕐᖓᑦ
ᒐᕙᒪᒃᑯᑦ ᑎᒥᖁᑎᖏᓐᓄᑐᐊᖅ. ᑭᓇᑐᐃᓐᓇᖅ
ᐃᓚᒋᔭᐅᔪᖅ ᑕᖅᑲᐅᖓ ᐅᖃᐅᔾᔨᖃᑦᑕᓕᕐᓂᕋᐃᑉᐸᑦ
ᐱᖁᔭᕐᓂᑦ ᒪᓕᒋᐊᖃᕐᓂᓕᐊᓘᓐᖏᑦᑐᖅ. ᓇᑭᓐᖔᕐᒪᖔᖅ
ᑖᓐᓇ ᐅᖃᐅᓯᐅᔪᖅ ᐃᓱᒪᒋᔭᐅᒋᐊᕈᓐᓇᖅᑐᖅ.
ᐋᓐᓂᐊᕕᓕᐊᖅᑐᒥᓂᖅ ᓇᒻᒥᓂᖅ ᑕᖅᑲᐅᖓ
ᐅᖃᐅᓯᖃᖅᑲᑦ ᑖᓐᓇ ᐊᔾᔨᒋᓐᖏᒻᒪᒍ ᐊᒻᒪᓗ
ᐊᓈᓇᒃᑯᖏᓐᓂᓪᓘᓐᓃᑦ ᐅᖃᐅᔾᔨᓯᒪᓐᓂᖅᑲᑦ
ᖃᓄᐃᓐᓂᕋᕐᓗᓂ.

Within the hospital setting, there should
be privacy so that the only way that the
public can know what’s going on behind
the scenes is if there’s the consent of the
patient, essentially. You can’t control
family. If they know through legitimate
means, then that’s free game. If they have
learned because they have been allowed
into the emergency room or into the
treatment room, and the patient is
unconscious, you’re walking a finer line

ᐋᓐᓂᐊᕕᒻᒥᓕ ᐃᖅᑲᓇᐃᔭᖅᑎᓄᑦ
ᑲᓐᖑᓇᖅᑑᑎᑕᐅᔭᕆᐊᖃᕐᖓᑕ.
ᐃᒻᒥᒨᖓᑎᑕᐅᔭᕆᐊᖃᕐᖓᑕ ᑕᖅᑲᒃᑯᐊᓗ ᑭᒃᑯᑐᐃᓐᓇᐃᑦ
ᖃᐅᔨᒪᔭᕆᐊᖃᓐᖏᒻᒪᑕ ᐋᓐᓂᐊᕕᓕᐊᖅᑐᒥᓂᖅ
ᐊᖏᓚᐅᖅᑎᓐᓇᒍ. ᐃᓚᒌᓂᓛᒃ
ᐊᐅᓚᑕᔅᓴᐅᓪᓚᕆᓐᖏᒥᒻᒪᑕ. ᖃᐅᔨᒪᑉᐸᑕ,
ᖃᐅᔨᒪᓪᓚᕆᑉᐸᑕᐃᓛᒃ
ᐃᓱᒪᖅᓲᑎᒋᔭᐅᓲᑎᒋᓕᔭᐅᓲᖑᒻᒪᑕ. ᖃᐅᔨᑉᐸᑕᓕ
ᐅᕝᕙᓘᓐᓃᑦ ᐋᓐᓂᐊᕕᒻᒧᑦ
ᑐᐊᕕᕐᓇᖅᑐᓕᕆᕕᒻᒨᖅᑎᑕᐅᓗᑎᒃ ᐃᒻᒥᓂᒃ
ᖃᐅᔨᔪᒥᓂᐅᑉᐸᑕ, ᑖᓐᓇ ᖃᐅᔨᒪᓐᖏᓪᓗᓂᓗ
ᐋᓐᓂᐊᕕᓕᐊᖅᓯᒪᔪᖅ
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there.

ᑕᕝᕙᓂ.

Should they be in the treatment room?
Well, they’re family. They want to be
there. They want to know what’s going
on, but the patient can’t give consent. In
those situations, really, the health workers
need to exercise discretion and do their
job. If they have reason to believe that the
patient doesn’t want their family to know,
to ask the family to leave, it’s a really fine
line. They’re going to use their discretion
all the time.

ᑕᐃᒪ ᑭᒃᑯᑐᐃᓐᓇᕐᓄᑦ ᐃᓯᖅᑕᐅᒋᐊᖃᕋᓗᐊᖅᑲᖃᐃ
ᑖᓐᓇ ᑐᐊᕕᕐᓇᖅᑐᓕᕆᕕᒃ, ᐃᓚᒋᒐᓗᐊᖅᑲᒍᓘᓐᓃᑦ?
ᐃᓚᖏᓂᓛᒃ ᖃᐅᔨᒪᒍᒪᓲᖑᒻᒪᑕ ᖃᓄᐃᑉᐸᓕᐊᒻᒪᖔᖅ
ᑭᓯᐊᓂ ᐊᖏᕈᓐᓇᓲᖑᓐᖏᒻᒪᑕ ᖃᐅᔨᒪᓐᖏᑦᑐᑦ,
ᖃᐅᔨᒪᓐᖏᖅ−ᓯᒪᔪᑦ. ᑕᐃᒪᓕ ᐋᓐᓂᐊᓯᐅᖅᑎ
ᖃᐅᔨᒪᑦᑎᐊᕋᓱᒋᐊᖃᕋᔭᖅᑐᖅ ᑕᒪᔅᓱᒥᖓ
ᐃᖅᑲᓇᐃᔮᒥᓂᒃ ᐱᓕᕆᐊᖃᕋᓱᓪᓗᑎᒃ. ᑕᐃᒪᓕ
ᖃᐅᔨᓕᕐᓂᕈᑎᒃ ᑖᓐᓇ ᐋᓐᓂᐊᕕᓕᐊᖅᓯᒪᔪᕐᖏᓛᒃ
ᐃᓚᒥᓂᒃ ᑕᕝᕙᓃᖁᔨᒐᔭᖅᑑᔮᓐᖏᑉᐸᑦ
ᐊᓂᖁᔨᒍᓐᓇᔭᖅᑑᔮᖅᑐᖅ ᑖᓐᓇ ᐋᓐᓂᐊᓯᐅᖅᑎ.
ᐊᔾᔨᒌᓐᖏᑐᒡᒍᑕᐅᓲᖑᒻᒪᑕ, ᑕᐃᒪᐃᓕᖓᓲᑦ.

I’m not sure if I have answered your
question, but that’s how I would address
it. Thank you.

ᐊᐱᖅᑯᑎᒋᔭᐃᑦ ᑭᐅᒻᒪᖔᒃᑯ ᓇᓗᔪᖓ, ᑭᓯᐊᓂ ᑕᐃᒫᒃ
ᑭᐅᒐᔭᖅᑕᕋ. ᖁᔭᓐᓇᒦᒃᖅ.

Chairperson: Ms. Stockley.

ᐃᒃᓯᕙᐅᑕᖅ: ᒥᔅ ᓯᑖᒃᓕ.

Ms. Stockley: Thank you, Madam
Chairperson. The only thing that I would
add is if the family member is an
employee of Health and became aware of
the information through their employment,
then yes, that would be a breach and that
would be a problem. Thank you, Madam
Chairperson.
Chairperson: Thank you, Ms. Stockley.
That’s a good point. (interpretation) Mr.
Akoak, any more questions? Mr. Akoak.
Mr. Akoak: Thank you. This is a question
to the commissioner. On page 53 of your
report you state that “The discussion of
verbal consent ignores the reality that
ATIPPA does not permit verbal consent.”
Can you clarify which document discusses
“verbal consent”? Thank you, Madam
Chairperson.
Chairperson: Thank you, Mr. Akoak. Ms.
Keenan Bengts.
Ms. Keenan Bengts: Thank you, Madam

ᓯᑖᒃᓕ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ.
ᐃᓚᒐᔭᖅᑕᕋ ᐆᒥᖓᑐᐊᖅ, ᐃᓚᒋᔭᐅᔪᖅ
ᐋᓐᓂᐊᖃᕐᓇᓐᖏᑦᑐᓕᕆᔨᒃᑯᓐᓄᑦ ᐃᖅᑲᓇᐃᔭᖅᑎᐅᓗᓂ,
ᐃᖅᑲᓇᐃᔮᒥᑎᒍᑦ ᑐᓴᕐᓂᖅᑲᑦ ᑕᖅᑲᐅᖓᓗ ᐅᖃᕐᓗᓂ
ᑖᓐᓇ ᓱᕋᐃᓂᐅᒐᔭᖅᑐᖅ ᒪᓕᒐᕐᒥᑦ. ᖁᔭᓐᓇᒦᒃ,
ᐃᒃᓯᕙᐅᑖᖅ.

ᐃᒃᓯᕙᐅᑕᖅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᒥᔅ ᓯᑖᒃᓕ. ᑖᓐᓇ
ᑭᐅᔾᔪᑎᑦᑎᐊᕙᒃ. (ᑐᓵᔨᑎᒎᕈᓐᓃᖅᑐᖅ) ᒥᔅᑕ ᐋᖁᐊᖅ,
ᓱᓖ? ᒥᔅᑕ ᐋᖁᐊᖅ.
ᐋᖁᐊᖅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ. ᒪᑉᐱᒐᖅ 53-ᒥ
ᐅᓂᒃᑳᓕᐊᒥᓂᖅᓯᓐᓂᑦ ᑲᒥᓯᓇ, ᒪᑉᐱᒐᖅ 53-ᒥ
ᐅᓂᒃᑳᓕᐊᒥᓂᖅᓯᓐᓂᑦ ᐅᖃᖅᓯᒪᒐᕕᑦ ᐅᖃᐅᓯᐅᓂᖏᑦ,
ᐅᖃᐅᓯᐅᓂᖓ ᐅᖃᐅᓯᑐᐃᓐᓇᒃᑯᑦ ᐊᖏᖅᓯᒪᓂᕋᐃᓂᖅ
ᐱᖁᔭᕐᒥᑦ ᑖᓐᓇ ᒪᓕᓪᓚᕆᓂᐅᓐᖏᒻᒪᑦ.
ᑲᓐᖑᓇᖅᑐᓕᕆᔾᔪᑏᑦ ᑖᒃᑯᐊ ᐱᖁᔭᖏᑦ
ᐅᖃᐅᓯᑐᐃᓐᓇᒃᑯᑦ ᐊᖏᕈᓐᓇᖅᑎᑎᓐᖏᒻᒪᑕ.
ᓇᓗᓇᐃᕈᓐᓇᖅᑭᐅᒃ ᑕᕝᕙᓂ ᓱᒻᒪᑦ ᑖᓐᓇ
ᐅᖃᐅᓯᐅᓯᒪᒻᒪᖔᖅ ᐅᖃᐅᓯᑐᐃᓐᓇᒃᑯᑦ ᐊᖏᕈᓐᓇᕐᓂᖅ?
ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ.
ᐃᒃᓯᕙᐅᑕᖅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᒥᔅᑕ ᐋᖁᐊᖅ. ᒥᔅ
ᑮᓇᓐ ᐸᐃᖕᔅ.
ᑮᓇᓐ ᐸᐃᖕᔅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ,
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Chairperson. As I said this morning, when ᐃᒃᓯᕙᐅᑖᖅ. ᐅᖃᖅᑲᐅᒐᒪ ᐅᓪᓛᖅ, ᑖᒃᑯᐊ ᒪᓕᒐᐃᑦ
I looked back at the regulations under the ᕿᒥᕐᕈᐊᓚᐅᖅᑕᒃᑲ ᐃᓱᒪᒋᓪᓗᒋᑦ ᑐᓴᐅᒪᔾᔪᑎᓕᕆᓂᕐᒧᑦ,
ᑲᓐᖑᓇᖅᑐᓕᕆᓂᕐᒧᓪᓗ ᒪᓕᒐᕐᒥ ᐱᔾᔪᑎᓖᑦ,
Access to Information and Protection of
ᐅᖃᑲᒻᒪᓐᓂᕋᒪ, ᐱᑲᒻᒪᔅᓯᒪᓐᓂᕋᒪ ᖃᐅᔾᔨᐊᓪᓚᖅᑲᐅᒐᒪ.
Privacy Act in preparation for this hearing,
ᐊᖏᕆᐊᖃᕋᐃᑉᐸᑕ ᓇᓗᓇᐃᖅᓯᓪᓚᕆᒋᐊᓖᑦ
I realized that I had made an error in that
ᐊᖏᕐᓂᕐᒥᓂᒃ ᑎᑎᖅᑲᖅᑎᒍᑦ. ᐅᖃᖅᑲᐅᒐᒪ
when consent is required, it must be
ᑎᑎᖅᑲᑎᒍᑐᐊᖅ, ᑭᓯᐊᓂ ᐅᖃᐅᓯᖅᑎᒎᒍᓐᓇᕐᒥᔫᒐᓗᐊᖅ
explicit consent. I had said that it must be ᓇᓗᓇᐃᖅᑕᐅᓪᓚᕆᓪᓗᓂ ᐃᒫᒃ ᐅᖃᑦᑎᐊᒻᒪᕆᒋᐊᓕᒃ
in writing but it can also be oral, but it has ᐅᑯᐊ ᓴᖅᑭᖅᑕᐅᒍᓐᓇᖁᓪᓗᒋᑦ. ᐅᖃᐅᓯᒃᑯᑦ ᑕᐃᒫᒃ
ᐊᖏᕐᕕᔅᓴᖅ. ᖁᔭᓐᓇᒦᒃ.
to be explicit. It has to be, “I consent to
this disclosure.” Thank you.
Chairperson: Thank you, Ms. Keenan
Bengts. Mr. Akoak.

ᐃᒃᓯᕙᐅᑕᖅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᒥᔅ ᑮᓇᓐ ᐸᐃᖕᔅ.
ᒥᔅᑕ ᐋᖁᐊᖅ.

Mr. Akoak: Thank you, Madam
Chairperson. This question is to the
commissioner again. Throughout your
report you emphasize the difference
between privacy and confidentiality and
that this distinction must be made in
policy and procedure. Can you further
explain what this distinction is and can
you explain how this distinction should be
made clear in hospital policies and
procedures? Thank you, Madam
Chairperson.

ᐋᖁᐊᖅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ.
ᐊᐱᖅᑯᑎᒐ ᑲᒥᓯᓇᒃᑲᓂᕐᒧᑦ. ᐅᓂᒃᑳᓕᐊᒥᓂᕐᓂᑦ ᑕᕝᕙᓂ
ᐃᓗᓕᖏᓐᓂᑦ ᐅᖃᐅᓯᖃᓪᓚᕆᒐᓱᔅᓯᒪᒐᕕᑦ
ᐊᔾᔨᒌᓐᖏᓐᓂᖏᓐᓂᑦ ᐃᒻᒥᒨᖓᔪᐃᑦ ᐊᒻᒪᓗᑦᑕᐅᖅ
ᑲᓐᖑᓇᖅᑐᐃᑦ, ᑖᒃᑯᐊᓗ ᐊᔾᔨᒌᓐᖏᑎᑕᐅᓂᖏᑦ
ᓴᖅᑭᔮᖅᑎᑕᐅᓪᓚᕆᒋᐊᖃᕐᖓᑎᒃ ᐊᑐᐊᒐᕐᓂᑦ ᐊᒻᒪᓗ
ᒪᓕᒐᐅᔪᓂᑦ. ᓇᓗᓇᐃᕆᐊᒃᑲᓐᓂᕈᓐᓇᖅᑭᒌᒃ ᖃᓄᖅ
ᐊᔾᔨᒌᓐᖏᓐᓂᖃᕐᒪᖔᑎᒃ ᑖᒃᑯᐊ ᒪᕐᕉᒃ ᐊᒻᒪᓗ ᖃᓄᖅ
ᑖᒃᑯᐊ ᐊᔾᔨᒌᓐᖏᓐᓂᖏᒃ
ᓴᖅᑭᔮᖅᑎᑕᐅᑦᑎᐊᕆᐊᖃᕐᒪᖔᑎᒃ ᐋᓐᓂᐊᕕᐅᑉ
ᐊᑐᐊᒐᖏᓐᓂᑦ ᒪᓕᒐᖏᓐᓂᓪᓗ? ᖁᔭᓐᓇᒦᒃ, ᐃᓯᕙᐅᑖᖅ.

Chairperson: Thank you, Mr. Akoak. Ms.
Keenan Bengts.

ᐃᒃᓯᕙᐅᑕᖅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᒥᔅᑕ ᐋᖁᐊᖅ. ᒥᔅ
ᑮᓇᓐ ᐸᐃᖕᔅ.

Ms. Keenan Bengts: Thank you, Madam
Chairperson. I am going to pass this on to
Mr. Dickson.

ᑮᓇᓐ ᐸᐃᖕᔅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ. ᒥᔅᑕ
ᑎᒃᓴᓐᒧᑦ ᑖᓐᓇ ᑭᐅᔭᐅᖔᖁᓐᖑᓱᒃᑲᒃᑯ.

Chairperson: Thank you, Ms. Keenan
Bengts. Mr. Dickson.
Mr. Dickson: Thank you for the question.
This is an area where there is actually a
surprising amount of confusion we see not
simply in Nunavut but in the southern
provinces as well. I can perhaps explain it
this way: confidentiality relates to keeping
my personal health information safe and
secure and ensuring it’s not being shared
with people who have no need to know.

ᐃᒃᓯᕙᐅᑕᖅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᒥᔅ ᑮᓇᓐ ᐸᐃᖕᔅ.
ᒥᔅᑕ ᑎᒃᓴᓐ.

ᑎᒃᓴᓐ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᐊᐱᕆᒐᕕᑦ. ᑖᓐᓇ ᑕᕝᕙ
ᑲᒪᓇᒻᒪᕆᑦᑐᒥᓂᓛᒃ ᓇᓗᓕᕈᑕᐅᖃᑦᑕᕕᐅᑎᓲᖑᒻᒪᑦ
ᓄᓇᕗᒻᒥᑐᐊᖑᓐᖏᑦᑐᖅ, ᖃᓪᓗᓈᓂᓗᑦᑕᐅᖅ ᑲᓇᑕᐅᑉ
ᐊᕕᑦᑐᖅᓯᒪᓂᕈᓘᔭᖏᓐᓂᑦ.
ᓇᓗᓇᐃᑦᑎᐊᕈᓐᓇᖅᑕᕋᖃᐃ ᐃᒫᒃ, ᑕᒪᒃᑯᐊ
ᑲᓐᖑᓇᖅᑑᓂᕋᖅᑕᐅᔪᐃᑦ ᐅᕙᓐᓂᑦ ᐱᔾᔪᑎᓖᑦ
ᑎᑎᕋᖅᓯᒪᔪᑦ ᑐᖅᑯᖅᑕᐅᑦᑎᐊᖅᓯᒪᓗᑎᒃ,
ᑕᑯᔭᐅᑐᐃᓐᓇᕈᓐᓇᓐᖏᓪᓗᑎᒃ ᑭᒃᑯᕈᓘᔮᓗᓐᓄᓪᓗ
ᑕᑯᔭᕆᐊᖃᓐᖏᑦᑐᓄᑦ ᑕᑯᔭᐅᖃᑦᑕᖏᓪᓗᑎᒃ.
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If I go to see my doctor this afternoon,
when I chat with the doctor and I’m
relating my health history, I am deciding
what I am going to share and I may decide
not to share certain information with the
doctor. That’s privacy. It’s me making a
decision about what I’m going to share
about my personal health information.
When I leave the doctor’s office,
confidentiality really relates to what
happens to the notes the doctor made or
put into his computer when he talked to
me.

ᑕᐃᒪᓕ ᓘᑦᑖᓕᐊᕈᒪ ᐅᓐᓄᓴ, ᓘᑦᑖᖅ ᐅᖃᖃᑎᒋᒍᒃᑯ
ᐊᒻᒪᓗ ᑎᒥᒪ ᖃᓄᐃᖃᑦᑕᖅᓯᒪᓂᖏᑦ ᐅᓂᒃᑳᕆᓗᒋᑦ
ᑕᐃᒪᓕ ᑭᓱᓕᒫᕌᓗᓐᓂᑦ ᐅᖃᐅᑎᒐᔭᖅᑕᔅᓴᕆᓐᖏᓇᒃᑯ,
ᐃᓚᐃᓐᓇᖏᓐᓂᑦ ᐅᖃᐅᑎᒐᔭᖅᑕᔅᓴᕆᒐᒃᑯ. ᑕᕝᕙᑦᑕᐅᖅ
ᐅᕙᖓᑦᑕᐅᖅ ᓇᒻᒥᓂᖅ ᐋᖅᑭᑦᑎᕆᓲᖑᒻᒥᒐᒪ ᑭᓱᓂᒃ
ᐅᖃᐅᓯᖃᕐᓂᐊᕐᒪᖔᕐᒪ ᑐᓴᖅᑕᐅᖁᔭᓐᓂᑦ. ᓘᑦᑖᑉ
ᐊᓪᓚᕝᕕᖓᓂ ᐊᓂᒍᒪ ᑲᓐᖑᓇᖅᑐᓕᕆᓂᕐᓕ ᑕᐃᒪ
ᑭᖑᓂᐊᒍᑦ ᑖᒃᑯᐊ ᓘᑦᑖᑉ ᑎᑎᕋᖅᑲᐅᔭᖏᑦ ᖃᓄᖅ
ᖃᕋᓴᐅᔭᒧᓪᓘᓐᓃᑦ ᐴᖅᑲᖅᑕᖏᑦ ᖃᓄᖅ
ᐊᑐᖅᑕᐅᓂᐊᕐᒪᖔᑕ. ᐃᒻᒥᑰᖅᑐᓕᕆᓂᖅ.

Confidentiality is part of privacy. Every
confidentiality breach would be a privacy
breach, but every privacy breach is not a
confidentiality breach. When the health
privacy law was introduced in other
Canadian provinces, we had to keep
saying to health care providers that this
law is a privacy law. It’s built on a
foundation of confidentiality; the culture
of confidentiality that you will have
known from the time you finished medical
school or nursing school. You understand
the confidentiality, but it’s built on top of
that.

ᑲᓐᖑᓇᖅᑐᓕᕆᓂᖅ ᐃᒻᒥᑰᖅᑐᓕᕆᓂᕐᒥᑦ
ᐊᑦᑐᐊᓂᖃᖅᑐᖅ. ᐃᒻᒥᒃᑰᖅᑐᓂᒃ ᓱᕋᐃᓃᑦ, ᑲᓐᖑᓇᖅᑐᓂᒃ
ᓱᕋᐃᓂᐅᓐᖏᒍᓐᓇᕐᒥᔪᐃᑦᑕᐅᖅ.
ᑖᓐᓇ ᒪᓕᒐᖅ ᓴᖅᑭᑕᐅᒻᒪᑦ ᑲᓇᑕᐅᑉ
ᐊᕕᑦᑐᖅᓯᒪᓂᖏᓐᓂᑦ, ᐋᓐᓂᐊᖃᕐᓇᓐᖏᑦᑐᓕᕆᔨᒃᑯᓂᓛᒃ
ᑲᓐᖑᓇᖅᑐᓕᕆᓂᕐᒧᑦ ᐱᖁᔭᐃᑦ ᓴᖅᑭᕐᖓᑕ
ᐋᓐᓂᐊᖃᕐᓇᓐᖏᑦᑐᓕᕆᔨᒃᑯᑦ ᐃᖅᑲᓇᐃᔭᖅᑎᖏᑦ
ᐅᖃᐅᓕᖅᑭᑦᑖᒋᐊᖃᖃᑦᑕᓚᐅᖅᑕᕗᑦ ᐅᓇ ᐃᒻᒥᒎᖓᔪᖅ
ᑲᓐᖑᓇᖅᑐᓄᑦ ᐱᖁᔭᐅᒻᒪᑦ, ᑕᖅᑲᐅᓐᖓ
ᓴᖅᑭᖅᑕᐅᔭᕆᐊᖃᓐᖏᓐᓂᐅᔪᓂᑦ ᐱᔾᔪᑕᐅᒻᒪᑦ
ᓘᑦᑖᕈᕆᐅᖅᓴᓪᓗᑎᑦ, ᐋᓐᓂᐊᓯᐅᖅᑎᕈᕆᐅᖅᓴᓪᓗᑎᓪᓗ
ᐃᓕᓴᑎᑕᐅᒐᔭᖅᑐᑎᑦ ᑕᒪᒃᑯᓂᖓ
ᑲᓐᖑᓇᕆᐊᖃᕐᓂᖏᓐᓂᑦ.

Privacy creates new kinds of rights. It
creates the right to be able to see the
personal health information somebody has
about you, the right to ask to have errors
corrected, the obligation that a health
worker can only collect information if
they have a need to know it, and that they
must collect the least amount of
identifying information about me that’s
necessary for the purpose. Privacy creates
the right to be able to appeal to an
independent commissioner for an
investigation if I think something wrong
has been done with my information.
Confidentiality, as I say, just relates to
keeping your information and my

ᐱᔪᓐᓇᐅᑎᑖᖅᑎᑦᑎᓲᑦ ᑭᒃᑯᑦ ᑕᑯᔪᓐᓇᓂᐊᕐᒪᖔᑕ
ᐃᓄᓐᓂᑦ ᐱᔾᔪᑎᓕᓐᓂᑦ ᑲᓐᖑᓇᖅᑐᓂᒃ
ᐋᓐᓂᐊᕕᓕᐊᖅᑐᖅᓯᐅᑎᕈᓘᔭᖏᓐᓂᑦ, ᐱᑲᒻᒪᔅᓯᒪᔪᐃᓪᓗ
ᐱᑦᑎᐊᖅᑕᐅᖃᑦᑕᕐᓗᑎᒃ. ᐊᒻᒪᓗ ᐋᓐᓂᐊᓯᐅᖅᑎ,
ᓘᑦᑖᕐᓘᓐᓃᑦ ᑲᓐᖑᓇᖅᑐᓂᒃ ᓄᐊᑦᑎᒍᓐᓇᕐᖓᑦ ᑭᓯᐊᓂ
ᖃᐅᔨᒋᐊᖃᓪᓚᕆᒃᑯᓂ ᐊᒻᒪᑦᑕᐅᖅ ᐃᓄᒻᒥᑦ
ᓇᓗᓇᐃᖅᓯᒍᓐᓇᖅᑐᓂᒃ, ᑭᓇᐅᒻᒪᖔᑕ
ᓇᓗᓇᐃᖅᓯᒍᓐᓇᖅᑐᓂᒃ ᓄᐊᑦᑎᓗᐊᕆᐊᖃᓐᖏᒻᒥᔪᖅ
ᐊᒻᒪᑦᑕᐅᖅ ᐅᕐᓂᓗᔅᓴᕈᓐᓇᕆᐊᖃᕐᒥᒐᑦᑕ ᐃᒻᒥᑰᖅᑐᒧᑦ
ᑲᒥᓯᓇᐅᔪᒧᑦ ᐱᑦᑎᐊᖅᑕᐅᓯᒪᓱᒋᓐᖏᑯᑦᑕ,
ᑲᓐᖑᓇᖅᑐᖁᑎᕗᓪᓘᓐᓃᑦ ᓴᖅᑭᖅᑕᐅᓯᒪᓱᒋᒍᑦᑎᒍ.

ᑕᒪᓐᓇ ᑲᓐᖑᓇᖅᑐᓕᕆᓂᕐᖏᓛᒃ ᐱᔾᔪᑎᖃᖅᑐᖅ
ᐃᓕᓐᓂᑦ ᐱᔾᔪᑎᓖᑦ ᑎᑎᕋᖅᑕᐅᓯᒪᔪᑦ
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information protected and safe. Privacy is
that bigger concept and it kind of involves
what as a patient we want done with our
information. It captures confidentiality,
but it’s bigger than that.

ᑕᑯᔭᐅᖃᑦᑕᓂᐊᓐᖏᒃᑲᓗᐊᕐᒪᖔᑕ ᑕᑯᔭᕆᐊᖃᓐᖏᑦᑐᓄᑦ
ᐊᒻᒪᓗ ᐋᓐᓂᐊᕕᓕᐊᖅᑐᐃᑦ ᖃᓄᖅ
ᐊᑐᖅᑕᐅᖁᔨᒻᒪᖔᑕᓗ ᐸᐃᑉᐹᖁᑎᕈᓘᔭᖏᓐᓂᑦ.

That’s my attempt to answer the question,
but you can tell me if it’s still a bit
unclear. Thank you.

ᑕᐃᒫᓪᓕ ᑕᕝᕙ ᑭᐅᒐᓱᐊᖅᑲᕋ.
ᐅᖃᐅᑎᑦᑎᐊᒻᒪᕆᒍᓐᓇᕆᓐᖓ ᑐᑭᓯᑦᑎᐊᓐᖏᒻᒥᒍᕕᐅᒃ
ᓱᓕ. ᖁᔭᓐᓇᒦᒃ.

Chairperson: Thank you, Mr. Dickson.
Thank you very much. Mr. Akoak.

ᐃᒃᓯᕙᐅᑕᖅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᒥᔅᑕ ᑎᒃᓴᓐ.
ᖁᔭᓐᓇᒦᒻᒪᕆᐊᓗᒃ. ᒥᔅᑕ ᐋᖁᐊᖅ.

Mr. Akoak: Thank you very much. Thank
you, Madam Chairperson. My next
question is to the department. On page 53
of her report the Information and Privacy
Commissioner raises concerns regarding
your department’s Health Directive,
which states that “the Department of
Health must provide a process of due
diligence in order to ensure the circle of
care protects its clients, staff, department
and the overall Government of Nunavut.”
Can you explain what is involved in this
“circle of care”? Thank you, Madam
Chairperson.

ᐋᖁᐊᖅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒻᒪᕆᐊᓗᒃ. ᖁᔭᓐᓇᒦᒃ,
ᐃᒃᓯᕙᐅᑖᖅ. ᐋᓐᓂᐊᖃᕐᓇᓐᖏᑦᑐᓕᕆᔨᒃᑯᓐᓄᖔᖅ
ᐊᐱᕆᒍᒪᓕᕐᒥᔪᖓ. ᒪᑉᐱᒐᖓᓂ 53
ᑐᓴᐅᒪᔾᔪᑎᓕᕆᓂᕐᒧᑦ, ᑲᓐᖑᓇᖅᑐᓕᕆᓂᕐᒧᑦ ᑲᒥᓯᓇᐅᑉ
ᐅᓂᒃᑳᓕᐊᒥᓂᖏᓐᓂᑦ ᐃᓱᒫᓗᓐᓂᕋᖅᓯᒪᒻᒪᑦ
ᐋᓐᓂᐊᖃᕐᓇᓐᖏᑦᑐᓕᕆᔨᒃᑯᑦ
ᐅᖃᐅᔾᔨᒋᐊᕈᑎᒋᕙᑦᑕᖏᓐᓂᑦ. ᑕᐃᒃᑯᐊ ᐅᖃᖅᓯᒪᕙᒻᒪᑕ
ᐋᓐᓂᐊᖃᕐᓇᓐᖏᑦᑐᓕᕆᔨᒃᑯᒡᒎᖅ ᖃᐅᔨᒪᑦᑎᐊᕋᓱᒋᐊᓖᑦ
ᑭᓱᓕᒫᓂᑦ, ᑭᒃᑯᓕᒫᓄᑦ ᑲᒪᒋᔭᐅᓂᖓ
ᐊᐅᓚᑦᑎᐊᕐᓂᐊᕋᓗᐊᕐᒪᖔᖅ ᐃᖅᑲᓇᐃᔭᖅᑎᓄᑦ
ᒐᕙᒪᒃᑯᓪᓗ ᐱᓕᕆᔨᓕᒫᖏᓐᓄᑦ. ᓇᓗᓇᐃᕈᓐᓇᖅᑭᐅᒃ
ᑖᓐᓇ ᐊᕙᓗᑦᑎᓯᒪᔪᖅ ᑭᒃᑯᓕᒫᓄᑦ ᑲᒪᒋᔭᐅᓂᖅ ᖃᓄᖅ
ᑐᑭᖃᕐᒪᖔᖅ? ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ.

Chairperson: Thank you, Mr. Akoak. Ms.
Stockley
Ms. Stockley: Thank you, Madam
Chairperson. As part of our work, this is
one of the things that we are reviewing of
course. The term “circle of care” can be
very problematic because it implies that
certain people or professionals generally
have a right to be involved in or receive
information that’s personal about you. The
term that is more in favour right now than
“circle of care” is more on a “need to
know” to make sure that only the people
who need to know about your health
record or about your private information
know. That’s one of the pieces of work we
still have to do.

ᐃᒃᓯᕙᐅᑕᖅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᒥᔅᑕ ᐋᖁᐊᖅ. ᒥᔅ
ᓯᑖᒃᓕ.

ᓯᑖᒃᓕ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ.
ᐃᖅᑲᓇᐃᔮᑦᑎᓐᓄᑦ ᐃᓚᒋᔭᐅᔪᖅ ᕿᒥᕐᕈᓯᓐᓈᕐᒥᒐᑦᑎᒍ.
ᑖᓐᓇ ᑭᒃᑯᓐᓄᑦ ᑲᒪᒋᔭᐅᓂᖓ, ᐃᓱᒪᒋᔭᐅᓂᖓ ᖃᓄᖅ
ᐊᑲᐅᓐᖏᓕᐅᕈᑎᖃᕈᓐᓇᖅᑐᖅ ᖃᓄᐃᑦᑐᓂᒃ
ᖃᐅᔨᒪᔨᑕᕐᓄᑦ ᑕᑯᔭᐅᒋᐊᖃᕐᒪᖔᖅ ᐊᒻᒪᓗᑦᑕᐅᖅ ᑭᒃᑯᑦ
ᑕᑯᑎᑕᐅᒍᓐᓇᕐᒪᖔᑕ ᐃᓕᓐᓂᑦ ᐱᔾᔪᑎᓕᓐᓂᑦ. ᐅᓇ
ᑭᒃᑯᑦ ᖃᐅᔨᒪᒋᐊᖃᖅᑲᑦ, ᐃᓱᒪᒋᔭᐅᓂᖅᓴᐅᖔᖃᑦᑕᖅᑐᖅ
ᑭᒃᑯᓐᓄᑦ ᑲᒪᒋᔭᐅᓂᐊᕐᒪᖔᑦ ᐃᓱᒪᒋᔭᐅᓗᐊᓐᖏᖔᖅᑐᓂ.
ᑭᒃᑯᑦ ᖃᐅᔨᒪᒋᐊᖃᖅᑲᑦ ᐃᓕᓐᓂᑦ ᐱᔾᔪᑎᓕᓐᓂᑦ
ᑲᓐᖑᓇᖅᑐᓂᑦ ᑕᖅᑲᒃᑯᓄᖓ. ᑖᓐᓇ ᑕᕝᕙ
ᐱᓕᕆᐊᕆᒐᑦᑎᒍ ᓱᓕ.
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When health-specific privacy legislation
was being rolled out in some of the other
jurisdictions, “circle of care” was a very
common phrase, so it seemed to be
adopted here as well. Like I said, it has
kind of fallen out of favour and we will be
looking toward redevelopment of that with
terms along the lines of “need to know”.
Thank you, Madam Chairperson.

ᑕᐃᒪᓕ ᐋᓐᓂᐊᖃᕐᓇᓐᖏᑦᑐᓕᕆᓂᕐᒧᑦ ᒪᓕᒐᐃᑦ
ᓴᖅᑭᑦᑕᐅᕙᓪᓕᐊᓕᖅᑎᓪᓗᒋᑦ ᓇᒥᕈᓘᔭᖅ ᑖᓐᓇ
ᐅᖃᐅᓯᐅᔾᔮᓲᖑᒻᒪᑦ ᖃᓄᓕᒫᖅ ᑲᒪᒋᔭᐅᓂᖓ,
ᑕᕝᕗᖓᑦᑕᐅᖅ ᐃᓕᔭᐅᓯᒪᑐᐃᓐᓇᖅᑑᔮᕐᒥᒻᒪᑦ
ᐋᖅᑭᒋᐊᕈᓱᒍᒪᓛᖅᑕᕗᑦ ᐅᖃᐅᓯᖅᑖᖅᑎᖔᕐᓗᒍ ᑭᒃᑯᑦ
ᖃᐅᔨᒪᒋᐊᖃᖃᑦᑕᖅᑳᑦ ᑖᓐᓇᖔᖅ ᐃᓱᒪᒋᒋᐊᕐᓗᒍ.
ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ.

Chairperson: Thank you, Ms. Stockley.
(interpretation) Mr. Akoak, do you have
any more questions? Mr. Akoak.

ᐃᒃᓯᕙᐅᑕᖅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᒥᔅ ᓯᑖᒃᓕ.
(ᑐᓵᔩᑎᒎᕈᓐᓃᖅᑐᖅ) ᒥᔅᑕ ᐋᖁᐊᖅ, ᓱᓖ? ᒥᔅᑕ ᐋᖁᐊᖅ.

Mr. Akoak: Thank you, Madam
Chairperson. Just one last question to the
department. In its 2017-18 business plan
your department indicates that it is
preparing for the “introduction and
implementation of the Model of Care
redesign.” Can you clarify if there is any
relation between this new model of care
and the “circle of care” that is referenced
in your department’s Health Directive?
Thank you, Madam Chairperson.

ᐋᖁᐊᖅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ.
ᑭᖑᓪᓕᖅᐹᕆᓂᐊᖅᑕᕋ
ᐋᓐᓂᐊᖃᕐᓇᓐᖏᑦᑐᓕᕆᔨᒃᑯᓐᓄᑦ.
2017-18 ᐱᔭᒃᓴᖏᓐᓂᑦ ᐸᕐᓇᐅᑎᓂᑦ ᐱᓕᕆᕕᓯ
ᓇᓗᓇᐃᖅᓯᒻᒪᑕ ᐱᓕᕆᒋᐊᖅᐸᓪᓕᐊᓂᐊᕐᒪᑕᒎᖅ
ᓴᖅᑭᑦᑎᓂᕐᒧᑦ ᐊᑐᓕᖅᑎᑦᑎᓂᕐᒧᓪᓗ ᑲᒪᒋᔭᐅᓂᖓ
ᐋᖅᑭᒃᓱᖅᑕᐅᓂᖓ. ᑐᑭᓯᑎᓐᓇᖅᓯᒋᐊᕈᓐᓇᖅᐱᐅᒃ
ᐊᑦᑐᐊᓂᖃᕐᒪᖔᖅ ᑖᓐᓇ ᐅᖃᐅᓯᕆᓯᒪᔪᖅ ᑲᒪᒋᔭᐅᓂᕐᒧᑦ
ᑕᕝᕙᓂ ᐋᓐᓂᐊᖃᕐᓇᓐᖏᑦᑐᓕᕆᔨᒃᑯᑦ
ᐱᓕᕆᔾᔪᑎᖏᓐᓂᑦ? ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ.

Chairperson: Thank you, Mr. Akoak. I
think you touched on that a little bit, but
Ms. Stockley.

ᐃᒃᓯᕙᐅᑕᖅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᒥᔅᑕ ᐋᖁᐊᖅ.
ᐅᖃᐅᓯᕆᒐᓛᖅᑰᖅᑲᐅᔭᕋᓗᐊᑦ, ᑭᓯᐊᓂ ᒥᔅ ᓯᑖᒃᓕ.

Ms. Stockley: Thank you, Madam
Chairperson. Good question. Not directly.
The circle of care, as I mentioned just
now, has to do with people who have a
need to know information about you. It
could be your doctor, nurse, the lab
technician, or the pharmacist. It deals with
how they become aware of the
information and what they do with it when
they become aware of it.
The model of care review is the
Department of Health’s review of the care
that’s being delivered in the health centres
and who is delivering the care. One of the
things we’re looking at, for example, is

ᓯᑖᒃᓕ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ. ᐄ,
ᐊᐱᖅᑯᑎᑦᑎᐊᕙᒃ. ᑖᓐᓇ ᑲᒪᒋᔭᐅᓂᕐᒧᑦ ᐊᕙᑖᓂ ᑕᒪᒃᑯᐊ
ᖃᐅᔨᒪᔭᕆᐊᓖᑦ ᑐᓴᐅᒪᔾᔪᑎᖁᑎᖏᑦ ᓘᑦᑖᑦ,
ᐋᓐᓂᐊᓯᐅᖅᑎ, ᖃᐅᔨᓴᖅᑎ, ᐄᔭᒐᖅᑎᑦᑎᔨᓘᓐᓃᑦ ᖃᓄᖅ
ᖃᐅᔨᔭᕋᓲᖑᒻᒪᖔᑕ ᐃᒻᒥᒨᖓᔪᓂᑦ.

ᑖᓐᓇᓕ ᑲᒪᒋᔭᐅᓂᕐᒧᑦ ᕿᒥᕐᕈᓂᖅ,
ᐋᓐᓂᐊᖃᕐᓇᓐᖏᑦᑐᓕᕆᔨᒃᑯᑦ ᕿᒥᕐᕈᓂᖓ ᑕᒪᓐᓇ
ᑲᒪᒋᔭᐅᓂᕆᖃᑦᑕᖅᑕᖓ ᐋᓐᓂᐊᕕᒻᒥ ᑭᒃᑯᓪᓗ ᑲᒪᔨᐅᕙᑦ,
ᑲᒪᓚᐅᖅᐸᑦ. ᓲᕐᓗ ᑕᑯᓇᒻᒥᔭᕗᑦ ᑖᓐᓇ
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what is on the plate of the supervisor of
health programs or the nurse in charge.
Are they doing a lot of administrative
duties that could be done by an admin
person or could be done by a different
kind of nurse, maybe a licensed practical
nurse? How many community health
nurses do we need per number of
population?
That’s our model of care project, looking
at who is delivering services at what time
and how they’re being delivered in the
communities, which will actually then
feed into the need to know, how these
health professionals will interact and what
they will do with your information.
They’re kind of related. Thank you,
Madam Chairperson.
Chairperson: Thank you, Ms. Stockley.
(interpretation) Are you done?
(interpretation ends) I have no more
names on my list. I think I’m going to
open up if anybody has any last questions
that weren’t touched on over the last day
and a half or anything in the report that
you may want to bring up. Mr. Enook.
Mr. Enook (interpretation): Thank you,
Madam Chairperson. My question is for
the Department of Health. Perhaps she has
already touched on this, but I would like
further clarification.
The Information and Privacy
Commissioner’s report indicates that there
is a lack of policies at the hospital, for
example, a fax transmissions policy. There
needs to be policies and directives which
are currently lacking. I am aware that the
Deputy Minister has stated in the past that
they are working on these policies.
For our ease of mind and so that we won’t
be as concerned as MLAs and

ᑕᒫᓂ ᐋᓐᓂᐊᖃᕐᓇᓐᖏᑦᑐᓕᕆᔨᒧᑦ ᐊᖓᔪᖅᑳᖓ ᐃᒪᓐᓇ
ᐸᐃᑉᐹᓕᕆᒐᓚᓲᖑᒻᒪᑕ, ᐸᐃᑉᐹᓕᕆᔨᑐᐃᓐᓇᕐᒧᑦ
ᐱᓕᕆᐊᔪᒥᑦ ᐅᕝᕙᓘᓐᓃᑦ ᐊᓯᐊᓄᑦ ᓚᐅᓴᖃᖅᑐᒧᖅᑲᐃ
ᖃᔅᓯᓂᑦ ᐋᓐᓂᐊᓯᐅᖅᑎᖃᕆᐊᖃᖅᐸ ᐃᓄᐊᓐᓂᖓ
ᑕᐅᑐᓪᓗᖓ.

ᑖᓐᓇ ᑕᕝᕙ ᐱᓕᕆᐊᕆᔭᕗᑦ ᑭᒃᑯᑦ
ᐱᔨᑦᑎᕋᖅᑎᐅᓚᐅᕐᓂᖓ ᖃᖓᒃᑯᓪᓗ ᖃᓄᕐᓗ
ᑲᒪᒋᔭᐅᓐᓂᕐᒪ. ᑖᓐᓇᓕ ᑕᐃᒪ ᐃᑯᖓ ᓄᑦᑎᕐᓂᐊᕐᒪᑦ
ᑭᒃᑯᑦ ᖃᐅᔨᒪᔭᕆᐊᖃᕐᒪᖔᑕ
ᐋᓐᓂᐊᖃᕐᓇᓐᖏᑦᑐᓕᕆᔨᓄᑦ
ᖃᓄᐃᓕᐅᕈᑕᐅᓂᐊᖅᐸᓪᓗ ᐃᓕᓐᓅᖓᔪᑦ ᑐᓴᐅᒪᑎ.
ᑖᒃᑯᐊ ᐊᒃᑐᐊᓂᖃᕈᔪᑦᑑᒐᓗᐊᑦ. ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ.

ᐃᒃᓯᕙᐅᑕᖅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᒥᔅ ᓯᑖᒃᓕ.
(ᑐᓵᔨᑎᒎᕈᓐᓃᖅᑐᖅ) ᑕᐃᒫ? (ᑐᓵᔨᑎᒍᑦ)
ᐊᑎᖁᑎᖃᕈᓐᓃᕋᒪ. ᑕᐃᒪ ᑭᖑᓪᓕᖅᐹᒥ
ᐊᐱᖅᑯᑎᔅᓴᖅᑕᖃᕐᒪᖔᖅ ᐊᐱᕆᑲᐃᓐᓇᕐᓗᖓ
ᐅᖃᐅᓯᐅᓚᐅᓐᖏᑦᑐᒥᒃ ᑕᒫᓂ ᐅᓪᓘᒃ ᒪᕐᕉᕋᑖᖅᑑᓂᒃ.
ᑕᕝᕙᓂ ᐅᓂᒃᑳᑦ ᐃᓗᐊᓃᑦᑐᓂᒃ ᓴᖅᑭᑦᑎᔪᒪᒍᕕᒃ, ᒥᔅᑕ
ᐃᓄᒃ.

ᐃᓄᒃ: ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ.
ᐋᓐᓂᐊᖃᕐᓇᓐᖏᑦᑐᓕᕆᔨᒃᑯᓐᓂ ᐊᐱᕆᔪᒪᓪᓗᖓ. ᐃᒻᒪᖃ
ᐅᖃᐅᓯᕆᓚᐅᖅᑕᕋᓗᐊᖓ ᑐᓴᒃᑲᓐᓂᕈᒪᓪᓗᖓ.

ᐃᒃᑯᐊ ᑐᓴᐅᒪᔭᐅᑦᑕᐃᓕᓂᕐᒧᑦ ᑲᒥᓯᓇᖑᔪᖅ
ᐅᓂᒃᑳᖏᓐᓂᒃ ᐃᓱᒫᓗᑎᖃᖃᑦᑕᖅᓯᒪᓚᐅᕐᒪᑦ ᒪᓕᒐᐅᔪᑦ
ᐱᑕᖃᓐᖏᓐᓂᖏᓐᓂᒃ ᐊᔾᔨᒌᓐᖏᑦᑐᑦ ᓲᕐᓗ ᐃᓛᒃ
ᑕᑉᐱᑲᓂ ᐋᓐᓂᐊᕕᒻᒥ. ᓲᕐᓗ ᒪᑯᐊ ᓱᒃᑲᔪᒃᑯᑦ
ᐊᐅᓪᓚᑎᑦᑎᓂᐅᖃᑦᑕᖅᑐᖅ Fax-ᖑᓂᕋᖅᑕᐅᔪᒃᑯᑦ, ᓲᕐᓗ
ᒪᓕᒐᖃᑦᑎᐊᖅᑰᔨᓐᖏᓐᓂᖏᓐᓂᒃ ᐊᓯᖏᓪᓗ. ᑕᒪᒃᑯᐊ
ᑐᓴᐅᒪᔭᐅᔭᕆᐊᖃᓐᖏᓂᕐᒧᑦ ᒪᓕᒐᖃᓪᓗᐊᖅᑰᔨᔫᒐᓗᐊᑦ
ᒪᓕᒐᖃᑦᑎᐊᖅᑰᔨᓐᖏᓯᒪᒻᒪᑕ. ᖃᐅᔨᒪᒐᓗᐊᖅᑐᖓ
ᒥᓂᔅᑕᐅᑉ ᑐᖏᓕᖓ ᐅᖃᖃᑦᑕᖅᓯᒪᔪᖅ ᑕᒪᒃᑯᐊᒎᖅ
ᐱᓕᕆᐊᖑᕙᓪᓕᐊᔪᑦ.
ᐱᖏᒐᒍᓐᓃᖅᐹᓪᓕᕐᓂᐊᕋᒪ ᐊᒻᒪᓗ
ᐃᓱᒫᓗᓐᖏᑉᐹᓪᓕᕐᓂᐊᕋᑦᑕ ᒪᓕᒐᓕᐅᖅᑎᑎᒍᑦ
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Nunavummiut, are the policies that need
to be in place proceeding smoothly and
are they being implemented in a timelier
manner? I would like further clarification
that. Thank you, Madam Chairperson.

ᓄᓇᕗᒻᒥᐅᑎᒍᓪᓗ, ᑕᒪᒃᑯᐊ ᐊᑐᐊᒐᕆᔭᐅᔭᕆᐊᓖᑦ
ᑕᒪᒃᑯᓄᖓ ᑲᔪᓯᑦᑎᐊᐸᓪᓕᐊᒐᓗᐊᖅᐹᑦ? ᐊᒻᒪᓗ
ᐊᑐᓕᖅᑕᐅᑦᑎᐊᖅᐸᑦ, ᐊᑐᓕᖅᑎᐸᓪᓕᐊᒐᓗᐊᖅᐹᑦ
ᓱᒃᑲᔾᔫᒥᔪᒥᒃ ᐋᖅᑭᑎᐊᖅᓯᒪᔪᒃᑯᑦ? ᑖᔅᓱᒥᖓ
ᑐᑭᓯᒋᐊᒃᑲᓐᓂᕈᒪᑐᐃᓐᓇᖅᑐᖓ. ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ.

Chairperson (interpretation): Thank you,
Mr. Enook. Ms. Stockley.

ᐃᒃᓯᕙᐅᑕᖅ: ᖁᔭᓐᓇᒦᒃ, ᒥᔅᑕ ᐃᓄᒃ. ᒥᔅ ᓯᑖᒃᓕ.

Ms. Stockley: Thank you, Madam
Chairperson. Yes, they are being worked
on and we have prioritized them ourselves
with regard to what will support the first
things to rollout. As I mentioned earlier
today, the patient’s bill of rights is going
through the approval processes right now
with the department and I am involved in
that approval process and as well, the
overview of the new policies and
procedures that will support the Office of
Patient Relations. Some of that are privacy
complaints and privacy concerns and the
policies that support that will come out at
that time. We will be sharing that
information and new promotional
materials. Our target date on that is
September of 2017. Thank you, Madam
Chairperson.

ᓯᑖᒃᓕ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ. ᐄ,
ᐱᓕᕆᐊᖑᕙᓪᓕᐊᔪᑦ ᒫᓐᓇ. ᓇᒻᒥᓂᖅ
ᓯᕗᓪᓕᐅᑎᓕᖅᐸᓪᓕᐊᔪᒍᑦ ᑭᓱᓂᑦ ᐃᑲᔪᖅᓱᐃᓂᐊᕐᒪᖔᑕ
ᓇᓕᐊ ᓴᖅᑭᔭᐅᖅᑳᓂᐊᕐᒪᑕ. ᑕᐃᒪ ᐅᖃᖅᑲᐅᒐᒪ
ᐅᐊᑦᑎᐊᖅ, ᑕᒪᒃᑯᐊ ᐃᓅᓕᓴᖅᑕᐅᔪᑦ ᐱᔪᓐᓇᐅᑎᖏᑦ
ᒫᓐᓇ ᓴᖅᑭᑕᐅᕙᓪᓕᐊᔪᑦ ᐱᓕᕆᖃᑕᐅᓪᓗᖓᓗ
ᐊᖏᖅᑕᐅᕙᓪᓕᐊᑎᓪᓗᒋᑦ ᐊᒻᒪᓗ ᓇᐅᑦᑎᓱᕐᓂᖅ ᓄᑖᓂᒃ
ᐊᑐᐊᒐᕐᓂᒃ ᐃᑲᔪᖅᓯᕈᑕᐅᓂᐊᖅᑐᓂᒃ ᑕᒪᒃᑯᓄᖓ
ᐅᓐᓂᓗᖅᓴᕕᓐᓂᒃ ᒪᑯᐊᓗ ᐃᒻᒥᒨᖓᔪᓄᓪᓗ
ᓈᒻᒥᒪᒋᔭᐅᓐᖏᑦᑐᑦ ᐊᑐᐊᒐᐃᓪᓗ
ᐃᑲᔪᖅᓱᐃᔾᔪᑕᐅᓂᐊᖅᑐᑦ ᑕᐃᔅᓱᒪᓂᐅᓚᐅᖅᐸᑦ ᑕᒪᒃᑯᐊ
ᐅᖃᐅᓯᕆᕙᓪᓕᐊᓂᐊᖅᑕᕗᑦ ᖃᐅᔨᒪᔾᔪᑕᐅᓂᐊᖅᑐᓄᓪᓗ
ᓴᖅᑭᑦᑎᓂᖅ 2017-ᒥ ᓴᖅᑭᐸᓪᓕᐊᓕᕐᓂᐊᖅᑐᑦ.
ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ.

Chairperson: Thank you, Ms. Stockley.
(interpretation) Do you have any more
questions, Mr. Enook? Mr. Enook.
Mr. Enook (interpretation): Thank you,
Madam Chairperson. Lastly, there are
many recommendations. They are all
important and they have to be
implemented as soon as possible. In
dealing with the recommendations in your
department, which require the most work
and why do they require the most work of
all the recommendations? I hope I was
understandable. Thank you, Madam
Chairperson.
Chairperson (interpretation): Thank you,

ᐃᒃᓯᕙᐅᑕᖅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᒥᔅ ᓯᑖᒃᓕ. ᑕᐃᒫ?
ᒥᔅᑕ ᐃᓄᒃ.

ᐃᓄᒃ: ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ. ᐊᒻᒪᓗ ᐅᕙᖓᖃᐃ
ᑭᖑᓪᓕᖅᐹᒥᓪᓕ, ᑖᒃᑯᐊ ᐊᑐᓕᖁᔭᐅᔪᑦ ᐅᓄᑲᓪᓛᔪᒻᒪᑕ
ᐊᑐᓕᖁᔭᐅᓯᒪᔪᑦ ᐊᑐᓕᖁᔭᐅᒐᔭᓐᖑᐊᑐᕐᓘᓐᓃᑦ
ᐱᒻᒪᕆᐋᓗᓪᓗᑎᓪᓗ ᑕᒪᕐᒥᒃ ᐊᔪᕐᓇᓐᖏᑐᐊᖅᐸᓪᓗ
ᐊᑐᓕᖅᑏᓐᓇᐅᔭᕆᐊᖃᕋᓗᐊᖅᖢᑎᒃ. ᐃᕝᕕᑦ
ᐱᓕᕆᕝᕕᖓᓂ ᑖᒃᑯᓇᓂ ᐊᑐᓕᖁᔭᐅᔪᓂᒃ ᑭᓱᑦ
ᐱᔭᕆᐊᑐᓛᖑᕙᑦ ᐊᒻᒪᓗ ᖃᓄᐃᒻᒪᑦ ᐱᔭᕆᐊᑐᓛᖑᕙᑦ
ᑖᒃᑯᓇᓂ ᐊᑐᓕᖁᔭᐅᔪᓕᒫᓂᒃ? ᑐᑭᓯᓇᕐᓂᕈᒪ.
ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ.

ᐃᒃᓯᕙᐅᑕᖅ: ᖁᔭᓐᓇᒦᒃ,
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Mr. Enook. Ms. Stockley.
Ms. Stockley: Thank you, Madam
Chairperson. We implemented a number
of things that the privacy commissioner
had issue with, for example, moving the
fax machine, making sure training for staff
is a requirement, looking at screensavers,
looking at timeouts to make computer
screens go dark, and access to medical
records. That swipe card system has been
implemented. A number of things have
already been done. Every one of the
commissioner’s recommendations has
been accepted and is in various stages of
work. Many have been done, as I just
mentioned.
The one that is going to take the most
work and is going to take the longest is the
health-specific privacy legislation. That’s
going to require a lot of consultations, but
we’re already leading the working group
and we do expect to have a legislative
proposal ready really early in the new
days of the government. That’s what we
continue to work toward. EIA is involved
in that. The Department of Justice is
involved in that. As we move along,
we’ve had consultations with NTI.
We’re getting our work done that will
support that and enable us to get in a
position to do that very quickly. That will
definitely take the most work. I expect that
significant and very broad consultations
will be required for that very important
piece of legislation. Thank you, Madam
Chairperson.

ᒥᔅᑕ ᐃᓄᒃ. ᒥᔅ ᓯᑖᒃᓕ.

ᓯᑖᒃᓕ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖ.ᖅ ᑕᐃᒪ
ᐊᑐᓕᖅᑎᑦᑎᓯᒪᔪᒍᑦ ᖃᔅᓯᑲᓪᓚᓐᓂᒃ ᑖᒃᑯᐊ
ᑲᓐᖑᓇᖅᑐᓕᕆᓂᕐᒧᑦ ᑲᒥᓯᓇ ᒪᑯᐊ ᓱᒃᑲᔪᒃᑰᕈᑏᑦ,
ᐊᓯᐊᓄᑦ ᓄᑦᑎᖅᑕᐅᓗᑎᑦ ᐊᒻᒪᓗ ᐃᖅᑲᓇᐃᔭᖅᑏᑦ
ᐱᓕᒻᒪᒃᓴᔭᐃ ᖃᕋᓴᐅᔭᕐᒧᓪᓗ ᑕᑯᔭᐅᔾᔭᐃᒃᑯᑏᑦ ᐃᒻᒥᓂᓪᓗ
ᓴᖅᑭᔮᕈᓐᓃᕈᑎᑦ ᑖᖅᓯᔾᔪᑎᓂᓪᓗ ᖃᕋᓴᐅᔭᖅ ᒪᑯᐊ
ᐃᓅᓕᓴᖅᑕᐅᓂᖏᓐᓄᑦ ᑎᑎᕋᖅᑕᐅᔪᕕᓃᑦ ᑕᐃᒪ ᐃᒪᓐᓇ
ᐃᓯᕈᓐᓇᐅᑎᓂᒃ. ᖃᔅᓯᑲᓪᓚᐃᑦ ᐱᓕᕆᐊᖑᕙᒌᖅᓯᒪᔪᑦ
ᑕᕝᕙᓂ. ᑲᒥᓯᓇᐅᑉ ᐊᑐᓕᖁᔭᖏᑦ ᐊᖏᖅᓯᒪᔭᐃᓐᓇᖅᐳᑦ
ᐱᓕᕆᐊᖑᔪᐃᓐᓇᐅᓕᖅᑐᑎᑦ ᐅᓄᖅᑐᑦ
ᐱᓕᕆᐊᖑᕙᒌᖅᓯᒪᔪᑦ.

ᑕᐃᒪᓕ ᐱᔭᕆᐊᑐᓛᖑᓂᐊᖅᑐᖅ ᐊᑯᓂᐅᓛᖑᓗᓂ
ᑕᒪᒃᑯᐊ ᐃᒻᒥᒨᖓᔪᓂᒃ ᐱᖁᔭᓕᐅᕐᓂᖅ. ᑖᓐᓇ
ᐅᖃᖃᑎᖃᖅᑐᒻᒪᕆᐅᔭᕆᐊᖃᕐᓂᐊᕋᑦᑕ
ᐱᓕᕆᖃᑎᒌᑦᑐᖅᑕᖃᑉᐸᒌᖅᑐᑕᓗ ᑖᒃᑯᐊ ᐱᖁᔭᒃᓴᓂᑦ
ᓴᖅᑭᑦᑎᓯᒪᔪᒪᓂᐊᖅᑐᒍᑦ ᑕᐃᒃᑯᐊᓗ ᓄᑖᑦ ᒐᕙᒪᑦ
ᐊᐅᓚᓕᖅᐸᑕ. ᑕᒪᓐᓇ ᒐᕙᒪᐅᖃᑎᒌᑦᑐᓕᕆᔨᒃᑯᑦ
ᐃᓚᐅᓪᓗᑎᑦ ᒪᓕᒐᓕᕆᔨᒃᑯᑦ ᐱᓕᕆᖃᑕᐅᒋᓪᓗᑎᑦ ᑕᐃᒪ
ᑕᐅᕗᓐᖓᐅᕙᓪᓕᐊᑎᓪᓗᑕ. ᐅᖃᖃᑎᖃᖅᓯᒪᔪᒍᑦ ᓄᓇᕗᑦ
ᑐᓐᖓᕕᒃᑯᓐᓂ.

ᐱᓕᕆᕙᓪᓕᐊᔪᒍᑦ ᐃᑲᔪᖅᓱᐃᓂᖅ ᑖᒃᑯᓂᖓ
ᓇᓃᓕᕐᓂᕈᓐᓇᓂᐊᖅᑕᑎᓐᓂ ᓱᒃᑲᐃᔪᒧᑦ. ᑖᓐᓇ ᑕᕝᕙ
ᐱᔭᕇᑦᑐᓛᖑᓂᐊᖅᑐᖅ ᓂᕆᐅᒋᓪᓗᒍᓗ ᐃᒪᓐᓇ
ᐅᖃᖃᑎᖃᖅᑐᒻᒪᕆᐅᔭᕆᐊᖃᕐᓂᐊᕋᑦᑕ ᑖᔅᓱᒧᖓ
ᐱᒻᒪᕆᐅᔪᒧᑦ ᐱᖁᔭᒃᓴᓄᑦ. ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ.

Chairperson: Thank you, Ms. Stockley.
Mr. Okalik.

ᐃᒃᓯᕙᐅᑕᖅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᒥᔅ ᓯᑖᒃᓕ. ᒥᔅᑕ
ᐅᑲᓕᖅ.

Mr. Okalik (interpretation): Thank you,
Madam Chairperson. I would like to thank
the people before us as well as the

ᐅᑲᓕᖅ: ᖁᔭᓐᓇᒦᒃ, ᐃᔅᓯᕙᐅᑕᖃᖅᑑᖅ. ᑖᒃᑯᐊ
ᖁᔭᓐᓇᒦᕈᒪᔭᒃᑲ ᑕᒫᓃᔅᓯᒪᔪᑦ ᐊᒻᒪᓗ ᑖᒃᑯᐊ
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Department of Health for starting to
respond to the recommendations that were
made. It is clear the work in this area will
be ongoing. We hear a lot about the
Department of Health through our
constituents on how the department can
improve the care they are providing. It’s
very important to us and I know there’s
further work to do.

ᐋᓐᓂᐊᖃᖅᑕᐃᓕᕆᔨᒃᑯᑦ ᑭᐅᕙᓪᓕᐊᒻᒪᑕ ᑖᒃᑯᐊ
ᐊᑐᓕᖅᑕᐅᖁᔭᐅᓯᒪᔪᓂᒃ. ᓇᓗᓇᓐᖏᑦᑐᖅ ᑕᒪᓐᓇ
ᑲᒪᒋᔭᐅᖏᓐᓇᓂᐊᖅᑐᖅ. ᑖᒃᑯᐊ
ᑐᓴᕐᓇᓗᐊᕐᓂᖅᓴᐅᓲᖑᒻᒪᑕ ᐋᓐᓂᐊᖃᑦᑕᐃᓕᕆᔨᒃᑯᑦ
ᑭᒡᒐᑐᖅᑕᓐᓄᑦ ᖃᓄᒃᑲᓐᓂᖅ ᐋᓐᓂᐊᖃᖅᑕᐃᓕᕆᔨᒃᑯᑦ
ᑲᒪᑦᑎᐊᑲᓐᓂᕈᓐᓇᕐᒪᖔᑕ ᐋᓐᓂᐊᕕᓕᐊᖅᓯᒪᑎᓪᓗᒋᑦ
ᑖᒃᑯᐊ ᐱᒻᒪᕆᐅᖃᑦᑕᖅᓯᒪᒻᒪᑕ ᐅᕙᑦᑎᓐᓄᑦ. ᑖᓐᓇ
ᓇᓗᓇᓐᖏᑦᑐᖅ ᑲᒪᒋᔭᐅᒃᑲᓂᕐᓂᐊᖅᑐᖅ.

I would like to thank the people attending
the Chambers. It is clear they will be
implementing the recommendations and
I’m not too concerned about that. We
haven’t really heard anything bad about
private information being shared, so I’m
not as concerned about that, as I know
they’re in the planning stage. I’ll stop
there for now. Thank you, Madam
Chairperson.

ᑖᒃᑯᐊᓕ ᑕᒫᓃᑦᑐᑦ ᖁᔭᓐᓇᒦᕈᒪᔭᒃᑲ ᐊᒻᒪᓗ ᒪᓕᒍᒪᔭᖏᑦ
ᒪᓕᑦᑕᐅᖁᔭᖏᑦ ᓇᓗᓇᓐᖏᑦᑐᖅ
ᐊᑐᓕᖅᑎᑕᐅᕙᓪᓕᐊᓂᐊᕐᒥᒻᒪᑕ. ᐃᓱᒫᓗᒋᓗᐊᓐᖏᑕᒃᑲ
ᑕᕝᕘᓇ ᐋᓐᓂᐊᖃᖅᑕᐃᓕᕆᔨᒃᑯᑦ ᐃᒫᕌᓗᒃ
ᑐᓴᕐᓇᓗᐊᖅᓯᒪᓐᖏᒻᒪᑕ ᐊᓚᒃᑲᐃᖃᑦᑕᕐᓂᖅ
ᑲᓐᖑᓇᖅᑐᓂ. ᑕᕝᕘᓇ ᖃᓄᐃᒋᓗᐊᓐᖏᒃᑲᓗᐊᖅᑐᒍ
ᐊᒻᒪᓗ ᑖᒃᑯᐊ ᐸᕐᓇᑕᐅᕙᓪᓕᐊᔪᑦ ᓇᓗᓇᓐᖏᑦᑐᖅ
ᐃᑲᔫᑎᖃᕐᓂᐊᕐᖓᑕ. ᑕᕝᕙᓗᐊᑐᐃᓐᓇᖅ. ᖁᔭᓐᓇᒦᒃ,
ᐃᔅᓯᕙᐅᑕᖃᖅᑑᖅ.

Chairperson: Thank you, Mr. Okalik. Mr.
Shooyook.

ᐃᒃᓯᕙᐅᑕᖅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᒥᔅᑕ ᐅᑲᓕᖅ. ᒥᔅᑕ
ᓲᔪᖅ.

Mr. Shooyook (interpretation): Thank
you, Madam Chairperson. I would also
like to thank our visitors from the
Information and Privacy Commissioner’s
office. With Nunavummiut watching, they
addressed their concerns very clearly. I
thank them very much and I know
Nunavummiut gained a much greater
understanding, along with me.
With that, I haven’t been saying very
much because we just seem to be going
back and forth on the use or possible
abuse of digital information and my
colleagues have been saying what I
wanted to say.
I would like to thank the Department of
Health for listening to and understanding
our concerns. Once things are
implemented, I expect a better level of
care for the patients in the future. Even

ᓲᔪᖅ: ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ. ᐊᒻᒪᑦᑕᐅᖅ ᑖᒃᑯᐊ
ᑭᒡᓕᓯᓂᐊᖅᑏᑦ ᖁᔭᓐᓇᒦᑦᑎᐊᖅᐸᒃᑲ ᓄᓇᕗᒻᒥ
ᑕᐅᑐᑦᑎᓪᓗᒋᑦ ᐃᓱᒫᓗᒋᖃᑦᑕᖅᑕᖏᓐᓂ
ᐅᖃᓪᓚᑦᑎᐊᕐᒪᑕ. ᑕᒪᓐᓇ ᖁᔭᓐᓇᒦᖅᔪᐊᑕᒃᑲ ᑖᒃᑯᐊ
ᖃᓄᖅ ᑕᐃᒃᑯᐊ ᑐᓵᔪᑦ ᑐᑭᓯᕚᓪᓕᖅᔪᐊᕐᒪᑕ ᑕᒪᓐᓇ.
ᐅᕙᖓᓗ ᑐᑭᓯᕚᓪᓕᖃᑕᐅᓪᓗᖓ.

ᑕᐃᒪᐃᑦᑑᑎᓪᓗᒍ ᓂᓪᓕᑲᑕᓐᖏᓐᓇᒪ ᑖᒃᑯᐊ
ᐅᑎᖅᑕᑐᐃᓐᓇᐸᓗᖅᑰᔨᒋᒐᒃᑭᑦ ᖃᕋᓴᐅᔭᐃᑦ ᑕᒪᒃᑯᐊ
ᐱᑲᒻᒪᑦᑕᐅᓃᑦ. ᐅᖃᐅᓯᔅᓴᕆᔭᒃᑲ ᐱᔭᐅᕙᓪᓕᐊᓪᓗᑎᑦ
ᐅᖃᐅᓯᔅᓴᖃᕈᓐᓃᑎᐊᒻᒪᕆᕋᑖᕋᒪ.

ᑭᓯᐊᓂᓕ ᖁᔭᓐᓇᒦᖅᑐᖓ ᑖᒃᑯᓇᓐᖓᓗ
ᐋᓐᓂᐊᖃᕐᓇᓐᖏᑦᑐᓕᕆᔨᒃᑯᓐᓄᑦ ᑕᒪᑐᒥᖓ
ᐃᑉᐱᒋᔭᑦᑎᓐᓂ ᑐᑭᓯᒐᔅᓯ. ᑖᒃᑯᐊ ᐋᖅᑭᓱᖅᑕᐅᔪᑦ
ᐋᖅᑭᑎᐊᖅᐸᑕ ᓂᕆᐅᓐᓂᖃᖅᑐᖓ ᐃᓕᐅᕐᓂᖅᓴᒥᒃ
ᓄᓇᕗᑦ ᕿᑭᖅᑕᓂ ᐋᓐᓂᐊᕕᒃ ᑕᒪᒃᑯᐊᓗ
ᐋᓐᓂᐊᕕᓕᐊᖃᑦᑕᖅᑐᑦ ᓯᕗᓂᔅᓴᑎᓐᓂ ᑕᐅᕙᓂ

42

after we’re gone, they will have a better
place to work and I thank them very
much. That’s it for me.
Chairperson (interpretation): Thank you,
Mr. Shooyook. Anybody else? Mr.
Rumbolt.
Mr. Rumbolt: Thank you, Madam
Chairperson. The past couple of days we
have been concentrating on the issues with
the Qikiqtani General Hospital mostly. I
think, if the privacy commissioner did an
audit on any of our communities, you
would probably find a lot of similar
circumstances.
I would just urge that when the
Department of Health is looking at these
recommendations by the privacy
commissioner, a lot of them can probably
apply to our communities and to ensure
that anything they can do to improve the
issues that we have in our communities
would be greatly appreciated. Thank you,
Madam Chairperson.
Chairperson: Thank you, Mr. Rumbolt. I
guess what I’m going to do is open up for
closing… . Oh, sorry, Mr. Qirngnuq. I’m
sorry, Mr. Qirngnuq. Go ahead.
Mr. Qirngnuq (interpretation): Thank
you, Madam Chairperson. We’re talking
about the Qikiqtani General Hospital in
Iqaluit because it is the biggest hospital in
Nunavut. With respect to privacy and
confidentiality issues which are being
addressed and put in place, if this is
properly implemented in Iqaluit, then it
will reach the smaller communities. We
would like to see something like that in
the future.
The issue of privacy is very important
because personal information should not

ᐅᕙᒍᓪᓕ ᐃᓅᓐᖏᓕᕋᓗᐊᖅᑎᓪᓗᑕ ᐋᖅᑭᓯᒪᓂᖅᓴᒥᒃ
ᐱᓕᕆᕝᕕᖃᕈᒫᕐᒪᑕ. ᖁᔭᓐᓇᒦᑦᑎᐊᖅᐳᖓ ᑕᐃᒫᒃᖢᖓᓗ.

ᐃᒃᓯᕙᐅᑕᖅ: ᖁᔭᓐᓇᒦᒃ, ᒥᔅᑕ ᓲᔪᖅ. ᑭᓇᓗ? ᒥᔅᑕ ᕋᒻᐴᑦ.

ᕋᒻᐴᑦ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ. ᐅᓪᓘᓐᓄᒃ
ᒪᕐᕉᕋᑖᖅᑑᓐᓄᒃ ᐅᖃᐅᓯᖃᓪᓗᐊᑕᕋᑦᑕ ᕿᑭᖅᑕᓂ
ᐋᓐᓂᐊᕕᒻᒧᓗᐊᑕᑐᐊᖅ. ᑭᓯᐊᓂᓕ ᐃᓱᒪᒐᒪ ᑕᐃᒪ
ᑲᓐᖑᓇᖅᑐᓕᕆᓂᕐᒧᑦ ᑲᒥᓯᓇ ᖃᐅᔨᒋᐊᕐᓂᒥᑉᐸᑦ
ᓇᓕᐊᓐᓂᑐᐃᓐᓇᖅ ᓄᓇᓕᓐᓂ ᐊᔾᔨᑐᐃᓐᓇᖏᓐᓂ
ᑕᑯᒐᔭᖅᑐᒃᓴᐅᒻᒪᑦ.

ᑖᒃᑯᐊ ᐋᓐᓂᐊᖃᕐᓇᓐᖏᑦᑐᓕᕆᔨᒃᑯᑦ ᐊᑐᓕᖁᔭᐅᔪᓂᒃ
ᑲᓐᖑᓇᖅᑐᓕᕆᓂᕐᒧᑦ ᑲᒥᓯᓇᒧᑦ ᑕᐃᒪᓐᓇ
ᓄᓇᓕᓐᓄᑦᑕᐅᖅ ᑐᕌᖓᔪᓐᓇᖅᑰᕐᒥᒻᒪᑕ ᐃᒪᓐᓇ
ᐱᐅᓯᕚᓪᓕᑎᑦᑎᔪᓐᓇᕐᓗᑎᑦ ᓇᐅᒃᑯᑐᐃᓐᓇᖅ
ᓄᓇᓕᑦᑎᓐᓂ ᑕᐃᒪᓐᓇ ᖁᔭᒋᔭᒻᒪᕆᒋᒐᔭᖅᑕᕗᑦ.
ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ.

ᐃᒃᓯᕙᐅᑕᖅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᒥᔅᑕ ᕋᒻᐴᑦ.
ᖁᔭᓐᓇᒦᒃ. ᑕᐃᒪᓕ, ᒪᒥᐊᓇᖅ, ᒥᔅᑕ ᕿᓐᖑᖅ. ᒪᒥᐊᓇᖅ.

ᕿᓐᖑᖅ: ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑕᓖᒃ. ᑖᒃᑯᐊ ᑕᕝᕙᓂ
ᐃᖃᓗᐃᑦ ᐋᓐᓂᐊᕐᕕᐊᓂ ᐅᖃᐅᓯᖃᕋᓗᐊᖅᑎᓪᓗᑕ ᑖᓐᓇ
ᖁᑦᑎᓂᖅᐹᖑᒻᒪᑦ ᐋᓐᓂᐊᕐᕕᒃ ᑕᕝᕙᓂ ᓄᓇᕗᑦᑕ
ᐃᓗᐊᓂ. ᑕᐃᒻᓇ ᐊᑐᖅᑎᓪᓗᒍ ᐋᓐᓂᐊᕐᓂᐅᑉ ᑕᐃᑉᓱᒧᖓ
ᑲᓐᖑᓇᖅᑐᓕᕆᓂᐅᑉ ᒥᔅᓵᓄᑦ ᐊᕙᒻᒧᑦ
ᐊᑐᖅᑕᐅᕙᓪᓕᐊᕗᖅ ᑕᒪᖔᖅᖢᓂ. ᑕᐃᒪ
ᐊᑐᖅᑕᐅᑦᑎᐊᕈᓐᓇᖅᐸᑦ ᑕᒫᓂ ᐃᖃᓗᓐᓂ
ᑲᓐᖑᓇᖅᑐᓕᕆᓂᐅᑉ ᒥᔅᓵᓄᑦ ᑕᐃᒃᑯᓄᖓ ᓄᓇᓕᑉᑎᓐᓄᑦ
ᒥᑭᓂᖅᓴᓄᑦ ᑎᑭᑉᐸᓪᓕᐊᓂᐊᖅᑯ. ᑕᑯᔪᒪᓂᐊᖅᐸᖁᓪᓗ
ᓯᕗᓂᔅᓴᑎᓐᓂ.

ᑕᐃᓐᓇ ᐱᒻᒪᕆᐅᕗᖅ ᑲᓐᖑᓇᖅᑐᓕᕆᓂᐅᑉ ᒥᔅᓵ, ᐃᓅᑉ
ᐊᑐᖅᑖ ᓱᓇᑐᐃᓐᓇᖅ ᑐᓴᐅᒪᔭᐅᒋᐊᖃᓐᖏᒻᒪᑦ
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be shared openly. It’s up to the individual
if they would like to share their own
information openly. I would like to thank
the Information and Privacy
Commissioner of Nunavut for her support
and the Department of Health. I am
pleased and thankful that we now have a
better understanding. Thank you, Madam
Chairperson.
Chairperson (interpretation): Thank you,
Mr. Qirngnuq. (interpretation ends) Before
we wrap up, I would like to take
advantage of your time here and ask a
little bit about a privacy issue. It was an
issue that was raised by a couple of my
constituents.
I recently wrote a letter to the Minister of
Finance concerning the government’s
policy regarding reference checks during
the staffing process. It is my
understanding that the government may
have recently changed its policy regarding
the process. I will be tabling copies of my
letter and the Minister’s response to it
during the upcoming spring sitting.
It is my understanding that candidates who
apply for GN jobs used to be able to see
copies of all references that were made
about them, whether they were positive or
negative. It is my understanding that this
policy has changed and the candidates can
no longer see these items.
I do understand the need to encourage
referees to provide candid references, but I
am also concerned that candidates who
unsuccessfully apply for positions do not
have the opportunity to challenge claims
about them that may have been made in
bad faith.
I would like to ask the Information and
Privacy Commissioner for her thoughts on

ᐅᒧᑐᐃᓐᓇᖅ. ᑭᓯᐊᓂ ᐃᓄᒃ ᓇᒻᒥᓂᖅ ᑐᓴᐅᒪᔭᐅᒍᒪᒍᓂ
ᓇᒻᒥᓂᖅ ᐅᖄᓪᓚᓂᐊᖅᐳᖅ ᐅᒧᑐᐃᓐᓇᖅ. ᑖᓐᓇ
ᖁᔭᓐᓇᒦᖅᐸᒃᑲ ᑖᒃᑯᐊ ᑲᓐᖑᓇᖅᑐᓕᕆᓂᕐᒧᑦ ᑲᒥᓯᓇ
ᓄᓇᕗᒻᒥ ᐃᑲᔪᖅᑐᐃᔭᖅᑐᖅᑐᑦ ᑖᒃᑯᓂᖓ
ᐋᓐᓂᐊᖅᑐᓕᕆᔨᒃᑯᓐᓂ. ᐋᓐᓂᐊᖅᑐᓕᕆᔨᒃᑯᓪᓗ ᑖᒃᑯᐊ
ᑐᑭᓯᓐᓇᖅᓯᕚᓪᓕᕐᒪᑕ ᖁᕕᐊᓱᑉᐳᖓ ᖁᔭᓐᓇᒦᖅᖢᖓᓗ.
ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑕᓖᒃ.

ᐃᒃᓯᕙᐅᑕᖅ: ᖁᔭᓐᓇᒦᒃ, ᒥᔅᑕ ᕿᓐᖑᖅ. (ᑐᓵᔨᑎᒍᑦ)
ᓄᖅᑲᓚᐅᓐᖏᓂᑦᑎᓐᓂ ᑕᕝᕙᓃᓐᓂᕐᓂ ᐊᐱᕆᔪᒪᒻᒥᔪᖓ
ᐃᒻᒥᒨᖓᔪᒥ ᐃᓱᒪᓇᖅᑐᒥ. ᑕᒪᓐᓇ ᓴᖅᑭᑕᐅᖃᑦᑕᖅᓯᒪᔪᖅ
ᓂᕈᐊᖅᑎᓐᓂ ᑎᑎᕋᖅᑕᐅᓚᐅᕋᒪ.

ᑮᓇᐅᔭᓕᕆᔨᒃᑯᑦ ᒥᓂᔅᑕᖓᓄᑦ ᒐᕙᒪᒃᑯᑦ ᐊᑐᐊᒐᖏᑕ
ᒥᔅᓵᓄᑦ ᐱᓪᓗᒍ. ᒪᑯᐊ ᐃᖅᑲᓇᐃᔮᖅᑕᕋᓱᑦᑐᒧᑦ
ᖃᐅᔨᒋᐊᖅᕕᐅᑎᑕᐅᖃᑦᑕ ᑕᐃᒪᓕ ᑐᑭᓯᐅᒪᒐᖏ
ᒐᕙᒪᒃᑯᑦ ᐊᑐᒐᕐᒥᓂᒃ ᐊᓯᔾᔩᕋᑖᖅᑰᓚᐅᕐᒪᑕ
ᐊᑐᐊᖅᐸᓪᓕᐊᓂᖓ. ᓴᖅᑭᑦᑎᓂᐊᖅᑐᖓ ᑎᑎᖅᑲᓐᓂᒃ
ᑭᐅᔾᔪᑕᐅᓚᐅᖅᑐᓂᓪᓗ ᐅᐱᕐᖔᖅ ᑲᑎᒪᖅᔪᐊᓕᕈᑦᑕ.

ᑐᑭᓯᐅᒪᒐᒪ ᑕᒪᒃᑯᐊ ᐃᖅᑲᓇᐃᔮᖅᑕᕋᓱᒃᑐᑦ ᓄᓇᕗᑦ
ᒐᕙᒪᒃᑯᓐᓂ ᑕᑯᔪᓐᓇᖃᑦᑕᓚᐅᕋᓗᐊᕐᒪᑕ
ᖃᐅᔨᒪᔨᓂᖏᓐᓂ ᐃᒪᓐᓇ ᓈᒻᒪᒃᑲᓗᐊᖅᐸᑕ
ᓈᒻᒪᖏᒃᑲᓗᐊᖅᐸᑕ. ᑐᑭᓯᐅᒪᒐᒪ ᑖᓐᓇ ᐊᑐᐊᒐᖅ
ᐊᓯᔾᔨᖅᓯᒪᔪᑦ ᑖᒃᑯᐊᓗ ᐃᖅᑲᓇᔭᖅᑖᕋᓱᑦᑐᓪᓗ
ᑕᑯᔪᓐᓇᖅᑎᑕᐅᔪᓐᓃᖅᑐᑎᑦ.

ᑐᑭᓯᓯᒪᒐᓗᐊᖅᑐᖓ ᐃᒪᓐᓇ ᓇᐅᑦᑎᓱᖅᑎᓂᒃ
ᑕᑯᔭᐅᔭᕆᐊᓕᐅᒐᓗᐊᑦ ᐊᑎᕐᓂᒃ ᑭᓯᐊᓂ ᐃᓱᒫᓗᑎᒋᒐᒃᑯ
ᑕᒪᒃᑯᐊ ᐃᖅᑲᓇᐃᔮᖅᑕᕋᓱᑦᑑᒐᓗᐊᑦ
ᐃᖅᑲᓇᐃᔮᖅᑖᖅᑎᑕᐅᓐᖏᑦᑐᑎᑐᑦ
ᑕᑯᔪᓐᓇᖅᓯᖃᑦᑕᖏᒻᒪᑕ ᐃᒪᓐᓇ
ᐅᕐᓂᓪᓗᒍᓐᓇᖅᓯᑎᑕᐅᖃᑦᑕᖏᒻᒪᑕ ᓴᒡᓗᑕᐅᓐᓂᕈᑎᑦ.

ᑕᐃᒪᓕ ᐊᐱᕆᔪᒪᕙᕋ ᑐᓴᐅᒪᔾᔪᓕᕆᓂᕐᒧᑦ
ᑲᓐᖑᓇᖅᑐᓕᕆᓂᕐᒧᓪᓗ ᑲᒥᓯᓇ ᖃᓄᖅ
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this issue. Ms. Keenan Bengts.
Ms. Keenan Bengts: Thank you, Madam
Chairperson. Let me start by saying this:
access to information rights have been
held by the Supreme Court of Canada to
be quasi-constitutional in nature. That
means those rights should only be
removed in circumstances that would
cause serious and demonstrable harm. The
right of access to one’s own personal
information is at the top end of that scale.
It is the highest level of entitlement that
there is in the Act.
References on job applications are by
definition the personal information of the
person about whom the opinion is. If you
give an opinion as to my suitability for
employment, that is my personal
information. Your opinion is my personal
information by definition under the Act.
The Act currently provides public bodies
with the discretion to refuse access to
disclosed personal information that is
evaluative or opinion material, which is
compiled solely for the purpose of
determining an applicant’s suitability for
employment. When that information is
provided either explicitly or implicitly in
confidence, it is a discretionary
exemption, which means that the
discretion must be applied in each
individual case and be weighed in each
individual case.
Disclosure is always the default or should
always be the default and only if there is a
very good reason over and above
possibilities, maybe or might happen,
should that information not be disclosed to
the individual about whom it belongs.
In a policy which says that we are simply
not going to disclose any of the

ᐃᓱᒪᒋᔭᖃᕐᒪᖔᖅ ᑕᒪᑐᒥᖓ. ᒥᔅ ᑮᓇᓐ ᐸᐃᖕᔅ.

ᑮᓇᓐ ᐸᐃᖕᔅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ.
ᐃᒻᒪᖃ ᐱᒋᐊᕈᑎᖃᕈᒪ, ᐃᖅᑲᖅᑐᐃᕕᔾᔪᐊᓂᒃᑯᐊ
ᐃᓱᒪᓕᐅᓚᐅᕐᒪᑕ ᑕᒪᓐᓇ ᐱᔪᓐᓇᐅᑎᑦᑎᓐᓄᑦ
ᑐᓐᖓᕕᓪᓚᕆᐊᓘᒻᒪᑦ ᐊᒻᒪᓗ ᑖᒃᑯᐊ ᐱᔪᓐᓇᐅᑏᑦ
ᐲᖅᑕᐅᔪᓐᓇᖅᐳᑦ ᑭᓯᐊᓂ ᒪᓗᓐᓇᖅᑐᑕᖃᖅᐸᑦ.
ᐊᑐᐃᓐᓇᖃᕐᓂᖅ ᓇᒻᒥᓂᖅ ᐸᐃᑉᐹᖁᑎᓐᓂ ᑖᓐᓇ
ᓯᕗᓪᓕᐹᑦᑎᐊᖑᓪᓗᓂ ᖁᓛᓂᖃᑕᐅᕗᖅ ᐊᒻᒪᓗ ᑖᓐᓇ
ᐱᔪᓐᓇᕐᓂᓪᓚᕆᐊᓘᓪᓗᓂ
ᐊᑐᖅᑕᐅᖏᓐᓇᔭᐅᕆᐊᖃᖅᖢᓂᓗ.

ᒪᑯᐊ ᐃᖅᑲᓇᐃᔮᖅᑕᕋᓱᒃᖢᓂ ᑕᒪᒃᑯᐊ ᐸᐃᑉᐹᕈᔪᐃᑦ
ᐃᒻᒥᒨᖓᕗᑦ ᑕᐃᔅᓱᒧᖓ ᐆᒃᑐᓚᐅᖅᑐᒧᑦ ᑐᕌᖓᕗᖅ. ᓲᕐᓗ
ᐃᓱᒪᒋᔭᖃᕐᓂᕈᕕᑦ ᖃᓄᖅ ᐊᔪᓐᖏᓐᓂᕋ
ᐃᓱᒪᓕᐊᕆᔭᐅᔪᕐᓗ ᑖᒃᑯᐊ ᑕᑯᔪᓐᓇᕆᐊᖃᖅᑕᒃᑲ
ᐅᕙᓐᓄᑦ ᑐᕌᖓᒻᒪᑕ.

ᑖᓐᓇ ᒪᓕᒐᖅ ᒫᓐᓇ ᐅᖃᖅᓯᒪᕗᑦ
ᐃᓱᒪᔅᓴᖅᓲᑎᒋᔭᐅᔪᓐᓇᖅᖢᓂ ᑕᒪᓐᓇ ᒐᕙᒪᒃᑯᑦ
ᑎᒥᖁᑎᖏᓐᓂᑦ ᐃᓱᒪᓕᐅᕈᑕᐅᓐᓂᖅᐸᑕᓘᓐᓃᑦ. ᑖᒃᑯᐊ
ᓄᐊᑕᐅᖃᑦᑕᕐᒪᑕ ᐸᐃᑉᐹᑦ ᐃᓱᒪᓕᐅᕋᓱᒃᖢᑎᒃ ᓇᓕᐊ
ᐃᖅᑲᓇᐃᔮᖅᑖᖅᐸᑦ ᐱᐅᓂᖅᐹᖑᓂᐊᕐᒪᖔᖅ. ᑕᒪᒃᑯᐊ
ᑐᓴᐅᒪᔾᔪᑏᑦ ᑐᓐᓂᖅᑯᑕᐅᑉᐸᑕ ᑲᓐᖑᓇᖅᑑᑎᑕᐅᔭᕆᐊᓖᑦ
ᐃᓱᒪᔅᓴᖅᓲᑎᒋᔭᐅᔪᓐᓇᕐᓂᖅ ᑖᓐᓇ ᑕᐃᖅᑲᐅᒐᒃᑯ. ᑖᓐᓇ
ᐃᓱᒪᖅᓲᑖ ᐊᑐᖅᑕᐅᔪᓐᓇᖅᐳᖅ ᑕᐃᒃᑯᓄᖓ ᐊᑐᓂ
ᐆᒃᑐᓚᐅᖅᑐᓄᑦ.

ᓴᖅᑭᑦᑎᓂᐊᕐᓂᖅ ᑭᖑᓪᓕᐅᔭᕆᐊᓕᒃ
ᑭᖑᓪᓕᐅᖏᓐᓇᐅᔭᕆᐊᓕᒃ. ᐱᔾᔪᑎᔅᓴᖃᑦᑎᐊᕈᓂ ᑭᓯᐊᓂ
ᐃᒻᒪᖃ ᐃᒪᐃᓕᔪᖃᑐᐃᓐᓇᕆᐊᖃᕐᓂᕐᒥᒃ ᐃᓱᒪᖃᕐᓂᕈᓂ
ᑖᒃᑯᐊ ᐸᐃᑉᐹᑦ ᓴᖅᑭᑕᐅᓐᖏᑦᑑᔪᓐᓇᖅᑐᑦ ᑖᔅᓱᒧᖓ
ᐃᓄᒻᒧᑦ ᑐᒃᓯᕌᖃᖅᑲᐅᔪᒧᑦ.

ᐊᑐᐊᒐᖅ ᐅᖃᖅᓯᒪᔪᖅ ᐅᑯᓂᖓ
ᓴᖅᑭᑦᑎᖃᑦᑕᔾᔮᕈᓐᓃᖅᑐᒍᑦ ᓇᓕᐊᑐᐃᓐᓇᕐᓂ
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information we get from references is
clearly, in my opinion, contrary to the Act
because in each individual case that
discretion must be exercised and only if
there is a good reason not to disclose it,
which goes beyond the general, should it
be withheld.

ᐱᔭᑦᑎᓐᓂ ᐸᐃᑉᐹᓂ ᑕᐃᓯᓯᒪᔪᓂᒃ. ᑕᐃᒪ ᓯᖁᒥᑦᑎᕗᖅ
ᒪᓕᒐᕐᒥ. ᐃᓅᑉ ᐱᔪᓐᓇᐅᑎᖓ ᐊᑐᖅᑕᐅᒋᐊᖃᕐᒪᑦ
ᐱᔾᔪᑎᔅᓴᖃᑦᑎᐊᕐᓗᓂ ᑭᓯᐊᓂ ᓴᖅᑭᑕᐅᓐᖏᑦᑑᔪᓐᓇᖅᑐᑦ
ᑖᒃᑯᐊ ᑐᒃᓯᕌᕆᔭᖏᑦ.

I hope that answers the question as
thoroughly as I can without knowing facts
of a particular case. Thank you.

ᑭᐅᕗᖓᖃᐃ. ᑭᐅᑦᑎᐊᕋᓱᑦᑐᖓ ᓱᓕᔪᓐᓇᐅᑎᓂᒃ
ᓵᓐᓃᑦᑐᖃᓐᖏᒻᒪᑦ. ᖁᔭᓐᓇᒦᒃ.

Chairperson: Thank you, Ms. Keenan
Bengts. I guess my question on that: when
they come up with their reason why they
don’t want to disclose, is that something
they share with the person trying to access
the information? Thank you. Ms. Keenan
Bengts.
Ms. Keenan Bengts: Thank you,
Chairperson. That has always been my
position since day one. When you’re
exercising discretion, you have to let the
individual know why and what the
considerations that went into that exercise
of discretion were. I must say, however,
that it’s more often that I don’t get those
explanations when I’m doing an
investigation than I do. It’s still an
ongoing work in progress getting public
bodies generally, not just in this area but
public bodies, to provide the
considerations that went into an exercise
of discretion, but I believe it’s necessary.
Thank you.

ᐃᒃᓯᕙᐅᑕᖅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᒥᔅᑕ ᑮᓇᓐ ᐸᐃᖕᔅ.
ᐅᓇ ᐊᐱᖅᑯᑎᒋᓗᒍ. ᓲᕐᓗ ᐱᔾᔪᑎᔅᓴᒥᓂᒃ
ᓇᓗᓇᐃᖅᓯᒪᑉᐸᑦ ᑐᓂᓯᒪᔪᒪᓐᖏᐸᓪᓗ ᐸᐃᑉᐹᓂ
ᑖᔅᓱᒧᖓ ᐃᓄᒻᒧᑦ? ᖁᔭᓐᓇᒦᒃ. ᒥᔅ ᑮᓇᓐ ᐸᐃᖕᔅ.

ᑮᓇᓐ ᐸᐃᖕᔅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ. ᐄ,
ᑕᐃᒪᓐᓇ ᐋᖅᑭᓯᒪᐃᓐᓇᐅᔭᖅᑐᖓ
ᐃᓱᒪᔅᓲᑎᒋᔭᐅᔪᓐᓇᕐᒪᑦ ᑖᓐᓇ ᐃᓄᒃ ᖃᐅᔨᒃᑲᓂᐊᖅᐸᐃᑦ
ᑐᒃᓯᕌᓕᐅᒐᓗᐊᖅ ᖃᐅᔨᒃᑲᕐᓂᐊᖅᐸᐃᑦ ᑭᓱᒥ
ᐱᔾᔪᑎᖃᖅᖢᓂ ᑕᐃᒪᓐᓇ ᐃᓱᒪᓕᐅᕐᒪᖔᖅ
ᑐᓂᓯᔪᒪᓐᖏᒻᒪᖔᖅ. ᑭᓯᐊᓂ ᑕᐃᒪᐃᒃᑲᓗᐊᖅᑎᓪᓗᒍ
ᑕᐃᒪᐃᑦᑐᓂᒃ ᐅᓂᒃᑲᐅᔾᔭᐅᓲᖑᓐᖏᒐᔪᓐᖏᑦᑐᖓ
ᑕᐃᒪᐃᑦᑐᓂᒃ ᐱᓕᕆᐊᖃᕐᓗᖓ. ᒐᕙᒪᒃᑯᓂᒃᑯᐊ
ᑎᒥᓐᖑᖅᑎᑕᐅᓯᒪᔪᑦ ᑕᐃᒃᑯᐊᑐᐊᖑᓐᖏᒻᒪᑕ. ᐃᒃᑯᐊ
ᐃᓱᒪᔅᓴᖅᓯᐅᕈᑎᒋᑦᑎᐊᕐᓗᓂᔾᔪᒃ ᑕᐃᒪᓐᓇ
ᑕᐃᒪᐃᑦᑐᓐᓇᖅᑐᖅ. ᖁᔭᓐᓇᒦᒃ.

Chairperson: Thank you, Ms. Keenan
Bengts. Thank you very much. I would
like to also open it to you now, perhaps, to
go to you, Ms. Keenan Bengts, for your
closing comments.

ᐃᒃᓯᕙᐅᑕᖅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᒥᔅ ᑮᓇᓐ ᐸᐃᖕᔅ.
ᖁᔭᓐᓇᒦᖅᔪᐊᖅ ᐊᒻᒪᓗ ᐃᒻᒪᖃ ᒥᔅ ᑮᓇᓐ ᐸᐃᖕᔅ
ᒪᑐᔾᔪᑎᓐᓂᒃ ᐅᖃᐅᓯᖃᑲᐃᓐᓇᕆᑦ.

Ms. Keenan Bengts: Thank you,
Chairperson. I would like to thank the
Committee for encouraging me to do an

ᑮᓇᓐ ᐸᐃᖕᔅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᐃᒃᓯᕙᐅᑖᖅ ᐊᒻᒪᓗ
ᖁᔭᓐᓇᒦᕈᒪᓪᓗᒋᑦ ᑖᒃᑯᐊ ᑲᑎᒪᔨᕋᓛᑦ
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audit. It was a most interesting exercise
and I think very beneficial.

ᑕᒻᒪᖅᓯᒪᔪᖅᓯᐅᕐᓂᕐᒥᒃ ᐊᑐᖁᔨᓚᐅᖅᓯᒪᒻᒪᑕ. ᐊᒃᓱᐋᓗᒃ
ᐱᓕᕆᐊᕆᓪᓗᒍ ᖁᕕᐊᓇᓚᐅᖅᑐᖅ.

I would like to thank the Department of
Health for working with us on this. I
would particularly like to thank those who
we dealt with during our site visit at the
hospital last June, all of whom I
understand have pretty much moved on.

ᖁᔭᓐᓇᒦᕈᒪᔭᒃᑲ ᐋᓐᓂᐊᖃᕐᓇᓐᖏᑦᑐᓕᕆᔨᒃᑯᑦ
ᐃᖅᑲᓇᐃᔭᖃᑎᒋᔪᓐᓇᓚᐅᕋᒃᑭᑦ ᐱᓗᐊᕐᓗᒋᑦ ᑕᐃᒃᑯᐊ
ᐊᐱᖅᓱᖃᑦᑕᓚᐅᖅᑕᕗᑦ ᐋᓐᓂᐊᕕᒻᒥ ᑕᒪᕐᒥᒃ.

It was a fascinating exercise. I think we
have come up with a series of
recommendations that will improve the
situation. We were encouraged by the
enthusiasm of the people we spoke to,
which was always positive.

ᖁᕕᐊᓇᖅᑐᐊᓘᓚᐅᖅᑐᖅ ᑕᒪᓐᓇ ᐱᓕᕆᐊᕆᓪᓗᒍ
ᐊᒻᒪᓗ ᐊᑐᓕᖁᔭᖏᑦ ᐋᖅᑭᓱᐃᓯᒪᔪᒍᑦ
ᐱᕚᓪᓕᐅᑎᒋᔭᐅᔪᓐᓇᓂᐊᖅᑐᓂᒃ ᑕᐃᑲᓂ ᐋᓐᓂᐊᕕᒻᒥ
ᐊᒻᒪᓗ ᐱᔪᒥᒃᓱᕐᓂᖃᑦᑎᐊᖅᖢᑎᑦ ᑕᐃᒃᑯᐊ
ᐃᑲᔪᖅᑎᒋᖃᑦᑕᓚᐅᖅᑕᕗᑦ ᐊᐱᖅᓱᖅᑕᕗᑦ.

If there’s one recommendation that I
would put above all in these 31
recommendations that we made, I said it
yesterday and I’ll say it again, I think the
most important recommendation is the
appointment of a chief privacy officer
within the hospital, within the clinical
setting. That person will take care of
almost everything else in this report. It
will be their responsibility to take care of
almost everything else in this report.

ᐊᑐᓕᖁᔭᖅ ᑖᓐᓇ ᓯᕗᓪᓕᐅᖁᓇᔭᖅᑕᕋ ᐅᑯᐊ 31-ᖑᒻᒪᑕ
ᐊᑐᓕᖁᔭᐃᑦ ᐊᒻᒪᓗ ᐃᒃᐸᔅᓴᖅ ᐅᖃᐅᓯᕆᓚᐅᖅᑐᒍ
ᐅᓪᓗᒥᓗ ᐅᖃᐅᓯᕆᒃᑲᓐᓂᕈᒪᓪᓗᒍ. ᑕᐃᓐᓇ
ᑲᓐᖑᓇᖅᑐᓕᕆᓂᕐᒧᑦ ᑲᒪᔨ ᐃᖅᑲᓇᐃᔮᖓ
ᓴᖅᑭᑕᐅᖁᓪᓗᒍ ᐋᓐᓂᐊᕕᒻᒥ. ᑕᐃᓐᓇ ᑲᓐᖑᓇᖅᑐᓕᕆᔨ
ᑭᓱᓕᒫᑦᑎᐊᓂᒃ ᐅᕙᓃᑦᑐᓂᒃ ᓈᓗᑎᑦ
ᐱᔭᒃᓴᖅᑖᕆᓇᔭᖅᑕᖏᑦ.

Once again thank you for your interest and
thank you for encouraging me to do this.
Thank you.

ᖁᔭᓐᓇᒦᒃᑲᓐᓂᓕᖅᐳᖓ ᑕᐃᒪᓐᓇ
ᑭᒡᓕᓯᓂᐊᖅᑎᑕᐅᔪᓐᓇᖅᓯᓚᐅᕋᒪ. ᖁᔭᓐᓇᒦᒃ.

Chairperson: Thank you, Ms. Keenan
Bengts. Ms. Stockley.

ᐃᒃᓯᕙᐅᑕᖅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᒥᔅ ᑮᓇᓐ ᐸᐃᖕᔅ. ᒥᔅ
ᓯᑖᒃᓕ.

Ms. Stockley: Madam Chairperson and
Members, thank you for the invitation to
appear before the Standing Committee.

ᓯᑖᒃᓕ (ᑐᓵᔨᑎᒍᑦ): ᐃᒃᓯᕙᐅᑖᖅ, ᒪᓕᒐᓕᐅᖅᑏᑦ
ᖁᔭᓐᓇᒦᒃ ᓵᔅᓯᓐᓃᑎᑕᐅᔪᓐᓇᓚᐅᕋᒪ.

As well, I would also like to thank
Nunavut’s Information and Privacy
Commissioner Elaine Keenan Bengts for
her recommendations. They’re very
helpful. Thank you as well to Mr. Dickson
for appearing with her.

ᖁᔭᓐᓇᒦᕈᒪᒋᓪᓗᒍ ᓄᓇᕗᒻᒥ ᑲᓐᖑᓇᖅᑐᓕᕆᓂᕐᒧᑦ
ᑐᓴᐅᒪᔾᔪᑎᓕᕆᓂᕐᒧᓪᓗ ᑲᒥᓯᓇ ᐃᑲᔪᖅᑐᓪᓚᕆᐋᓗᒻᒪᑦ
ᐊᒻᒪᓗ ᖁᔭᓐᓇᒦᕈᒪᓪᓗᒍ ᒥᔅᑕ ᑎᒃᓴᓐ ᑕᒫᓂᖃᑕᐅᒻᒪᑦ.
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I would also like to say “thank you” to the
staff at QGH. Although Ms. Keenan
Bengts just mentioned that many of the
staff have moved on, they have moved on
to different roles. We’ve had great success
in the last number of months with having
competitions put out and getting people in
positions on an indeterminate basis. That’s
good news for all of us. The staff at QGH
and their dedication in working towards
the commissioner’s recommendations are
certainly commendable.
I also want to say “thank you” to the
interpreters and support staff whose talent
and support make this hearing possibly.
Even when I’m going too fast, they have
great patience.
Finally I think it is really important,
especially over the last four days really
that we have been together, to thank the
Standing Committee, the MLAs in
general, and cabinet who have supported
the department’s efforts. The support that
we have been receiving as a department
and I have been receiving as a deputy is
just amazing.
I take your points to heart that this is an
audit of QGH, but this is important to all
communities and all Nunavummiut.
Together we will make sure that they have
current and appropriate privacy protocols
for their personal information. My
heartfelt thank you to each and every one
of you. Thank you, Madam Chairperson.
Chairperson: Thank you, Ms. Stockley.
From our side of things too yes, thank you
very much, Ms. Keenan Bengts, Mr.
Dickson, and Ms. Stockley and your staff.
Mr. D’Arcy, thank you very much for
attending this and of course my fellow
colleagues and my staff too. Interpreters, I
agree with you, we can’t do much without

ᖁᔭᓐᓇᒦᕈᒪᒻᒥᔭᒃᑲ ᑕᐃᒃᑯᐊ ᐋᓐᓂᐊᕕᒻᒥ
ᐃᖅᑲᓇᐃᔭᖅᑏᑦ, ᒥᔅ ᑮᓇᓐ ᐸᐃᖕᔅ ᑕᐃᓯᖅᑲᐅᒐᓗᐊᕐᒪᑦ
ᐅᖃᖅᑲᐅᒐᓗᐊᕐᒪᑦ ᑕᐃᒃᑯᐊ ᐃᑲᔪᖅᑎᒋᖃᑦᑕᓚᐅᖅᑕᕗᑦ
ᓄᓇᖅᑲᖓᓕᕋᓗᐊᖅᑎᓪᓗᒋᑦ
ᑕᐃᑲᓃᑦᑐᓐᓃᕋᓗᐊᖅᑎᓪᓗᒋᑦ ᐃᓐᓄᑦᑕᐅᒃᑲᓐᓂᖅᑐᑦ
ᑕᐃᒃᑯᓄᖓ ᑕᐃᒃᑯᐊ ᕿᒪᒃᑕᖏᑦ. ᐋᓐᓂᐊᕕᒻᒥ
ᐃᖅᑲᓇᐃᔭᖅᑏᑦ ᐊᖏᖅᓯᒪᑦᑎᐊᖅᖢᑎᑦ
ᐊᑐᓕᖅᑎᑦᑎᓇᓱᒻᒪᑕ ᑕᒪᒃᑯᓂᖓ ᐊᑐᓕᖁᔭᓕᐊᕕᓂᕐᓂᒃ.

ᑐᓵᔩᓪᓗ ᑖᒃᑯᐊᓗ ᐃᖅᑲᓇᐃᔭᖅᑏᑦ ᖁᔭᓐᓇᒦᕆᕙᒃᑲ
ᓈᓚᓐᓂᕐᒥᒃ ᐃᑲᔪᖅᑐᓪᓚᕆᐊᓘᒻᒪᑕ
ᐅᑕᖅᑭᑦᑎᐊᖃᑦᑕᕐᒪᑕᓗ.

ᑭᖑᓪᓕᕐᒥ ᐱᓗᐊᕐᓗᒍ ᐅᓪᓗᓄᑦ ᑎᓴᒪᓄᑦ ᓵᔅᓯᓐᓃᓕᕋᒪ.
ᖁᔭᓐᓇᒦᕈᒪᔭᒃᑲ ᑲᑎᒪᔨᕋᓛᑦ ᒪᓕᒐᓕᐅᖅᑏᓪᓗ ᐊᒻᒪᓗ
ᒥᓂᔅᑕᐃᑦ ᑲᑎᒪᔨᖏᑦ ᐃᑲᔪᖅᑐᐃᓯᒪᓪᓚᕆᒻᒪᑕ.
ᐱᓕᕆᕝᕕᑦᑎᓐᓂ ᐃᑲᔪᖅᓱᖅᑕᐅᓪᓚᕆᑦᑐᖓ ᒥᓂᔅᑕᒧᑦ
ᑐᖏᓕᕋᔭᓚᐅᔪᓪᓗᖓ ᑕᐸᐃᕐᓇᒻᒪᕆᑦᑐᖅ.
ᓄᓇᕗᒻᒥᐅᓕᒫᑦ ᑕᒪᕐᒥᒃ ᖁᔭᓐᓇᒦᖅᐸᒃᑲ.

ᑕᒪᓐᓇ ᑭᒡᓕᓯᓂᐊᕐᓂᐅᒐᓗᐊᖅ ᕿᑭᖅᑕᓂ ᐋᓐᓂᐊᕕᒻᒥ
ᑭᓯᐊᓂ ᐊᒃᑐᐃᓂᖃᕐᓂᐊᖅᑐᖅ ᐃᓗᐃᓐᓇᖏᓐᓂ
ᐋᓐᓂᐊᕕᕋᓛᖑᓂᖅᓴᐅᔪᓂᒃ. ᓈᒻᒪᒃᑐᓂᑦ
ᑲᓐᖑᓇᖅᑐᓕᕆᓂᕐᒧᑦ ᑐᕌᖓᔪᓂᒃ ᑐᓴᐅᒪᔾᔪᑎᓂᒃ
ᐱᑎᓐᓂᐊᖅᑕᕗᑦ ᐃᓘᓐᓇᖏᑦ ᑕᒪᔅᓯᑦᑎᐊᖅ ᐊᑐᓂ
ᖁᔭᓐᓇᒦᖅᑕᐃᓐᓇᕆᕙᔅᓯ.

ᐃᒃᓯᕙᐅᑕᖅ (ᑐᓵᔨᑎᒍᑦ): ᖁᔭᓐᓇᒦᒃ, ᒥᔅ ᓯᑖᒃᓕ ᐊᒻᒪᓗ
ᐅᕙᒍᑦ ᖁᔭᓐᓇᒦᖅᔪᐊᖅ ᒥᔅ ᑮᓇᓐ ᐸᐃᖕᔅ, ᒥᔅᑕ ᑎᒃᓴᓐ,
ᒥᔅ ᓯᑖᒃᓕ ᐊᒻᒪᓗ ᐃᖅᑲᓇᐃᔭᖅᑎᖏᑦ ᐊᒻᒪᓗ ᒥᔅᑕ ᑖᓯ.
ᖁᔭᓐᓇᒦᖅᔪᐊᖅ ᓵᑦᑎᓐᓃᖅᑲᐅᒐᔅᓯ. ᐃᖅᑲᓇᐃᔭᖅᑎᒃᑲᓗ
ᐊᒻᒪᓗ ᑐᓵᔩᑦ ᐊᒻᒪᓗ ᐊᖏᖃᑎᒋᑦᑎᐊᖅᐸᒋᑦ
ᑲᑎᒪᔪᓐᓇᕋᔭᓐᖏᑦᑐᒍᑦ
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them. Thank you, everybody. I’ll close
this meeting. Thank you. Bye.
>>Committee adjourned at 11:01

ᑕᒫᓃᓐᖏᑉᐸᑕ. ᑲᑎᒪᓂᖅ ᒪᑐᕙᕋ. ᑕᕝᕙᐅᕗᑎᑦ.

>>ᑲᑎᒪᔨᕋᓛᑦ ᓄᖅᑲᖅᑐᑦ 11:01-ᒥ
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