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 1 BEFORE:

 2

 3 The Honourable Frank N. Marrocco, Lead Commissioner

 4 Angela Coke, Commissioner

 5 Dr. Jack Kitts, Commissioner

 6

 7 PRESENTERS:

 8

 9 SINAI HEALTH:

10 Dr. Jennie Johnstone, Infection Prevention and

11 Control Medical Director, Sinai Health

12 Infectious Diseases Physician, Sinai Health and

13 University Health Network

14 Associate Professor, Department of Laboratory

15 Medicine and Pathobiology, University of Toronto

16 Associate Professor, Dalla Lana School of Public

17 Health, University of Toronto

18 Dr. Dylan Kain, Infectious Diseases Physician,

19 Sinai Health

20

21 PARTICIPANTS:

22

23 Alison Drummond, Assistant Deputy Minister,

24 Long-Term Care Commission Secretariat

25 Ida Bianchi, Counsel, Long-Term Care Commission
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 1 Secretariat

 2 Kate McGrann, Counsel, Long-Term Care Commission

 3 Secretariat

 4 John Callaghan, Counsel, Long-Term Care Commission

 5 Secretariat

 6 Lynn Mahoney, Counsel, Long-Term Care Commission

 7 Secretariat

 8 Michael Finley, Counsel, Long-Term Care Commission

 9 Secretariat

10 Derek Lett, Policy Director, Long-Term Care

11 Commission Secretariat

12 Dawn Palin Rokosh, Director, Operations, Long-Term

13 Care Commission Secretariat

14 Jessica Franklin, Policy Lead, Long-Term Care

15 Commission Secretariat

16 Adriana Diaz Choconta, Senior Policy Analyst,

17 Long-Term Care Commission Secretariat

18

19 ALSO PRESENT:

20 Deana Santedicola, Stenographer/Transcriptionist

21 Patti Brooks, Counsel, Gowlings

22 Laura Weingarden, Counsel, Gowlings

23

24
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 1 -- Upon commencing at 10:00 a.m.

 2

 3             COMMISSIONER FRANK MARROCCO (CHAIR):

 4             We are proceeding a little differently.

 5 Mr. Callaghan will ask questions and sort of

 6 generally try to conduct the questioning, and then

 7 we will interrupt I think is probably the best way

 8 to do it as we go along, rather than trying to go

 9 back, and ask for clarification or whatever else

10 occurs to us and hopefully that you won't find that

11 too disconcerting.

12             So with that, we are ready to go,

13 Mr. Callaghan.

14             JOHN CALLAGHAN:  So yes, Commissioners,

15 thank you.

16             Dr. Johnstone and Dr. Kain have kindly

17 agreed to talk with us, and they have a

18 presentation.  I will from time to time, and I

19 spoke to Dr. Johnstone, interrupt just to show a

20 few documents.  And hopefully this goes according

21 to plan, but we'll see.

22             So, Dr. Johnstone, I'll turn it over to

23 you to start.

24             DR. JENNIE JOHNSTONE:  Thank you, and

25 thank you for the opportunity to share today.
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 1             The purpose of the presentation was

 2 just to provide some structure.  As you will see in

 3 the next slide, I did wear many hats through this

 4 pandemic or I do wear many hats through this

 5 pandemic, and I just wanted to make sure that we

 6 sort of -- anyway, that we followed along in a way,

 7 because I think the conversation can go in a number

 8 of directions, but at the same time, I am also

 9 happy to digress, as per Mr. Callaghan, at any time

10 and please feel free to interrupt or ask additional

11 questions.

12             So again, what we hope to do is I will

13 introduce myself and mostly about the different

14 hats that I wear because I think it helps to inform

15 the different perspectives seen, and then just some

16 observations of myself as an IPAC physician and as

17 well Dylan Kain who was an ID trainee at the time

18 in wave one and is now a pandemic COVID-19 fellow

19 working with me for the year.  He is a certified

20 infectious disease physician now through wave two.

21 And then observations as well as Chair of the

22 Ontario Expert Testing Strategy Panel as it

23 pertains to long-term care.

24             So it was more sort of structured in

25 those different ways.
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 1             Dylan will also be presenting a case

 2 example of a very bad outbreak that happened and

 3 transpired in wave one, which I think will just be

 4 an example, so some of the work that he has done

 5 through his fellowship.

 6             So with that, I'll turn it over to the

 7 next slide.

 8             And so just by way of background for

 9 myself, so I am a long-standing infectious disease

10 physician.  I have been the IPAC Medical Director

11 at Sinai since 2018.  Prior to that, I was at St.

12 Joe's in Toronto.  I'm Associate Professor at

13 U of T.

14             In terms of pre-pandemic IPAC committee

15 memberships, so I am currently the Vice Chair of

16 the National Advisory Committee of Infection

17 Control for the Public Health Agency of Canada

18 which I think provides a national lens.

19             I am a long-standing member of the

20 Provincial Infectious Disease Advisory Committee of

21 Infection Control, which is a Public Health Ontario

22 provincial committee which provides scientific and

23 technical advice to PHO, and that has been

24 pre-pandemic.

25             But in the pandemic, in March, in early
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 1 March I became the Toronto region infection

 2 prevention and control representative on their sort

 3 of cross-sectoral table, and we'll talk more about

 4 those tables and when we get into the timelines.

 5             And as well, I was asked to be the

 6 Chair of the Ontario Expert Testing Strategy Panel

 7 starting April 5th and continue in that role.

 8             And then in the fall, as you will hear

 9 about the IPAC hub structure that was struck in the

10 fall for wave two preparation where the hospitals

11 were providing IPAC support to the homes, I am the

12 Chair of the Toronto Region IPAC Hub Coordination

13 Table.

14             And then, Dylan, do you want to

15 introduce yourself, and you can talk a little bit

16 more about some of your tropical disease work too.

17             DR. DYLAN KAIN:  Yes, my name is Dylan

18 cane.  I finished my infectious disease training in

19 the middle of 2020, but I have been working with

20 Dr. Johnstone since January of 2020 mostly dealing

21 with COVID and mostly dealing with long-term care

22 outbreak management.  So we became involved with

23 the long-term care homes in April.

24             And I also have an interest in tropical

25 medicine and emerging infectious diseases, and I



Long Term Care Covid-19 Commission Mtg. 
Meeting with Drs. Jennie Johnstone/Dylan Kain on 1/8/2021  9

neesonsreporting.com
416.413.7755

 1 have completed a Diploma of Tropical Medicine in

 2 the Gorgas Course previously.

 3             JOHN CALLAGHAN:  Could I ask, Dr.

 4 Johnstone, you head up the Infectious Disease

 5 Department at Sinai and UHN.  What was your

 6 involvement with long-term care before the COVID

 7 outbreak, just so it is clear?

 8             DR. JENNIE JOHNSTONE:  So just a point

 9 of clarification.  I am an infectious disease

10 physician at Sinai and UHN, but I am the Medical

11 Director only of Sinai Health, just because they

12 are separate corporate entities.

13             But before April 15th, as a Medical

14 Director of IPAC at Sinai Health I had no

15 association with any long-term care or retirement

16 home at any point, and I am not aware of any --

17 there may be -- actually, there are a few specific

18 examples where there are hospitals, I think

19 Baycrest is one example, West Park, that predated

20 and did have an association with long-term care,

21 but as a general rule, hospital IPAC did not

22 provide any support to long-term care or retirement

23 homes.

24             I did have an interest in long-term

25 care only because in my Ph.D. I did research in
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 1 long-term care with respect to respiratory viral

 2 infections, but that was just a personal interest

 3 that was unusual for hospital IPAC people, and it

 4 was for that reason, as you will see, that I was

 5 happy to help contribute to the Public Health

 6 Agency of Canada National Advisory Committee

 7 document on long-term care.  So I just had a

 8 personal interest, but that is, again, unusual for

 9 hospital IPAC.

10             JOHN CALLAGHAN:  Thank you.  Carry on.

11             DR. JENNIE JOHNSTONE:  So this is a

12 little bit small, and I apologize for that.  I

13 don't know if it can be made a little bit bigger.

14             COMMISSIONER FRANK MARROCCO (CHAIR):

15             That's very challenging.

16             DR. JENNIE JOHNSTONE:  Thank you.  No,

17 that is great, thank you.

18             Okay, so what I wanted to do here in

19 this timeline, and much of this you will have seen

20 before, but I thought that it would be useful to

21 take you through from my perspective as an expert

22 and a hospital IPAC person as I saw things unfold,

23 because I think that you will see perhaps a tale of

24 hospital IPAC versus long-term care.

25             So as I am sure you have seen, so
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 1 January 3rd Dr. Williams sent out his first memo

 2 from the office of the CMOH noting this emerging

 3 novel coronavirus - or I don't think we knew what

 4 it was - a novel virus that was emerging in Wuhan,

 5 China, and that the office of the CMOH was

 6 monitoring it closely.

 7             We as IPAC physicians had already known

 8 about this for probably a week beforehand, and I

 9 know myself I had alerted our hospital leadership I

10 think it was December 30th about this potential for

11 this novel virus circulating or that something was

12 happening.

13             And it was at that point that we in

14 hospitals started preparing for this virus coming

15 on our shores, because of course we knew that there

16 were people travelling over the holidays and

17 returning.

18             On January 21st is when --

19             COMMISSIONER FRANK MARROCCO (CHAIR):

20             Doctor, if I could just stop you for a

21 second, so should we understand that at the

22 beginning of January everybody wakes up to the fact

23 that there is this virus and that it is probably

24 coming here?

25             DR. JENNIE JOHNSTONE:  Correct, that it



Long Term Care Covid-19 Commission Mtg. 
Meeting with Drs. Jennie Johnstone/Dylan Kain on 1/8/2021  12

neesonsreporting.com
416.413.7755

 1 could come here in the form of travellers.

 2             COMMISSIONER FRANK MARROCCO (CHAIR):

 3             Yes, okay.

 4             DR. JENNIE JOHNSTONE:  Yes, and

 5 certainly in downtown Toronto we knew there are

 6 many people, many students specifically returning

 7 from holidays, going back home, so international

 8 students coming back to school.

 9             So I mean, we were very convinced that

10 we would be the first to see -- not we at Sinai but

11 we in Toronto thought that we would be the first to

12 see this, and so we were very seriously preparing

13 for the -- and we expected to see this on our

14 shores.

15             So on January 21st, in fact,

16 corporately we did a tabletop exercise in

17 preparation.  So we had been preparing with the

18 emergency department, but we fully engaged the

19 corporation to formally like make sure everybody

20 was on the same page and did this tabletop exercise

21 for somebody, making sure that we had everything

22 planned out and made sure that it was going to

23 operate in the way that we thought.  So we had been

24 working for the last three weeks, and we ran

25 through it and it went very well.
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 1             And we also struck our pandemic task

 2 force on that date.  So we said, you know what,

 3 we'll do this tabletop exercise, and in fact, we

 4 need a structure to deal with this moving forward.

 5 And in fact, the next day we had somebody, a

 6 student, return from Wuhan, China, show up in our

 7 emergency department with respiratory illness.

 8 They were sent in.

 9             So we were very well prepared.  I think

10 it went very smoothly.  And then, of course, on

11 January 25th is when Sunnybrook announced their

12 first case.

13             So again, you know, I think that this

14 unfolded.  Given our experience in SARS, we did not

15 want to take any chances.  We knew the population

16 that we had in Toronto, expected to see this and

17 that we were prepared to receive this patient.

18             And in fact, on January 25th when this

19 was announced, we didn't do anything different at

20 Sinai.  We said we have all our structures in

21 place.  We are very comfortable with how we will

22 continue to see people, and we will continue to

23 function with all the structures we have in place.

24             On February 1, I mention the Diamond

25 Princess only because as a hospital IPAC person I
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 1 did not twig -- I didn't, some others may have.  I

 2 did not start to think about how this could mirror

 3 a long-term care facility.  With the benefit of

 4 retrospective scope, I certainly should have

 5 started thinking about that at that time, but

 6 again, you have to remember that I did not have a

 7 long-term care or retirement home lens.  My focus

 8 was solely on the hospital, as per my job.

 9             Now, on February 27th I do want to

10 mention that we in the hospital community were very

11 concerned.  This is around the time that Italy was

12 unfolding, whereby they sort of woke up one day,

13 and I don't know how familiar you are or if you

14 have talked to the physicians in Italy, but

15 essentially what happened is all of a sudden the

16 penny dropped that all of the patients that they

17 had in their ICUs and on their wards were all

18 COVID, but because they didn't have any

19 surveillance in place, they weren't testing these

20 people and they didn't know that they had a huge

21 problem until it was overwhelming them.

22             But we in Toronto were saying this

23 could be us.  We don't know.  We are not testing.

24 We are only doing the travel-related testing.  We

25 are not testing people with severe illness who
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 1 don't have a history of travel.  And in fact, where

 2 we are sitting, we could have an ICU full of

 3 people.  We don't know.  Of course we always have

 4 people with bad pneumonia in February.  That is

 5 very common.  So we don't know where we are at.

 6             And so we were able -- and when I say

 7 "we", there was a collection, "we" the IPAC

 8 physician community in Toronto worked very closely,

 9 and we did so through the entire pandemic because

10 all of our hospitals are fairly interlinked,

11 especially with trainees, and many staff also work

12 in multiple places.

13             So we knew that consistency was

14 essential because as soon as one hospital did one

15 thing and the other hospital wasn't doing anything,

16 it created all sorts of panic and noise.  So we

17 tried to move very, very consistently with each

18 other, and we had regular meetings with each other

19 to say, okay, what are you rolling out and what are

20 you doing, and also just to share and be

21 collaborative.

22             So we spoke every week multiple times a

23 week frequently, and one of the things we started

24 saying is that, you know, we could be in an Italy

25 situation, and we don't know.  We actually don't
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 1 know.

 2             So we were able to put together a

 3 proposal, together with Dr. Allen at Public Health

 4 Ontario, and we had a meeting with Dr. Williams and

 5 the EOC on February 27th whereby we put forward a

 6 number -- we had a number of discussion points, but

 7 specifically we were very worried about not having

 8 the surveillance in place, and Dr. Williams did

 9 approve moving forward with the surveillance.  So

10 what I mean by that were any NP swabs that were

11 coming to PHO that were requested for flu and RSV

12 would also be tested for COVID even if they weren't

13 actually asked.

14             And so that surveillance went in very

15 quickly, I think within a few days after that

16 approval, so probably by -- I don't -- I apologize

17 for not having a specific date, but probably by

18 March 1st that we were starting - "we" being Public

19 Health Ontario - were starting to test any of these

20 specimens, any of these NP swaps, and that we in

21 the hospitals were able to send these specimens

22 over to Public Health Ontario if we weren't already

23 doing our testing in-house for COVID-19 even if it

24 wasn't requested.

25             And we were able to confirm that in



Long Term Care Covid-19 Commission Mtg. 
Meeting with Drs. Jennie Johnstone/Dylan Kain on 1/8/2021  17

neesonsreporting.com
416.413.7755

 1 fact we didn't have a huge problem on our shores

 2 already, which was very reassuring because we all

 3 held our breath when we started doing this testing

 4 because we did not know if we had COVID in our

 5 walls.

 6             But I mention this --

 7             JOHN CALLAGHAN:  Could I ask, Dr.

 8 Johnstone, would those swabs only be coming from

 9 the hospital or would they be coming from other --

10             DR. JENNIE JOHNSTONE:  Which is exactly

11 why I am mentioning this, and we'll get into this

12 further, but homes were sending -- so the sort of

13 standard practice is if you had a long-term care

14 home that had, you know, two or more people with

15 respiratory systems, you would send NP swabs, a

16 limit I think of four, or I don't know exactly the

17 roles pre-pandemic.  But essentially, there were NP

18 swabs, not a lot of them, but a few of them that

19 were being sent to PHO and they were included,

20 which is exactly why I am mentioning this.

21             And as I understand it, that is how

22 Bobcaygeon was identified, was through the

23 surveillance, not through sending it for COVID.

24             JOHN CALLAGHAN:  Just to remind the

25 Commissioners, I think we have heard that
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 1 pre-pandemic the homes had five swabs they were

 2 given for influenza season.  Is that consistent

 3 with your understanding?

 4             DR. JENNIE JOHNSTONE:  That is my

 5 understanding.  Again, I can't speak to it as I

 6 wasn't in the homes pre-pandemic, but my

 7 understanding is they were kind of given five swabs

 8 for the season and said, you know, use them when

 9 you think you need them, but there was not a

10 culture of swabbing, unless you had like a really

11 significant respiratory -- a number of residents

12 with respiratory illness.

13             And the other thing that I think is

14 important is that the guidance pre-pandemic was

15 that you only did, whatever, up to a maximum of

16 four or whatever it is, four or five people.  And

17 so once an influenza outbreak was declared or once

18 an RSV outbreak was declared, you did not continue

19 to test.  You assumed that people had respiratory

20 illness.

21             So there was not a -- it really wasn't

22 a culture of testing, which is very different than

23 in the hospital.  In a hospital influenza outbreak

24 we would continue to test anybody who was

25 symptomatic.  We wouldn't just rely on symptoms.
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 1             So I just mention this because it is a

 2 very different system and culture.

 3             COMMISSIONER FRANK MARROCCO (CHAIR):

 4             Was there a --

 5             DR. JENNIE JOHNSTONE:  But I did just

 6 want to raise the point that these swabs were

 7 tested for COVID in the background between probably

 8 March 1st moving forward, which again I think is

 9 how I understand from Public Health Ontario that is

10 how Bobcaygeon was identified.

11             COMMISSIONER FRANK MARROCCO (CHAIR):

12             Was there a shortage of swabs or

13 reagents or was there any shortage or inability to

14 test --

15             DR. JENNIE JOHNSTONE:  At that time?

16             COMMISSIONER FRANK MARROCCO (CHAIR):

17             -- at this time?

18             DR. JENNIE JOHNSTONE:  I don't know the

19 answer to that question.  My instinct would be not

20 because the actual testing guidance was very narrow

21 in that it was only people returning from travel.

22 Gradually, of course, sort of Wuhan and then China

23 and then sort of expanding outwards, but the

24 criteria was quite narrow in that Public Health

25 Ontario was able to do this background surveillance
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 1 testing in a way that I don't know that there were

 2 limitations.

 3             So at that time, without the widespread

 4 testing, I don't believe that was a problem, but I

 5 am not the right person to answer that.

 6             COMMISSIONER FRANK MARROCCO (CHAIR):

 7             Okay.

 8             JOHN CALLAGHAN:  And could I ask just a

 9 follow-up question just so that we have an

10 understanding.  When one goes to swab a patient,

11 what does one need?  You need a physical swab and

12 you need antigen?

13             DR. JENNIE JOHNSTONE:  No.  No, so what

14 you would do is you would have the NP swab which

15 sits in a long tube, and that is all you need as a

16 practitioner in a home or in a hospital, and that

17 you then label it and then you send it.  From the

18 homes they send it by courier to whatever the

19 destination laboratory is.  And then the labs

20 obviously need to do the PCR testing and they need

21 the manpower and the machines and whatnot, but it

22 is offsite.

23             JOHN CALLAGHAN:  And so am I correct

24 that these swabs would have a long shelf life?

25 Like they don't go bad presumably?
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 1             DR. JENNIE JOHNSTONE:  I think they do

 2 eventually, but in the order of like a year or

 3 like, you know, at some point they would go bad,

 4 but I don't know the exact answer, but it is not

 5 something we think about very often.

 6             JOHN CALLAGHAN:  Okay, sorry.

 7             COMMISSIONER JACK KITTS:  Could I just

 8 ask, where are the Public Health Ontario -- and I'm

 9 sure there is more than one lab, but where are they

10 and do they dictate how many swabs someone is

11 allowed to do and who gets swabs?  How does Public

12 Health Ontario work with I think the laboratories

13 part of it?

14             DR. JENNIE JOHNSTONE:  Pre-pandemic?

15             COMMISSIONER JACK KITTS:

16             Yeah, pre-pandemic.

17             DR. JENNIE JOHNSTONE:  So pre-pandemic

18 the Public Health -- so the Public Health Ontario

19 Laboratory did do all long-term care homes, unless

20 I think unless they had a private relationship with

21 a private lab, but I don't know that many homes

22 would have done that because the Public Health

23 Ontario lab did it for free.

24             So I think the vast majority, if not

25 all, would have sent them to Public Health Ontario
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 1 because, again, they offered a free service to the

 2 homes.  If they went private, they would have to

 3 pay.

 4             COMMISSIONER JACK KITTS:  So just to be

 5 clear, is that one lab in Toronto?

 6             DR. JENNIE JOHNSTONE:  So to expand on

 7 that point, so there is a major lab in Toronto,

 8 which is in the MaRS Building downtown Toronto on

 9 University Avenue just next to Toronto across from

10 Sinai, but there are satellite labs and you would

11 have to ask Public Health Ontario for exactly where

12 those are located.  I think there is in the order

13 of five across the province, but I am not the right

14 person to speak to that.

15             JOHN CALLAGHAN:  Our witness this

16 afternoon, Dr. Kitts, Dr. Deeks might be able to

17 answer that.

18             DR. JENNIE JOHNSTONE:  Dr. Deeks could

19 definitely answer that.

20             COMMISSIONER JACK KITTS:  Okay, thank

21 you.

22             DR. JENNIE JOHNSTONE:  Yes, she would

23 be a better person to answer.

24             But in terms of who dictates, that is a

25 very good question.  I think that the guidance for
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 1 how you approach testing pre-pandemic, so for flu

 2 and RSV, there is a Ministry respiratory outbreak

 3 document, so I believe it would come from that, but

 4 the day-to-day execution of that would be from the

 5 local Public Health Unit who would be managing the

 6 outbreak.

 7             COMMISSIONER JACK KITTS:  Okay, thank

 8 you.

 9             JOHN CALLAGHAN:  So may I just ask,

10 prior to your request of the Chief Medical Officer

11 of Health to provide surveillance of the swabs, if

12 you had an influenza swab or an adverse result, who

13 gets the report of that?  Does that just go back to

14 the person who requested it, or are there

15 circumstances where it gets elevated to the Local

16 Medical Officer of Health, the Chief Medical

17 Officer of Health?

18             DR. JENNIE JOHNSTONE:  So there are

19 reportable diseases.  So for non-reportable

20 diseases, then it would just go back to the

21 ordering physician or home, as it may be, ordering

22 location.  So it goes back to the ordering, so

23 there would be a report to the ordering physician

24 and then there is usually and then a report to the

25 home, so for example, or the hospital.
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 1             So you know, it just goes back to

 2 wherever the patient is located.  But it is the

 3 ordering physician's responsibility, so whoever

 4 that person is, to review those results.

 5             If it is reportable, the lab also -- a

 6 report goes directly to Public Health.

 7             JOHN CALLAGHAN:  So influenza would not

 8 be reportable but COVID was; am I to understand

 9 that?

10             DR. JENNIE JOHNSTONE:  So it has

11 changed over the years.  Influenza used to be

12 reportable.  I believe it is not.  I think it is

13 only -- at this moment in time I think it is only

14 influenza outbreaks that are reportable.

15             JOHN CALLAGHAN:  And an outbreak is one

16 or more, or what is the definition of "outbreak"?

17             DR. JENNIE JOHNSTONE:  For flu?

18             JOHN CALLAGHAN:  Yes.

19             DR. JENNIE JOHNSTONE:  For influenza,

20 it is two or more, I believe.  I would have to --

21 yeah, two or more.  I just haven't thought about

22 flu for, what, for a year.  So two or more, yeah,

23 that arise I think within a 72-hour period

24 attributable to a unit, I think, yeah, it is.

25             JOHN CALLAGHAN:  We'll no doubt be able
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 1 to sort that out.  Thank you, please continue.

 2             DR. JENNIE JOHNSTONE:  I have been

 3 thinking about COVID too much.

 4             So then and I would just mention that

 5 the February 28th, I would say the King County,

 6 Washington outbreak is when we started thinking

 7 about long-term care.  And I think just to make the

 8 point, up until then, the stories coming out of

 9 China and the stories coming out of Italy, there

10 hadn't been the stories of long-term care, and I

11 think on retrospect because these facilities are

12 not very common in those settings.  The stories

13 were about overwhelmed hospitals.  It was all

14 about -- that was the media and that was the

15 stories, and that was what everyone was thinking

16 about.

17             I think suddenly when it came upon

18 North American shores is when it hit the long-term

19 care in a way that, you know, of course long-term

20 cares are far more common in North America, and

21 that was the first that people started to think

22 that long-term care is going to be in trouble.

23             But I think up until that moment, all

24 the focus was on hospitals.  And to be fair to the

25 long-term care sector, even myself within the
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 1 hospital, I think it took the King County outbreak

 2 for me to think about CCC rehab.  We had been

 3 focussed in our acute care side.  So Sinai Health

 4 is comprised of both Mount Sinai as well as

 5 Bridgepoint, so up until that point, we had been

 6 focussed on ED, ICU, general medicine wards, et

 7 cetera, and it wasn't until February 28th that I

 8 said that we need to prepare CCC rehab because

 9 outbreaks can happen there.

10             So up until that point, because we

11 said, Oh, we won't transfer any patients, we won't

12 transfer COVID-positive patients to rehab, we'll

13 keep them in acute care, it wasn't until the

14 outbreak that we said, Oh, this could happen in CCC

15 rehab and we have to start preparing.

16             So there was a delay - even myself who

17 is thinking about this all the time - in thinking

18 about how this could impact these other facilities.

19 Again, I didn't think -- I thought, Oh, well, I

20 hope that Public Health is preparing long-term

21 care, but I didn't see it as something that I had

22 responsibility in helping prepare.

23             On March 2nd is when at least in the

24 Toronto Region there was the LHIN - the "Toronto

25 Region" being the LHIN, the formal term of the now
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 1 former Toronto Central LHIN - pulled together a

 2 cross-sectoral table, so meaning Public Health,

 3 CEOs of hospitals, home care, long-term care

 4 representatives, EMS, First Nations, you know, sort

 5 of people across the spectrum, shelters, this real

 6 cross-sectoral people from all sorts of different

 7 dimensions, and that is where I was sitting as the

 8 IPAC representative on that cross-sectoral table to

 9 say, Okay, folks, we are going to have a pandemic.

10 We need to be prepared as a system.  What do we

11 need to do?  What are our first priorities?

12             So the first priorities we identified

13 was the need to create additional structures for

14 say long-term care and a retirement home as a table

15 to start getting prepared, home care as a group

16 that needed to get prepared, EMS as a group that

17 needed to get prepared, you know, beyond what they

18 were doing and in a more formal way.

19             And as well, we identified the fact

20 that everybody was coming to EDs, and they were

21 getting crammed up with people who had mild

22 symptoms but wanted to get testing and that was

23 starting to overflow.

24             And we also identified lab capacity,

25 because I didn't go back to my notes but I am
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 1 pretty sure at this point the labs were just in

 2 Public Health Ontario saying we are going to

 3 quickly need to escalate our lab capacity.

 4             So those were the things that we

 5 identified as the first priorities.  That table is

 6 led by Andy Smith at Sunnybrook as well as Tess

 7 Romain from the Toronto Region and, again, has

 8 broad representatives.  And this table exists to

 9 date.  We meet either once or twice a week,

10 depending on the cadence of problems that are

11 happening.

12             And Gary Newton and Tim Rutledge are

13 the hospital representatives on that committee.

14 And then there are some sectors, specific sectors.

15 Like infection control is there; there is an ICU

16 lead; there is an ED lead, some of the key sort of

17 subsets of hospitals, if you will.  But I had the

18 lens of being more health broader focussed, not

19 just hospital, because then we also have an

20 infection control hospital lead which is Suzie Hoda

21 for the Toronto Region, but I was meant to be more

22 broadly focussed.  And we quickly identified at

23 that AND we said long-term care is going to be in

24 trouble here, so there was --

25             JOHN CALLAGHAN:  Can I ask, just before
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 1 you get on to long-term care, you had mentioned a

 2 moment ago that as a hospital you were of the view

 3 that you were well prepared, that you knew what to

 4 do, and I take it that is partly because of the

 5 experience from SARS; is that fair?

 6             DR. JENNIE JOHNSTONE:  I believe so.

 7             JOHN CALLAGHAN:  Right, and so when you

 8 step out of the hospital setting into the wider

 9 setting, was there a level of preparedness or were

10 you guys starting from not scratch, I don't want

11 to -- probably you obviously had -- but can you

12 just tell the Commissioners your view of when you

13 stepped outside the hospital setting?

14             DR. JENNIE JOHNSTONE:  Yeah, I totally

15 agree.  I think that knowledge and capacity that

16 was established and built post-SARS served the

17 hospitals very well.

18             I think as soon as you left the walls

19 of the hospitals, that IPAC knowledge and capacity

20 fell away, and I think from my perspective looking

21 across the system, the group -- I was concerned for

22 a lot of groups, but the group that I was very

23 concerned about was long-term care and retirement

24 homes because knowing -- and it was at that point

25 that I started thinking about the Diamond Princess
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 1 and the King County outbreak and thinking through

 2 this is going to hit and this is going to hit the

 3 long-term care retirement home sector.

 4             I personally didn't see it as a view of

 5 my responsibility to step into a role, but I did

 6 feel it was my responsibility to flag that this is

 7 a sector that is really going to require a lot of

 8 work and preparedness, and that was further

 9 established by I think it was actually March 7th I

10 got a phone call in my capacity of the National

11 Advisory Committee to say there is an outbreak in

12 BC.  We are going to have to get some guidance out

13 at the national level very quickly.  Can you

14 prepare an outline of what you think a document

15 would look like, which is what I did on March 8th

16 when the Lynn Valley Centre was announced.

17             And then I also took that outline and I

18 worked together with the Toronto Regional Long-Term

19 Care Retirement Home that met for the first time on

20 March 9th to say these are the streams of work that

21 I think that we need to do.  Scott Ovenden and

22 Rhonda Collins -- so Scott Ovenden, a V P at

23 Baycrest, and Rhonda Collins who is a Medical

24 Director at Revera, are the two Co-Chairs of that

25 Long-Term Care Retirement Home Committee, and that
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 1 they also brought their thoughts and ideas.  So I

 2 think we actually met on March 7th to kind of bring

 3 together what we thought the homes were going to

 4 need to start working on but knowing that, you

 5 know, we in the hospital have dedicated all

 6 corporate resources for the last two months

 7 full-time versus, you know, getting started now and

 8 we are going to have to do this quickly.

 9             And so we presented on March 9th at the

10 first meeting of the Toronto Region Long-Term Care

11 Retirement Home and Congregate Care and brought

12 together all the members of the long-term care

13 retirement home and congregate care settings to

14 that meeting to say that this pandemic is coming.

15 These are the things that we need to think about,

16 which is really the outline of what, again, I had

17 put in that National Advisory Committee document,

18 you know, you need your surveillance in place, like

19 all these different like IPAC fundamentals.

20             I would say what I didn't know, and on

21 retrospect was very naive, is how missing the IPAC

22 fundamentals were because, again, I assumed that

23 they had a lot of these things and I had no idea

24 the degree to which they were absent and lacking.

25 I mean, that has been eye-opening for me.
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 1             So I --

 2             JOHN CALLAGHAN:  Could I ask just a

 3 further question there.  So this is all happening

 4 at the Toronto sort of region.

 5             DR. JENNIE JOHNSTONE:  Correct.

 6             JOHN CALLAGHAN:  And because I

 7 misconstrued what you meant by "Toronto Region", we

 8 are talking about the Toronto Regional LHIN, which

 9 is basically downtown Toronto?  We are not talking

10 about Scarborough?

11             DR. JENNIE JOHNSTONE:  That's right.

12             JOHN CALLAGHAN:  We are not talking

13 about Mississauga, right?

14             DR. JENNIE JOHNSTONE:  Correct.  Now,

15 it is something that I hope will get reconciled

16 post-pandemic, but what they have done is that they

17 have in the Toronto Region, because I do think in

18 my opinion this has been a very high functioning,

19 you know, network, that we do have representatives

20 from Scarborough and Trillium and Humber, and not

21 so much North York General but sometimes, you know,

22 people can come in as observers because some of

23 them have homes that sit in multiple LHINs and that

24 I think that there is participation.

25             So when I think to the Toronto Regional
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 1 meeting, that there are the CEO of Trillium and the

 2 CEO of Scarborough does sit on that, recognizing

 3 that I think they are participants.  Like they are

 4 sort of in two jurisdictions, if you will.  So

 5 there is involvement, yeah.

 6             JOHN CALLAGHAN:  So as of March 8th

 7 then, what was the involvement then of the Ministry

 8 of Health and, well, the Ministry of Long-Term Care

 9 to an extent, and I recognize that is not your

10 table, but in respect of what was going on in the

11 Toronto Region?

12             DR. JENNIE JOHNSTONE:  So at the

13 Toronto Region table we do have a MEOC

14 representative there.  I don't think we have a

15 Ministry of Long-Term Care representative on it.  I

16 still don't think we have a Ministry -- in fact, I

17 am pretty sure we do not have a Ministry of

18 Long-Term Care representative on that table.  But

19 we do have MEOC that takes things back to the

20 Ministry who provides an update every week.

21             JOHN CALLAGHAN:  But just as of March

22 8th?  Sorry.

23             DR. JENNIE JOHNSTONE:  Yes, from the

24 beginning we had MEOC there, so I would say the

25 Ministry was present from the outset.  I don't
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 1 think we have ever had Ministry of Long-Term Care.

 2             COMMISSIONER FRANK MARROCCO (CHAIR):

 3             And what authority does the table have?

 4 What is the table called?

 5 U/T         DR. JENNIE JOHNSTONE:  I can get you

 6 the formal name.  I always call it the

 7 cross-sectoral table, but I don't think that is the

 8 right name.  I think it is the Planning and

 9 Implementation Table, I think, but I can get you --

10 I can follow up with that.

11             COMMISSIONER FRANK MARROCCO (CHAIR):

12             And it is for Toronto region?

13             DR. JENNIE JOHNSTONE:  It is for the

14 Toronto region.

15             COMMISSIONER FRANK MARROCCO (CHAIR):

16             Which is downtown Toronto?

17             DR. JENNIE JOHNSTONE:  It is, yes, we

18 would have to get you -- I would have to get you

19 the walls of it, but it is effectively downtown

20 Toronto.  It includes Sunnybrook.  It goes up to

21 Sunnybrook.

22             COMMISSIONER FRANK MARROCCO (CHAIR):

23             Right.

24             DR. JENNIE JOHNSTONE:  And out to -- I

25 think Humber is in.  But Trillium participates but
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 1 they are not formally in and Scarborough

 2 participates but are not formally in, so I think it

 3 goes out to Michael Garron formally.

 4             COMMISSIONER FRANK MARROCCO (CHAIR):

 5             And what does that table have authority

 6 to do?

 7             DR. JENNIE JOHNSTONE:  Not much.  I

 8 would say that in terms of the authority, I think

 9 there was an agreement from the outset that we are

10 better to do things together and at the same time

11 and in tandem.  So I think we have all agreed to do

12 it like that, but if one hospital or one sector

13 wanted to do something differently, they can.

14             So it is to provide helpful guidance

15 and helpful sharing of information, but there is no

16 mandate, I don't think, that could say, you know,

17 if somebody wanted to do something differently they

18 could, if that helps.

19             COMMISSIONER FRANK MARROCCO (CHAIR):

20             Well, it --

21             DR. JENNIE JOHNSTONE:  So it was more

22 of I would say it was an informal organization to

23 provide structure to something that we were already

24 doing in an effort to make it less chaotic, but

25 it's voluntary participation.
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 1             JOHN CALLAGHAN:  Did this table sort of

 2 exist in another forum before COVID?  Like would

 3 you have had those types of communications with the

 4 downtown hospitals?

 5             DR. JENNIE JOHNSTONE:  So we, as an

 6 IPAC physician, we have an informal network for

 7 sure, a very strong informal network, but as these

 8 tables, I never knew -- I had had no -- I

 9 personally had had no -- I had never engaged with

10 the LHIN ever.  This was all new to me.  But to be

11 fair, I think Matt Anderson started by April 1st.

12             So I think in many ways I think what

13 people have said is that this pandemic has

14 accelerated the concept of the OHT, so really that

15 is what is sort of coming out, is that it is sort

16 of formalizing the Ontario Health Teams, this

17 self-organized across-the-system informal fostering

18 of informal networks I think is what it has done.

19             So you know, for example, Mount Sinai

20 was not involved in any Ontario Health Team, but

21 you can start to see and perhaps I assume

22 post-pandemic it makes sense for us to continue

23 this relationship of Mount Sinai or Sinai Health

24 together with the Long-Term Care Retirement Home,

25 but none of this existed and certainly the table I
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 1 am quite sure it did not exist.  It may have had

 2 some other infancy type thing, but I certainly was

 3 not aware of it or participated in it.

 4             COMMISSIONER FRANK MARROCCO (CHAIR):

 5             So the decision to create this table,

 6 is that some sort of consensual thing that happens

 7 amongst all the people who were sitting at the

 8 table?

 9             DR. JENNIE JOHNSTONE:  Well, you know,

10 as I am talking this through, I do believe that the

11 concept came out from the MOH, I think, because

12 there was an initial -- if you think back to the --

13 there is an initial structure that included -- so,

14 you know, you had your command table structure, and

15 then you had Ontario Health and then you had the

16 five different regions of these committees coming

17 off of Ontario Health.  So if you are able to dig

18 back, the original launch of the original structure

19 back I think it was March 2nd or March 2nd and 3rd

20 of what the provincial pandemic response was going

21 to be, these did exist.

22             So I think that the idea was a

23 provincial one, and then I think how each region

24 executed it probably differed, where in my opinion

25 the Toronto Regional one was a very high
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 1 functioning one.  I expect that others, I expect

 2 there would be variability across the different

 3 regions, but I can't speak to it at all, not being

 4 involved in any of the other regions.

 5             COMMISSIONER JACK KITTS:  Dr.

 6 Johnstone, could I take you back to an earlier

 7 comment.  So I understood that March 8th was when

 8 everybody turned their eyes towards long-term care

 9 and recognized I think you said that it was very

10 surprising how little they were prepared.  They

11 were really starting from zero.  And you said the

12 IPAC knowledge was really lacking.

13             And so we have heard a lot about the

14 shortage of PPE, but you know, even if there wasn't

15 a shortage of PPE, you are concerned about the IPAC

16 knowledge and I guess the skills and training of

17 the staff to don and doff the equipment, even if

18 they had it; is that correct?

19             DR. JENNIE JOHNSTONE:  That would be

20 correct.

21             COMMISSIONER JACK KITTS:  And so how

22 did they get trained?  We understand there is

23 supposed to be an IPAC trainer on-site in each

24 home, so I am sure you were concerned then at March

25 8th that it was going to take awhile to train even



Long Term Care Covid-19 Commission Mtg. 
Meeting with Drs. Jennie Johnstone/Dylan Kain on 1/8/2021  39

neesonsreporting.com
416.413.7755

 1 with the equipment; is that correct?

 2             DR. JENNIE JOHNSTONE:  I had

 3 significant concerns because I knew how hard we had

 4 been working full out for several months, and I

 5 also wasn't sure exactly how that was going to

 6 happen, who was going to do it.

 7             I think to answer your question, there

 8 was, as people say, one hundred percent adherence

 9 to the annual Public Health Ontario webinar.  I

10 think all staff are required to go through a

11 webinar, or a module, sorry, a learning module.

12             And as you say, there was supposed to

13 be somebody dedicated -- sorry, not dedicated,

14 somebody in name who was supposed to have that role

15 but who were by no means dedicated, and I also

16 don't know what requirement, if any, they were

17 required to have for their education, knowledge,

18 capacity.  Like I don't think there was a

19 requirement for them to go to a separate course

20 or -- I don't think so.  I think it was just a

21 name.

22             JOHN CALLAGHAN:  And just -- sorry, Dr.

23 Kitts.

24             COMMISSIONER JACK KITTS:  So is that

25 when the hospitals, your table, said we have got to
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 1 get in there and help them?

 2             DR. JENNIE JOHNSTONE:  Not at all.  Not

 3 at all.  Not at all.  Like again, I thought, wow,

 4 this is going -- to be very honest with you, one of

 5 my learnings was a misunderstanding on my part of

 6 the role of Public Health.

 7             So me sitting as a hospital IPAC

 8 person, Public Health has always served the

 9 outbreak management and what I thought was

10 prevention, and I really thought that this would

11 have been either Public Health Ontario, local

12 Public Health Units and the homes.  It actually

13 didn't cross my mind that hospital IPAC would have

14 a role or responsibility in going out and doing

15 this.  Even on March 8th I thought I don't know how

16 they are going to do it, but it never crossed my

17 mind that it would be something that we could do.

18 And to be quite frank, I mean, we were working

19 20-hour days seven days a week, you know, so we

20 were very busy.

21             COMMISSIONER JACK KITTS:  Yes.

22             DR. JENNIE JOHNSTONE:  So again, you

23 know, we had a role.  It never occurred to me that

24 this was a role that we would take on.

25             COMMISSIONER JACK KITTS:  Yes, I
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 1 understand, thank you.

 2             COMMISSIONER FRANK MARROCCO (CHAIR):

 3             Doctor, when did it start to be

 4 apparent to you that there was virtually no

 5 understanding of IPAC practices in the long-term

 6 care sector and what made you realize that?

 7             DR. JENNIE JOHNSTONE:  I am trying to

 8 think.  I mean, certainly April 15th when we went

 9 in, I mean, that is when I would say it really

10 dawned on me, I mean, the degree to which -- I

11 mean, I think I had concerns, again, mentioning

12 from March 8th.  Like I was already worried about

13 it.  The degree to which?  Yeah, I would say it is

14 not a specific time.  I would say how badly was

15 sort of probably from March 8th to April 15th when

16 you started to see how badly things unfolded and

17 the degree to which there was lack of support or

18 knowledge or capacity, AND so sometime in that

19 three-week period it became extremely evident.

20             COMMISSIONER FRANK MARROCCO (CHAIR):

21             Was it obvious, in terms of your own

22 experience, to anyone engaged with the problem the

23 way you were and the way Public Health Ontario was

24 that there was this serious void in knowledge in

25 the long-term care sector?
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 1             DR. JENNIE JOHNSTONE:  I think we have

 2 known that that it is a problem for a very long

 3 time.  You know, I think the fact that -- so PIDAC,

 4 the Provincial Infectious Disease Advisory

 5 Committee, since post-SARS has had a recommendation

 6 that all homes should have a trained, dedicated

 7 infection control practitioner that translates to 1

 8 in 200 beds.  So that recommendation has been there

 9 like since post-SARS, and we knew that that was not

10 happening.

11             I do believe that over time it became

12 less and less and less, and I don't know - and I

13 don't know because I wasn't in there - I don't know

14 at what point it became that there is truly absence

15 of any infection control.  I'm not sure.

16             COMMISSIONER FRANK MARROCCO (CHAIR):

17             Okay.

18             DR. JENNIE JOHNSTONE:  And it's known.

19 We knew it was a problem for a long time.

20             COMMISSIONER FRANK MARROCCO (CHAIR):

21             It sounds like you knew it was a

22 problem, but the deplorable state that it was in

23 became apparent from March 8th on; am I

24 understanding that --

25             DR. JENNIE JOHNSTONE:  Correct, yes,
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 1 the degree to which it was a problem.

 2             JOHN CALLAGHAN:  And you'll cover this

 3 a little later, but just to get it in now, can you

 4 tell us what in your opinion would be the

 5 appropriate training for this type of IPAC person

 6 and --

 7             DR. JENNIE JOHNSTONE:  Yes, so it is a

 8 recognized -- it is actually recognized by whether

 9 it is the Canadian Nursing -- what is it, the

10 Canadian Nursing Association, or whatever is the

11 national body of nurses, it is a recognized

12 designation.  So it is the Certification of

13 Infection Control, CIC.  It is a certification that

14 you have to do.  You have to have on-the-ground

15 training.  There are also courses to prepare you

16 for taking that exam and the CIC, but it is a

17 dedicated, a trained, licensed infection control

18 practitioner, so it has its own training

19 designation.

20             JOHN CALLAGHAN:  So it is not a weekend

21 warrior type course?

22             DR. JENNIE JOHNSTONE:  It isn't, no,

23 not at all, no.

24             JOHN CALLAGHAN:  Sorry, continue --

25             DR. JENNIE JOHNSTONE:  I think you have
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 1 to have one or two years' experience before you can

 2 even write the exam.

 3             JOHN CALLAGHAN:  Perhaps you might

 4 continue with the chronology.

 5             DR. JENNIE JOHNSTONE:  Yes, so on March

 6 18th was Babcaygeon which, again, I understand from

 7 Public Health Ontario was actually identified based

 8 on the surveillance swabbing, not because they sent

 9 COVID swabs, and that I think that this is an

10 important point.

11             So again, this informal infection

12 control medical director community of practice

13 decided on March 23rd to implement universal

14 masking within the hospital sector and that you

15 will see there is a document that we put together

16 through the Toronto Region Hospital Operations

17 Table that was to try and standardize that

18 universal masking across all hospitals.

19             It was done for a couple of reasons.

20 One, we knew we had to centralize the location of

21 the masks to the units because there was so much

22 stealing of masks.  So normally, any of you who

23 have worked in a hospital, normally you just have

24 your masks sitting outside the room of the patient

25 where you would normally mask.  All of those masks
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 1 were being stolen at a very rapid rate, so we knew

 2 we had to put them behind the nursing station in

 3 some way or put them somewhere and centralize them

 4 so that they would stop getting stolen.

 5             And so it was in some degree to help

 6 standardize that, but it was also done because we

 7 as medical directors had experienced -- a couple of

 8 our specialized areas had experienced exposures say

 9 in a dialysis unit or a chemo unit or something

10 like that whereby one person who turned out

11 positive had exposed in the lunchroom or something

12 like that, you know, ten different nurses or ten --

13 I don't mean to pick on -- or ten different staff,

14 and that because it was a highly specialized unit,

15 we didn't have additional staffing.  So we said,

16 you know, well, we know the exposure criteria.  If

17 we have them in masks and they turn out to be

18 positive, we are not going to have a problem and we

19 won't lose all of those staff.

20             So it was a very pragmatic, practical

21 reason to get ahead of this, again, for the two

22 reasons, and also the conservation.  So it is a

23 centralized to prevent the stealing, and to then

24 release masks and say, okay, you are going to get

25 two or three a day or whatever, and to do that in a
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 1 controlled way and in a way that we would prevent

 2 further exposures to additional staff-to-staff

 3 mostly so that we wouldn't then wipe out through

 4 high risk exposures a whole group of individuals

 5 and not have any staff to work in that area.

 6             COMMISSIONER FRANK MARROCCO (CHAIR):

 7             So do I understand that different staff

 8 members were collecting masks at every opportunity

 9 so they would always have them?  Or who is doing

10 the stealing?

11             DR. JENNIE JOHNSTONE:  I think it was

12 probably a combination.  I think there was probably

13 lots of visitors as well.  Like I think they were

14 just there.  Like you can imagine in the Emergency

15 Department, there are just patients and visitors,

16 possibly staff, I don't know.  I don't -- I think

17 it was just the hoarding that was happening.  It

18 was representative of the hoarding, the toilet

19 paper hoarding.  Everybody was hoarding and

20 panicking, and so who was taking it I think is

21 probably less relevant.  It was just the fact that

22 they were disappearing like in a dramatic way.  And

23 N95s, and we all knew that we had to be really

24 careful with the N95s.

25             So we knew we had to shift our
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 1 traditional approach of having, you know, your PPE

 2 just outside the room, which included N95s or

 3 procedure masks or whatever it was.  We knew we had

 4 to change that practice because they were all

 5 disappearing.

 6             JOHN CALLAGHAN:  Absent this --

 7             COMMISSIONER FRANK MARROCCO (CHAIR):

 8             And did everybody know there was a

 9 shortage at that stage?

10             DR. JENNIE JOHNSTONE:  Oh, yes.  Oh,

11 yes.  Oh, yes.  So we had this huge run rate from

12 stolen, knowing that there was nothing coming in,

13 so we all created our PPE conservation, you know,

14 committees to make sure that we had -- you know, to

15 this day we look at tracking our run rate every

16 week.  You know, we used to meet every day.  Now we

17 meet once a week, and we actually track every week

18 exactly what is coming in.  We know supply.  You

19 can ask any medical director of IPAC anywhere about

20 exactly how many N95s you have, you know, at this

21 moment in time, and we can all answer that

22 question.

23             COMMISSIONER FRANK MARROCCO (CHAIR):

24             Okay.

25             JOHN CALLAGHAN:  Could I ask then, on
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 1 this point what was the state of supplies in your

 2 view at Sinai prior to COVID for a pandemic?  And I

 3 am just using it by way of example.

 4             DR. JENNIE JOHNSTONE:  Yes, by way of

 5 example, so Sinai Health I would say was an outlier

 6 in that we had an extraordinarily healthy pandemic

 7 supply.  And I would say that if we made a mistake,

 8 it was that because our pandemic supply planned for

 9 an airborne illness, so we actually had tons of

10 N95s.  What we didn't have were procedure masks.

11             So I would say our biggest pain point

12 came on procedure masks because, again, and we did

13 not want -- we knew that we needed to reserve our

14 N95s, so we didn't want to start using N95s as a

15 replacement for a procedure mask.  So I would say

16 that was the one that we had the biggest challenge

17 with.

18             Now, we never ran out, but I would say

19 that, you know, we definitely had to conserve and

20 watch it carefully and really follow that very

21 carefully.

22             JOHN CALLAGHAN:  We heard yesterday

23 that the province did not have a stockpile.  Did

24 you look to the province at any time for supply or

25 did you have sufficient at Sinai?



Long Term Care Covid-19 Commission Mtg. 
Meeting with Drs. Jennie Johnstone/Dylan Kain on 1/8/2021  49

neesonsreporting.com
416.413.7755

 1             DR. JENNIE JOHNSTONE:  Certainly not at

 2 that point.  I don't think hospitals -- we didn't.

 3 I know the province did ask us for some of our

 4 supplies, and so you know, we did give at some

 5 point some of our N95s, for example, to the

 6 provincial stockpile, but I don't believe we ever

 7 asked for any.

 8             JOHN CALLAGHAN:  And so as an IPAC

 9 specialist, the guidance as to how much PPE a

10 person was to use I gather gets modified because of

11 attempts at conservation of PPE; in other words,

12 there is not enough supply.  Could you just explain

13 how that happened?

14             DR. JENNIE JOHNSTONE:  Absolutely.  So

15 I mean, that is a pandemic learning point for sure.

16 How we operated pre-pandemic, which is to say you

17 go see a patient and you identify whether or not

18 you need PPE or not - usually there is a sign on

19 the door - or you do your point-of-care risk

20 assessment which, whatever you do, you think you

21 either need PPE or you don't need PPE, and the PPE

22 is outside the room.  You don your PPE.  You do

23 your thing.  You doff your PPE.  You leave the

24 room.

25             So during a pandemic, I would say one
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 1 of the things that we had to do is we knew around

 2 the masks, like there is no way we could do that

 3 with the masking for sure, or N95s or whatever.

 4 That definitely needed to be conserved.

 5             But I would say one of the things that

 6 was the most challenging was figuring out where is

 7 the line?  What is acceptable and safe?  What is

 8 reasonable?  And what is actually going to start to

 9 increase risk?  And so we were really trying to

10 figure that out.

11             So for example, one of the things I

12 think mentioned by the military was the re-use of

13 gowns and gloves, but I do know that there were

14 people who had a recommendation out there that you

15 could re-use the gown.  In my experience, you can

16 never re-use a gown.  You can't use a gown from

17 person to person.

18             So for us, we said, okay, we think your

19 mask is acceptable.  You have a face shield overtop

20 of it when you are in with patients with suspect or

21 confirmed COVID which is protecting that mask.  We

22 think that is acceptable to continue to wear that

23 mask.

24             But we had to walk through.  It was all

25 new rules which we had to write, so to speak, about
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 1 what we thought is safe and fine and acceptable,

 2 which again we never would have considered

 3 pre-pandemic, and what is not acceptable and

 4 actually introduced risk.

 5             JOHN CALLAGHAN:  So we heard yesterday

 6 that the plan for the stockpile in 2006 was that

 7 each staff member for a long-term care home should

 8 have one mask for each ILI encounter, so one mask

 9 for coming in contact with each encounter.  Would

10 that have been the practice prior to COVID?

11             DR. JENNIE JOHNSTONE:  Yes.

12             JOHN CALLAGHAN:  And so --

13             DR. JENNIE JOHNSTONE:  Yeah.

14             JOHN CALLAGHAN:  -- presumably, if we

15 had -- and the prediction that the stockpile was to

16 have was 50 percent of residents in a pandemic

17 would be infected.  Do we actually know or roughly

18 know whether 50 percent of long-term care residents

19 were infected in Ontario, or do we know the amount?

20             DR. JENNIE JOHNSTONE:  Dylan, I don't

21 know if you have that, but I have not seen

22 seroprevalence data, especially recently, on the

23 degree of long-term care residents that have been

24 affected.  I have not seen that data.  It may

25 exist.  I am not aware of it.
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 1             JOHN CALLAGHAN:  We will speak to

 2 either CIHI or the ubiquitous Dr. Stall on that

 3 point.

 4             DR. JENNIE JOHNSTONE:  Unless Dylan

 5 knows the answer.

 6             DR. DYLAN KAIN:  I don't, but it is

 7 definitely much lower than 50 percent.

 8             DR. JENNIE JOHNSTONE:  Yes, I mean, if

 9 you think about the population in Toronto is, what,

10 1 percent after wave one, I mean, it is certainly

11 higher, but it is not like -- it was way, way less

12 than 50 percent.

13             JOHN CALLAGHAN:  So just on masks, so

14 if the recommendation was one mask for every

15 encounter and anticipate 50 percent, if that

16 actually had been the stockpile, we probably would

17 have been fine on that?

18             DR. JENNIE JOHNSTONE:  I believe that

19 would -- I mean, again, without doing

20 back-of-the-envelope calculations, but I think that

21 would have given you sufficient masks.

22             JOHN CALLAGHAN:  Right.

23             DR. JENNIE JOHNSTONE:  Because, again,

24 it would be every encounter, so it is every time

25 you go in the room, so however many times a day you
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 1 do that.

 2             JOHN CALLAGHAN:  They anticipated 25 I

 3 think per --

 4             DR. JENNIE JOHNSTONE:  Yes, so that

 5 definitely would have been sufficient.

 6             COMMISSIONER JACK KITTS:  Dr.

 7 Johnstone, could I ask when the Toronto Region

 8 implemented universal masking, and I am assuming

 9 those are procedure masks, was there any concerns

10 about a shortage then and was it before the

11 province sent out the directive for universal

12 masking, because I see long-term care is five days

13 later.  So could you just tell me how that --

14             JOHN CALLAGHAN:  Could we, just before

15 you do that, could we put up the exhibit 5 -- or

16 not exhibit, tab 5, just so that you can see what

17 it looks like, Dr. Kitts, and I just in the course

18 of this little bit, we can answer that question.

19             COMMISSIONER JACK KITTS:  Okay.

20             DR. JENNIE JOHNSTONE:  So it was long

21 before.  I don't even know when it was introduced

22 for hospitals, to be honest with you.  This was

23 just something that we did, and in fact, I think

24 that we got quite a bit of pushback from many

25 others outside of the Toronto area.  I think we
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 1 were referred to as the "Toronto approach".  So I

 2 think that -- I don't know if it is coming up, or I

 3 haven't seen it yet.

 4             JOHN CALLAGHAN:  Patti, are you able to

 5 pull that up, please, tab 5.

 6             DR. JENNIE JOHNSTONE:  But I just want

 7 to make the point, so the answer is absolutely,

 8 everybody was watching their supplies extremely

 9 carefully, even if you had some, because you didn't

10 know what else was coming in.  So we were all very

11 concerned, all of us, for various supplies, not

12 just procedure masks.

13             But again, part of the pragmatic

14 approach here was to get on top of your run rate,

15 so then if you knew consistently how many masks

16 were being used per day, then you were able to then

17 at least know what you had and what you needed.

18             So part of the universal masking --

19 like there was the safety component, but there was

20 also the very real concrete, pragmatic conservation

21 portion.

22             JOHN CALLAGHAN:  So let me just take

23 you through this.

24             COMMISSIONER FRANK MARROCCO (CHAIR):

25             Could I just interrupt for a second.
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 1 Where did the pushback come from?

 2             DR. JENNIE JOHNSTONE:  Oh, I think

 3 just, I mean, it was more the --

 4             COMMISSIONER JACK KITTS:

 5 Toronto-centered.

 6             DR. JENNIE JOHNSTONE:  Well, I would

 7 say -- well, there was definitely other hospitals

 8 outside the Toronto Region that didn't want to do

 9 universal masking.  I think that is true.  I think

10 that it hadn't been initiated by the province.  I

11 don't want to speak to the province's opinion on

12 it, but certainly there was commentary.

13             COMMISSIONER JACK KITTS:  But would you

14 not think that -- I mean, perhaps the Toronto

15 hospitals had a large supply and didn't have to

16 rely on a central supply, but most hospitals would

17 have had two or three weeks or maybe four and then

18 have to depend on a central supply.

19             And so is it feasible that the decision

20 not to go to universal masking as early as Toronto

21 was based on the worry about having not enough

22 supply of masks for --

23             DR. JENNIE JOHNSTONE:  I can't speak to

24 why people would have been worried about it, but I

25 would say that we were doing it as a conservation
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 1 initiative, so you know, I think that -- I am not

 2 sure.

 3             JOHN CALLAGHAN:  So let's just take a

 4 quick look at the document.

 5             COMMISSIONER JACK KITTS:  Just so I

 6 understand, though, the conservation is that

 7 instead of giving everybody a mask every time, you

 8 have got a limited supply of masks and you had to

 9 manage them against what traditional IPAC practices

10 would have been?

11             DR. JENNIE JOHNSTONE:  That's right.

12             COMMISSIONER JACK KITTS:  Okay.

13             DR. JENNIE JOHNSTONE:  That's right.

14             JOHN CALLAGHAN:  Just because I'm a

15 little worried about time, let's just quickly go

16 through this.

17             So this is the document, and it is

18 dated March 24th.  Could you just tell us about the

19 weekend and a couple of lines before?  I mean, I

20 think you have talked a little bit but --

21             DR. JENNIE JOHNSTONE:  Yeah, on March

22 22nd, we again informally met, the community of

23 practice, and said, you know, I think this is a

24 good idea.

25             I think some of the hospitals that do
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 1 have affiliated long-term care, because there are

 2 some hospitals that have affiliated long-term care

 3 homes, not many but there are a few, were actually

 4 thinking about it for their long-term care because

 5 they were increasingly worried.

 6             And so we implemented it for the

 7 hospitals, but I think that the IPAC physicians who

 8 do have hospitals attached to long-term care homes

 9 like pre-pandemic, also implemented at that time

10 for long-term care.  So it would have been few and

11 far between, but again, this was our

12 self-initiative.  So we went to our CEO and said

13 that we think this is a good idea and the CEO said,

14 Sounds good, you know, sure, go ahead.  I assume

15 they talked to each other.  And then we rolled this

16 out and developed this document.

17             And again, this is through the Toronto

18 Region Hospital Operations Table, which again

19 hospitals didn't have to do this in terms of that

20 authority, but I think we all wanted to go in

21 conjunction and standardize with each other,

22 because otherwise it just generates all sorts of

23 stress within the system.

24             JOHN CALLAGHAN:  So the document refers

25 to guidance and the establishment of minimum
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 1 standards, so I take it that people could deviate

 2 from this because it is a recommendation; correct?

 3             DR. JENNIE JOHNSTONE:  People could do

 4 whatever they wanted.  They didn't have to -- I

 5 mean, I think most people wanted to, but they could

 6 do more.  They don't have to do it at all.

 7             JOHN CALLAGHAN:  So at this point the

 8 document says, and I will just read it:

 9                  "At the same time, without

10             efforts to conserve PPE use,

11             hospital supplies of PPE will soon

12             become threatened, based on our

13             current rates of consumption,

14             projected increases in COVID-19

15             patients, and the experience in

16             other jurisdictions."

17             So you were generally worried about

18 having enough.

19             DR. JENNIE JOHNSTONE:  For sure.

20             JOHN CALLAGHAN:  And it goes on to say:

21                  "Further, other sectors such as

22             Long-term Care Homes are now

23             experiencing outbreaks from

24             healthcare workers working ill and

25             are now being required to wear masks
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 1             all day to protect patients."

 2             So that is what you were told, and

 3 there is a Long-Term Care Table that addresses

 4 this, and we'll take a look at it, on March 29th;

 5 correct?

 6             DR. JENNIE JOHNSTONE:  That's right, so

 7 essentially this speaks to the translation from

 8 the table --

 9             JOHN CALLAGHAN:  Just leave that in the

10 background, Patti.  Sorry.

11             DR. JENNIE JOHNSTONE:  This speaks to

12 the translation from the tables, so again, if you

13 look at the names, so at this time, so after the

14 first meeting on January -- or sorry, on March 8th,

15 I quickly realized I did not have the ability to

16 also take on long-term care in addition to all the

17 other roles that I was playing, and so Jerome Leis,

18 the Medical Director at Sunnybrook, offered to

19 participate in the Long-Term Care Home.

20             So if you look at the names on the

21 Hospital Operations Table, the -- what are they

22 called, the content experts --

23             JOHN CALLAGHAN:  We are on tab 5 --

24             DR. JENNIE JOHNSTONE:  Yes, the

25 content --
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 1             COMMISSIONER FRANK MARROCCO (CHAIR):

 2             Can we just slow down for a second.  I

 3 am having some trouble following, and I suspect

 4 that Deana is having some trouble transcribing.

 5 Well, wherever you want to go, but can we just get

 6 there first.

 7             JOHN CALLAGHAN:  Well, we are on the

 8 background of tab 5, yes, and if we could just

 9 leave it there for a second.  Maybe you could blow

10 it up, please, Patti, and just make it a little

11 bigger.  Not everybody has good eyes.  There we go.

12             All right, can people read that?  So

13 what we were looking at, if you could just scroll

14 down -- and this one is not highlighted as it was

15 yesterday.  We'll try to make that effort.

16             So what I was reading from, and stop

17 there, please:

18                  "At the same time, without

19             efforts to conserve [...]"

20             That paragraph is what I was bringing

21 the Doctor too.

22             COMMISSIONER FRANK MARROCCO (CHAIR):

23             Right, okay.

24             JOHN CALLAGHAN:  So if we can just go

25 down a little bit and if we could go down to



Long Term Care Covid-19 Commission Mtg. 
Meeting with Drs. Jennie Johnstone/Dylan Kain on 1/8/2021  61

neesonsreporting.com
416.413.7755

 1 "Current State", please, Patti, it says:

 2                  "Until now, none of the Toronto

 3             region hospitals were recommending

 4             the use of procedure masks other

 5             than when health care workers are in

 6             direct contact with a patient under

 7             droplet/contact precautions for

 8             COVID-19 or when patients are

 9             displaying signs and/or symptoms of

10             respiratory infection."

11             So if we could just pause there, I know

12 this is a hospital-directed masking policy, but

13 contact precautions, I take it if we are talking

14 about the long-term care sector and a PSW worker

15 who has got either to deal with a patient for

16 medical reasons, turning them for bedsores or for

17 daily living, taking them for toileting, they would

18 be people who would be concerned about contact

19 precautions; am I right, Doctor?

20             DR. JENNIE JOHNSTONE:  Correct.

21             JOHN CALLAGHAN:  So in those

22 circumstances, if it were in the hospital setting,

23 procedural masks would be recommended --

24             DR. JENNIE JOHNSTONE:  Correct.

25             JOHN CALLAGHAN:  -- when they are



Long Term Care Covid-19 Commission Mtg. 
Meeting with Drs. Jennie Johnstone/Dylan Kain on 1/8/2021  62

neesonsreporting.com
416.413.7755

 1 displaying signs or symptoms, right?

 2             DR. JENNIE JOHNSTONE:  Well, in

 3 addition to eye protection and gown and gloves.

 4             JOHN CALLAGHAN:  And then just to go

 5 down to "Justification for Recommendations" and

 6 number 3, it says:

 7                  "PPE conservation is critical

 8             and a sustainable approach is

 9             required.  Although PPE is presently

10             available, with the projected

11             increase in numbers of COVID-19

12             patients and the duration of the

13             pandemic response, there is a very

14             real risk to supply lines.  If we do

15             not conserve PPE now, we will face

16             shortages when we need it most."

17             And that comment is directed at the

18 hospital setting.  It has nothing to do with what

19 the state of affairs is in long-term care; correct?

20             DR. JENNIE JOHNSTONE:  Correct.

21             JOHN CALLAGHAN:  Okay, and then if you

22 can go to the next page, Patti, please, under

23 "Recommended Approach", and this is the

24 modification, if you can go down a little bit.

25 There you go.  Right there, please.  This is some
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 1 of the modification where you were recommending two

 2 procedure masks per day to be provided, correct, as

 3 opposed to one for every attendance?

 4             DR. JENNIE JOHNSTONE:  Correct.

 5             JOHN CALLAGHAN:  And then if we could

 6 just -- because I want to move along, if I could

 7 just take you through this, if we could then go to

 8 document 6, please.  Okay, so this is -- this comes

 9 from the Toronto Region Long-Term Care Table.  Now,

10 you know about this, but I take it you are not on

11 that table; correct?

12             DR. JENNIE JOHNSTONE:  So I was on the

13 table for the first meeting, and then I handed over

14 to Jerome Leis, and this fall it was handed back to

15 me, so yes, no, yes.

16             JOHN CALLAGHAN:  All right, so on this

17 one, this is March 29, and just the purpose of the

18 document says:

19                  "This document is meant to

20             provide guidance and establish

21             minimum standards for Toronto Region

22             long-term care and congregate care

23             homes with respect to procedure mask

24             use by staff, physicians, learners,

25             and essential visitors in the
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 1             COVID-19 pandemic."

 2             Again, this is minimum standards and it

 3 is directed only to the Toronto Region long-term

 4 care; correct?

 5             DR. JENNIE JOHNSTONE:  Correct.

 6             JOHN CALLAGHAN:  And congregate care

 7 homes; is that correct?

 8             DR. JENNIE JOHNSTONE:  Correct.

 9             JOHN CALLAGHAN:  All right.

10             COMMISSIONER FRANK MARROCCO (CHAIR):

11             Commissioner Coke?

12             COMMISSIONER ANGELA COKE:  Sorry, I

13 just had a question.  You mentioned this obviously

14 is just the Toronto Region.  At the same time were

15 the other regions doing the parallel thing, to your

16 knowledge, or not?

17             DR. JENNIE JOHNSTONE:  I don't know.  I

18 do not know.  I don't know.  There were occasions

19 where the Toronto Regional documents got taken up

20 by what I say is Ontario Health central.  I don't

21 know if this was one of them or not.  I don't know.

22             COMMISSIONER ANGELA COKE:  Okay.

23             JOHN CALLAGHAN:  And if we could just

24 go to the next page under "Justification and

25 Recommendations", please, and looking at 3:
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 1                  "PPE conservation is critical

 2             and a sustainable approach is

 3             required.  With the projected

 4             increase in numbers of COVID-19

 5             residents and the duration of the

 6             pandemic response, there is a very

 7             real risk to supply lines.  If we do

 8             not conserve PPE now, we will face

 9             shortages when we need it most."

10             And do you see that?  And so that -- it

11 is almost highlighted more about the

12 sustainability, but the same principle applied to

13 long-term care; correct?

14             DR. JENNIE JOHNSTONE:  Correct.

15             JOHN CALLAGHAN:  And if we could go

16 over to -- and they have a recommended approach.  I

17 won't take you to that, but if we could just go

18 over to the further page, to the last page there -

19 the next page, please, Patti - and number 2, and

20 they are talking about masking for other staff

21 working within an essential role but without any

22 contact, and this is where they highlight:

23                  "Individuals whose function

24             must be performed in-person may

25             receive allocation of one procedure
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 1             mask to be worn in all common spaces

 2             and only if the home's PPE supply

 3             allows."

 4             And the same thing applies to visitors.

 5             So I take it this was part of the

 6 conservation issue that was in issue?

 7             DR. JENNIE JOHNSTONE:  Correct.

 8             JOHN CALLAGHAN:  And just to fill in

 9 the blanks, and I think this goes back to what Dr.

10 Kitts was saying, it wasn't until April 10th that

11 the province issued its directive?

12             DR. JENNIE JOHNSTONE:  I believe it was

13 the 8th.

14             JOHN CALLAGHAN:  It was the 8th, sorry,

15 right, April 6th I think from the feds.

16             By April 8th I take it COVID is now

17 spreading quite rapidly.  So in terms of speed,

18 what is the impact of not doing it until April 8th

19 in your opinion as opposed to March 24th when the

20 hospitals did it?

21             DR. JENNIE JOHNSTONE:  Well, I do

22 believe those two weeks were a critical time, and

23 that if implemented on March 24th, I don't know

24 any -- I don't know if this has been modelled in

25 terms of actual numbers of averted cases, but I
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 1 think that there is no doubt that those two weeks

 2 were the time where there was rapid spread within

 3 the homes.  And as you will see from our case

 4 example, if we had have had universal masking, it

 5 would have mitigated for certain.

 6             JOHN CALLAGHAN:  Well, let's go back

 7 to --

 8             COMMISSIONER FRANK MARROCCO (CHAIR):

 9             Doctor, I take it that the need to

10 react quickly was apparent to professionals, that

11 every day counts?

12             DR. JENNIE JOHNSTONE:  Every day

13 counted.  It was a 24-hour cycle and that things

14 changed minute by minute.

15             And I mean, if you think about, you

16 know, hospital corporations, we don't normally

17 implement a huge program practice change in 12

18 hours.  I mean, this was -- we decided on March

19 22nd, Sunday night, and I had a conversation with

20 our CEO and executive team Monday morning and we

21 rolled it out that day.  So that pace is not a pace

22 that we normally have in normal times.

23             COMMISSIONER FRANK MARROCCO (CHAIR):

24             But you did that because you understood

25 that time was of the essence.
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 1             DR. JENNIE JOHNSTONE:  Correct.

 2             COMMISSIONER FRANK MARROCCO (CHAIR):

 3             So a delay of two weeks is extremely

 4 significant.

 5             DR. JENNIE JOHNSTONE:  I believe that

 6 this would have been very significant in the

 7 context of long-term care.  That delay came at a

 8 time where COVID-19 in the community started to

 9 escalate, and I think in retrospect many of the

10 homes started to go into outbreak sort of that end

11 of March timeline.

12             COMMISSIONER FRANK MARROCCO (CHAIR):

13             All right.

14             JOHN CALLAGHAN:  I wonder if we can go

15 back to the slide deck.  I'm a little conscious of

16 time here.  So I don't know if you want to continue

17 with the chronology?

18             DR. JENNIE JOHNSTONE:  It is almost

19 done, I think.  So just to say that on April 8th is

20 when PHAC released the infection control long-term

21 care guidance, and I make that point because up

22 until that point, there was nothing specific to the

23 sector.  There were no guidance documents that

24 existed for this sector as far as I know in Canada

25 or in Ontario.
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 1             And I don't know how familiar you are

 2 with the Public Health Agency of Canada, but from

 3 conception on March 8th to out the door on April

 4 8th is extremely fast for any federal document, and

 5 so I think that this was well received as a

 6 document and I personally on April 15th, once I

 7 went in the home, used it.  So I do think it was a

 8 useful tool.

 9             And just the point that April 15th is

10 the date that the Toronto Region LHIN, as far as I

11 know, randomly assigned, I think possibly somewhat

12 geographically assigned the hospitals to the homes,

13 and it was on that date that Sinai said that you

14 have two long-term care homes, three retirement

15 homes.  Two of the long-term care homes have a

16 horrendous outbreak.  Please help.

17             JOHN CALLAGHAN:  And those are the

18 homes that you went into; correct?

19             DR. JENNIE JOHNSTONE:  And those were

20 the homes that we, yeah -- and I must say,

21 actually, we didn't go into those two homes

22 initially.  We worked -- because of concerns of the

23 degree to the outbreak, we wanted to make sure that

24 we did it safely.

25             And so I think -- you know, and if you
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 1 read Nathan Stall's paper on the partnership with

 2 the home, the way in which we did it is actually we

 3 did pull residents out of the home because we

 4 wanted to staff it but we didn't think we could go

 5 into that environment in a safe way.

 6             So what we did instead is we pulled I

 7 think between 15 and 20 residents into our

 8 hospital, which then offloaded and provided that

 9 staffing support while we worked through the

10 infection control, and we provided clinical

11 support.  We bought iPads, provided the iPads, and

12 then we did virtual rounds; "we", the clinicians,

13 the geriatricians, palliative care docs did virtual

14 rounds with the home just while we were able to

15 work on the back end with the infection control

16 side and get everything under control.  And then we

17 all went in after that.  But we didn't actually go

18 in on April 15th.  We provided support starting

19 April 15th.

20             JOHN CALLAGHAN:  Okay.

21             DR. JENNIE JOHNSTONE:  And it wasn't

22 just to that home.  It was to three homes.

23             COMMISSIONER FRANK MARROCCO (CHAIR):

24             And just so I understand, the reason

25 you did that was there were safety concerns that
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 1 had to be addressed first before you could go in?

 2             DR. JENNIE JOHNSTONE:  Correct.  It was

 3 a wildly out of control outbreak, and remembering,

 4 you know, I'm an N-of-1 and at this time we were

 5 also peaking -- or we didn't even know if we were

 6 peaking in terms of the COVID wave one within the

 7 hospital sector.  And so if I go into that home, I

 8 can't actually come back to the hospital.

 9             So you know, like, you know, we all had

10 to make sure that we were doing things in a safe

11 way.  It was our nature to want to run in, but

12 again, if you think about a fire, the first thing

13 the fire marshal does is say, Is this safe to send

14 our troops in?

15             COMMISSIONER FRANK MARROCCO (CHAIR):

16             Yes, sure.

17             DR. JENNIE JOHNSTONE:  Let's figure out

18 if this is safe.

19             It was not safe.  So we had to contain

20 the outbreak.  We didn't wait until it was over,

21 but we actually had to make sure that it was

22 contained before such time that we could then go

23 in, because it was -- I mean, I never expected to

24 see an outbreak like this in my life.  These were

25 outbreaks beyond anything I expected.  Again, it
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 1 was I think a hundred percent of the residents

 2 effectively that got infected.

 3             COMMISSIONER FRANK MARROCCO (CHAIR):

 4             Well, I mean, do you agree that it is

 5 probably that bad because there is nobody there

 6 that understands the practices that you have to

 7 engage in in order to contain it?

 8             DR. JENNIE JOHNSTONE:  Well, it becomes

 9 a spiral, and so you start losing staff, which

10 means you have fewer staff, which means that you

11 don't do the things in the way that you should be

12 doing.  I mean, it just becomes this spiral of

13 implosion.

14             COMMISSIONER FRANK MARROCCO (CHAIR):

15             Okay.

16             JOHN CALLAGHAN:  So where does that

17 take us next, Dr. Johnstone?

18             DR. JENNIE JOHNSTONE:  Yes, so I think

19 that that actually takes us -- and the next two

20 slides I think are the --

21             JOHN CALLAGHAN:  Yeah, we have covered

22 those.  You can move --

23             COMMISSIONER JACK KITTS:  Can I just

24 ask one question?  And it may not be fair, Dr.

25 Johnstone, but at some point the concerns about
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 1 running out of masks dissipated, right, and I think

 2 it was in April, maybe early May.

 3             Did you go back to the IPAC best

 4 practice of a single mask for a single patient, or

 5 did you continue with the change?

 6             DR. JENNIE JOHNSTONE:  No, we have not

 7 continued -- or, sorry, we have not stopped.  We

 8 have continued.  I think we are a bit more liberal

 9 in that so you get three, if you are a

10 clinical-facing individual, you get three a day,

11 but you are able, if you need more, you can just go

12 to the unit and ask for more.  Like I think we are

13 more liberal.

14             But at the same time, the supply is

15 better, but we also didn't know what the next day

16 or the next month was going to bring, so I don't

17 think anyone wanted to say, you know what, we are

18 confident and we'll open it up.

19             But also with universal masking,

20 because you need to wear it at the nursing station,

21 so it actually doesn't really lend itself to being

22 to take it off and then put another one on.  Like

23 it doesn't actually work with universal masking all

24 the time.

25             So the way we have it I think is
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 1 working well, and I think that everybody knows that

 2 you can get more.  Like nobody is struggling with

 3 their masks.

 4             JOHN CALLAGHAN:  That is in the

 5 hospital setting.

 6             DR. JENNIE JOHNSTONE:  In the hospital,

 7 sorry, in the hospital.

 8             COMMISSIONER JACK KITTS:  So there is

 9 no issues with the unions, ONA or OPSEU, with that

10 rationalization.  Okay, thank you.

11             DR. JENNIE JOHNSTONE:  Not that I am

12 aware of.

13             JOHN CALLAGHAN:  So now is this Dr.

14 Kain's time to shine?

15             DR. JENNIE JOHNSTONE:  Yes.

16             JOHN CALLAGHAN:  All right, go ahead.

17             DR. JENNIE JOHNSTONE:  So, actually,

18 Dylan, I think that there was -- oh, go ahead, I

19 think there one slide or two slides, but just go

20 ahead maybe with your slides and you can speak to

21 the --

22             DR. DYLAN KAIN:  Yes, sure, yes, so we

23 did a bit of a deeper dive into one of the homes

24 that had quite a large outbreak to try and figure

25 out exactly what went wrong and why there was such
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 1 a big outbreak.

 2             So this is just a timeline of one of

 3 the homes and what went on in that home.  So you

 4 can see, and this is based on retrospective --

 5             JOHN CALLAGHAN:  Dylan, can you slow

 6 down a little bit and just speak a little slower.

 7             DR. DYLAN KAIN:  Yes, sure, sure.

 8             JOHN CALLAGHAN:  Just so people can

 9 take notes.

10             DR. DYLAN KAIN:  So this is a

11 retrospective chart review, so this was with the

12 benefit of hindsight in terms of the timeline, so

13 this was not known in realtime.

14             But what we can see is that on the 20th

15 of March, the home did identify that they had a

16 respiratory cluster, but at that point in time, due

17 to the two that were tested tested negative for

18 COVID, and so it was a non-COVID outbreak that was

19 declared.

20             And so actually it wasn't for ten

21 additional days until the 30th of March when the

22 first confirmed resident occurred that the COVID

23 outbreak was declared.

24             At that point in time, there were at

25 least 26 symptomatic residents within the home.  So
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 1 you may be wondering why was this ten-day delay?

 2 What happened here?

 3             Well, there was two big problems that

 4 went on.

 5             So first was a limited access to

 6 testing in March, so the home was only able to test

 7 two residents of the six symptomatic residents.

 8 Both of those two residents tested negative.  And

 9 the other four residents who were symptomatic at

10 that time were not able to be tested due to

11 limitations in testing, and they ended up having

12 COVID but was not recognized.

13             As over the next week, more symptomatic

14 residents did occur, there was more testing that

15 was done.  But at this point in time, due to the

16 provincial backlog, there was significant delays of

17 four, five, six days or more to get these tests

18 back.  And so the first confirmed case did not come

19 until the evening of the 30th for this home, at

20 which point in time an outbreak was declared.

21             But as you can see, this was near the

22 peak of the outbreak in this home, which was quite

23 unfortunately unlucky to have had COVID introduced

24 quite early on in March.

25             COMMISSIONER FRANK MARROCCO (CHAIR):
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 1             So, Doctor, the limit to two people,

 2 what was the nature of that limit for testing

 3 purposes?

 4             DR. DYLAN KAIN:  Yes, so we weren't

 5 involved at the time, but what I was told from the

 6 home was that they had access to only two swabs, so

 7 that had been the recommendation to swab two.

 8             At that point in time, there were other

 9 respiratory circulating viruses, and so it was felt

10 that this was a non-COVID outbreak and so they did

11 not -- they were not recommended to continue

12 swabbing other residents until more symptomatic

13 residents came up.

14             But I can't speak to the exact details

15 because we weren't involved at that time, just what

16 the home has subsequently told me.

17             COMMISSIONER FRANK MARROCCO (CHAIR):

18             So your understanding is the home had

19 two swabs and had six people who were sick.

20             DR. DYLAN KAIN:  Uhm-hmm.

21             COMMISSIONER FRANK MARROCCO (CHAIR):

22             Tested two of them who turned out not

23 to be positive, COVID-positive.

24             DR. DYLAN KAIN:  Yes.

25             COMMISSIONER FRANK MARROCCO (CHAIR):
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 1             But unfortunately, the other four that

 2 couldn't be tested because of the two-testing

 3 policy did have COVID, and of course the disease

 4 then spread through the home.

 5             DR. DYLAN KAIN:  Yes.  It is unclear

 6 whether the two that were tested had false-negative

 7 tests which are possible or whether there was

 8 another respiratory virus in the home which was

 9 certainly possible pre-pandemic.

10             So just to highlight, so the provincial

11 universal masking had been recommended on the 8th.

12 They did have some universal masking earlier in

13 this home due to the pandemic -- due to the

14 outbreak, I should say, sorry.

15             And then asymptomatic resident

16 screening happened on the 14th and the 15th across

17 the province, and so this home had a universal

18 resident screening done on the 14th, so you'll see

19 this large spike of purple, which is

20 asymptomatically detected residents.  Those may

21 have been people who had mild disease that had

22 previously recovered or they may have been people

23 who were truly asymptomatic.  It is hard to know.

24             This was when the partnership on the

25 15th of April was formally formed.  And then
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 1 asymptomatic staff testing was offered on March

 2 6th, 7th and 8th in this home, and so there was a

 3 few more staff cases detected without symptoms in

 4 early May.  And then 14 days later, the outbreak

 5 was declared over as there was no further cases

 6 within the home.

 7             So in total there were --

 8             COMMISSIONER FRANK MARROCCO (CHAIR):

 9             So the --

10             DR. DYLAN KAIN:  Yes.

11             COMMISSIONER FRANK MARROCCO (CHAIR):

12             Well, go ahead, you finish what you

13 were going to say, and then I want to ask a

14 question.

15             DR. DYLAN KAIN:  Oh, yes, so in total

16 97 residents of the 113 had confirmed COVID, and

17 there were an additional 55 staff, so just shy of

18 160 total from this home.

19             COMMISSIONER FRANK MARROCCO (CHAIR):

20             So just so I understand the graph, the

21 rectangular lines up are measuring the number of

22 people who are ill?

23             DR. DYLAN KAIN:  Yes, exactly, so it is

24 the number of people who are ill based on their

25 symptom onset date, so this is with the benefit of



Long Term Care Covid-19 Commission Mtg. 
Meeting with Drs. Jennie Johnstone/Dylan Kain on 1/8/2021  80

neesonsreporting.com
416.413.7755

 1 hindsight, digging through the electronic medical

 2 records to figure out when their symptoms actually

 3 started, but it is not when they were diagnosed.

 4 So there was often significant delays until when

 5 the COVID diagnosis was made either because there

 6 was a delay to getting that person tested or there

 7 was a delay in the turnaround time of the testing,

 8 and so there was a delay there.

 9             COMMISSIONER FRANK MARROCCO (CHAIR):

10             But if I understand it, if I take the

11 date that Dr. Johnstone -- that the Toronto Region

12 went to universal masking, which was I think you

13 said was the 27th or 28th of March, and then April

14 8th when the province went to universal masking, as

15 I read the graph, virtually -- well, I don't want

16 to say virtually everybody, but almost everybody is

17 already sick; is that right?

18             DR. DYLAN KAIN:  Yes, and so I'll show

19 that actually on the next slide --

20             COMMISSIONER FRANK MARROCCO (CHAIR):

21             Okay.

22             DR. DYLAN KAIN:  -- in a little bit

23 more detail.

24             COMMISSIONER FRANK MARROCCO (CHAIR):

25             I'm glad you are explaining this slide
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 1 to me because --

 2             DR. DYLAN KAIN:  Yes, don't worry, and

 3 I will zoom in.

 4             So this was just to give you a

 5 representative.  There were 22 PSWs in the home who

 6 developed symptomatic COVID.  Each one of them had

 7 exposures within the window.

 8             So just to illustrate, and we'll zoom

 9 in just on a couple, but just to know that this was

10 true of all of the PSWs, not just the ones I am

11 going to show you in more detail.

12             So for example, this de-identified PSW

13 GG developed symptoms on March 31st.  So if we look

14 back at the 14 days prior, which would have been

15 when they were likely exposed to COVID, each one of

16 these black dots represents a resident who they

17 provided direct clinical care for an eight-hour

18 shift, and so if this was done without PPE, so

19 without universal masking, many of these would be

20 without any sort of precautions.

21             And below the line the orange dots

22 represent other members on the floor who were

23 infectious at the time, and so who may have

24 interacted in the hallways or during dining who we

25 may not have captured through direct contact.
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 1             So you can see that all of the PSWs who

 2 developed symptomatic COVID had exposures to

 3 residents during their infectious period, and you

 4 can also see just how interconnected the home was

 5 and how many different exposures went on, which

 6 suggests two things.  One is the high degree of

 7 care needs of these residents, and then just how

 8 many residents the PSWs are looking after; and when

 9 it spreads quickly without being recognized, you

10 are going to have many, many exposures for each of

11 the staff members.

12             So this is flashing forward to the red

13 represents when universal masking was recommended

14 by the province, so there was some intermittent

15 universal masking but not consistent prior to the

16 8th of April, and so the red boxes rather than the

17 blue represents when it was consistently introduced

18 into the home.

19             And I can tell you that every PSW who

20 developed -- actually every staff in the home who

21 developed symptomatic disease they developed within

22 nine days or less of the universal masking.

23             So it is unclear the degree to which

24 universal masking helped, but certainly it was

25 contributory to ending the outbreak among staff
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 1 members and we stopped seeing transmission within

 2 the home within one incubation period of universal

 3 masking.

 4             COMMISSIONER FRANK MARROCCO (CHAIR):

 5             And can I just stop you there.

 6             DR. DYLAN KAIN:  Yes.

 7             COMMISSIONER FRANK MARROCCO (CHAIR):

 8             You keep referring to April 8th as the

 9 date when the province mandated universal masking.

10 What does that mean?  What does April the 8th mean?

11 Is that the day they made the decision or is that

12 the day that the province communicated to the

13 long-term care homes that universal masking was the

14 policy?

15             DR. DYLAN KAIN:  Yes, so again, we

16 weren't directly involved at this time, but my

17 understanding is that was the day that the

18 communication went to the homes across the province

19 that they needed to implement universal masking.

20             This home did have a degree of

21 universal masking prior to that.  So on the day

22 that the COVID outbreak was declared in the evening

23 of the 30th, they implemented universal droplet

24 contact for all residents of the home.  So any time

25 a staff member was taking care of a resident, they
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 1 were instructed to wear a full mask, face shield,

 2 gown and gloves, but it was less consistently using

 3 masks around other staff members.  And so at that

 4 point in time, they had been quite concerned about

 5 catching COVID from the residents, but there was

 6 less concern about staff-to-staff spread, which we

 7 now understand is the major component driving

 8 outbreak; it is not just residents-to-staff but

 9 also staff-to-staff.

10             And so there was a slow introduction of

11 universal masking in this home that was suffering a

12 large outbreak, but certainly by the 8th when that

13 formal recommendation went out, we know that there

14 was universal masking being undertaken in the home

15 and there was some degree in between March 30th and

16 April 8th, but the exact amount is a little bit

17 harder to say because we weren't there.

18             JOHN CALLAGHAN:  But, Doctor, just so I

19 am clear, your research in this regard clearly

20 demonstrates that universal masking had a positive

21 impact in stopping the spread of COVID in this

22 home?

23             DR. DYLAN KAIN:  Yes, we believe so and

24 we believe that there is evidence here, along with

25 other evidence from other studies, that suggests
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 1 that at least certainly with the staff it certainly

 2 prevented further staff cases.

 3             JOHN CALLAGHAN:  All right, go ahead.

 4             COMMISSIONER FRANK MARROCCO (CHAIR):

 5             When you say "prevented", do you mean

 6 completely prevented?

 7             DR. DYLAN KAIN:  Not completely, but it

 8 mitigated the risk.

 9             COMMISSIONER FRANK MARROCCO (CHAIR):

10             Okay.

11             DR. JENNIE JOHNSTONE:  I think to be

12 scientifically sound, it is associated with the

13 reduction.

14             DR. DYLAN KAIN:  Yes.

15             DR. JENNIE JOHNSTONE:  I think we can't

16 establish cause or effect, but I think we can see

17 that there was a clear associated reduction.

18             COMMISSIONER FRANK MARROCCO (CHAIR):

19             Okay.

20             JOHN CALLAGHAN:  But if one were

21 applying the precautionary principle, one would

22 definitively conclude that masking is a good idea

23 in the circumstances?

24             DR. DYLAN KAIN:  Yes, if masks are

25 available, then certainly they seem to correlate
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 1 with a benefit.

 2             JOHN CALLAGHAN:  All right, thank you.

 3             DR. DYLAN KAIN:  So we also looked at

 4 all of the different residents and how the

 5 room-moving and crowding within the home further

 6 propagated spread.

 7             So this particular still frame, we

 8 partnered and so I just want to give credit to an

 9 architectural firm, Montgomery Sisam, who helped to

10 create these images and to visualize what was going

11 on in the home.

12             So this is at a particular time point

13 on March 20th from the second floor, so this was

14 when they recognized that there was a respiratory

15 cluster within the home.  And so the second floor

16 was particularly involved.  There were four

17 symptomatic residents on this floor from the 20th,

18 so residents 87, 88, 90 and 69.

19             87 was the only one from this floor who

20 was able to be tested and who happened to test

21 negative, but they did recognize that resident 90

22 was in a four-bedded room and was symptomatic.  So

23 they correctly moved resident 90 out.  88 was

24 already in isolation because they had a single

25 room.  But they had no further space to move
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 1 resident 69, so they isolated at the bedside, but

 2 obviously with dementia and cognitive impairment

 3 and a shared washroom, this was less than ideal.

 4 But the home was full, and so there was nowhere

 5 else to move this person to.

 6             Unfortunately, the other breakdown is

 7 that due to less understanding of outbreak settings

 8 and due to less understanding of COVID at the time,

 9 when they moved resident 90 out, they did not

10 isolate the other high risk residents within the

11 room, resident 91, 92 and 93, and they didn't --

12 there was not an understanding that this was a high

13 risk situation.

14             So if we move forward by five days,

15 resident 92 becomes symptomatic while in the room

16 with resident 91 and 93, and this unfortunately led

17 to the transmission event or is correlated with the

18 transmission event with 91 and 93 who, flashing

19 forward further, then developed COVID.

20             So this was one example of both

21 crowding leading to further spread within the home

22 and then also less of an in-depth understanding

23 about how to risk mitigate with the room moves.

24             The other problem that we saw was

25 cohorting of asymptomatics.  So in an effort to try
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 1 and create space to place symptomatic residents to

 2 avoid exposures, they did something that I think

 3 intuitively would make sense but unfortunately

 4 created quite a bit of problems, and that is when

 5 they took residents and they cohorted them with the

 6 asymptomatics together.

 7             So in this case resident 10 had been in

 8 with a symptomatic resident, so they moved resident

 9 10 into another room that had other asymptomatic

10 residents so that they could cohort this

11 COVID-recovered patient in with a symptomatic

12 resident.

13             Unfortunately, what they didn't

14 understand was 10 was very high risk to develop

15 COVID in the next few days because had had a high

16 risk exposure, and so by cohorting them,

17 unfortunately if we flash forward, this then led to

18 transmission to one of the other residents in the

19 room.

20             So there were multiple examples of this

21 where they were trying their best to reduce the

22 spread within the home, but unfortunately, some of

23 the room movements actually worsened or potentially

24 worsened the spread within the home.

25             So that is the end of my slides, but if
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 1 we could go back to the slide deck, so if we could

 2 go back to the other slide deck.  Okay, perfect.

 3             JOHN CALLAGHAN:  And can you make it

 4 fit the screen?  Thanks.

 5             DR. DYLAN KAIN:  Perfect.  So I do also

 6 just want to recognize the homes who played not

 7 just an instrumental role within the development of

 8 this mapping but also their bravery going through

 9 this whole pandemic.

10             And if we could just go to the next

11 slide.  And so just the conclusions that we drew,

12 so early lack of access to testing meant that many

13 of the facilities did not understand that they had

14 COVID outbreaks until they had become very

15 widespread.

16             We also saw a high degree of

17 interconnectivity within the homes which led to

18 very quick spread within the homes, and this was

19 certainly worsened in homes that had multi-bedded

20 rooms which many of the homes within Ontario are.

21             And then limited access and re-use of

22 personal protective equipment seemed to be

23 correlated with staff cases, and it seemed to

24 correlate with the introduction of universal

25 masking in terms of helping to prevent spread.
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 1             And crowding and in particular these

 2 room moves potentially worsened the outbreak within

 3 this home.

 4             DR. JENNIE JOHNSTONE:  I do just want

 5 to check in with you regarding your time.  Is it

 6 okay if we continue?

 7             COMMISSIONER FRANK MARROCCO (CHAIR):

 8             I think so.  I think the other

 9 Commissioners, that we are all content that you

10 continue.

11             DR. JENNIE JOHNSTONE:  Okay, thank you.

12             COMMISSIONER FRANK MARROCCO (CHAIR):

13             And you would have finished on time if

14 we didn't ask you a whole bunch of questions, so go

15 ahead.

16             DR. JENNIE JOHNSTONE:  No problem.

17             So in terms of additional observations

18 over and above the ones that we shared, which again

19 we were attached to other homes who also had

20 outbreaks and I would say that the themes were

21 similar, so this was just to take you through an

22 example.

23             There was an overall lack of

24 preparedness.  Again, there may have been good

25 examples and I don't mean to generalize, but as a
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 1 general statement as a sector, there was a lack of

 2 preparedness for a novel virus as well as for a

 3 pandemic and that part of this was there was no

 4 expertise to access.  There was no person to ask.

 5 So it was just contingent on what the home knew or

 6 happened to know.

 7             There were very limited IPAC

 8 fundamentals and knowledge in place.  Again, it

 9 might have been -- somebody may have had it in name

10 perhaps and there may have been homes that did it

11 well, but as a general statement, there is a lack,

12 a fundamental lack of infection control expertise.

13             One ah-hah moment, with the exception

14 of some corporations, when we asked, "Who does the

15 occupational health?" which is so critical in

16 bringing people back or even making decisions to

17 put people off, there was a, "What's occupational

18 health?" question.  This is a huge gap within the

19 sector that I don't know that has gotten a big

20 play.

21             But our Occupational Health Department

22 at Sinai spent hundreds of hours calling staff to

23 get them back, because we thought the best people

24 to be working are the people who should be working

25 who know the home and there hadn't been -- because
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 1 they were so busy, people went off sick, but they

 2 were well past their time where they could come

 3 back because they weren't infectious anymore, but

 4 nobody was doing the process of actually getting

 5 people back.  So you can imagine, what is it, 55

 6 staff in this home, and that is 55 people who could

 7 be working once they are past their infectivity

 8 time.

 9             So you know, there is that process

10 which was completely absent.  And also occupational

11 health does a whole lot of other things which is

12 connecting with people during their -- you know,

13 making the staff want to come back to the home,

14 expressing concern.  Yes, there were people who

15 lost their loved ones.  You know, like there was no

16 sort of engagement along the way, so of course, the

17 staff, there was a big attrition because people

18 were like I don't want to go back to that

19 environment.

20             My opinion, I never met a Ministry of

21 Long-Term Care person.  I didn't meet them in wave

22 one.  I don't know who they were attached to this

23 home.  I have no idea where they were.  We went in.

24 I never heard mention of any individual, so

25 completely absent.
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 1             COMMISSIONER FRANK MARROCCO (CHAIR):

 2             Let me understand that.  Throughout the

 3 entire period of wave one you never encountered one

 4 person from the Ministry of Long-Term Care?

 5             DR. JENNIE JOHNSTONE:  I did not.

 6             COMMISSIONER FRANK MARROCCO (CHAIR):

 7             Okay.

 8             DR. JENNIE JOHNSTONE:  Public Health

 9 was overwhelmed.  Public Health was working on

10 multiple wildfire outbreaks all at the same time,

11 and I do think our help, especially around

12 constructing the epi curves and doing that real

13 granular room movement in a way that -- you know,

14 and Dylan was spending time on the charts.  I mean,

15 Public Health was, again, they were dealing with

16 all of these huge outbreaks all at the same time.

17 There was no way that they could sort of manage an

18 outbreak in a way that needed to be managed.  I

19 think they were doing their very best, but you

20 know, it really required -- and they weren't in the

21 homes.  I mean, how do you know why -- one of the

22 principles of outbreak management is you put things

23 in place -- you hypothesize the problem.  You put

24 interventions in place.  When they don't work, you

25 circle back and do additional measures.
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 1             But there wasn't that sort of very

 2 technical, thoughtful approach because it was just

 3 everyone just doing their very best in a very

 4 challenging situation.

 5             COMMISSIONER FRANK MARROCCO (CHAIR):

 6             Doctor, if you are overwhelmed, would

 7 you not think you reach out for help?

 8             DR. JENNIE JOHNSTONE:  Well, that

 9 brings me to the next point.  What was the

10 escalation path?  What was it?  Who were they

11 supposed to ask?  That's the question.  I don't

12 think anybody understood.  The homes didn't know

13 who they were supposed to ask.  When we went in as

14 a hospital, I had extreme moral distress for a

15 solid week because I said I am seeing things and I

16 am supposed to be telling someone, I know that, but

17 I have no idea who I am supposed to tell.

18             I personally thought the military

19 probably should have come into these homes.  As it

20 turns out, I think it worked out.  I mean, it was

21 tons of effort.  But who do you tell?  Who is

22 the -- where does this go?  Who is supposed to

23 help?

24             Those were all unknowns.

25             COMMISSIONER FRANK MARROCCO (CHAIR):
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 1             Well, but I guess what I meant was

 2 wouldn't you -- the hospitals would have expertise.

 3 It is an emergency.  Wouldn't you go where the

 4 expertise is and see if they can help you, if you

 5 are overwhelmed?

 6             DR. JENNIE JOHNSTONE:  Well, I mean, I

 7 would suggest that the Public Health -- I mean,

 8 infection control is somewhat different than Public

 9 Health and that Public Health would escalate within

10 Public Health.

11             I think, you know, ultimately that is

12 what happened, was that Public Health was

13 overwhelmed and it was Ontario Health that assigned

14 the hospitals, because quite frankly it wasn't --

15 it was outbreak control.  It was infection control.

16 But it was also staffing and all sorts of other

17 things as well.

18             So perhaps -- and actually, I don't

19 know what Public Health did in terms of their

20 escalation.  Maybe they did.  I don't know.  So

21 that would be something to ask.  You know, I think

22 I know Elizabeth Rae testified and that would be a

23 question for them.

24             COMMISSIONER FRANK MARROCCO (CHAIR):

25             Right, okay.
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 1             DR. JENNIE JOHNSTONE:  And then again

 2 this lack of system support, so we went in and we

 3 did our thing.  We made it up.  I mean, honestly,

 4 it was like what are we going to do?  How are we

 5 going to approach this?

 6             First of all, it is an outbreak in a

 7 style that I had never seen before, so even me as a

 8 veteran IPAC expert was trying to figure out how to

 9 manage this outbreak, and then also as a hospital

10 corporation providing support, there was no road

11 map for this.

12             So we just made it up, and I think that

13 that was highly variable depending on the hospital

14 and the hospital's bandwidth to be able to provide

15 that support.  I am very proud of the work that we

16 did at Sinai Health as a corporation, and I do

17 think -- I do know that one home in particular,

18 their board met to determine whether they just

19 empty out completely, and I do believe that we were

20 able to help avert that.

21             But again, you know, the pathways were

22 not clear.  And quite frankly, it never occurred to

23 me to call a Ministry of Long-Term Care Inspector.

24 I think back now and I guess maybe that is what I

25 should have done, I'm not sure, but I didn't know
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 1 they existed and I certainly didn't --

 2             COMMISSIONER FRANK MARROCCO (CHAIR):

 3             Well, I don't know why -- well, never

 4 mind.

 5             DR. JENNIE JOHNSTONE:  We can move on.

 6             COMMISSIONER FRANK MARROCCO (CHAIR):

 7             Yes.

 8             DR. JENNIE JOHNSTONE:  In terms of --

 9 and then structural challenges, and I understand

10 from Mr. Callaghan that you have been hit over the

11 head with the infrastructure structural challenges,

12 so four-bedded war rooms.

13             And I do want to make the point that it

14 is not just the room.  It is the bathroom.  So many

15 of these ward rooms share a bathroom.  So it is not

16 just one four-bedded room to one bathroom.  It is

17 multiple four-bedded rooms to one bathroom.  So

18 there are Jack and Jills in some of the homes we

19 were in whereby it is two four-bedded rooms sharing

20 one bathroom.

21             So I think that is a critically

22 important point.  It is not just the rooms; it is

23 the access to bathrooms as well.  So even if you

24 had all private rooms, if they shared one bathroom,

25 then you get into trouble.  So I just I think that



Long Term Care Covid-19 Commission Mtg. 
Meeting with Drs. Jennie Johnstone/Dylan Kain on 1/8/2021  98

neesonsreporting.com
416.413.7755

 1 is an essential point.

 2             And once it gets into that crowded

 3 environment, no infection control professional in

 4 the world can help mitigate that with COVID.  It

 5 spreads so quickly.

 6             Next slide.

 7             COMMISSIONER FRANK MARROCCO (CHAIR):

 8             Doctor, one thing that has occurred to

 9 me, once it gets into the home, it struck me, and I

10 just want to know if I have misconceived this, it

11 struck me that the home then becomes a COVID

12 reservoir and workers are moving, are coming in and

13 out, but the COVID isn't leaving the way it might

14 if you had one person who was sick because it is

15 moving from person to person.

16             So you are constantly sending -- people

17 are constantly going into a COVID environment and

18 then going back out into the community.  Is that a

19 correct way of looking at it?

20             DR. JENNIE JOHNSTONE:  Well, yes and

21 no.  I mean, you could say the same thing for a

22 hospital.  I mean, I think that is why you have

23 processes in place, and the infection control

24 component should be such that you mitigate that.

25             The one thing that I would say is that
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 1 once it gets into a resident in a multi-bedded

 2 room, that is where you start to have trouble.

 3             But again, hospitals are the same

 4 thing, but we don't transport -- as a general rule,

 5 it is pretty unusual for it to jump into the staff,

 6 unless it is staff -- you know, like we mitigate

 7 that.  So the homes should be able to mitigate it

 8 if in fact they had the right structures and

 9 infection control in place.

10             But the multi-bedded ward rooms are

11 tough because once it gets into one of those

12 residents, it flies through them very -- but if you

13 had all private rooms, it wouldn't in the same way.

14             COMMISSIONER JACK KITTS:  Can I just

15 follow up on that, the reservoir.  If the staff are

16 well trained and using PPE appropriately and

17 donning and doffing according to IPAC best

18 practices, what is the risk of them becoming

19 infected versus --

20             DR. JENNIE JOHNSTONE:  From a patient

21 or a resident?

22             COMMISSIONER JACK KITTS:  From anybody

23 in the home if -- I just want to know what is the

24 confidence in the PPE if properly trained, properly

25 donned, properly doffed?  It is not a hundred
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 1 percent protective, I'm sure.

 2             DR. JENNIE JOHNSTONE:  I don't think

 3 anything is a hundred percent, but I would say that

 4 it is pretty darn good.  Like our experience from

 5 the hospital is that I am -- when somebody has

 6 known COVID, I am not aware of any transmission

 7 event that has happened in our hospital.

 8             COMMISSIONER JACK KITTS:  So then you

 9 could assume then that it is some -- that better

10 training and better IPAC oversight and practices

11 would reduce the number of staff being infected in

12 the long-term care homes?

13             DR. JENNIE JOHNSTONE:  Yeah, and I

14 think the point that Dylan, just to pick up on his

15 point, I think the vast majority of infections are

16 not resident-to-staff.  The vast majority is staff,

17 staff-to-resident, staff-to-staff.  That has been

18 what we have learned through this pandemic.

19 Patient- or resident-to-staff is an unusual

20 transmission event.

21             COMMISSIONER FRANK MARROCCO (CHAIR):

22             But to the extent that it is going from

23 patient or resident to staff, the staff are going

24 out into the community.  The resident is remaining

25 in the home.  It is the staff person who is the
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 1 danger, if you like, to the rest of the community

 2 because they are going out into the community.  The

 3 resident doesn't endanger the community, it seems

 4 to me, because the resident is not going anywhere.

 5 Does that make sense, or is that just the ramblings

 6 of a disorganized mind?

 7             DR. JENNIE JOHNSTONE:  I would not

 8 frame it that way at all.  I think you could just

 9 argue the same point, though, for hospitals.  So

10 that is why we have all of the processes in place,

11 and I think that the contribution, when you have

12 correct processes in place, when it is correct,

13 outside the context of an outbreak, the risk of

14 that happening is very low.

15             In the context of an outbreak, that is

16 where you start to see the staff cases and staff

17 spreading it to their family members, but outside

18 the context of an outbreak which is defined as

19 uncontrolled spread, outside of that context, I

20 don't think that happens or happens extraordinarily

21 infrequently.

22             COMMISSIONER FRANK MARROCCO (CHAIR):

23             I was addressing a long-term care

24 environment where it appears that there is

25 virtually no understanding of best practices.
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 1             DR. JENNIE JOHNSTONE:  So certainly,

 2 and I think that is the exact example.  I mean, I

 3 think that is what we saw in wave one especially,

 4 where you had staff in this uncontrolled outbreak

 5 taking it home to their families with,

 6 unfortunately, you know, in some cases mortality

 7 within those families.

 8             COMMISSIONER FRANK MARROCCO (CHAIR):

 9             All right, and to the extent that the

10 staff are out in the community, they are conveying

11 it to the community in general.

12             DR. JENNIE JOHNSTONE:  Yes and no.

13 Again, if we are following our Public Health

14 advice, there should not be transmission beyond

15 your family, right.  So I mean, that is the thing.

16 All of the Public Health measures are designed to

17 limit your -- for anybody who is out in the

18 community, it is supposed to mitigate all of that.

19 So you are not supposed to be socializing in a way

20 within two metres, without a mask, et cetera, so it

21 shouldn't go beyond that, but we all know that it

22 does.

23             COMMISSIONER FRANK MARROCCO (CHAIR):

24             Okay, thank you.

25             DR. DYLAN KAIN:  And there was also
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 1 recommendations I believe the 22nd of March to not

 2 have staff working between facilities for that

 3 exact reason, to try and prevent one outbreak

 4 leading on to another one if that outbreak was

 5 unrecognized.  So that was undertaken and that I

 6 think did have an impact on preventing sister

 7 outbreaks.

 8             COMMISSIONER FRANK MARROCCO (CHAIR):

 9             Okay.

10             DR. JENNIE JOHNSTONE:  So the point of

11 this slide is moving into wave two.  So that was

12 wave one.

13             Moving into wave two, which is shorter,

14 we as a hospital were very unclear of our role.  So

15 we sort of finished wave one with the homes, and

16 there was a gap in communication.  There was

17 nothing.  We didn't know, are we supposed to be

18 helping prepare for wave two?  Most of us I think

19 did continue our informal relationship at that

20 point, but we did not know what we were supposed to

21 be doing.  We did not know, are we going to be

22 asked again?  Should we be building a team?  What

23 should we be -- because, again, we did this on top

24 of our other job in wave one, and we thought, okay,

25 if we are going to do this in wave two, we probably
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 1 should build a team, but we had no information,

 2 despite asking what is the plan for the homes in

 3 wave two.

 4             So then, of course, September rolls

 5 around and outbreaks start up again as the

 6 community prevalence rises again, and so on

 7 September --

 8             JOHN CALLAGHAN:  Could I just stop you

 9 there, Doctor, just to get a context to that.  So

10 you are asking about wave two when, in May?

11             DR. JENNIE JOHNSTONE:  May.

12             JOHN CALLAGHAN:  And now we are in

13 September, and there hasn't been a plan.

14             DR. JENNIE JOHNSTONE:  That's right.

15 Correct.

16             JOHN CALLAGHAN:  Okay, thank you.

17             DR. JENNIE JOHNSTONE:  Well, not a

18 communicated plan.

19             JOHN CALLAGHAN:  Well, okay, there

20 might be a plan, but no one told you, okay.

21             DR. JENNIE JOHNSTONE:  Well, and I

22 think we were very worried that we were going to be

23 asked to do it again in wave two, and remembering

24 that infection control practitioners don't grow on

25 trees, so you know, these are -- this takes --
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 1 there is not a plethora of trained infection

 2 control people around, so if we as a hospital were

 3 going to be asked to hire people, we needed to

 4 start doing that in May.  We needed that signal in

 5 May.

 6             JOHN CALLAGHAN:  Could I ask, just

 7 because I don't think we have it, and you may not

 8 know, but I don't think we have it on the record,

 9 but how many people are trained at your level in

10 the province?

11             DR. JENNIE JOHNSTONE:  My level?

12             JOHN CALLAGHAN:  Well --

13             DR. JENNIE JOHNSTONE:  So my level

14 would be different.  Geez, I don't know.  There is,

15 I mean, not many.  So as infection disease

16 physicians who go on to sort of do additional work

17 in infection control, we don't really have a formal

18 certification, but almost all of us either have a

19 Ph.D. or a Masters of Public Health or a Masters of

20 Epidemiology on top of our infectious disease.

21             JOHN CALLAGHAN:  But in order of

22 magnitude, are there 20 of you in the province?

23             DR. JENNIE JOHNSTONE:  Probably more

24 than that, because every hospital would have

25 somebody who did some of it.  So I mean, I am in an
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 1 academic centre, so obviously I have more training

 2 than most.  But maybe 60?  That is guessing.  I

 3 don't know the answer.

 4             JOHN CALLAGHAN:  All right, then we

 5 won't stick you to that.  We'll find out another

 6 way.  Thank you.

 7             DR. JENNIE JOHNSTONE:  But then in

 8 terms of infection control practitioners, that is a

 9 number that we could probably figure out from the

10 Canadian body to know how many registered infection

11 control practitioners which are the sort of ICP

12 on-the-ground people.

13             JOHN CALLAGHAN:  Well, maybe you and I

14 could speak offline on that.

15 U/T         DR. JENNIE JOHNSTONE:  Yes, I'm sure we

16 could get that number.

17             So on September 14th, because again we

18 are saying, okay, COVID is back and we have an

19 outbreak.  We have homes in outbreak.  Some of them

20 started out in pretty bad outbreaks.  Are we in or

21 are we out, or what are we supposed to be doing?

22             So we did have this meeting with the

23 Toronto Region to discuss this hospital IPAC hub

24 model.  And credit to Toronto Region - you will see

25 the Ministry announced it November 10th - they said
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 1 September 14th I think you better just -- let's

 2 just -- we are just going to do it.  I don't

 3 exactly know what is going to unfold.  We need to

 4 do this again.  Please start building a team.  We

 5 will provide some resource to you, but please,

 6 please prepare so such that you would have somebody

 7 part of your team that could be dedicated to

 8 long-term care.

 9             So in our case at Sinai, so Dylan is a

10 tremendous support to me and so provides that

11 physician oversight, and then we do have an

12 infection control practitioner who we dedicated to

13 this role and had the resources to do that.

14             And so each hospital hub within the

15 Toronto Region started to build that team.

16             I mean, again, we were pretty busy, and

17 it was a bit of a challenge at the very beginning,

18 but I think by October we kind of had built those

19 teams.  And I think outside the Toronto Region, I

20 am not sure that was done at the same speed.  I

21 can't speak to it, but I do know that we were by

22 October doing pretty well in the Toronto Region in

23 terms of the IPAC hub supporting formally each of

24 the homes.

25             We had our first Regional IPAC Hub
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 1 Coordination Table meeting, and this is a table

 2 where we have all the physician and directors or

 3 managers from each of the IPAC hubs.  We also have

 4 Ministry of Long-Term Care, the RHRA, Public

 5 Health, Toronto Public Health, and we have Public

 6 Health Ontario and we have Ontario Health.  We also

 7 had the Long-Term Care Retirement Home Table

 8 represented there.  And then we have executive

 9 sponsorship in the form of my CEO, Gary Newton, as

10 well as Jane Merkley, who is the Chair of the

11 Hospital Operations Table, so that we had a

12 mechanism to escalate issues that are relevant to

13 the hospitals' IPAC hubs as they occur.  And so it

14 has proven to be very helpful.

15             Our first order of business was to

16 figure out now that you have all of these players,

17 who is doing what?  Who's on first?  Who is

18 doing -- you know, and so I spent I don't know how

19 many hours trying to work through, because at the

20 very beginning there was some homes saying, well,

21 who is accountable for what?  Are we doing

22 infection control?  Are they doing infection

23 control?  How much can the hospitals tell the homes

24 what to do?  Public Health is saying, Are you doing

25 the outbreak or are we doing the outbreak?  You
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 1 know, so it was a matter of who's on first.  So

 2 honestly, there was hundreds of hours spent trying

 3 to map this out.

 4             JOHN CALLAGHAN:  So between September

 5 14th and October or perhaps November, what kind of

 6 support, if any, are you getting from the Ministry

 7 of Long-Term Care?

 8             DR. JENNIE JOHNSTONE:  So the Ministry

 9 of Long-Term Care regional representative sits on

10 the regional meeting.

11             JOHN CALLAGHAN:  All right, but are

12 they providing support other than sitting on the

13 table?

14             DR. JENNIE JOHNSTONE:  No, no.

15             COMMISSIONER JACK KITTS:  And, Dr.

16 Johnstone, could I ask, are the main players in the

17 hub the hospital IPAC specialists, the long-term

18 care clinical care people and then Public Health?

19 Are those the three main players in the IPAC hub?

20             DR. JENNIE JOHNSTONE:  We don't have

21 any of the clinical care individuals.  This is

22 really meant to be an IPAC hub, so it is -- the

23 IPAC hub in the Toronto Region, and it differs in

24 the other regions, in the Toronto Region is

25 primarily hospital IPAC as well as Public Health,
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 1 and there is also some Ontario Health support as

 2 well.

 3             COMMISSIONER JACK KITTS:  Okay, and

 4 from long-term care, that is government, not

 5 operations; is that --

 6             DR. JENNIE JOHNSTONE:  Correct, and so

 7 they would be the spoke, so the long-term care home

 8 would be the spoke.  So there is the hub and the

 9 spoke.  So we are the hub because we are one that

10 is supporting multiple different homes, and the

11 homes then each are the spoke for that hub model,

12 if that makes sense.  So we are sort of the, I

13 don't know, brains, if you will, and then there is

14 sort of the brawn within the homes.

15             COMMISSIONER JACK KITTS:  Okay.

16             DR. JENNIE JOHNSTONE:  But we certainly

17 go into the homes and provide that on-the-ground

18 support to the extent that we can, but one of the

19 things we are trying to do is build the IPAC

20 capacity within the homes because it doesn't exist.

21 And there has been some initial investment I think

22 into infection control within the homes, but this

23 is an area, again, the people don't exist.  Like

24 this is an area post that I think will be

25 essential.
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 1             And just to note, so November 10th is

 2 when the Ministry IPAC hub model was announced.

 3 And just as a point, I have heard a rumour that we

 4 are going to get our funding letters, but we still

 5 do not have funding letters, so this is done all on

 6 goodwill and I mention that --

 7             JOHN CALLAGHAN:  So just to be clear,

 8 that is a funding letter to allow you to perform at

 9 this level in support of the long-term care homes;

10 correct?

11             DR. JENNIE JOHNSTONE:  Correct.

12             JOHN CALLAGHAN:  And that funding

13 letter is expected from the Ministry of Health or

14 the Ministry of Long-Term Care or --

15             DR. JENNIE JOHNSTONE:  I believe it is

16 the Ministry of Health via the LHIN.

17             JOHN CALLAGHAN:  Okay.

18             DR. JENNIE JOHNSTONE:  So we have been

19 told by the LHIN that the funding letters are

20 almost ready.  So we have hired people and have

21 been working in good faith.

22             JOHN CALLAGHAN:  So the --

23             COMMISSIONER FRANK MARROCCO (CHAIR):

24             When they say "almost ready", this is a

25 letter.  I mean, like is there a Benedictine monk
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 1 copying this letter out by hand?  Are these funding

 2 letters complex documents?

 3             DR. JENNIE JOHNSTONE:  I haven't seen

 4 it, so I can't comment.

 5             COMMISSIONER FRANK MARROCCO (CHAIR):

 6             Have you ever seen a funding letter?

 7             DR. JENNIE JOHNSTONE:  I have seen a

 8 funding letter.

 9             COMMISSIONER FRANK MARROCCO (CHAIR):

10             I would say the ones I have seen, and I

11 don't want to universalize, I would not call them

12 mentally challenging to create.

13             DR. JENNIE JOHNSTONE:  I cannot speak

14 to the delay.

15             JOHN CALLAGHAN:  Could I ask while we

16 are on that --

17             COMMISSIONER FRANK MARROCCO (CHAIR):

18             I didn't really think you could,

19 Doctor.  I just feel better now that I have said

20 it.

21             JOHN CALLAGHAN:  So if I could, just a

22 question in that regard that might have occurred

23 earlier.  When you went into these homes back in

24 April, like I gather, and I don't know if you were

25 involved, but things like liability, who was
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 1 legally responsible and all of that, who was

 2 dealing with that?  Or was that just to be dealt

 3 with on another day?

 4             DR. JENNIE JOHNSTONE:  I do believe,

 5 and you will have to track down this memo, there is

 6 a memo from the Ministry of Long-Term Care that did

 7 address this in April.

 8             JOHN CALLAGHAN:  Okay.

 9             DR. JENNIE JOHNSTONE:  I believe, but

10 you will have to track it.  There is a memo.  This

11 is not my area of strength.

12             JOHN CALLAGHAN:  No, I wouldn't --

13             DR. JENNIE JOHNSTONE:  But there was

14 a -- because obviously the hospital worried about

15 this piece of it more than -- you know, the IPAC

16 physician, that is not usually our span of control.

17             But I do know that this was a concern

18 and was addressed I believe in a memo from Ministry

19 of Long-Term Care.

20             JOHN CALLAGHAN:  All right, good,

21 please continue.

22             DR. JENNIE JOHNSTONE:  Next slide.  I

23 will do this at a very high level, but I just

24 wanted to --

25             JOHN CALLAGHAN:  Well, if I could stop
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 1 you, Doctor, I am wondering if you could finish

 2 wave two, given the timing.

 3             DR. JENNIE JOHNSTONE:  Yes, I think so.

 4             JOHN CALLAGHAN:  There is one other

 5 topic, Commissioners.  You obviously found that Dr.

 6 Johnstone is multitalented.  One thing she did do

 7 is sit on the testing table, and I think we might

 8 have to speak to you another day about that.

 9             DR. JENNIE JOHNSTONE:  Yes, no, I think

10 that makes sense because I think that there is

11 information in there.

12             JOHN CALLAGHAN:  If you could finish

13 wave two portion, that would --

14             DR. JENNIE JOHNSTONE:  Sure, let's do

15 that.  That sounds great.

16             So I will do this very quickly.  This

17 is just the point that this work had to be done by

18 us trying to understand who is on first, and so the

19 point here is that we developed - "we" the IPAC

20 hubs - developed for the Toronto Region a roles and

21 responsibilities documents to make it clear who was

22 doing what, but we did it for ourselves in an

23 interim way because obviously we needed to do --

24 and we were trying to answer -- like the homes were

25 saying on what authority are you coming in, who is
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 1 accountable, and trying to understand.

 2             And we just had -- it was a bunch of

 3 new people working together, and we wanted to make

 4 sure we avoided the chaos in wave one that existed.

 5 And so we spent quite a lot of time trying to map

 6 this out.

 7             And so if you go to the next slide,

 8 basically at a high level it focussed on three

 9 things.

10             Number one, the home is accountable.

11 The home is accountable for their infection control

12 and actions and that we as the hospital IPAC are

13 providing guidance and support, but at the end of

14 the day, if the home decided they did not want to

15 take it, they did not have to take it, outside of a

16 Management Order, for example.  You know, but in

17 terms of a general principle, the home did their

18 thing and we were viewed as a support.

19             And then in terms of our relationship

20 with Public Health because, again, historically

21 Public Health was the one who was managing things

22 on a day-to-day basis, or maybe not as much as a

23 day-to-day basis, what we said is we will follow

24 the model that we use in the hospital sector which

25 is to say infection control, we do our stuff on a
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 1 day-to-day basis.  When it is legislated and when

 2 it is needed, we escalate to you.  Certainly COVID

 3 is of course reportable.  We will bring you in

 4 immediately, but from the home's perspective, they

 5 are saying who are we supposed to talk to.

 6             So what we said is for COVID, make sure

 7 you escalate to us, the hospital, as well as Public

 8 Health all at the same time.  And then Public

 9 Health is accountable for the outbreak, but we will

10 do that on-the-ground very granular day-to-day be

11 in there, you know, helping and helping support as

12 needed but that Public Health continue to retain

13 all legislated accountabilities and Ministry of

14 Long-Term Care again continue to do their thing

15 independently.

16             JOHN CALLAGHAN:  Can I ask, so this is

17 only with respect to the Toronto Region?

18             DR. JENNIE JOHNSTONE:  Correct.

19             JOHN CALLAGHAN:  So did this kind of

20 process to your knowledge get rolled out elsewhere?

21             DR. JENNIE JOHNSTONE:  I don't know.  I

22 do know that people seemed to really like it, and

23 what I can say is that I am not sure if it is the

24 document or the exercise of making the document,

25 and probably it was the exercise of making the
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 1 document, made everything very calm.  So as soon as

 2 we were able to map out this framework and

 3 accountabilities and understanding who is doing

 4 what, I haven't heard a complaint since.  It was

 5 just very confusing at the beginning, but I would

 6 say by early November -- late October, I would say,

 7 early November, everybody knew what they were doing

 8 and that honestly we continued to have only

 9 positive feedback about how it is working.  So

10 there hasn't been a peep about a problem since.

11             Again, I don't know how this was rolled

12 out elsewhere.  I have no idea.  But I do know that

13 some of the IPAC hub didn't even start rolling

14 until, again, after that Ministry announcement in

15 other regions.  But I would say that in the Toronto

16 Region, you are getting a biased view, obviously,

17 but it has been and has continued to be said it is

18 not chaotic.  It is organized.  People know what

19 they are doing.  It is overwhelming because it is

20 exhausting and it is very busy, but it is

21 controlled, if you will, and everybody knows what

22 each other is doing at all times and working

23 together as a functional unit, which is I think how

24 it is supposed to be.

25             Moving on, so again, wave two
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 1 observations, it is less chaotic.  The outbreaks

 2 still occur, but I would say that what I haven't

 3 seen is what the median of each outbreak is, the

 4 median number of affected individuals.  And I think

 5 what you will see is there is a whole lot of

 6 outbreaks that are N-of-1 or 2 or 3, but there are

 7 far fewer of those wildfire homes.  The wildfire

 8 homes still occur, but by and large those are one

 9 hundred percent predictable as to which homes were

10 going to be affected because, again, you know, I

11 think I have a lot of experience as an IPAC

12 physician.  However, if you have a situation where

13 you have multiple multi-bedded rooms, limited

14 bathrooms, crowding, crowded hallways, there is

15 nothing I can do once it gets into that and starts

16 to -- and it gets hold.

17             What we can do a lot of is, again,

18 mitigating it getting to that degree.  We do know

19 from Nathan Stall and the Science Table briefing

20 that you have, I know, and hopefully have read, we

21 are doing better in terms of the number, the

22 absolute number.  By no means are we doing well.

23 It is still unacceptable.

24             However, it is better, and just and I

25 think also how we have experienced it in the
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 1 Toronto Region may not be the same as outside the

 2 Toronto Region because, again, I do think that we

 3 have quite a lot of IPAC capacity in physician

 4 support and individuals that may not be replicated

 5 as you leave the Toronto Region.

 6             I would say that many of these

 7 outbreaks, once they start to take hold, are really

 8 infrastructure-related, getting back to that

 9 crowding and multi-bedded room.  There would be

10 very few, if any, homes that are all single rooms

11 that have these large outbreaks.  This is really

12 the ones that, again, you could have picked off,

13 they are red homes.  There is a classification of

14 homes that Ontario Health and Public Health did

15 which is very at risk, moderate, and green, so it

16 was red, yellow, green in terms of how at risk they

17 were.  So these wildfire homes happened in those

18 homes that are red.

19             Again, I know you have heard lots about

20 infrastructure upgrades that are needed, so I won't

21 get into it, but again, the crowding is still a

22 problem.  We still have -- Directive No. 3 does not

23 cover the fact that there are many grandfathered

24 individuals who are sitting in four-bedded rooms

25 who have never had COVID, so there is a lot of
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 1 sitting ducks out there.  Hopefully now with

 2 vaccine that will start to be mitigated, but you

 3 know, this is why it continues to happen.  If

 4 people ask the question how is this happening, that

 5 is how it is happening.

 6             Despite the fact that there was a

 7 delay, and in the Toronto Region we were far more

 8 advanced than other regions, but despite the delay

 9 of getting the hospital IPAC hub models working, it

10 has been working well, by all accounts.  I actually

11 haven't heard anyone say otherwise within the

12 Toronto Region.  And I think that this is due to

13 the dedication of my IPAC colleagues across the

14 region who are doing this over and above their work

15 because they know it is needed and they know how

16 important it is, but people are very dedicated to

17 this.

18             We do need and what I don't know why

19 the decision was to not put dedicated infection

20 control practitioners, I mean trained, dedicated,

21 certified infection control practitioners in the

22 homes.  Again, this is a long-standing

23 recommendation, best practice recommendation.  This

24 is absolutely needed.

25             What I see is an IPAC hub continuing,
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 1 potentially, but you know, we are really that

 2 expertise in a way that you still need the people

 3 on the ground in every home, and maybe it is 0.5,

 4 you know, depending on the size, but you need

 5 people on the ground and building that sort of just

 6 culture of infection control for which they could

 7 then reach out to people like in the hospital

 8 perhaps in the IPAC hub role to help sort of say,

 9 well, I don't know what to do here, or even

10 mentoring, or just even sometimes you need an

11 expert.

12             COMMISSIONER FRANK MARROCCO (CHAIR):

13             Do you have any sense, Doctor, why what

14 seems to be a common sense recommendation like that

15 and has been on the table for a long time has not

16 been implemented or accepted?

17             DR. JENNIE JOHNSTONE:  I do not know.

18 There is a detailed Globe and Mail article that

19 sort of delved into this and that I would say that

20 my understanding -- I mean, there were numerous

21 proposals put forward, including one by my

22 colleagues, myself and my colleagues.  I believe

23 that it was money, but I don't know the answer.

24             COMMISSIONER FRANK MARROCCO (CHAIR):

25             What would a dedicated person -- do you
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 1 have any sense of what they would get paid?

 2             DR. JENNIE JOHNSTONE:  Yes, yes, so

 3 they are in the order of an RN, so somewhere around

 4 85,000 to 100,000 with benefits, that type of

 5 range.  I mean, it is a highly qualified health

 6 practitioner.

 7             COMMISSIONER FRANK MARROCCO (CHAIR):

 8             Thank you.

 9             DR. JENNIE JOHNSTONE:  And then

10 continued lack of occupational health.  Again, I am

11 not sure if that has come through.  This was truly

12 an ah-hah moment for the sector that this is a

13 complete gap that doesn't exist.

14             Next slide.  So in terms of potential

15 recommendations then, and as you said,

16 Mr. Callaghan, I think we can conclude here.

17             JOHN CALLAGHAN:  I think we should stop

18 there after your recommendations, and then we'll

19 connect with you to have you re-attend, if that

20 is okay.

21             DR. JENNIE JOHNSTONE:  Of course.  So

22 again, concrete planning guidance that is not sort

23 of abstract, and PPE stockpile requirements, and in

24 my opinion, this needs to be legislated.

25             So as somebody in the sector, in the
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 1 hospital sector, you know, that had more knowledge

 2 and capacity, even then it can get trimmed.  It can

 3 expire.  It can get not renewed.  So to me this is

 4 something that needs to be legislated both in the

 5 home as well as the hospital sector in a way that

 6 administrators who have never seen a pandemic,

 7 aren't aware of what could happen, can't say, "Why

 8 are we spending this money?  This seems like a

 9 waste of time", which is what has happened, because

10 memories are very short.

11             COMMISSIONER FRANK MARROCCO (CHAIR):

12             Well, we have certainly seen that

13 because the stockpile expired and was never

14 replaced.

15             DR. JENNIE JOHNSTONE:  Because it is

16 expensive.  But you know, I think that --

17             COMMISSIONER FRANK MARROCCO (CHAIR):

18             Dealing with a pandemic is expensive.

19             DR. JENNIE JOHNSTONE:  Of course.  No

20 no, no, what I am saying is --

21             COMMISSIONER FRANK MARROCCO (CHAIR):

22             No, I understand.  I understand you

23 were not -- I understand what you were saying.  I

24 was just making an observation.

25             DR. JENNIE JOHNSTONE:  But I have been
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 1 in conversations in other organizations where the

 2 administrators say like how much do we really need.

 3             And I think the other key is that you

 4 work with your suppliers in a way that you rotate

 5 it, right.  There is no reason for this to expire.

 6 You use it.  Like, use it, bring it in, replace.

 7 Like there should be a process such that it is not

 8 going to waste or expiring.

 9             I do believe very strongly that we need

10 to integrate long-term care into the health system.

11 Again, I was sitting in the hospital in January and

12 February not even thinking about long-term care, a

13 little bit with my national hat, but truly and did

14 not see it as my role.  I think as a health system

15 I think we have done a good thing here, and it

16 needs to continue and perhaps be more concrete and

17 better established.

18             We need to better embed that IPAC role

19 of Ministry of Long-Term Care and what are they

20 doing when they go in in terms of inspecting and

21 what are they looking at.  I think there probably

22 needs to be some infection control training for

23 these individuals so they understand what they are

24 looking for.

25             And of course, I am sure, and I am not
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 1 even getting into the role of the Ministry of

 2 Long-Term Care Inspector, but clearly I think that

 3 there is need for a higher profile role there.

 4             And then in terms of IPAC knowledge,

 5 capacity, support, again, personally, because this

 6 is the first thing to get cut as history moves on

 7 and people forget, legislate that funding for

 8 dedicated infection control resources in the home.

 9 That is an absolute essential to best practices

10 which, again, have existed for a long time, the

11 recommendation anyway.

12             And that I do think, I would like to

13 think, that there is a continued role for this IPAC

14 hub support.  Again, if you are thinking of it from

15 a health system perspective, it makes sense that

16 they can then access expert support when needed and

17 learn and build that capacity that way.

18             I think there needs to be occupational

19 health programs and expectations as well as a

20 dedicated role, not just infection control.

21             Infrastructure, I don't want to spend

22 too much time on this.  You have heard this

23 repeatedly, but we also -- I mean, the multi-bedded

24 rooms, it is just you cannot manage residents

25 safely, and not just COVID.  This is flu, RSV, all



Long Term Care Covid-19 Commission Mtg. 
Meeting with Drs. Jennie Johnstone/Dylan Kain on 1/8/2021  126

neesonsreporting.com
416.413.7755

 1 the other respiratory illnesses, C. difficile,

 2 norovirus, et cetera, and I can go on.

 3             And it is not just about the rooms; it

 4 is also about the bathrooms.  You can't have shared

 5 bathrooms, I mean, you know, beyond possibly semis.

 6 I mean, ideally you have all private rooms with all

 7 dedicated bathrooms.  That is the ideal.  And to

 8 work towards, obviously that is going to take time.

 9             De-crowding, widened hallways, a lot of

10 these buildings are really out of date.  And

11 improved HVAC, which I haven't really touched on,

12 but again I think is important across the system.

13             Comprehensive respiratory surveillance,

14 I think we are done with the idea that you test two

15 and move on.  I mean, I think we really need to

16 have -- because I am sure there is many morbidity

17 and mortality related to influenza that we have not

18 even touched in the past that we weren't even aware

19 of because of the approach that we have taken.  And

20 I think that if we had those dedicated pathways

21 from the home to the lab and a culture of swabbing,

22 a culture of surveillance, a culture of watching

23 for this, that it would have done us much better at

24 the beginning of the pandemic, and of course, the

25 turn-around time and that needs to be a focus as
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 1 well.

 2             And I won't get into this because I

 3 know you have already even made recommendations on

 4 the staffing, but just to make the point as it

 5 relates to infection control, the fewer staff you

 6 have, the harder it is to do best practices for

 7 infection control, because if you are rushing

 8 between people, you don't take the time to wash

 9 your hands.  You don't take time to doff properly.

10 You may wear the same gloves between people.  So

11 that really impacts the infection control within a

12 home.  You need proper staffing in order to be able

13 to do the infection control properly.

14             So with that, I think I will conclude.

15 I know we have talked a lot, so I do appreciate you

16 listening.

17             COMMISSIONER FRANK MARROCCO (CHAIR):

18             No, no, thank you.  But can I just ask

19 you, if you were legislating the PPE stockpile

20 requirements, what would it be?

21             DR. JENNIE JOHNSTONE:  Off the cuff, I

22 think you need a three-month supply.

23             COMMISSIONER FRANK MARROCCO (CHAIR):

24             Okay, thank you.

25             Well, thank you both for this.  As you
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 1 can tell, we were quite engaged with this and found

 2 it quite informative.  And on behalf of the

 3 Commission, thank you very much, and thank you,

 4 Doctor, for agreeing to come back.

 5             DR. JENNIE JOHNSTONE:  I do appreciate

 6 the opportunity to share, and thank you to Dylan

 7 Kain who did a ton of this work within the home and

 8 continues to do very good work within the home.

 9             So thank you again for the opportunity.

10             DR. DYLAN KAIN:  Thank you for having

11 me.

12             COMMISSIONER JACK KITTS:  Thank you,

13 both.

14             COMMISSIONER ANGELA COKE:  Thank you,

15 very helpful.

16             COMMISSIONER FRANK MARROCCO (CHAIR):

17             Thank you.

18

19 -- Adjourned at 12:15 p.m.

20

21

22

23

24

25
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 01  -- Upon commencing at 10:00 a.m.
 02  
 03              COMMISSIONER FRANK MARROCCO (CHAIR):
 04              We are proceeding a little differently.
 05  Mr. Callaghan will ask questions and sort of
 06  generally try to conduct the questioning, and then
 07  we will interrupt I think is probably the best way
 08  to do it as we go along, rather than trying to go
 09  back, and ask for clarification or whatever else
 10  occurs to us and hopefully that you won't find that
 11  too disconcerting.
 12              So with that, we are ready to go,
 13  Mr. Callaghan.
 14              JOHN CALLAGHAN:  So yes, Commissioners,
 15  thank you.
 16              Dr. Johnstone and Dr. Kain have kindly
 17  agreed to talk with us, and they have a
 18  presentation.  I will from time to time, and I
 19  spoke to Dr. Johnstone, interrupt just to show a
 20  few documents.  And hopefully this goes according
 21  to plan, but we'll see.
 22              So, Dr. Johnstone, I'll turn it over to
 23  you to start.
 24              DR. JENNIE JOHNSTONE:  Thank you, and
 25  thank you for the opportunity to share today.
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 01              The purpose of the presentation was
 02  just to provide some structure.  As you will see in
 03  the next slide, I did wear many hats through this
 04  pandemic or I do wear many hats through this
 05  pandemic, and I just wanted to make sure that we
 06  sort of -- anyway, that we followed along in a way,
 07  because I think the conversation can go in a number
 08  of directions, but at the same time, I am also
 09  happy to digress, as per Mr. Callaghan, at any time
 10  and please feel free to interrupt or ask additional
 11  questions.
 12              So again, what we hope to do is I will
 13  introduce myself and mostly about the different
 14  hats that I wear because I think it helps to inform
 15  the different perspectives seen, and then just some
 16  observations of myself as an IPAC physician and as
 17  well Dylan Kain who was an ID trainee at the time
 18  in wave one and is now a pandemic COVID-19 fellow
 19  working with me for the year.  He is a certified
 20  infectious disease physician now through wave two.
 21  And then observations as well as Chair of the
 22  Ontario Expert Testing Strategy Panel as it
 23  pertains to long-term care.
 24              So it was more sort of structured in
 25  those different ways.
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 01              Dylan will also be presenting a case
 02  example of a very bad outbreak that happened and
 03  transpired in wave one, which I think will just be
 04  an example, so some of the work that he has done
 05  through his fellowship.
 06              So with that, I'll turn it over to the
 07  next slide.
 08              And so just by way of background for
 09  myself, so I am a long-standing infectious disease
 10  physician.  I have been the IPAC Medical Director
 11  at Sinai since 2018.  Prior to that, I was at St.
 12  Joe's in Toronto.  I'm Associate Professor at
 13  U of T.
 14              In terms of pre-pandemic IPAC committee
 15  memberships, so I am currently the Vice Chair of
 16  the National Advisory Committee of Infection
 17  Control for the Public Health Agency of Canada
 18  which I think provides a national lens.
 19              I am a long-standing member of the
 20  Provincial Infectious Disease Advisory Committee of
 21  Infection Control, which is a Public Health Ontario
 22  provincial committee which provides scientific and
 23  technical advice to PHO, and that has been
 24  pre-pandemic.
 25              But in the pandemic, in March, in early
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 01  March I became the Toronto region infection
 02  prevention and control representative on their sort
 03  of cross-sectoral table, and we'll talk more about
 04  those tables and when we get into the timelines.
 05              And as well, I was asked to be the
 06  Chair of the Ontario Expert Testing Strategy Panel
 07  starting April 5th and continue in that role.
 08              And then in the fall, as you will hear
 09  about the IPAC hub structure that was struck in the
 10  fall for wave two preparation where the hospitals
 11  were providing IPAC support to the homes, I am the
 12  Chair of the Toronto Region IPAC Hub Coordination
 13  Table.
 14              And then, Dylan, do you want to
 15  introduce yourself, and you can talk a little bit
 16  more about some of your tropical disease work too.
 17              DR. DYLAN KAIN:  Yes, my name is Dylan
 18  cane.  I finished my infectious disease training in
 19  the middle of 2020, but I have been working with
 20  Dr. Johnstone since January of 2020 mostly dealing
 21  with COVID and mostly dealing with long-term care
 22  outbreak management.  So we became involved with
 23  the long-term care homes in April.
 24              And I also have an interest in tropical
 25  medicine and emerging infectious diseases, and I
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 01  have completed a Diploma of Tropical Medicine in
 02  the Gorgas Course previously.
 03              JOHN CALLAGHAN:  Could I ask, Dr.
 04  Johnstone, you head up the Infectious Disease
 05  Department at Sinai and UHN.  What was your
 06  involvement with long-term care before the COVID
 07  outbreak, just so it is clear?
 08              DR. JENNIE JOHNSTONE:  So just a point
 09  of clarification.  I am an infectious disease
 10  physician at Sinai and UHN, but I am the Medical
 11  Director only of Sinai Health, just because they
 12  are separate corporate entities.
 13              But before April 15th, as a Medical
 14  Director of IPAC at Sinai Health I had no
 15  association with any long-term care or retirement
 16  home at any point, and I am not aware of any --
 17  there may be -- actually, there are a few specific
 18  examples where there are hospitals, I think
 19  Baycrest is one example, West Park, that predated
 20  and did have an association with long-term care,
 21  but as a general rule, hospital IPAC did not
 22  provide any support to long-term care or retirement
 23  homes.
 24              I did have an interest in long-term
 25  care only because in my Ph.D. I did research in
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 01  long-term care with respect to respiratory viral
 02  infections, but that was just a personal interest
 03  that was unusual for hospital IPAC people, and it
 04  was for that reason, as you will see, that I was
 05  happy to help contribute to the Public Health
 06  Agency of Canada National Advisory Committee
 07  document on long-term care.  So I just had a
 08  personal interest, but that is, again, unusual for
 09  hospital IPAC.
 10              JOHN CALLAGHAN:  Thank you.  Carry on.
 11              DR. JENNIE JOHNSTONE:  So this is a
 12  little bit small, and I apologize for that.  I
 13  don't know if it can be made a little bit bigger.
 14              COMMISSIONER FRANK MARROCCO (CHAIR):
 15              That's very challenging.
 16              DR. JENNIE JOHNSTONE:  Thank you.  No,
 17  that is great, thank you.
 18              Okay, so what I wanted to do here in
 19  this timeline, and much of this you will have seen
 20  before, but I thought that it would be useful to
 21  take you through from my perspective as an expert
 22  and a hospital IPAC person as I saw things unfold,
 23  because I think that you will see perhaps a tale of
 24  hospital IPAC versus long-term care.
 25              So as I am sure you have seen, so
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 01  January 3rd Dr. Williams sent out his first memo
 02  from the office of the CMOH noting this emerging
 03  novel coronavirus - or I don't think we knew what
 04  it was - a novel virus that was emerging in Wuhan,
 05  China, and that the office of the CMOH was
 06  monitoring it closely.
 07              We as IPAC physicians had already known
 08  about this for probably a week beforehand, and I
 09  know myself I had alerted our hospital leadership I
 10  think it was December 30th about this potential for
 11  this novel virus circulating or that something was
 12  happening.
 13              And it was at that point that we in
 14  hospitals started preparing for this virus coming
 15  on our shores, because of course we knew that there
 16  were people travelling over the holidays and
 17  returning.
 18              On January 21st is when --
 19              COMMISSIONER FRANK MARROCCO (CHAIR):
 20              Doctor, if I could just stop you for a
 21  second, so should we understand that at the
 22  beginning of January everybody wakes up to the fact
 23  that there is this virus and that it is probably
 24  coming here?
 25              DR. JENNIE JOHNSTONE:  Correct, that it
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 01  could come here in the form of travellers.
 02              COMMISSIONER FRANK MARROCCO (CHAIR):
 03              Yes, okay.
 04              DR. JENNIE JOHNSTONE:  Yes, and
 05  certainly in downtown Toronto we knew there are
 06  many people, many students specifically returning
 07  from holidays, going back home, so international
 08  students coming back to school.
 09              So I mean, we were very convinced that
 10  we would be the first to see -- not we at Sinai but
 11  we in Toronto thought that we would be the first to
 12  see this, and so we were very seriously preparing
 13  for the -- and we expected to see this on our
 14  shores.
 15              So on January 21st, in fact,
 16  corporately we did a tabletop exercise in
 17  preparation.  So we had been preparing with the
 18  emergency department, but we fully engaged the
 19  corporation to formally like make sure everybody
 20  was on the same page and did this tabletop exercise
 21  for somebody, making sure that we had everything
 22  planned out and made sure that it was going to
 23  operate in the way that we thought.  So we had been
 24  working for the last three weeks, and we ran
 25  through it and it went very well.
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 01              And we also struck our pandemic task
 02  force on that date.  So we said, you know what,
 03  we'll do this tabletop exercise, and in fact, we
 04  need a structure to deal with this moving forward.
 05  And in fact, the next day we had somebody, a
 06  student, return from Wuhan, China, show up in our
 07  emergency department with respiratory illness.
 08  They were sent in.
 09              So we were very well prepared.  I think
 10  it went very smoothly.  And then, of course, on
 11  January 25th is when Sunnybrook announced their
 12  first case.
 13              So again, you know, I think that this
 14  unfolded.  Given our experience in SARS, we did not
 15  want to take any chances.  We knew the population
 16  that we had in Toronto, expected to see this and
 17  that we were prepared to receive this patient.
 18              And in fact, on January 25th when this
 19  was announced, we didn't do anything different at
 20  Sinai.  We said we have all our structures in
 21  place.  We are very comfortable with how we will
 22  continue to see people, and we will continue to
 23  function with all the structures we have in place.
 24              On February 1, I mention the Diamond
 25  Princess only because as a hospital IPAC person I
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 01  did not twig -- I didn't, some others may have.  I
 02  did not start to think about how this could mirror
 03  a long-term care facility.  With the benefit of
 04  retrospective scope, I certainly should have
 05  started thinking about that at that time, but
 06  again, you have to remember that I did not have a
 07  long-term care or retirement home lens.  My focus
 08  was solely on the hospital, as per my job.
 09              Now, on February 27th I do want to
 10  mention that we in the hospital community were very
 11  concerned.  This is around the time that Italy was
 12  unfolding, whereby they sort of woke up one day,
 13  and I don't know how familiar you are or if you
 14  have talked to the physicians in Italy, but
 15  essentially what happened is all of a sudden the
 16  penny dropped that all of the patients that they
 17  had in their ICUs and on their wards were all
 18  COVID, but because they didn't have any
 19  surveillance in place, they weren't testing these
 20  people and they didn't know that they had a huge
 21  problem until it was overwhelming them.
 22              But we in Toronto were saying this
 23  could be us.  We don't know.  We are not testing.
 24  We are only doing the travel-related testing.  We
 25  are not testing people with severe illness who
�0015
 01  don't have a history of travel.  And in fact, where
 02  we are sitting, we could have an ICU full of
 03  people.  We don't know.  Of course we always have
 04  people with bad pneumonia in February.  That is
 05  very common.  So we don't know where we are at.
 06              And so we were able -- and when I say
 07  "we", there was a collection, "we" the IPAC
 08  physician community in Toronto worked very closely,
 09  and we did so through the entire pandemic because
 10  all of our hospitals are fairly interlinked,
 11  especially with trainees, and many staff also work
 12  in multiple places.
 13              So we knew that consistency was
 14  essential because as soon as one hospital did one
 15  thing and the other hospital wasn't doing anything,
 16  it created all sorts of panic and noise.  So we
 17  tried to move very, very consistently with each
 18  other, and we had regular meetings with each other
 19  to say, okay, what are you rolling out and what are
 20  you doing, and also just to share and be
 21  collaborative.
 22              So we spoke every week multiple times a
 23  week frequently, and one of the things we started
 24  saying is that, you know, we could be in an Italy
 25  situation, and we don't know.  We actually don't
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 01  know.
 02              So we were able to put together a
 03  proposal, together with Dr. Allen at Public Health
 04  Ontario, and we had a meeting with Dr. Williams and
 05  the EOC on February 27th whereby we put forward a
 06  number -- we had a number of discussion points, but
 07  specifically we were very worried about not having
 08  the surveillance in place, and Dr. Williams did
 09  approve moving forward with the surveillance.  So
 10  what I mean by that were any NP swabs that were
 11  coming to PHO that were requested for flu and RSV
 12  would also be tested for COVID even if they weren't
 13  actually asked.
 14              And so that surveillance went in very
 15  quickly, I think within a few days after that
 16  approval, so probably by -- I don't -- I apologize
 17  for not having a specific date, but probably by
 18  March 1st that we were starting - "we" being Public
 19  Health Ontario - were starting to test any of these
 20  specimens, any of these NP swaps, and that we in
 21  the hospitals were able to send these specimens
 22  over to Public Health Ontario if we weren't already
 23  doing our testing in-house for COVID-19 even if it
 24  wasn't requested.
 25              And we were able to confirm that in
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 01  fact we didn't have a huge problem on our shores
 02  already, which was very reassuring because we all
 03  held our breath when we started doing this testing
 04  because we did not know if we had COVID in our
 05  walls.
 06              But I mention this --
 07              JOHN CALLAGHAN:  Could I ask, Dr.
 08  Johnstone, would those swabs only be coming from
 09  the hospital or would they be coming from other --
 10              DR. JENNIE JOHNSTONE:  Which is exactly
 11  why I am mentioning this, and we'll get into this
 12  further, but homes were sending -- so the sort of
 13  standard practice is if you had a long-term care
 14  home that had, you know, two or more people with
 15  respiratory systems, you would send NP swabs, a
 16  limit I think of four, or I don't know exactly the
 17  roles pre-pandemic.  But essentially, there were NP
 18  swabs, not a lot of them, but a few of them that
 19  were being sent to PHO and they were included,
 20  which is exactly why I am mentioning this.
 21              And as I understand it, that is how
 22  Bobcaygeon was identified, was through the
 23  surveillance, not through sending it for COVID.
 24              JOHN CALLAGHAN:  Just to remind the
 25  Commissioners, I think we have heard that
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 01  pre-pandemic the homes had five swabs they were
 02  given for influenza season.  Is that consistent
 03  with your understanding?
 04              DR. JENNIE JOHNSTONE:  That is my
 05  understanding.  Again, I can't speak to it as I
 06  wasn't in the homes pre-pandemic, but my
 07  understanding is they were kind of given five swabs
 08  for the season and said, you know, use them when
 09  you think you need them, but there was not a
 10  culture of swabbing, unless you had like a really
 11  significant respiratory -- a number of residents
 12  with respiratory illness.
 13              And the other thing that I think is
 14  important is that the guidance pre-pandemic was
 15  that you only did, whatever, up to a maximum of
 16  four or whatever it is, four or five people.  And
 17  so once an influenza outbreak was declared or once
 18  an RSV outbreak was declared, you did not continue
 19  to test.  You assumed that people had respiratory
 20  illness.
 21              So there was not a -- it really wasn't
 22  a culture of testing, which is very different than
 23  in the hospital.  In a hospital influenza outbreak
 24  we would continue to test anybody who was
 25  symptomatic.  We wouldn't just rely on symptoms.
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 01              So I just mention this because it is a
 02  very different system and culture.
 03              COMMISSIONER FRANK MARROCCO (CHAIR):
 04              Was there a --
 05              DR. JENNIE JOHNSTONE:  But I did just
 06  want to raise the point that these swabs were
 07  tested for COVID in the background between probably
 08  March 1st moving forward, which again I think is
 09  how I understand from Public Health Ontario that is
 10  how Bobcaygeon was identified.
 11              COMMISSIONER FRANK MARROCCO (CHAIR):
 12              Was there a shortage of swabs or
 13  reagents or was there any shortage or inability to
 14  test --
 15              DR. JENNIE JOHNSTONE:  At that time?
 16              COMMISSIONER FRANK MARROCCO (CHAIR):
 17              -- at this time?
 18              DR. JENNIE JOHNSTONE:  I don't know the
 19  answer to that question.  My instinct would be not
 20  because the actual testing guidance was very narrow
 21  in that it was only people returning from travel.
 22  Gradually, of course, sort of Wuhan and then China
 23  and then sort of expanding outwards, but the
 24  criteria was quite narrow in that Public Health
 25  Ontario was able to do this background surveillance
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 01  testing in a way that I don't know that there were
 02  limitations.
 03              So at that time, without the widespread
 04  testing, I don't believe that was a problem, but I
 05  am not the right person to answer that.
 06              COMMISSIONER FRANK MARROCCO (CHAIR):
 07              Okay.
 08              JOHN CALLAGHAN:  And could I ask just a
 09  follow-up question just so that we have an
 10  understanding.  When one goes to swab a patient,
 11  what does one need?  You need a physical swab and
 12  you need antigen?
 13              DR. JENNIE JOHNSTONE:  No.  No, so what
 14  you would do is you would have the NP swab which
 15  sits in a long tube, and that is all you need as a
 16  practitioner in a home or in a hospital, and that
 17  you then label it and then you send it.  From the
 18  homes they send it by courier to whatever the
 19  destination laboratory is.  And then the labs
 20  obviously need to do the PCR testing and they need
 21  the manpower and the machines and whatnot, but it
 22  is offsite.
 23              JOHN CALLAGHAN:  And so am I correct
 24  that these swabs would have a long shelf life?
 25  Like they don't go bad presumably?
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 01              DR. JENNIE JOHNSTONE:  I think they do
 02  eventually, but in the order of like a year or
 03  like, you know, at some point they would go bad,
 04  but I don't know the exact answer, but it is not
 05  something we think about very often.
 06              JOHN CALLAGHAN:  Okay, sorry.
 07              COMMISSIONER JACK KITTS:  Could I just
 08  ask, where are the Public Health Ontario -- and I'm
 09  sure there is more than one lab, but where are they
 10  and do they dictate how many swabs someone is
 11  allowed to do and who gets swabs?  How does Public
 12  Health Ontario work with I think the laboratories
 13  part of it?
 14              DR. JENNIE JOHNSTONE:  Pre-pandemic?
 15              COMMISSIONER JACK KITTS:
 16              Yeah, pre-pandemic.
 17              DR. JENNIE JOHNSTONE:  So pre-pandemic
 18  the Public Health -- so the Public Health Ontario
 19  Laboratory did do all long-term care homes, unless
 20  I think unless they had a private relationship with
 21  a private lab, but I don't know that many homes
 22  would have done that because the Public Health
 23  Ontario lab did it for free.
 24              So I think the vast majority, if not
 25  all, would have sent them to Public Health Ontario
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 01  because, again, they offered a free service to the
 02  homes.  If they went private, they would have to
 03  pay.
 04              COMMISSIONER JACK KITTS:  So just to be
 05  clear, is that one lab in Toronto?
 06              DR. JENNIE JOHNSTONE:  So to expand on
 07  that point, so there is a major lab in Toronto,
 08  which is in the MaRS Building downtown Toronto on
 09  University Avenue just next to Toronto across from
 10  Sinai, but there are satellite labs and you would
 11  have to ask Public Health Ontario for exactly where
 12  those are located.  I think there is in the order
 13  of five across the province, but I am not the right
 14  person to speak to that.
 15              JOHN CALLAGHAN:  Our witness this
 16  afternoon, Dr. Kitts, Dr. Deeks might be able to
 17  answer that.
 18              DR. JENNIE JOHNSTONE:  Dr. Deeks could
 19  definitely answer that.
 20              COMMISSIONER JACK KITTS:  Okay, thank
 21  you.
 22              DR. JENNIE JOHNSTONE:  Yes, she would
 23  be a better person to answer.
 24              But in terms of who dictates, that is a
 25  very good question.  I think that the guidance for
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 01  how you approach testing pre-pandemic, so for flu
 02  and RSV, there is a Ministry respiratory outbreak
 03  document, so I believe it would come from that, but
 04  the day-to-day execution of that would be from the
 05  local Public Health Unit who would be managing the
 06  outbreak.
 07              COMMISSIONER JACK KITTS:  Okay, thank
 08  you.
 09              JOHN CALLAGHAN:  So may I just ask,
 10  prior to your request of the Chief Medical Officer
 11  of Health to provide surveillance of the swabs, if
 12  you had an influenza swab or an adverse result, who
 13  gets the report of that?  Does that just go back to
 14  the person who requested it, or are there
 15  circumstances where it gets elevated to the Local
 16  Medical Officer of Health, the Chief Medical
 17  Officer of Health?
 18              DR. JENNIE JOHNSTONE:  So there are
 19  reportable diseases.  So for non-reportable
 20  diseases, then it would just go back to the
 21  ordering physician or home, as it may be, ordering
 22  location.  So it goes back to the ordering, so
 23  there would be a report to the ordering physician
 24  and then there is usually and then a report to the
 25  home, so for example, or the hospital.
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 01              So you know, it just goes back to
 02  wherever the patient is located.  But it is the
 03  ordering physician's responsibility, so whoever
 04  that person is, to review those results.
 05              If it is reportable, the lab also -- a
 06  report goes directly to Public Health.
 07              JOHN CALLAGHAN:  So influenza would not
 08  be reportable but COVID was; am I to understand
 09  that?
 10              DR. JENNIE JOHNSTONE:  So it has
 11  changed over the years.  Influenza used to be
 12  reportable.  I believe it is not.  I think it is
 13  only -- at this moment in time I think it is only
 14  influenza outbreaks that are reportable.
 15              JOHN CALLAGHAN:  And an outbreak is one
 16  or more, or what is the definition of "outbreak"?
 17              DR. JENNIE JOHNSTONE:  For flu?
 18              JOHN CALLAGHAN:  Yes.
 19              DR. JENNIE JOHNSTONE:  For influenza,
 20  it is two or more, I believe.  I would have to --
 21  yeah, two or more.  I just haven't thought about
 22  flu for, what, for a year.  So two or more, yeah,
 23  that arise I think within a 72-hour period
 24  attributable to a unit, I think, yeah, it is.
 25              JOHN CALLAGHAN:  We'll no doubt be able
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 01  to sort that out.  Thank you, please continue.
 02              DR. JENNIE JOHNSTONE:  I have been
 03  thinking about COVID too much.
 04              So then and I would just mention that
 05  the February 28th, I would say the King County,
 06  Washington outbreak is when we started thinking
 07  about long-term care.  And I think just to make the
 08  point, up until then, the stories coming out of
 09  China and the stories coming out of Italy, there
 10  hadn't been the stories of long-term care, and I
 11  think on retrospect because these facilities are
 12  not very common in those settings.  The stories
 13  were about overwhelmed hospitals.  It was all
 14  about -- that was the media and that was the
 15  stories, and that was what everyone was thinking
 16  about.
 17              I think suddenly when it came upon
 18  North American shores is when it hit the long-term
 19  care in a way that, you know, of course long-term
 20  cares are far more common in North America, and
 21  that was the first that people started to think
 22  that long-term care is going to be in trouble.
 23              But I think up until that moment, all
 24  the focus was on hospitals.  And to be fair to the
 25  long-term care sector, even myself within the
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 01  hospital, I think it took the King County outbreak
 02  for me to think about CCC rehab.  We had been
 03  focussed in our acute care side.  So Sinai Health
 04  is comprised of both Mount Sinai as well as
 05  Bridgepoint, so up until that point, we had been
 06  focussed on ED, ICU, general medicine wards, et
 07  cetera, and it wasn't until February 28th that I
 08  said that we need to prepare CCC rehab because
 09  outbreaks can happen there.
 10              So up until that point, because we
 11  said, Oh, we won't transfer any patients, we won't
 12  transfer COVID-positive patients to rehab, we'll
 13  keep them in acute care, it wasn't until the
 14  outbreak that we said, Oh, this could happen in CCC
 15  rehab and we have to start preparing.
 16              So there was a delay - even myself who
 17  is thinking about this all the time - in thinking
 18  about how this could impact these other facilities.
 19  Again, I didn't think -- I thought, Oh, well, I
 20  hope that Public Health is preparing long-term
 21  care, but I didn't see it as something that I had
 22  responsibility in helping prepare.
 23              On March 2nd is when at least in the
 24  Toronto Region there was the LHIN - the "Toronto
 25  Region" being the LHIN, the formal term of the now
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 01  former Toronto Central LHIN - pulled together a
 02  cross-sectoral table, so meaning Public Health,
 03  CEOs of hospitals, home care, long-term care
 04  representatives, EMS, First Nations, you know, sort
 05  of people across the spectrum, shelters, this real
 06  cross-sectoral people from all sorts of different
 07  dimensions, and that is where I was sitting as the
 08  IPAC representative on that cross-sectoral table to
 09  say, Okay, folks, we are going to have a pandemic.
 10  We need to be prepared as a system.  What do we
 11  need to do?  What are our first priorities?
 12              So the first priorities we identified
 13  was the need to create additional structures for
 14  say long-term care and a retirement home as a table
 15  to start getting prepared, home care as a group
 16  that needed to get prepared, EMS as a group that
 17  needed to get prepared, you know, beyond what they
 18  were doing and in a more formal way.
 19              And as well, we identified the fact
 20  that everybody was coming to EDs, and they were
 21  getting crammed up with people who had mild
 22  symptoms but wanted to get testing and that was
 23  starting to overflow.
 24              And we also identified lab capacity,
 25  because I didn't go back to my notes but I am
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 01  pretty sure at this point the labs were just in
 02  Public Health Ontario saying we are going to
 03  quickly need to escalate our lab capacity.
 04              So those were the things that we
 05  identified as the first priorities.  That table is
 06  led by Andy Smith at Sunnybrook as well as Tess
 07  Romain from the Toronto Region and, again, has
 08  broad representatives.  And this table exists to
 09  date.  We meet either once or twice a week,
 10  depending on the cadence of problems that are
 11  happening.
 12              And Gary Newton and Tim Rutledge are
 13  the hospital representatives on that committee.
 14  And then there are some sectors, specific sectors.
 15  Like infection control is there; there is an ICU
 16  lead; there is an ED lead, some of the key sort of
 17  subsets of hospitals, if you will.  But I had the
 18  lens of being more health broader focussed, not
 19  just hospital, because then we also have an
 20  infection control hospital lead which is Suzie Hoda
 21  for the Toronto Region, but I was meant to be more
 22  broadly focussed.  And we quickly identified at
 23  that AND we said long-term care is going to be in
 24  trouble here, so there was --
 25              JOHN CALLAGHAN:  Can I ask, just before
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 01  you get on to long-term care, you had mentioned a
 02  moment ago that as a hospital you were of the view
 03  that you were well prepared, that you knew what to
 04  do, and I take it that is partly because of the
 05  experience from SARS; is that fair?
 06              DR. JENNIE JOHNSTONE:  I believe so.
 07              JOHN CALLAGHAN:  Right, and so when you
 08  step out of the hospital setting into the wider
 09  setting, was there a level of preparedness or were
 10  you guys starting from not scratch, I don't want
 11  to -- probably you obviously had -- but can you
 12  just tell the Commissioners your view of when you
 13  stepped outside the hospital setting?
 14              DR. JENNIE JOHNSTONE:  Yeah, I totally
 15  agree.  I think that knowledge and capacity that
 16  was established and built post-SARS served the
 17  hospitals very well.
 18              I think as soon as you left the walls
 19  of the hospitals, that IPAC knowledge and capacity
 20  fell away, and I think from my perspective looking
 21  across the system, the group -- I was concerned for
 22  a lot of groups, but the group that I was very
 23  concerned about was long-term care and retirement
 24  homes because knowing -- and it was at that point
 25  that I started thinking about the Diamond Princess
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 01  and the King County outbreak and thinking through
 02  this is going to hit and this is going to hit the
 03  long-term care retirement home sector.
 04              I personally didn't see it as a view of
 05  my responsibility to step into a role, but I did
 06  feel it was my responsibility to flag that this is
 07  a sector that is really going to require a lot of
 08  work and preparedness, and that was further
 09  established by I think it was actually March 7th I
 10  got a phone call in my capacity of the National
 11  Advisory Committee to say there is an outbreak in
 12  BC.  We are going to have to get some guidance out
 13  at the national level very quickly.  Can you
 14  prepare an outline of what you think a document
 15  would look like, which is what I did on March 8th
 16  when the Lynn Valley Centre was announced.
 17              And then I also took that outline and I
 18  worked together with the Toronto Regional Long-Term
 19  Care Retirement Home that met for the first time on
 20  March 9th to say these are the streams of work that
 21  I think that we need to do.  Scott Ovenden and
 22  Rhonda Collins -- so Scott Ovenden, a V P at
 23  Baycrest, and Rhonda Collins who is a Medical
 24  Director at Revera, are the two Co-Chairs of that
 25  Long-Term Care Retirement Home Committee, and that
�0031
 01  they also brought their thoughts and ideas.  So I
 02  think we actually met on March 7th to kind of bring
 03  together what we thought the homes were going to
 04  need to start working on but knowing that, you
 05  know, we in the hospital have dedicated all
 06  corporate resources for the last two months
 07  full-time versus, you know, getting started now and
 08  we are going to have to do this quickly.
 09              And so we presented on March 9th at the
 10  first meeting of the Toronto Region Long-Term Care
 11  Retirement Home and Congregate Care and brought
 12  together all the members of the long-term care
 13  retirement home and congregate care settings to
 14  that meeting to say that this pandemic is coming.
 15  These are the things that we need to think about,
 16  which is really the outline of what, again, I had
 17  put in that National Advisory Committee document,
 18  you know, you need your surveillance in place, like
 19  all these different like IPAC fundamentals.
 20              I would say what I didn't know, and on
 21  retrospect was very naive, is how missing the IPAC
 22  fundamentals were because, again, I assumed that
 23  they had a lot of these things and I had no idea
 24  the degree to which they were absent and lacking.
 25  I mean, that has been eye-opening for me.
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 01              So I --
 02              JOHN CALLAGHAN:  Could I ask just a
 03  further question there.  So this is all happening
 04  at the Toronto sort of region.
 05              DR. JENNIE JOHNSTONE:  Correct.
 06              JOHN CALLAGHAN:  And because I
 07  misconstrued what you meant by "Toronto Region", we
 08  are talking about the Toronto Regional LHIN, which
 09  is basically downtown Toronto?  We are not talking
 10  about Scarborough?
 11              DR. JENNIE JOHNSTONE:  That's right.
 12              JOHN CALLAGHAN:  We are not talking
 13  about Mississauga, right?
 14              DR. JENNIE JOHNSTONE:  Correct.  Now,
 15  it is something that I hope will get reconciled
 16  post-pandemic, but what they have done is that they
 17  have in the Toronto Region, because I do think in
 18  my opinion this has been a very high functioning,
 19  you know, network, that we do have representatives
 20  from Scarborough and Trillium and Humber, and not
 21  so much North York General but sometimes, you know,
 22  people can come in as observers because some of
 23  them have homes that sit in multiple LHINs and that
 24  I think that there is participation.
 25              So when I think to the Toronto Regional
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 01  meeting, that there are the CEO of Trillium and the
 02  CEO of Scarborough does sit on that, recognizing
 03  that I think they are participants.  Like they are
 04  sort of in two jurisdictions, if you will.  So
 05  there is involvement, yeah.
 06              JOHN CALLAGHAN:  So as of March 8th
 07  then, what was the involvement then of the Ministry
 08  of Health and, well, the Ministry of Long-Term Care
 09  to an extent, and I recognize that is not your
 10  table, but in respect of what was going on in the
 11  Toronto Region?
 12              DR. JENNIE JOHNSTONE:  So at the
 13  Toronto Region table we do have a MEOC
 14  representative there.  I don't think we have a
 15  Ministry of Long-Term Care representative on it.  I
 16  still don't think we have a Ministry -- in fact, I
 17  am pretty sure we do not have a Ministry of
 18  Long-Term Care representative on that table.  But
 19  we do have MEOC that takes things back to the
 20  Ministry who provides an update every week.
 21              JOHN CALLAGHAN:  But just as of March
 22  8th?  Sorry.
 23              DR. JENNIE JOHNSTONE:  Yes, from the
 24  beginning we had MEOC there, so I would say the
 25  Ministry was present from the outset.  I don't
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 01  think we have ever had Ministry of Long-Term Care.
 02              COMMISSIONER FRANK MARROCCO (CHAIR):
 03              And what authority does the table have?
 04  What is the table called?
 05  U/T         DR. JENNIE JOHNSTONE:  I can get you
 06  the formal name.  I always call it the
 07  cross-sectoral table, but I don't think that is the
 08  right name.  I think it is the Planning and
 09  Implementation Table, I think, but I can get you --
 10  I can follow up with that.
 11              COMMISSIONER FRANK MARROCCO (CHAIR):
 12              And it is for Toronto region?
 13              DR. JENNIE JOHNSTONE:  It is for the
 14  Toronto region.
 15              COMMISSIONER FRANK MARROCCO (CHAIR):
 16              Which is downtown Toronto?
 17              DR. JENNIE JOHNSTONE:  It is, yes, we
 18  would have to get you -- I would have to get you
 19  the walls of it, but it is effectively downtown
 20  Toronto.  It includes Sunnybrook.  It goes up to
 21  Sunnybrook.
 22              COMMISSIONER FRANK MARROCCO (CHAIR):
 23              Right.
 24              DR. JENNIE JOHNSTONE:  And out to -- I
 25  think Humber is in.  But Trillium participates but
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 01  they are not formally in and Scarborough
 02  participates but are not formally in, so I think it
 03  goes out to Michael Garron formally.
 04              COMMISSIONER FRANK MARROCCO (CHAIR):
 05              And what does that table have authority
 06  to do?
 07              DR. JENNIE JOHNSTONE:  Not much.  I
 08  would say that in terms of the authority, I think
 09  there was an agreement from the outset that we are
 10  better to do things together and at the same time
 11  and in tandem.  So I think we have all agreed to do
 12  it like that, but if one hospital or one sector
 13  wanted to do something differently, they can.
 14              So it is to provide helpful guidance
 15  and helpful sharing of information, but there is no
 16  mandate, I don't think, that could say, you know,
 17  if somebody wanted to do something differently they
 18  could, if that helps.
 19              COMMISSIONER FRANK MARROCCO (CHAIR):
 20              Well, it --
 21              DR. JENNIE JOHNSTONE:  So it was more
 22  of I would say it was an informal organization to
 23  provide structure to something that we were already
 24  doing in an effort to make it less chaotic, but
 25  it's voluntary participation.
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 01              JOHN CALLAGHAN:  Did this table sort of
 02  exist in another forum before COVID?  Like would
 03  you have had those types of communications with the
 04  downtown hospitals?
 05              DR. JENNIE JOHNSTONE:  So we, as an
 06  IPAC physician, we have an informal network for
 07  sure, a very strong informal network, but as these
 08  tables, I never knew -- I had had no -- I
 09  personally had had no -- I had never engaged with
 10  the LHIN ever.  This was all new to me.  But to be
 11  fair, I think Matt Anderson started by April 1st.
 12              So I think in many ways I think what
 13  people have said is that this pandemic has
 14  accelerated the concept of the OHT, so really that
 15  is what is sort of coming out, is that it is sort
 16  of formalizing the Ontario Health Teams, this
 17  self-organized across-the-system informal fostering
 18  of informal networks I think is what it has done.
 19              So you know, for example, Mount Sinai
 20  was not involved in any Ontario Health Team, but
 21  you can start to see and perhaps I assume
 22  post-pandemic it makes sense for us to continue
 23  this relationship of Mount Sinai or Sinai Health
 24  together with the Long-Term Care Retirement Home,
 25  but none of this existed and certainly the table I
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 01  am quite sure it did not exist.  It may have had
 02  some other infancy type thing, but I certainly was
 03  not aware of it or participated in it.
 04              COMMISSIONER FRANK MARROCCO (CHAIR):
 05              So the decision to create this table,
 06  is that some sort of consensual thing that happens
 07  amongst all the people who were sitting at the
 08  table?
 09              DR. JENNIE JOHNSTONE:  Well, you know,
 10  as I am talking this through, I do believe that the
 11  concept came out from the MOH, I think, because
 12  there was an initial -- if you think back to the --
 13  there is an initial structure that included -- so,
 14  you know, you had your command table structure, and
 15  then you had Ontario Health and then you had the
 16  five different regions of these committees coming
 17  off of Ontario Health.  So if you are able to dig
 18  back, the original launch of the original structure
 19  back I think it was March 2nd or March 2nd and 3rd
 20  of what the provincial pandemic response was going
 21  to be, these did exist.
 22              So I think that the idea was a
 23  provincial one, and then I think how each region
 24  executed it probably differed, where in my opinion
 25  the Toronto Regional one was a very high
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 01  functioning one.  I expect that others, I expect
 02  there would be variability across the different
 03  regions, but I can't speak to it at all, not being
 04  involved in any of the other regions.
 05              COMMISSIONER JACK KITTS:  Dr.
 06  Johnstone, could I take you back to an earlier
 07  comment.  So I understood that March 8th was when
 08  everybody turned their eyes towards long-term care
 09  and recognized I think you said that it was very
 10  surprising how little they were prepared.  They
 11  were really starting from zero.  And you said the
 12  IPAC knowledge was really lacking.
 13              And so we have heard a lot about the
 14  shortage of PPE, but you know, even if there wasn't
 15  a shortage of PPE, you are concerned about the IPAC
 16  knowledge and I guess the skills and training of
 17  the staff to don and doff the equipment, even if
 18  they had it; is that correct?
 19              DR. JENNIE JOHNSTONE:  That would be
 20  correct.
 21              COMMISSIONER JACK KITTS:  And so how
 22  did they get trained?  We understand there is
 23  supposed to be an IPAC trainer on-site in each
 24  home, so I am sure you were concerned then at March
 25  8th that it was going to take awhile to train even
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 01  with the equipment; is that correct?
 02              DR. JENNIE JOHNSTONE:  I had
 03  significant concerns because I knew how hard we had
 04  been working full out for several months, and I
 05  also wasn't sure exactly how that was going to
 06  happen, who was going to do it.
 07              I think to answer your question, there
 08  was, as people say, one hundred percent adherence
 09  to the annual Public Health Ontario webinar.  I
 10  think all staff are required to go through a
 11  webinar, or a module, sorry, a learning module.
 12              And as you say, there was supposed to
 13  be somebody dedicated -- sorry, not dedicated,
 14  somebody in name who was supposed to have that role
 15  but who were by no means dedicated, and I also
 16  don't know what requirement, if any, they were
 17  required to have for their education, knowledge,
 18  capacity.  Like I don't think there was a
 19  requirement for them to go to a separate course
 20  or -- I don't think so.  I think it was just a
 21  name.
 22              JOHN CALLAGHAN:  And just -- sorry, Dr.
 23  Kitts.
 24              COMMISSIONER JACK KITTS:  So is that
 25  when the hospitals, your table, said we have got to
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 01  get in there and help them?
 02              DR. JENNIE JOHNSTONE:  Not at all.  Not
 03  at all.  Not at all.  Like again, I thought, wow,
 04  this is going -- to be very honest with you, one of
 05  my learnings was a misunderstanding on my part of
 06  the role of Public Health.
 07              So me sitting as a hospital IPAC
 08  person, Public Health has always served the
 09  outbreak management and what I thought was
 10  prevention, and I really thought that this would
 11  have been either Public Health Ontario, local
 12  Public Health Units and the homes.  It actually
 13  didn't cross my mind that hospital IPAC would have
 14  a role or responsibility in going out and doing
 15  this.  Even on March 8th I thought I don't know how
 16  they are going to do it, but it never crossed my
 17  mind that it would be something that we could do.
 18  And to be quite frank, I mean, we were working
 19  20-hour days seven days a week, you know, so we
 20  were very busy.
 21              COMMISSIONER JACK KITTS:  Yes.
 22              DR. JENNIE JOHNSTONE:  So again, you
 23  know, we had a role.  It never occurred to me that
 24  this was a role that we would take on.
 25              COMMISSIONER JACK KITTS:  Yes, I
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 01  understand, thank you.
 02              COMMISSIONER FRANK MARROCCO (CHAIR):
 03              Doctor, when did it start to be
 04  apparent to you that there was virtually no
 05  understanding of IPAC practices in the long-term
 06  care sector and what made you realize that?
 07              DR. JENNIE JOHNSTONE:  I am trying to
 08  think.  I mean, certainly April 15th when we went
 09  in, I mean, that is when I would say it really
 10  dawned on me, I mean, the degree to which -- I
 11  mean, I think I had concerns, again, mentioning
 12  from March 8th.  Like I was already worried about
 13  it.  The degree to which?  Yeah, I would say it is
 14  not a specific time.  I would say how badly was
 15  sort of probably from March 8th to April 15th when
 16  you started to see how badly things unfolded and
 17  the degree to which there was lack of support or
 18  knowledge or capacity, AND so sometime in that
 19  three-week period it became extremely evident.
 20              COMMISSIONER FRANK MARROCCO (CHAIR):
 21              Was it obvious, in terms of your own
 22  experience, to anyone engaged with the problem the
 23  way you were and the way Public Health Ontario was
 24  that there was this serious void in knowledge in
 25  the long-term care sector?
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 01              DR. JENNIE JOHNSTONE:  I think we have
 02  known that that it is a problem for a very long
 03  time.  You know, I think the fact that -- so PIDAC,
 04  the Provincial Infectious Disease Advisory
 05  Committee, since post-SARS has had a recommendation
 06  that all homes should have a trained, dedicated
 07  infection control practitioner that translates to 1
 08  in 200 beds.  So that recommendation has been there
 09  like since post-SARS, and we knew that that was not
 10  happening.
 11              I do believe that over time it became
 12  less and less and less, and I don't know - and I
 13  don't know because I wasn't in there - I don't know
 14  at what point it became that there is truly absence
 15  of any infection control.  I'm not sure.
 16              COMMISSIONER FRANK MARROCCO (CHAIR):
 17              Okay.
 18              DR. JENNIE JOHNSTONE:  And it's known.
 19  We knew it was a problem for a long time.
 20              COMMISSIONER FRANK MARROCCO (CHAIR):
 21              It sounds like you knew it was a
 22  problem, but the deplorable state that it was in
 23  became apparent from March 8th on; am I
 24  understanding that --
 25              DR. JENNIE JOHNSTONE:  Correct, yes,
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 01  the degree to which it was a problem.
 02              JOHN CALLAGHAN:  And you'll cover this
 03  a little later, but just to get it in now, can you
 04  tell us what in your opinion would be the
 05  appropriate training for this type of IPAC person
 06  and --
 07              DR. JENNIE JOHNSTONE:  Yes, so it is a
 08  recognized -- it is actually recognized by whether
 09  it is the Canadian Nursing -- what is it, the
 10  Canadian Nursing Association, or whatever is the
 11  national body of nurses, it is a recognized
 12  designation.  So it is the Certification of
 13  Infection Control, CIC.  It is a certification that
 14  you have to do.  You have to have on-the-ground
 15  training.  There are also courses to prepare you
 16  for taking that exam and the CIC, but it is a
 17  dedicated, a trained, licensed infection control
 18  practitioner, so it has its own training
 19  designation.
 20              JOHN CALLAGHAN:  So it is not a weekend
 21  warrior type course?
 22              DR. JENNIE JOHNSTONE:  It isn't, no,
 23  not at all, no.
 24              JOHN CALLAGHAN:  Sorry, continue --
 25              DR. JENNIE JOHNSTONE:  I think you have
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 01  to have one or two years' experience before you can
 02  even write the exam.
 03              JOHN CALLAGHAN:  Perhaps you might
 04  continue with the chronology.
 05              DR. JENNIE JOHNSTONE:  Yes, so on March
 06  18th was Babcaygeon which, again, I understand from
 07  Public Health Ontario was actually identified based
 08  on the surveillance swabbing, not because they sent
 09  COVID swabs, and that I think that this is an
 10  important point.
 11              So again, this informal infection
 12  control medical director community of practice
 13  decided on March 23rd to implement universal
 14  masking within the hospital sector and that you
 15  will see there is a document that we put together
 16  through the Toronto Region Hospital Operations
 17  Table that was to try and standardize that
 18  universal masking across all hospitals.
 19              It was done for a couple of reasons.
 20  One, we knew we had to centralize the location of
 21  the masks to the units because there was so much
 22  stealing of masks.  So normally, any of you who
 23  have worked in a hospital, normally you just have
 24  your masks sitting outside the room of the patient
 25  where you would normally mask.  All of those masks
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 01  were being stolen at a very rapid rate, so we knew
 02  we had to put them behind the nursing station in
 03  some way or put them somewhere and centralize them
 04  so that they would stop getting stolen.
 05              And so it was in some degree to help
 06  standardize that, but it was also done because we
 07  as medical directors had experienced -- a couple of
 08  our specialized areas had experienced exposures say
 09  in a dialysis unit or a chemo unit or something
 10  like that whereby one person who turned out
 11  positive had exposed in the lunchroom or something
 12  like that, you know, ten different nurses or ten --
 13  I don't mean to pick on -- or ten different staff,
 14  and that because it was a highly specialized unit,
 15  we didn't have additional staffing.  So we said,
 16  you know, well, we know the exposure criteria.  If
 17  we have them in masks and they turn out to be
 18  positive, we are not going to have a problem and we
 19  won't lose all of those staff.
 20              So it was a very pragmatic, practical
 21  reason to get ahead of this, again, for the two
 22  reasons, and also the conservation.  So it is a
 23  centralized to prevent the stealing, and to then
 24  release masks and say, okay, you are going to get
 25  two or three a day or whatever, and to do that in a
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 01  controlled way and in a way that we would prevent
 02  further exposures to additional staff-to-staff
 03  mostly so that we wouldn't then wipe out through
 04  high risk exposures a whole group of individuals
 05  and not have any staff to work in that area.
 06              COMMISSIONER FRANK MARROCCO (CHAIR):
 07              So do I understand that different staff
 08  members were collecting masks at every opportunity
 09  so they would always have them?  Or who is doing
 10  the stealing?
 11              DR. JENNIE JOHNSTONE:  I think it was
 12  probably a combination.  I think there was probably
 13  lots of visitors as well.  Like I think they were
 14  just there.  Like you can imagine in the Emergency
 15  Department, there are just patients and visitors,
 16  possibly staff, I don't know.  I don't -- I think
 17  it was just the hoarding that was happening.  It
 18  was representative of the hoarding, the toilet
 19  paper hoarding.  Everybody was hoarding and
 20  panicking, and so who was taking it I think is
 21  probably less relevant.  It was just the fact that
 22  they were disappearing like in a dramatic way.  And
 23  N95s, and we all knew that we had to be really
 24  careful with the N95s.
 25              So we knew we had to shift our
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 01  traditional approach of having, you know, your PPE
 02  just outside the room, which included N95s or
 03  procedure masks or whatever it was.  We knew we had
 04  to change that practice because they were all
 05  disappearing.
 06              JOHN CALLAGHAN:  Absent this --
 07              COMMISSIONER FRANK MARROCCO (CHAIR):
 08              And did everybody know there was a
 09  shortage at that stage?
 10              DR. JENNIE JOHNSTONE:  Oh, yes.  Oh,
 11  yes.  Oh, yes.  So we had this huge run rate from
 12  stolen, knowing that there was nothing coming in,
 13  so we all created our PPE conservation, you know,
 14  committees to make sure that we had -- you know, to
 15  this day we look at tracking our run rate every
 16  week.  You know, we used to meet every day.  Now we
 17  meet once a week, and we actually track every week
 18  exactly what is coming in.  We know supply.  You
 19  can ask any medical director of IPAC anywhere about
 20  exactly how many N95s you have, you know, at this
 21  moment in time, and we can all answer that
 22  question.
 23              COMMISSIONER FRANK MARROCCO (CHAIR):
 24              Okay.
 25              JOHN CALLAGHAN:  Could I ask then, on
�0048
 01  this point what was the state of supplies in your
 02  view at Sinai prior to COVID for a pandemic?  And I
 03  am just using it by way of example.
 04              DR. JENNIE JOHNSTONE:  Yes, by way of
 05  example, so Sinai Health I would say was an outlier
 06  in that we had an extraordinarily healthy pandemic
 07  supply.  And I would say that if we made a mistake,
 08  it was that because our pandemic supply planned for
 09  an airborne illness, so we actually had tons of
 10  N95s.  What we didn't have were procedure masks.
 11              So I would say our biggest pain point
 12  came on procedure masks because, again, and we did
 13  not want -- we knew that we needed to reserve our
 14  N95s, so we didn't want to start using N95s as a
 15  replacement for a procedure mask.  So I would say
 16  that was the one that we had the biggest challenge
 17  with.
 18              Now, we never ran out, but I would say
 19  that, you know, we definitely had to conserve and
 20  watch it carefully and really follow that very
 21  carefully.
 22              JOHN CALLAGHAN:  We heard yesterday
 23  that the province did not have a stockpile.  Did
 24  you look to the province at any time for supply or
 25  did you have sufficient at Sinai?
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 01              DR. JENNIE JOHNSTONE:  Certainly not at
 02  that point.  I don't think hospitals -- we didn't.
 03  I know the province did ask us for some of our
 04  supplies, and so you know, we did give at some
 05  point some of our N95s, for example, to the
 06  provincial stockpile, but I don't believe we ever
 07  asked for any.
 08              JOHN CALLAGHAN:  And so as an IPAC
 09  specialist, the guidance as to how much PPE a
 10  person was to use I gather gets modified because of
 11  attempts at conservation of PPE; in other words,
 12  there is not enough supply.  Could you just explain
 13  how that happened?
 14              DR. JENNIE JOHNSTONE:  Absolutely.  So
 15  I mean, that is a pandemic learning point for sure.
 16  How we operated pre-pandemic, which is to say you
 17  go see a patient and you identify whether or not
 18  you need PPE or not - usually there is a sign on
 19  the door - or you do your point-of-care risk
 20  assessment which, whatever you do, you think you
 21  either need PPE or you don't need PPE, and the PPE
 22  is outside the room.  You don your PPE.  You do
 23  your thing.  You doff your PPE.  You leave the
 24  room.
 25              So during a pandemic, I would say one
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 01  of the things that we had to do is we knew around
 02  the masks, like there is no way we could do that
 03  with the masking for sure, or N95s or whatever.
 04  That definitely needed to be conserved.
 05              But I would say one of the things that
 06  was the most challenging was figuring out where is
 07  the line?  What is acceptable and safe?  What is
 08  reasonable?  And what is actually going to start to
 09  increase risk?  And so we were really trying to
 10  figure that out.
 11              So for example, one of the things I
 12  think mentioned by the military was the re-use of
 13  gowns and gloves, but I do know that there were
 14  people who had a recommendation out there that you
 15  could re-use the gown.  In my experience, you can
 16  never re-use a gown.  You can't use a gown from
 17  person to person.
 18              So for us, we said, okay, we think your
 19  mask is acceptable.  You have a face shield overtop
 20  of it when you are in with patients with suspect or
 21  confirmed COVID which is protecting that mask.  We
 22  think that is acceptable to continue to wear that
 23  mask.
 24              But we had to walk through.  It was all
 25  new rules which we had to write, so to speak, about
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 01  what we thought is safe and fine and acceptable,
 02  which again we never would have considered
 03  pre-pandemic, and what is not acceptable and
 04  actually introduced risk.
 05              JOHN CALLAGHAN:  So we heard yesterday
 06  that the plan for the stockpile in 2006 was that
 07  each staff member for a long-term care home should
 08  have one mask for each ILI encounter, so one mask
 09  for coming in contact with each encounter.  Would
 10  that have been the practice prior to COVID?
 11              DR. JENNIE JOHNSTONE:  Yes.
 12              JOHN CALLAGHAN:  And so --
 13              DR. JENNIE JOHNSTONE:  Yeah.
 14              JOHN CALLAGHAN:  -- presumably, if we
 15  had -- and the prediction that the stockpile was to
 16  have was 50 percent of residents in a pandemic
 17  would be infected.  Do we actually know or roughly
 18  know whether 50 percent of long-term care residents
 19  were infected in Ontario, or do we know the amount?
 20              DR. JENNIE JOHNSTONE:  Dylan, I don't
 21  know if you have that, but I have not seen
 22  seroprevalence data, especially recently, on the
 23  degree of long-term care residents that have been
 24  affected.  I have not seen that data.  It may
 25  exist.  I am not aware of it.
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 01              JOHN CALLAGHAN:  We will speak to
 02  either CIHI or the ubiquitous Dr. Stall on that
 03  point.
 04              DR. JENNIE JOHNSTONE:  Unless Dylan
 05  knows the answer.
 06              DR. DYLAN KAIN:  I don't, but it is
 07  definitely much lower than 50 percent.
 08              DR. JENNIE JOHNSTONE:  Yes, I mean, if
 09  you think about the population in Toronto is, what,
 10  1 percent after wave one, I mean, it is certainly
 11  higher, but it is not like -- it was way, way less
 12  than 50 percent.
 13              JOHN CALLAGHAN:  So just on masks, so
 14  if the recommendation was one mask for every
 15  encounter and anticipate 50 percent, if that
 16  actually had been the stockpile, we probably would
 17  have been fine on that?
 18              DR. JENNIE JOHNSTONE:  I believe that
 19  would -- I mean, again, without doing
 20  back-of-the-envelope calculations, but I think that
 21  would have given you sufficient masks.
 22              JOHN CALLAGHAN:  Right.
 23              DR. JENNIE JOHNSTONE:  Because, again,
 24  it would be every encounter, so it is every time
 25  you go in the room, so however many times a day you
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 01  do that.
 02              JOHN CALLAGHAN:  They anticipated 25 I
 03  think per --
 04              DR. JENNIE JOHNSTONE:  Yes, so that
 05  definitely would have been sufficient.
 06              COMMISSIONER JACK KITTS:  Dr.
 07  Johnstone, could I ask when the Toronto Region
 08  implemented universal masking, and I am assuming
 09  those are procedure masks, was there any concerns
 10  about a shortage then and was it before the
 11  province sent out the directive for universal
 12  masking, because I see long-term care is five days
 13  later.  So could you just tell me how that --
 14              JOHN CALLAGHAN:  Could we, just before
 15  you do that, could we put up the exhibit 5 -- or
 16  not exhibit, tab 5, just so that you can see what
 17  it looks like, Dr. Kitts, and I just in the course
 18  of this little bit, we can answer that question.
 19              COMMISSIONER JACK KITTS:  Okay.
 20              DR. JENNIE JOHNSTONE:  So it was long
 21  before.  I don't even know when it was introduced
 22  for hospitals, to be honest with you.  This was
 23  just something that we did, and in fact, I think
 24  that we got quite a bit of pushback from many
 25  others outside of the Toronto area.  I think we
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 01  were referred to as the "Toronto approach".  So I
 02  think that -- I don't know if it is coming up, or I
 03  haven't seen it yet.
 04              JOHN CALLAGHAN:  Patti, are you able to
 05  pull that up, please, tab 5.
 06              DR. JENNIE JOHNSTONE:  But I just want
 07  to make the point, so the answer is absolutely,
 08  everybody was watching their supplies extremely
 09  carefully, even if you had some, because you didn't
 10  know what else was coming in.  So we were all very
 11  concerned, all of us, for various supplies, not
 12  just procedure masks.
 13              But again, part of the pragmatic
 14  approach here was to get on top of your run rate,
 15  so then if you knew consistently how many masks
 16  were being used per day, then you were able to then
 17  at least know what you had and what you needed.
 18              So part of the universal masking --
 19  like there was the safety component, but there was
 20  also the very real concrete, pragmatic conservation
 21  portion.
 22              JOHN CALLAGHAN:  So let me just take
 23  you through this.
 24              COMMISSIONER FRANK MARROCCO (CHAIR):
 25              Could I just interrupt for a second.
�0055
 01  Where did the pushback come from?
 02              DR. JENNIE JOHNSTONE:  Oh, I think
 03  just, I mean, it was more the --
 04              COMMISSIONER JACK KITTS:
 05  Toronto-centered.
 06              DR. JENNIE JOHNSTONE:  Well, I would
 07  say -- well, there was definitely other hospitals
 08  outside the Toronto Region that didn't want to do
 09  universal masking.  I think that is true.  I think
 10  that it hadn't been initiated by the province.  I
 11  don't want to speak to the province's opinion on
 12  it, but certainly there was commentary.
 13              COMMISSIONER JACK KITTS:  But would you
 14  not think that -- I mean, perhaps the Toronto
 15  hospitals had a large supply and didn't have to
 16  rely on a central supply, but most hospitals would
 17  have had two or three weeks or maybe four and then
 18  have to depend on a central supply.
 19              And so is it feasible that the decision
 20  not to go to universal masking as early as Toronto
 21  was based on the worry about having not enough
 22  supply of masks for --
 23              DR. JENNIE JOHNSTONE:  I can't speak to
 24  why people would have been worried about it, but I
 25  would say that we were doing it as a conservation
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 01  initiative, so you know, I think that -- I am not
 02  sure.
 03              JOHN CALLAGHAN:  So let's just take a
 04  quick look at the document.
 05              COMMISSIONER JACK KITTS:  Just so I
 06  understand, though, the conservation is that
 07  instead of giving everybody a mask every time, you
 08  have got a limited supply of masks and you had to
 09  manage them against what traditional IPAC practices
 10  would have been?
 11              DR. JENNIE JOHNSTONE:  That's right.
 12              COMMISSIONER JACK KITTS:  Okay.
 13              DR. JENNIE JOHNSTONE:  That's right.
 14              JOHN CALLAGHAN:  Just because I'm a
 15  little worried about time, let's just quickly go
 16  through this.
 17              So this is the document, and it is
 18  dated March 24th.  Could you just tell us about the
 19  weekend and a couple of lines before?  I mean, I
 20  think you have talked a little bit but --
 21              DR. JENNIE JOHNSTONE:  Yeah, on March
 22  22nd, we again informally met, the community of
 23  practice, and said, you know, I think this is a
 24  good idea.
 25              I think some of the hospitals that do
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 01  have affiliated long-term care, because there are
 02  some hospitals that have affiliated long-term care
 03  homes, not many but there are a few, were actually
 04  thinking about it for their long-term care because
 05  they were increasingly worried.
 06              And so we implemented it for the
 07  hospitals, but I think that the IPAC physicians who
 08  do have hospitals attached to long-term care homes
 09  like pre-pandemic, also implemented at that time
 10  for long-term care.  So it would have been few and
 11  far between, but again, this was our
 12  self-initiative.  So we went to our CEO and said
 13  that we think this is a good idea and the CEO said,
 14  Sounds good, you know, sure, go ahead.  I assume
 15  they talked to each other.  And then we rolled this
 16  out and developed this document.
 17              And again, this is through the Toronto
 18  Region Hospital Operations Table, which again
 19  hospitals didn't have to do this in terms of that
 20  authority, but I think we all wanted to go in
 21  conjunction and standardize with each other,
 22  because otherwise it just generates all sorts of
 23  stress within the system.
 24              JOHN CALLAGHAN:  So the document refers
 25  to guidance and the establishment of minimum
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 01  standards, so I take it that people could deviate
 02  from this because it is a recommendation; correct?
 03              DR. JENNIE JOHNSTONE:  People could do
 04  whatever they wanted.  They didn't have to -- I
 05  mean, I think most people wanted to, but they could
 06  do more.  They don't have to do it at all.
 07              JOHN CALLAGHAN:  So at this point the
 08  document says, and I will just read it:
 09                   "At the same time, without
 10              efforts to conserve PPE use,
 11              hospital supplies of PPE will soon
 12              become threatened, based on our
 13              current rates of consumption,
 14              projected increases in COVID-19
 15              patients, and the experience in
 16              other jurisdictions."
 17              So you were generally worried about
 18  having enough.
 19              DR. JENNIE JOHNSTONE:  For sure.
 20              JOHN CALLAGHAN:  And it goes on to say:
 21                   "Further, other sectors such as
 22              Long-term Care Homes are now
 23              experiencing outbreaks from
 24              healthcare workers working ill and
 25              are now being required to wear masks
�0059
 01              all day to protect patients."
 02              So that is what you were told, and
 03  there is a Long-Term Care Table that addresses
 04  this, and we'll take a look at it, on March 29th;
 05  correct?
 06              DR. JENNIE JOHNSTONE:  That's right, so
 07  essentially this speaks to the translation from
 08  the table --
 09              JOHN CALLAGHAN:  Just leave that in the
 10  background, Patti.  Sorry.
 11              DR. JENNIE JOHNSTONE:  This speaks to
 12  the translation from the tables, so again, if you
 13  look at the names, so at this time, so after the
 14  first meeting on January -- or sorry, on March 8th,
 15  I quickly realized I did not have the ability to
 16  also take on long-term care in addition to all the
 17  other roles that I was playing, and so Jerome Leis,
 18  the Medical Director at Sunnybrook, offered to
 19  participate in the Long-Term Care Home.
 20              So if you look at the names on the
 21  Hospital Operations Table, the -- what are they
 22  called, the content experts --
 23              JOHN CALLAGHAN:  We are on tab 5 --
 24              DR. JENNIE JOHNSTONE:  Yes, the
 25  content --
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 01              COMMISSIONER FRANK MARROCCO (CHAIR):
 02              Can we just slow down for a second.  I
 03  am having some trouble following, and I suspect
 04  that Deana is having some trouble transcribing.
 05  Well, wherever you want to go, but can we just get
 06  there first.
 07              JOHN CALLAGHAN:  Well, we are on the
 08  background of tab 5, yes, and if we could just
 09  leave it there for a second.  Maybe you could blow
 10  it up, please, Patti, and just make it a little
 11  bigger.  Not everybody has good eyes.  There we go.
 12              All right, can people read that?  So
 13  what we were looking at, if you could just scroll
 14  down -- and this one is not highlighted as it was
 15  yesterday.  We'll try to make that effort.
 16              So what I was reading from, and stop
 17  there, please:
 18                   "At the same time, without
 19              efforts to conserve [...]"
 20              That paragraph is what I was bringing
 21  the Doctor too.
 22              COMMISSIONER FRANK MARROCCO (CHAIR):
 23              Right, okay.
 24              JOHN CALLAGHAN:  So if we can just go
 25  down a little bit and if we could go down to
�0061
 01  "Current State", please, Patti, it says:
 02                   "Until now, none of the Toronto
 03              region hospitals were recommending
 04              the use of procedure masks other
 05              than when health care workers are in
 06              direct contact with a patient under
 07              droplet/contact precautions for
 08              COVID-19 or when patients are
 09              displaying signs and/or symptoms of
 10              respiratory infection."
 11              So if we could just pause there, I know
 12  this is a hospital-directed masking policy, but
 13  contact precautions, I take it if we are talking
 14  about the long-term care sector and a PSW worker
 15  who has got either to deal with a patient for
 16  medical reasons, turning them for bedsores or for
 17  daily living, taking them for toileting, they would
 18  be people who would be concerned about contact
 19  precautions; am I right, Doctor?
 20              DR. JENNIE JOHNSTONE:  Correct.
 21              JOHN CALLAGHAN:  So in those
 22  circumstances, if it were in the hospital setting,
 23  procedural masks would be recommended --
 24              DR. JENNIE JOHNSTONE:  Correct.
 25              JOHN CALLAGHAN:  -- when they are
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 01  displaying signs or symptoms, right?
 02              DR. JENNIE JOHNSTONE:  Well, in
 03  addition to eye protection and gown and gloves.
 04              JOHN CALLAGHAN:  And then just to go
 05  down to "Justification for Recommendations" and
 06  number 3, it says:
 07                   "PPE conservation is critical
 08              and a sustainable approach is
 09              required.  Although PPE is presently
 10              available, with the projected
 11              increase in numbers of COVID-19
 12              patients and the duration of the
 13              pandemic response, there is a very
 14              real risk to supply lines.  If we do
 15              not conserve PPE now, we will face
 16              shortages when we need it most."
 17              And that comment is directed at the
 18  hospital setting.  It has nothing to do with what
 19  the state of affairs is in long-term care; correct?
 20              DR. JENNIE JOHNSTONE:  Correct.
 21              JOHN CALLAGHAN:  Okay, and then if you
 22  can go to the next page, Patti, please, under
 23  "Recommended Approach", and this is the
 24  modification, if you can go down a little bit.
 25  There you go.  Right there, please.  This is some
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 01  of the modification where you were recommending two
 02  procedure masks per day to be provided, correct, as
 03  opposed to one for every attendance?
 04              DR. JENNIE JOHNSTONE:  Correct.
 05              JOHN CALLAGHAN:  And then if we could
 06  just -- because I want to move along, if I could
 07  just take you through this, if we could then go to
 08  document 6, please.  Okay, so this is -- this comes
 09  from the Toronto Region Long-Term Care Table.  Now,
 10  you know about this, but I take it you are not on
 11  that table; correct?
 12              DR. JENNIE JOHNSTONE:  So I was on the
 13  table for the first meeting, and then I handed over
 14  to Jerome Leis, and this fall it was handed back to
 15  me, so yes, no, yes.
 16              JOHN CALLAGHAN:  All right, so on this
 17  one, this is March 29, and just the purpose of the
 18  document says:
 19                   "This document is meant to
 20              provide guidance and establish
 21              minimum standards for Toronto Region
 22              long-term care and congregate care
 23              homes with respect to procedure mask
 24              use by staff, physicians, learners,
 25              and essential visitors in the
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 01              COVID-19 pandemic."
 02              Again, this is minimum standards and it
 03  is directed only to the Toronto Region long-term
 04  care; correct?
 05              DR. JENNIE JOHNSTONE:  Correct.
 06              JOHN CALLAGHAN:  And congregate care
 07  homes; is that correct?
 08              DR. JENNIE JOHNSTONE:  Correct.
 09              JOHN CALLAGHAN:  All right.
 10              COMMISSIONER FRANK MARROCCO (CHAIR):
 11              Commissioner Coke?
 12              COMMISSIONER ANGELA COKE:  Sorry, I
 13  just had a question.  You mentioned this obviously
 14  is just the Toronto Region.  At the same time were
 15  the other regions doing the parallel thing, to your
 16  knowledge, or not?
 17              DR. JENNIE JOHNSTONE:  I don't know.  I
 18  do not know.  I don't know.  There were occasions
 19  where the Toronto Regional documents got taken up
 20  by what I say is Ontario Health central.  I don't
 21  know if this was one of them or not.  I don't know.
 22              COMMISSIONER ANGELA COKE:  Okay.
 23              JOHN CALLAGHAN:  And if we could just
 24  go to the next page under "Justification and
 25  Recommendations", please, and looking at 3:
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 01                   "PPE conservation is critical
 02              and a sustainable approach is
 03              required.  With the projected
 04              increase in numbers of COVID-19
 05              residents and the duration of the
 06              pandemic response, there is a very
 07              real risk to supply lines.  If we do
 08              not conserve PPE now, we will face
 09              shortages when we need it most."
 10              And do you see that?  And so that -- it
 11  is almost highlighted more about the
 12  sustainability, but the same principle applied to
 13  long-term care; correct?
 14              DR. JENNIE JOHNSTONE:  Correct.
 15              JOHN CALLAGHAN:  And if we could go
 16  over to -- and they have a recommended approach.  I
 17  won't take you to that, but if we could just go
 18  over to the further page, to the last page there -
 19  the next page, please, Patti - and number 2, and
 20  they are talking about masking for other staff
 21  working within an essential role but without any
 22  contact, and this is where they highlight:
 23                   "Individuals whose function
 24              must be performed in-person may
 25              receive allocation of one procedure
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 01              mask to be worn in all common spaces
 02              and only if the home's PPE supply
 03              allows."
 04              And the same thing applies to visitors.
 05              So I take it this was part of the
 06  conservation issue that was in issue?
 07              DR. JENNIE JOHNSTONE:  Correct.
 08              JOHN CALLAGHAN:  And just to fill in
 09  the blanks, and I think this goes back to what Dr.
 10  Kitts was saying, it wasn't until April 10th that
 11  the province issued its directive?
 12              DR. JENNIE JOHNSTONE:  I believe it was
 13  the 8th.
 14              JOHN CALLAGHAN:  It was the 8th, sorry,
 15  right, April 6th I think from the feds.
 16              By April 8th I take it COVID is now
 17  spreading quite rapidly.  So in terms of speed,
 18  what is the impact of not doing it until April 8th
 19  in your opinion as opposed to March 24th when the
 20  hospitals did it?
 21              DR. JENNIE JOHNSTONE:  Well, I do
 22  believe those two weeks were a critical time, and
 23  that if implemented on March 24th, I don't know
 24  any -- I don't know if this has been modelled in
 25  terms of actual numbers of averted cases, but I
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 01  think that there is no doubt that those two weeks
 02  were the time where there was rapid spread within
 03  the homes.  And as you will see from our case
 04  example, if we had have had universal masking, it
 05  would have mitigated for certain.
 06              JOHN CALLAGHAN:  Well, let's go back
 07  to --
 08              COMMISSIONER FRANK MARROCCO (CHAIR):
 09              Doctor, I take it that the need to
 10  react quickly was apparent to professionals, that
 11  every day counts?
 12              DR. JENNIE JOHNSTONE:  Every day
 13  counted.  It was a 24-hour cycle and that things
 14  changed minute by minute.
 15              And I mean, if you think about, you
 16  know, hospital corporations, we don't normally
 17  implement a huge program practice change in 12
 18  hours.  I mean, this was -- we decided on March
 19  22nd, Sunday night, and I had a conversation with
 20  our CEO and executive team Monday morning and we
 21  rolled it out that day.  So that pace is not a pace
 22  that we normally have in normal times.
 23              COMMISSIONER FRANK MARROCCO (CHAIR):
 24              But you did that because you understood
 25  that time was of the essence.
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 01              DR. JENNIE JOHNSTONE:  Correct.
 02              COMMISSIONER FRANK MARROCCO (CHAIR):
 03              So a delay of two weeks is extremely
 04  significant.
 05              DR. JENNIE JOHNSTONE:  I believe that
 06  this would have been very significant in the
 07  context of long-term care.  That delay came at a
 08  time where COVID-19 in the community started to
 09  escalate, and I think in retrospect many of the
 10  homes started to go into outbreak sort of that end
 11  of March timeline.
 12              COMMISSIONER FRANK MARROCCO (CHAIR):
 13              All right.
 14              JOHN CALLAGHAN:  I wonder if we can go
 15  back to the slide deck.  I'm a little conscious of
 16  time here.  So I don't know if you want to continue
 17  with the chronology?
 18              DR. JENNIE JOHNSTONE:  It is almost
 19  done, I think.  So just to say that on April 8th is
 20  when PHAC released the infection control long-term
 21  care guidance, and I make that point because up
 22  until that point, there was nothing specific to the
 23  sector.  There were no guidance documents that
 24  existed for this sector as far as I know in Canada
 25  or in Ontario.
�0069
 01              And I don't know how familiar you are
 02  with the Public Health Agency of Canada, but from
 03  conception on March 8th to out the door on April
 04  8th is extremely fast for any federal document, and
 05  so I think that this was well received as a
 06  document and I personally on April 15th, once I
 07  went in the home, used it.  So I do think it was a
 08  useful tool.
 09              And just the point that April 15th is
 10  the date that the Toronto Region LHIN, as far as I
 11  know, randomly assigned, I think possibly somewhat
 12  geographically assigned the hospitals to the homes,
 13  and it was on that date that Sinai said that you
 14  have two long-term care homes, three retirement
 15  homes.  Two of the long-term care homes have a
 16  horrendous outbreak.  Please help.
 17              JOHN CALLAGHAN:  And those are the
 18  homes that you went into; correct?
 19              DR. JENNIE JOHNSTONE:  And those were
 20  the homes that we, yeah -- and I must say,
 21  actually, we didn't go into those two homes
 22  initially.  We worked -- because of concerns of the
 23  degree to the outbreak, we wanted to make sure that
 24  we did it safely.
 25              And so I think -- you know, and if you
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 01  read Nathan Stall's paper on the partnership with
 02  the home, the way in which we did it is actually we
 03  did pull residents out of the home because we
 04  wanted to staff it but we didn't think we could go
 05  into that environment in a safe way.
 06              So what we did instead is we pulled I
 07  think between 15 and 20 residents into our
 08  hospital, which then offloaded and provided that
 09  staffing support while we worked through the
 10  infection control, and we provided clinical
 11  support.  We bought iPads, provided the iPads, and
 12  then we did virtual rounds; "we", the clinicians,
 13  the geriatricians, palliative care docs did virtual
 14  rounds with the home just while we were able to
 15  work on the back end with the infection control
 16  side and get everything under control.  And then we
 17  all went in after that.  But we didn't actually go
 18  in on April 15th.  We provided support starting
 19  April 15th.
 20              JOHN CALLAGHAN:  Okay.
 21              DR. JENNIE JOHNSTONE:  And it wasn't
 22  just to that home.  It was to three homes.
 23              COMMISSIONER FRANK MARROCCO (CHAIR):
 24              And just so I understand, the reason
 25  you did that was there were safety concerns that
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 01  had to be addressed first before you could go in?
 02              DR. JENNIE JOHNSTONE:  Correct.  It was
 03  a wildly out of control outbreak, and remembering,
 04  you know, I'm an N-of-1 and at this time we were
 05  also peaking -- or we didn't even know if we were
 06  peaking in terms of the COVID wave one within the
 07  hospital sector.  And so if I go into that home, I
 08  can't actually come back to the hospital.
 09              So you know, like, you know, we all had
 10  to make sure that we were doing things in a safe
 11  way.  It was our nature to want to run in, but
 12  again, if you think about a fire, the first thing
 13  the fire marshal does is say, Is this safe to send
 14  our troops in?
 15              COMMISSIONER FRANK MARROCCO (CHAIR):
 16              Yes, sure.
 17              DR. JENNIE JOHNSTONE:  Let's figure out
 18  if this is safe.
 19              It was not safe.  So we had to contain
 20  the outbreak.  We didn't wait until it was over,
 21  but we actually had to make sure that it was
 22  contained before such time that we could then go
 23  in, because it was -- I mean, I never expected to
 24  see an outbreak like this in my life.  These were
 25  outbreaks beyond anything I expected.  Again, it
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 01  was I think a hundred percent of the residents
 02  effectively that got infected.
 03              COMMISSIONER FRANK MARROCCO (CHAIR):
 04              Well, I mean, do you agree that it is
 05  probably that bad because there is nobody there
 06  that understands the practices that you have to
 07  engage in in order to contain it?
 08              DR. JENNIE JOHNSTONE:  Well, it becomes
 09  a spiral, and so you start losing staff, which
 10  means you have fewer staff, which means that you
 11  don't do the things in the way that you should be
 12  doing.  I mean, it just becomes this spiral of
 13  implosion.
 14              COMMISSIONER FRANK MARROCCO (CHAIR):
 15              Okay.
 16              JOHN CALLAGHAN:  So where does that
 17  take us next, Dr. Johnstone?
 18              DR. JENNIE JOHNSTONE:  Yes, so I think
 19  that that actually takes us -- and the next two
 20  slides I think are the --
 21              JOHN CALLAGHAN:  Yeah, we have covered
 22  those.  You can move --
 23              COMMISSIONER JACK KITTS:  Can I just
 24  ask one question?  And it may not be fair, Dr.
 25  Johnstone, but at some point the concerns about
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 01  running out of masks dissipated, right, and I think
 02  it was in April, maybe early May.
 03              Did you go back to the IPAC best
 04  practice of a single mask for a single patient, or
 05  did you continue with the change?
 06              DR. JENNIE JOHNSTONE:  No, we have not
 07  continued -- or, sorry, we have not stopped.  We
 08  have continued.  I think we are a bit more liberal
 09  in that so you get three, if you are a
 10  clinical-facing individual, you get three a day,
 11  but you are able, if you need more, you can just go
 12  to the unit and ask for more.  Like I think we are
 13  more liberal.
 14              But at the same time, the supply is
 15  better, but we also didn't know what the next day
 16  or the next month was going to bring, so I don't
 17  think anyone wanted to say, you know what, we are
 18  confident and we'll open it up.
 19              But also with universal masking,
 20  because you need to wear it at the nursing station,
 21  so it actually doesn't really lend itself to being
 22  to take it off and then put another one on.  Like
 23  it doesn't actually work with universal masking all
 24  the time.
 25              So the way we have it I think is
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 01  working well, and I think that everybody knows that
 02  you can get more.  Like nobody is struggling with
 03  their masks.
 04              JOHN CALLAGHAN:  That is in the
 05  hospital setting.
 06              DR. JENNIE JOHNSTONE:  In the hospital,
 07  sorry, in the hospital.
 08              COMMISSIONER JACK KITTS:  So there is
 09  no issues with the unions, ONA or OPSEU, with that
 10  rationalization.  Okay, thank you.
 11              DR. JENNIE JOHNSTONE:  Not that I am
 12  aware of.
 13              JOHN CALLAGHAN:  So now is this Dr.
 14  Kain's time to shine?
 15              DR. JENNIE JOHNSTONE:  Yes.
 16              JOHN CALLAGHAN:  All right, go ahead.
 17              DR. JENNIE JOHNSTONE:  So, actually,
 18  Dylan, I think that there was -- oh, go ahead, I
 19  think there one slide or two slides, but just go
 20  ahead maybe with your slides and you can speak to
 21  the --
 22              DR. DYLAN KAIN:  Yes, sure, yes, so we
 23  did a bit of a deeper dive into one of the homes
 24  that had quite a large outbreak to try and figure
 25  out exactly what went wrong and why there was such
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 01  a big outbreak.
 02              So this is just a timeline of one of
 03  the homes and what went on in that home.  So you
 04  can see, and this is based on retrospective --
 05              JOHN CALLAGHAN:  Dylan, can you slow
 06  down a little bit and just speak a little slower.
 07              DR. DYLAN KAIN:  Yes, sure, sure.
 08              JOHN CALLAGHAN:  Just so people can
 09  take notes.
 10              DR. DYLAN KAIN:  So this is a
 11  retrospective chart review, so this was with the
 12  benefit of hindsight in terms of the timeline, so
 13  this was not known in realtime.
 14              But what we can see is that on the 20th
 15  of March, the home did identify that they had a
 16  respiratory cluster, but at that point in time, due
 17  to the two that were tested tested negative for
 18  COVID, and so it was a non-COVID outbreak that was
 19  declared.
 20              And so actually it wasn't for ten
 21  additional days until the 30th of March when the
 22  first confirmed resident occurred that the COVID
 23  outbreak was declared.
 24              At that point in time, there were at
 25  least 26 symptomatic residents within the home.  So
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 01  you may be wondering why was this ten-day delay?
 02  What happened here?
 03              Well, there was two big problems that
 04  went on.
 05              So first was a limited access to
 06  testing in March, so the home was only able to test
 07  two residents of the six symptomatic residents.
 08  Both of those two residents tested negative.  And
 09  the other four residents who were symptomatic at
 10  that time were not able to be tested due to
 11  limitations in testing, and they ended up having
 12  COVID but was not recognized.
 13              As over the next week, more symptomatic
 14  residents did occur, there was more testing that
 15  was done.  But at this point in time, due to the
 16  provincial backlog, there was significant delays of
 17  four, five, six days or more to get these tests
 18  back.  And so the first confirmed case did not come
 19  until the evening of the 30th for this home, at
 20  which point in time an outbreak was declared.
 21              But as you can see, this was near the
 22  peak of the outbreak in this home, which was quite
 23  unfortunately unlucky to have had COVID introduced
 24  quite early on in March.
 25              COMMISSIONER FRANK MARROCCO (CHAIR):
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 01              So, Doctor, the limit to two people,
 02  what was the nature of that limit for testing
 03  purposes?
 04              DR. DYLAN KAIN:  Yes, so we weren't
 05  involved at the time, but what I was told from the
 06  home was that they had access to only two swabs, so
 07  that had been the recommendation to swab two.
 08              At that point in time, there were other
 09  respiratory circulating viruses, and so it was felt
 10  that this was a non-COVID outbreak and so they did
 11  not -- they were not recommended to continue
 12  swabbing other residents until more symptomatic
 13  residents came up.
 14              But I can't speak to the exact details
 15  because we weren't involved at that time, just what
 16  the home has subsequently told me.
 17              COMMISSIONER FRANK MARROCCO (CHAIR):
 18              So your understanding is the home had
 19  two swabs and had six people who were sick.
 20              DR. DYLAN KAIN:  Uhm-hmm.
 21              COMMISSIONER FRANK MARROCCO (CHAIR):
 22              Tested two of them who turned out not
 23  to be positive, COVID-positive.
 24              DR. DYLAN KAIN:  Yes.
 25              COMMISSIONER FRANK MARROCCO (CHAIR):
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 01              But unfortunately, the other four that
 02  couldn't be tested because of the two-testing
 03  policy did have COVID, and of course the disease
 04  then spread through the home.
 05              DR. DYLAN KAIN:  Yes.  It is unclear
 06  whether the two that were tested had false-negative
 07  tests which are possible or whether there was
 08  another respiratory virus in the home which was
 09  certainly possible pre-pandemic.
 10              So just to highlight, so the provincial
 11  universal masking had been recommended on the 8th.
 12  They did have some universal masking earlier in
 13  this home due to the pandemic -- due to the
 14  outbreak, I should say, sorry.
 15              And then asymptomatic resident
 16  screening happened on the 14th and the 15th across
 17  the province, and so this home had a universal
 18  resident screening done on the 14th, so you'll see
 19  this large spike of purple, which is
 20  asymptomatically detected residents.  Those may
 21  have been people who had mild disease that had
 22  previously recovered or they may have been people
 23  who were truly asymptomatic.  It is hard to know.
 24              This was when the partnership on the
 25  15th of April was formally formed.  And then
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 01  asymptomatic staff testing was offered on March
 02  6th, 7th and 8th in this home, and so there was a
 03  few more staff cases detected without symptoms in
 04  early May.  And then 14 days later, the outbreak
 05  was declared over as there was no further cases
 06  within the home.
 07              So in total there were --
 08              COMMISSIONER FRANK MARROCCO (CHAIR):
 09              So the --
 10              DR. DYLAN KAIN:  Yes.
 11              COMMISSIONER FRANK MARROCCO (CHAIR):
 12              Well, go ahead, you finish what you
 13  were going to say, and then I want to ask a
 14  question.
 15              DR. DYLAN KAIN:  Oh, yes, so in total
 16  97 residents of the 113 had confirmed COVID, and
 17  there were an additional 55 staff, so just shy of
 18  160 total from this home.
 19              COMMISSIONER FRANK MARROCCO (CHAIR):
 20              So just so I understand the graph, the
 21  rectangular lines up are measuring the number of
 22  people who are ill?
 23              DR. DYLAN KAIN:  Yes, exactly, so it is
 24  the number of people who are ill based on their
 25  symptom onset date, so this is with the benefit of
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 01  hindsight, digging through the electronic medical
 02  records to figure out when their symptoms actually
 03  started, but it is not when they were diagnosed.
 04  So there was often significant delays until when
 05  the COVID diagnosis was made either because there
 06  was a delay to getting that person tested or there
 07  was a delay in the turnaround time of the testing,
 08  and so there was a delay there.
 09              COMMISSIONER FRANK MARROCCO (CHAIR):
 10              But if I understand it, if I take the
 11  date that Dr. Johnstone -- that the Toronto Region
 12  went to universal masking, which was I think you
 13  said was the 27th or 28th of March, and then April
 14  8th when the province went to universal masking, as
 15  I read the graph, virtually -- well, I don't want
 16  to say virtually everybody, but almost everybody is
 17  already sick; is that right?
 18              DR. DYLAN KAIN:  Yes, and so I'll show
 19  that actually on the next slide --
 20              COMMISSIONER FRANK MARROCCO (CHAIR):
 21              Okay.
 22              DR. DYLAN KAIN:  -- in a little bit
 23  more detail.
 24              COMMISSIONER FRANK MARROCCO (CHAIR):
 25              I'm glad you are explaining this slide
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 01  to me because --
 02              DR. DYLAN KAIN:  Yes, don't worry, and
 03  I will zoom in.
 04              So this was just to give you a
 05  representative.  There were 22 PSWs in the home who
 06  developed symptomatic COVID.  Each one of them had
 07  exposures within the window.
 08              So just to illustrate, and we'll zoom
 09  in just on a couple, but just to know that this was
 10  true of all of the PSWs, not just the ones I am
 11  going to show you in more detail.
 12              So for example, this de-identified PSW
 13  GG developed symptoms on March 31st.  So if we look
 14  back at the 14 days prior, which would have been
 15  when they were likely exposed to COVID, each one of
 16  these black dots represents a resident who they
 17  provided direct clinical care for an eight-hour
 18  shift, and so if this was done without PPE, so
 19  without universal masking, many of these would be
 20  without any sort of precautions.
 21              And below the line the orange dots
 22  represent other members on the floor who were
 23  infectious at the time, and so who may have
 24  interacted in the hallways or during dining who we
 25  may not have captured through direct contact.
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 01              So you can see that all of the PSWs who
 02  developed symptomatic COVID had exposures to
 03  residents during their infectious period, and you
 04  can also see just how interconnected the home was
 05  and how many different exposures went on, which
 06  suggests two things.  One is the high degree of
 07  care needs of these residents, and then just how
 08  many residents the PSWs are looking after; and when
 09  it spreads quickly without being recognized, you
 10  are going to have many, many exposures for each of
 11  the staff members.
 12              So this is flashing forward to the red
 13  represents when universal masking was recommended
 14  by the province, so there was some intermittent
 15  universal masking but not consistent prior to the
 16  8th of April, and so the red boxes rather than the
 17  blue represents when it was consistently introduced
 18  into the home.
 19              And I can tell you that every PSW who
 20  developed -- actually every staff in the home who
 21  developed symptomatic disease they developed within
 22  nine days or less of the universal masking.
 23              So it is unclear the degree to which
 24  universal masking helped, but certainly it was
 25  contributory to ending the outbreak among staff
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 01  members and we stopped seeing transmission within
 02  the home within one incubation period of universal
 03  masking.
 04              COMMISSIONER FRANK MARROCCO (CHAIR):
 05              And can I just stop you there.
 06              DR. DYLAN KAIN:  Yes.
 07              COMMISSIONER FRANK MARROCCO (CHAIR):
 08              You keep referring to April 8th as the
 09  date when the province mandated universal masking.
 10  What does that mean?  What does April the 8th mean?
 11  Is that the day they made the decision or is that
 12  the day that the province communicated to the
 13  long-term care homes that universal masking was the
 14  policy?
 15              DR. DYLAN KAIN:  Yes, so again, we
 16  weren't directly involved at this time, but my
 17  understanding is that was the day that the
 18  communication went to the homes across the province
 19  that they needed to implement universal masking.
 20              This home did have a degree of
 21  universal masking prior to that.  So on the day
 22  that the COVID outbreak was declared in the evening
 23  of the 30th, they implemented universal droplet
 24  contact for all residents of the home.  So any time
 25  a staff member was taking care of a resident, they
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 01  were instructed to wear a full mask, face shield,
 02  gown and gloves, but it was less consistently using
 03  masks around other staff members.  And so at that
 04  point in time, they had been quite concerned about
 05  catching COVID from the residents, but there was
 06  less concern about staff-to-staff spread, which we
 07  now understand is the major component driving
 08  outbreak; it is not just residents-to-staff but
 09  also staff-to-staff.
 10              And so there was a slow introduction of
 11  universal masking in this home that was suffering a
 12  large outbreak, but certainly by the 8th when that
 13  formal recommendation went out, we know that there
 14  was universal masking being undertaken in the home
 15  and there was some degree in between March 30th and
 16  April 8th, but the exact amount is a little bit
 17  harder to say because we weren't there.
 18              JOHN CALLAGHAN:  But, Doctor, just so I
 19  am clear, your research in this regard clearly
 20  demonstrates that universal masking had a positive
 21  impact in stopping the spread of COVID in this
 22  home?
 23              DR. DYLAN KAIN:  Yes, we believe so and
 24  we believe that there is evidence here, along with
 25  other evidence from other studies, that suggests
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 01  that at least certainly with the staff it certainly
 02  prevented further staff cases.
 03              JOHN CALLAGHAN:  All right, go ahead.
 04              COMMISSIONER FRANK MARROCCO (CHAIR):
 05              When you say "prevented", do you mean
 06  completely prevented?
 07              DR. DYLAN KAIN:  Not completely, but it
 08  mitigated the risk.
 09              COMMISSIONER FRANK MARROCCO (CHAIR):
 10              Okay.
 11              DR. JENNIE JOHNSTONE:  I think to be
 12  scientifically sound, it is associated with the
 13  reduction.
 14              DR. DYLAN KAIN:  Yes.
 15              DR. JENNIE JOHNSTONE:  I think we can't
 16  establish cause or effect, but I think we can see
 17  that there was a clear associated reduction.
 18              COMMISSIONER FRANK MARROCCO (CHAIR):
 19              Okay.
 20              JOHN CALLAGHAN:  But if one were
 21  applying the precautionary principle, one would
 22  definitively conclude that masking is a good idea
 23  in the circumstances?
 24              DR. DYLAN KAIN:  Yes, if masks are
 25  available, then certainly they seem to correlate
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 01  with a benefit.
 02              JOHN CALLAGHAN:  All right, thank you.
 03              DR. DYLAN KAIN:  So we also looked at
 04  all of the different residents and how the
 05  room-moving and crowding within the home further
 06  propagated spread.
 07              So this particular still frame, we
 08  partnered and so I just want to give credit to an
 09  architectural firm, Montgomery Sisam, who helped to
 10  create these images and to visualize what was going
 11  on in the home.
 12              So this is at a particular time point
 13  on March 20th from the second floor, so this was
 14  when they recognized that there was a respiratory
 15  cluster within the home.  And so the second floor
 16  was particularly involved.  There were four
 17  symptomatic residents on this floor from the 20th,
 18  so residents 87, 88, 90 and 69.
 19              87 was the only one from this floor who
 20  was able to be tested and who happened to test
 21  negative, but they did recognize that resident 90
 22  was in a four-bedded room and was symptomatic.  So
 23  they correctly moved resident 90 out.  88 was
 24  already in isolation because they had a single
 25  room.  But they had no further space to move
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 01  resident 69, so they isolated at the bedside, but
 02  obviously with dementia and cognitive impairment
 03  and a shared washroom, this was less than ideal.
 04  But the home was full, and so there was nowhere
 05  else to move this person to.
 06              Unfortunately, the other breakdown is
 07  that due to less understanding of outbreak settings
 08  and due to less understanding of COVID at the time,
 09  when they moved resident 90 out, they did not
 10  isolate the other high risk residents within the
 11  room, resident 91, 92 and 93, and they didn't --
 12  there was not an understanding that this was a high
 13  risk situation.
 14              So if we move forward by five days,
 15  resident 92 becomes symptomatic while in the room
 16  with resident 91 and 93, and this unfortunately led
 17  to the transmission event or is correlated with the
 18  transmission event with 91 and 93 who, flashing
 19  forward further, then developed COVID.
 20              So this was one example of both
 21  crowding leading to further spread within the home
 22  and then also less of an in-depth understanding
 23  about how to risk mitigate with the room moves.
 24              The other problem that we saw was
 25  cohorting of asymptomatics.  So in an effort to try
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 01  and create space to place symptomatic residents to
 02  avoid exposures, they did something that I think
 03  intuitively would make sense but unfortunately
 04  created quite a bit of problems, and that is when
 05  they took residents and they cohorted them with the
 06  asymptomatics together.
 07              So in this case resident 10 had been in
 08  with a symptomatic resident, so they moved resident
 09  10 into another room that had other asymptomatic
 10  residents so that they could cohort this
 11  COVID-recovered patient in with a symptomatic
 12  resident.
 13              Unfortunately, what they didn't
 14  understand was 10 was very high risk to develop
 15  COVID in the next few days because had had a high
 16  risk exposure, and so by cohorting them,
 17  unfortunately if we flash forward, this then led to
 18  transmission to one of the other residents in the
 19  room.
 20              So there were multiple examples of this
 21  where they were trying their best to reduce the
 22  spread within the home, but unfortunately, some of
 23  the room movements actually worsened or potentially
 24  worsened the spread within the home.
 25              So that is the end of my slides, but if
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 01  we could go back to the slide deck, so if we could
 02  go back to the other slide deck.  Okay, perfect.
 03              JOHN CALLAGHAN:  And can you make it
 04  fit the screen?  Thanks.
 05              DR. DYLAN KAIN:  Perfect.  So I do also
 06  just want to recognize the homes who played not
 07  just an instrumental role within the development of
 08  this mapping but also their bravery going through
 09  this whole pandemic.
 10              And if we could just go to the next
 11  slide.  And so just the conclusions that we drew,
 12  so early lack of access to testing meant that many
 13  of the facilities did not understand that they had
 14  COVID outbreaks until they had become very
 15  widespread.
 16              We also saw a high degree of
 17  interconnectivity within the homes which led to
 18  very quick spread within the homes, and this was
 19  certainly worsened in homes that had multi-bedded
 20  rooms which many of the homes within Ontario are.
 21              And then limited access and re-use of
 22  personal protective equipment seemed to be
 23  correlated with staff cases, and it seemed to
 24  correlate with the introduction of universal
 25  masking in terms of helping to prevent spread.
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 01              And crowding and in particular these
 02  room moves potentially worsened the outbreak within
 03  this home.
 04              DR. JENNIE JOHNSTONE:  I do just want
 05  to check in with you regarding your time.  Is it
 06  okay if we continue?
 07              COMMISSIONER FRANK MARROCCO (CHAIR):
 08              I think so.  I think the other
 09  Commissioners, that we are all content that you
 10  continue.
 11              DR. JENNIE JOHNSTONE:  Okay, thank you.
 12              COMMISSIONER FRANK MARROCCO (CHAIR):
 13              And you would have finished on time if
 14  we didn't ask you a whole bunch of questions, so go
 15  ahead.
 16              DR. JENNIE JOHNSTONE:  No problem.
 17              So in terms of additional observations
 18  over and above the ones that we shared, which again
 19  we were attached to other homes who also had
 20  outbreaks and I would say that the themes were
 21  similar, so this was just to take you through an
 22  example.
 23              There was an overall lack of
 24  preparedness.  Again, there may have been good
 25  examples and I don't mean to generalize, but as a
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 01  general statement as a sector, there was a lack of
 02  preparedness for a novel virus as well as for a
 03  pandemic and that part of this was there was no
 04  expertise to access.  There was no person to ask.
 05  So it was just contingent on what the home knew or
 06  happened to know.
 07              There were very limited IPAC
 08  fundamentals and knowledge in place.  Again, it
 09  might have been -- somebody may have had it in name
 10  perhaps and there may have been homes that did it
 11  well, but as a general statement, there is a lack,
 12  a fundamental lack of infection control expertise.
 13              One ah-hah moment, with the exception
 14  of some corporations, when we asked, "Who does the
 15  occupational health?" which is so critical in
 16  bringing people back or even making decisions to
 17  put people off, there was a, "What's occupational
 18  health?" question.  This is a huge gap within the
 19  sector that I don't know that has gotten a big
 20  play.
 21              But our Occupational Health Department
 22  at Sinai spent hundreds of hours calling staff to
 23  get them back, because we thought the best people
 24  to be working are the people who should be working
 25  who know the home and there hadn't been -- because
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 01  they were so busy, people went off sick, but they
 02  were well past their time where they could come
 03  back because they weren't infectious anymore, but
 04  nobody was doing the process of actually getting
 05  people back.  So you can imagine, what is it, 55
 06  staff in this home, and that is 55 people who could
 07  be working once they are past their infectivity
 08  time.
 09              So you know, there is that process
 10  which was completely absent.  And also occupational
 11  health does a whole lot of other things which is
 12  connecting with people during their -- you know,
 13  making the staff want to come back to the home,
 14  expressing concern.  Yes, there were people who
 15  lost their loved ones.  You know, like there was no
 16  sort of engagement along the way, so of course, the
 17  staff, there was a big attrition because people
 18  were like I don't want to go back to that
 19  environment.
 20              My opinion, I never met a Ministry of
 21  Long-Term Care person.  I didn't meet them in wave
 22  one.  I don't know who they were attached to this
 23  home.  I have no idea where they were.  We went in.
 24  I never heard mention of any individual, so
 25  completely absent.
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 01              COMMISSIONER FRANK MARROCCO (CHAIR):
 02              Let me understand that.  Throughout the
 03  entire period of wave one you never encountered one
 04  person from the Ministry of Long-Term Care?
 05              DR. JENNIE JOHNSTONE:  I did not.
 06              COMMISSIONER FRANK MARROCCO (CHAIR):
 07              Okay.
 08              DR. JENNIE JOHNSTONE:  Public Health
 09  was overwhelmed.  Public Health was working on
 10  multiple wildfire outbreaks all at the same time,
 11  and I do think our help, especially around
 12  constructing the epi curves and doing that real
 13  granular room movement in a way that -- you know,
 14  and Dylan was spending time on the charts.  I mean,
 15  Public Health was, again, they were dealing with
 16  all of these huge outbreaks all at the same time.
 17  There was no way that they could sort of manage an
 18  outbreak in a way that needed to be managed.  I
 19  think they were doing their very best, but you
 20  know, it really required -- and they weren't in the
 21  homes.  I mean, how do you know why -- one of the
 22  principles of outbreak management is you put things
 23  in place -- you hypothesize the problem.  You put
 24  interventions in place.  When they don't work, you
 25  circle back and do additional measures.
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 01              But there wasn't that sort of very
 02  technical, thoughtful approach because it was just
 03  everyone just doing their very best in a very
 04  challenging situation.
 05              COMMISSIONER FRANK MARROCCO (CHAIR):
 06              Doctor, if you are overwhelmed, would
 07  you not think you reach out for help?
 08              DR. JENNIE JOHNSTONE:  Well, that
 09  brings me to the next point.  What was the
 10  escalation path?  What was it?  Who were they
 11  supposed to ask?  That's the question.  I don't
 12  think anybody understood.  The homes didn't know
 13  who they were supposed to ask.  When we went in as
 14  a hospital, I had extreme moral distress for a
 15  solid week because I said I am seeing things and I
 16  am supposed to be telling someone, I know that, but
 17  I have no idea who I am supposed to tell.
 18              I personally thought the military
 19  probably should have come into these homes.  As it
 20  turns out, I think it worked out.  I mean, it was
 21  tons of effort.  But who do you tell?  Who is
 22  the -- where does this go?  Who is supposed to
 23  help?
 24              Those were all unknowns.
 25              COMMISSIONER FRANK MARROCCO (CHAIR):
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 01              Well, but I guess what I meant was
 02  wouldn't you -- the hospitals would have expertise.
 03  It is an emergency.  Wouldn't you go where the
 04  expertise is and see if they can help you, if you
 05  are overwhelmed?
 06              DR. JENNIE JOHNSTONE:  Well, I mean, I
 07  would suggest that the Public Health -- I mean,
 08  infection control is somewhat different than Public
 09  Health and that Public Health would escalate within
 10  Public Health.
 11              I think, you know, ultimately that is
 12  what happened, was that Public Health was
 13  overwhelmed and it was Ontario Health that assigned
 14  the hospitals, because quite frankly it wasn't --
 15  it was outbreak control.  It was infection control.
 16  But it was also staffing and all sorts of other
 17  things as well.
 18              So perhaps -- and actually, I don't
 19  know what Public Health did in terms of their
 20  escalation.  Maybe they did.  I don't know.  So
 21  that would be something to ask.  You know, I think
 22  I know Elizabeth Rae testified and that would be a
 23  question for them.
 24              COMMISSIONER FRANK MARROCCO (CHAIR):
 25              Right, okay.
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 01              DR. JENNIE JOHNSTONE:  And then again
 02  this lack of system support, so we went in and we
 03  did our thing.  We made it up.  I mean, honestly,
 04  it was like what are we going to do?  How are we
 05  going to approach this?
 06              First of all, it is an outbreak in a
 07  style that I had never seen before, so even me as a
 08  veteran IPAC expert was trying to figure out how to
 09  manage this outbreak, and then also as a hospital
 10  corporation providing support, there was no road
 11  map for this.
 12              So we just made it up, and I think that
 13  that was highly variable depending on the hospital
 14  and the hospital's bandwidth to be able to provide
 15  that support.  I am very proud of the work that we
 16  did at Sinai Health as a corporation, and I do
 17  think -- I do know that one home in particular,
 18  their board met to determine whether they just
 19  empty out completely, and I do believe that we were
 20  able to help avert that.
 21              But again, you know, the pathways were
 22  not clear.  And quite frankly, it never occurred to
 23  me to call a Ministry of Long-Term Care Inspector.
 24  I think back now and I guess maybe that is what I
 25  should have done, I'm not sure, but I didn't know
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 01  they existed and I certainly didn't --
 02              COMMISSIONER FRANK MARROCCO (CHAIR):
 03              Well, I don't know why -- well, never
 04  mind.
 05              DR. JENNIE JOHNSTONE:  We can move on.
 06              COMMISSIONER FRANK MARROCCO (CHAIR):
 07              Yes.
 08              DR. JENNIE JOHNSTONE:  In terms of --
 09  and then structural challenges, and I understand
 10  from Mr. Callaghan that you have been hit over the
 11  head with the infrastructure structural challenges,
 12  so four-bedded war rooms.
 13              And I do want to make the point that it
 14  is not just the room.  It is the bathroom.  So many
 15  of these ward rooms share a bathroom.  So it is not
 16  just one four-bedded room to one bathroom.  It is
 17  multiple four-bedded rooms to one bathroom.  So
 18  there are Jack and Jills in some of the homes we
 19  were in whereby it is two four-bedded rooms sharing
 20  one bathroom.
 21              So I think that is a critically
 22  important point.  It is not just the rooms; it is
 23  the access to bathrooms as well.  So even if you
 24  had all private rooms, if they shared one bathroom,
 25  then you get into trouble.  So I just I think that
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 01  is an essential point.
 02              And once it gets into that crowded
 03  environment, no infection control professional in
 04  the world can help mitigate that with COVID.  It
 05  spreads so quickly.
 06              Next slide.
 07              COMMISSIONER FRANK MARROCCO (CHAIR):
 08              Doctor, one thing that has occurred to
 09  me, once it gets into the home, it struck me, and I
 10  just want to know if I have misconceived this, it
 11  struck me that the home then becomes a COVID
 12  reservoir and workers are moving, are coming in and
 13  out, but the COVID isn't leaving the way it might
 14  if you had one person who was sick because it is
 15  moving from person to person.
 16              So you are constantly sending -- people
 17  are constantly going into a COVID environment and
 18  then going back out into the community.  Is that a
 19  correct way of looking at it?
 20              DR. JENNIE JOHNSTONE:  Well, yes and
 21  no.  I mean, you could say the same thing for a
 22  hospital.  I mean, I think that is why you have
 23  processes in place, and the infection control
 24  component should be such that you mitigate that.
 25              The one thing that I would say is that
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 01  once it gets into a resident in a multi-bedded
 02  room, that is where you start to have trouble.
 03              But again, hospitals are the same
 04  thing, but we don't transport -- as a general rule,
 05  it is pretty unusual for it to jump into the staff,
 06  unless it is staff -- you know, like we mitigate
 07  that.  So the homes should be able to mitigate it
 08  if in fact they had the right structures and
 09  infection control in place.
 10              But the multi-bedded ward rooms are
 11  tough because once it gets into one of those
 12  residents, it flies through them very -- but if you
 13  had all private rooms, it wouldn't in the same way.
 14              COMMISSIONER JACK KITTS:  Can I just
 15  follow up on that, the reservoir.  If the staff are
 16  well trained and using PPE appropriately and
 17  donning and doffing according to IPAC best
 18  practices, what is the risk of them becoming
 19  infected versus --
 20              DR. JENNIE JOHNSTONE:  From a patient
 21  or a resident?
 22              COMMISSIONER JACK KITTS:  From anybody
 23  in the home if -- I just want to know what is the
 24  confidence in the PPE if properly trained, properly
 25  donned, properly doffed?  It is not a hundred
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 01  percent protective, I'm sure.
 02              DR. JENNIE JOHNSTONE:  I don't think
 03  anything is a hundred percent, but I would say that
 04  it is pretty darn good.  Like our experience from
 05  the hospital is that I am -- when somebody has
 06  known COVID, I am not aware of any transmission
 07  event that has happened in our hospital.
 08              COMMISSIONER JACK KITTS:  So then you
 09  could assume then that it is some -- that better
 10  training and better IPAC oversight and practices
 11  would reduce the number of staff being infected in
 12  the long-term care homes?
 13              DR. JENNIE JOHNSTONE:  Yeah, and I
 14  think the point that Dylan, just to pick up on his
 15  point, I think the vast majority of infections are
 16  not resident-to-staff.  The vast majority is staff,
 17  staff-to-resident, staff-to-staff.  That has been
 18  what we have learned through this pandemic.
 19  Patient- or resident-to-staff is an unusual
 20  transmission event.
 21              COMMISSIONER FRANK MARROCCO (CHAIR):
 22              But to the extent that it is going from
 23  patient or resident to staff, the staff are going
 24  out into the community.  The resident is remaining
 25  in the home.  It is the staff person who is the
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 01  danger, if you like, to the rest of the community
 02  because they are going out into the community.  The
 03  resident doesn't endanger the community, it seems
 04  to me, because the resident is not going anywhere.
 05  Does that make sense, or is that just the ramblings
 06  of a disorganized mind?
 07              DR. JENNIE JOHNSTONE:  I would not
 08  frame it that way at all.  I think you could just
 09  argue the same point, though, for hospitals.  So
 10  that is why we have all of the processes in place,
 11  and I think that the contribution, when you have
 12  correct processes in place, when it is correct,
 13  outside the context of an outbreak, the risk of
 14  that happening is very low.
 15              In the context of an outbreak, that is
 16  where you start to see the staff cases and staff
 17  spreading it to their family members, but outside
 18  the context of an outbreak which is defined as
 19  uncontrolled spread, outside of that context, I
 20  don't think that happens or happens extraordinarily
 21  infrequently.
 22              COMMISSIONER FRANK MARROCCO (CHAIR):
 23              I was addressing a long-term care
 24  environment where it appears that there is
 25  virtually no understanding of best practices.
�0102
 01              DR. JENNIE JOHNSTONE:  So certainly,
 02  and I think that is the exact example.  I mean, I
 03  think that is what we saw in wave one especially,
 04  where you had staff in this uncontrolled outbreak
 05  taking it home to their families with,
 06  unfortunately, you know, in some cases mortality
 07  within those families.
 08              COMMISSIONER FRANK MARROCCO (CHAIR):
 09              All right, and to the extent that the
 10  staff are out in the community, they are conveying
 11  it to the community in general.
 12              DR. JENNIE JOHNSTONE:  Yes and no.
 13  Again, if we are following our Public Health
 14  advice, there should not be transmission beyond
 15  your family, right.  So I mean, that is the thing.
 16  All of the Public Health measures are designed to
 17  limit your -- for anybody who is out in the
 18  community, it is supposed to mitigate all of that.
 19  So you are not supposed to be socializing in a way
 20  within two metres, without a mask, et cetera, so it
 21  shouldn't go beyond that, but we all know that it
 22  does.
 23              COMMISSIONER FRANK MARROCCO (CHAIR):
 24              Okay, thank you.
 25              DR. DYLAN KAIN:  And there was also
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 01  recommendations I believe the 22nd of March to not
 02  have staff working between facilities for that
 03  exact reason, to try and prevent one outbreak
 04  leading on to another one if that outbreak was
 05  unrecognized.  So that was undertaken and that I
 06  think did have an impact on preventing sister
 07  outbreaks.
 08              COMMISSIONER FRANK MARROCCO (CHAIR):
 09              Okay.
 10              DR. JENNIE JOHNSTONE:  So the point of
 11  this slide is moving into wave two.  So that was
 12  wave one.
 13              Moving into wave two, which is shorter,
 14  we as a hospital were very unclear of our role.  So
 15  we sort of finished wave one with the homes, and
 16  there was a gap in communication.  There was
 17  nothing.  We didn't know, are we supposed to be
 18  helping prepare for wave two?  Most of us I think
 19  did continue our informal relationship at that
 20  point, but we did not know what we were supposed to
 21  be doing.  We did not know, are we going to be
 22  asked again?  Should we be building a team?  What
 23  should we be -- because, again, we did this on top
 24  of our other job in wave one, and we thought, okay,
 25  if we are going to do this in wave two, we probably
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 01  should build a team, but we had no information,
 02  despite asking what is the plan for the homes in
 03  wave two.
 04              So then, of course, September rolls
 05  around and outbreaks start up again as the
 06  community prevalence rises again, and so on
 07  September --
 08              JOHN CALLAGHAN:  Could I just stop you
 09  there, Doctor, just to get a context to that.  So
 10  you are asking about wave two when, in May?
 11              DR. JENNIE JOHNSTONE:  May.
 12              JOHN CALLAGHAN:  And now we are in
 13  September, and there hasn't been a plan.
 14              DR. JENNIE JOHNSTONE:  That's right.
 15  Correct.
 16              JOHN CALLAGHAN:  Okay, thank you.
 17              DR. JENNIE JOHNSTONE:  Well, not a
 18  communicated plan.
 19              JOHN CALLAGHAN:  Well, okay, there
 20  might be a plan, but no one told you, okay.
 21              DR. JENNIE JOHNSTONE:  Well, and I
 22  think we were very worried that we were going to be
 23  asked to do it again in wave two, and remembering
 24  that infection control practitioners don't grow on
 25  trees, so you know, these are -- this takes --
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 01  there is not a plethora of trained infection
 02  control people around, so if we as a hospital were
 03  going to be asked to hire people, we needed to
 04  start doing that in May.  We needed that signal in
 05  May.
 06              JOHN CALLAGHAN:  Could I ask, just
 07  because I don't think we have it, and you may not
 08  know, but I don't think we have it on the record,
 09  but how many people are trained at your level in
 10  the province?
 11              DR. JENNIE JOHNSTONE:  My level?
 12              JOHN CALLAGHAN:  Well --
 13              DR. JENNIE JOHNSTONE:  So my level
 14  would be different.  Geez, I don't know.  There is,
 15  I mean, not many.  So as infection disease
 16  physicians who go on to sort of do additional work
 17  in infection control, we don't really have a formal
 18  certification, but almost all of us either have a
 19  Ph.D. or a Masters of Public Health or a Masters of
 20  Epidemiology on top of our infectious disease.
 21              JOHN CALLAGHAN:  But in order of
 22  magnitude, are there 20 of you in the province?
 23              DR. JENNIE JOHNSTONE:  Probably more
 24  than that, because every hospital would have
 25  somebody who did some of it.  So I mean, I am in an
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 01  academic centre, so obviously I have more training
 02  than most.  But maybe 60?  That is guessing.  I
 03  don't know the answer.
 04              JOHN CALLAGHAN:  All right, then we
 05  won't stick you to that.  We'll find out another
 06  way.  Thank you.
 07              DR. JENNIE JOHNSTONE:  But then in
 08  terms of infection control practitioners, that is a
 09  number that we could probably figure out from the
 10  Canadian body to know how many registered infection
 11  control practitioners which are the sort of ICP
 12  on-the-ground people.
 13              JOHN CALLAGHAN:  Well, maybe you and I
 14  could speak offline on that.
 15  U/T         DR. JENNIE JOHNSTONE:  Yes, I'm sure we
 16  could get that number.
 17              So on September 14th, because again we
 18  are saying, okay, COVID is back and we have an
 19  outbreak.  We have homes in outbreak.  Some of them
 20  started out in pretty bad outbreaks.  Are we in or
 21  are we out, or what are we supposed to be doing?
 22              So we did have this meeting with the
 23  Toronto Region to discuss this hospital IPAC hub
 24  model.  And credit to Toronto Region - you will see
 25  the Ministry announced it November 10th - they said
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 01  September 14th I think you better just -- let's
 02  just -- we are just going to do it.  I don't
 03  exactly know what is going to unfold.  We need to
 04  do this again.  Please start building a team.  We
 05  will provide some resource to you, but please,
 06  please prepare so such that you would have somebody
 07  part of your team that could be dedicated to
 08  long-term care.
 09              So in our case at Sinai, so Dylan is a
 10  tremendous support to me and so provides that
 11  physician oversight, and then we do have an
 12  infection control practitioner who we dedicated to
 13  this role and had the resources to do that.
 14              And so each hospital hub within the
 15  Toronto Region started to build that team.
 16              I mean, again, we were pretty busy, and
 17  it was a bit of a challenge at the very beginning,
 18  but I think by October we kind of had built those
 19  teams.  And I think outside the Toronto Region, I
 20  am not sure that was done at the same speed.  I
 21  can't speak to it, but I do know that we were by
 22  October doing pretty well in the Toronto Region in
 23  terms of the IPAC hub supporting formally each of
 24  the homes.
 25              We had our first Regional IPAC Hub
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 01  Coordination Table meeting, and this is a table
 02  where we have all the physician and directors or
 03  managers from each of the IPAC hubs.  We also have
 04  Ministry of Long-Term Care, the RHRA, Public
 05  Health, Toronto Public Health, and we have Public
 06  Health Ontario and we have Ontario Health.  We also
 07  had the Long-Term Care Retirement Home Table
 08  represented there.  And then we have executive
 09  sponsorship in the form of my CEO, Gary Newton, as
 10  well as Jane Merkley, who is the Chair of the
 11  Hospital Operations Table, so that we had a
 12  mechanism to escalate issues that are relevant to
 13  the hospitals' IPAC hubs as they occur.  And so it
 14  has proven to be very helpful.
 15              Our first order of business was to
 16  figure out now that you have all of these players,
 17  who is doing what?  Who's on first?  Who is
 18  doing -- you know, and so I spent I don't know how
 19  many hours trying to work through, because at the
 20  very beginning there was some homes saying, well,
 21  who is accountable for what?  Are we doing
 22  infection control?  Are they doing infection
 23  control?  How much can the hospitals tell the homes
 24  what to do?  Public Health is saying, Are you doing
 25  the outbreak or are we doing the outbreak?  You
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 01  know, so it was a matter of who's on first.  So
 02  honestly, there was hundreds of hours spent trying
 03  to map this out.
 04              JOHN CALLAGHAN:  So between September
 05  14th and October or perhaps November, what kind of
 06  support, if any, are you getting from the Ministry
 07  of Long-Term Care?
 08              DR. JENNIE JOHNSTONE:  So the Ministry
 09  of Long-Term Care regional representative sits on
 10  the regional meeting.
 11              JOHN CALLAGHAN:  All right, but are
 12  they providing support other than sitting on the
 13  table?
 14              DR. JENNIE JOHNSTONE:  No, no.
 15              COMMISSIONER JACK KITTS:  And, Dr.
 16  Johnstone, could I ask, are the main players in the
 17  hub the hospital IPAC specialists, the long-term
 18  care clinical care people and then Public Health?
 19  Are those the three main players in the IPAC hub?
 20              DR. JENNIE JOHNSTONE:  We don't have
 21  any of the clinical care individuals.  This is
 22  really meant to be an IPAC hub, so it is -- the
 23  IPAC hub in the Toronto Region, and it differs in
 24  the other regions, in the Toronto Region is
 25  primarily hospital IPAC as well as Public Health,
�0110
 01  and there is also some Ontario Health support as
 02  well.
 03              COMMISSIONER JACK KITTS:  Okay, and
 04  from long-term care, that is government, not
 05  operations; is that --
 06              DR. JENNIE JOHNSTONE:  Correct, and so
 07  they would be the spoke, so the long-term care home
 08  would be the spoke.  So there is the hub and the
 09  spoke.  So we are the hub because we are one that
 10  is supporting multiple different homes, and the
 11  homes then each are the spoke for that hub model,
 12  if that makes sense.  So we are sort of the, I
 13  don't know, brains, if you will, and then there is
 14  sort of the brawn within the homes.
 15              COMMISSIONER JACK KITTS:  Okay.
 16              DR. JENNIE JOHNSTONE:  But we certainly
 17  go into the homes and provide that on-the-ground
 18  support to the extent that we can, but one of the
 19  things we are trying to do is build the IPAC
 20  capacity within the homes because it doesn't exist.
 21  And there has been some initial investment I think
 22  into infection control within the homes, but this
 23  is an area, again, the people don't exist.  Like
 24  this is an area post that I think will be
 25  essential.
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 01              And just to note, so November 10th is
 02  when the Ministry IPAC hub model was announced.
 03  And just as a point, I have heard a rumour that we
 04  are going to get our funding letters, but we still
 05  do not have funding letters, so this is done all on
 06  goodwill and I mention that --
 07              JOHN CALLAGHAN:  So just to be clear,
 08  that is a funding letter to allow you to perform at
 09  this level in support of the long-term care homes;
 10  correct?
 11              DR. JENNIE JOHNSTONE:  Correct.
 12              JOHN CALLAGHAN:  And that funding
 13  letter is expected from the Ministry of Health or
 14  the Ministry of Long-Term Care or --
 15              DR. JENNIE JOHNSTONE:  I believe it is
 16  the Ministry of Health via the LHIN.
 17              JOHN CALLAGHAN:  Okay.
 18              DR. JENNIE JOHNSTONE:  So we have been
 19  told by the LHIN that the funding letters are
 20  almost ready.  So we have hired people and have
 21  been working in good faith.
 22              JOHN CALLAGHAN:  So the --
 23              COMMISSIONER FRANK MARROCCO (CHAIR):
 24              When they say "almost ready", this is a
 25  letter.  I mean, like is there a Benedictine monk
�0112
 01  copying this letter out by hand?  Are these funding
 02  letters complex documents?
 03              DR. JENNIE JOHNSTONE:  I haven't seen
 04  it, so I can't comment.
 05              COMMISSIONER FRANK MARROCCO (CHAIR):
 06              Have you ever seen a funding letter?
 07              DR. JENNIE JOHNSTONE:  I have seen a
 08  funding letter.
 09              COMMISSIONER FRANK MARROCCO (CHAIR):
 10              I would say the ones I have seen, and I
 11  don't want to universalize, I would not call them
 12  mentally challenging to create.
 13              DR. JENNIE JOHNSTONE:  I cannot speak
 14  to the delay.
 15              JOHN CALLAGHAN:  Could I ask while we
 16  are on that --
 17              COMMISSIONER FRANK MARROCCO (CHAIR):
 18              I didn't really think you could,
 19  Doctor.  I just feel better now that I have said
 20  it.
 21              JOHN CALLAGHAN:  So if I could, just a
 22  question in that regard that might have occurred
 23  earlier.  When you went into these homes back in
 24  April, like I gather, and I don't know if you were
 25  involved, but things like liability, who was
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 01  legally responsible and all of that, who was
 02  dealing with that?  Or was that just to be dealt
 03  with on another day?
 04              DR. JENNIE JOHNSTONE:  I do believe,
 05  and you will have to track down this memo, there is
 06  a memo from the Ministry of Long-Term Care that did
 07  address this in April.
 08              JOHN CALLAGHAN:  Okay.
 09              DR. JENNIE JOHNSTONE:  I believe, but
 10  you will have to track it.  There is a memo.  This
 11  is not my area of strength.
 12              JOHN CALLAGHAN:  No, I wouldn't --
 13              DR. JENNIE JOHNSTONE:  But there was
 14  a -- because obviously the hospital worried about
 15  this piece of it more than -- you know, the IPAC
 16  physician, that is not usually our span of control.
 17              But I do know that this was a concern
 18  and was addressed I believe in a memo from Ministry
 19  of Long-Term Care.
 20              JOHN CALLAGHAN:  All right, good,
 21  please continue.
 22              DR. JENNIE JOHNSTONE:  Next slide.  I
 23  will do this at a very high level, but I just
 24  wanted to --
 25              JOHN CALLAGHAN:  Well, if I could stop
�0114
 01  you, Doctor, I am wondering if you could finish
 02  wave two, given the timing.
 03              DR. JENNIE JOHNSTONE:  Yes, I think so.
 04              JOHN CALLAGHAN:  There is one other
 05  topic, Commissioners.  You obviously found that Dr.
 06  Johnstone is multitalented.  One thing she did do
 07  is sit on the testing table, and I think we might
 08  have to speak to you another day about that.
 09              DR. JENNIE JOHNSTONE:  Yes, no, I think
 10  that makes sense because I think that there is
 11  information in there.
 12              JOHN CALLAGHAN:  If you could finish
 13  wave two portion, that would --
 14              DR. JENNIE JOHNSTONE:  Sure, let's do
 15  that.  That sounds great.
 16              So I will do this very quickly.  This
 17  is just the point that this work had to be done by
 18  us trying to understand who is on first, and so the
 19  point here is that we developed - "we" the IPAC
 20  hubs - developed for the Toronto Region a roles and
 21  responsibilities documents to make it clear who was
 22  doing what, but we did it for ourselves in an
 23  interim way because obviously we needed to do --
 24  and we were trying to answer -- like the homes were
 25  saying on what authority are you coming in, who is
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 01  accountable, and trying to understand.
 02              And we just had -- it was a bunch of
 03  new people working together, and we wanted to make
 04  sure we avoided the chaos in wave one that existed.
 05  And so we spent quite a lot of time trying to map
 06  this out.
 07              And so if you go to the next slide,
 08  basically at a high level it focussed on three
 09  things.
 10              Number one, the home is accountable.
 11  The home is accountable for their infection control
 12  and actions and that we as the hospital IPAC are
 13  providing guidance and support, but at the end of
 14  the day, if the home decided they did not want to
 15  take it, they did not have to take it, outside of a
 16  Management Order, for example.  You know, but in
 17  terms of a general principle, the home did their
 18  thing and we were viewed as a support.
 19              And then in terms of our relationship
 20  with Public Health because, again, historically
 21  Public Health was the one who was managing things
 22  on a day-to-day basis, or maybe not as much as a
 23  day-to-day basis, what we said is we will follow
 24  the model that we use in the hospital sector which
 25  is to say infection control, we do our stuff on a
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 01  day-to-day basis.  When it is legislated and when
 02  it is needed, we escalate to you.  Certainly COVID
 03  is of course reportable.  We will bring you in
 04  immediately, but from the home's perspective, they
 05  are saying who are we supposed to talk to.
 06              So what we said is for COVID, make sure
 07  you escalate to us, the hospital, as well as Public
 08  Health all at the same time.  And then Public
 09  Health is accountable for the outbreak, but we will
 10  do that on-the-ground very granular day-to-day be
 11  in there, you know, helping and helping support as
 12  needed but that Public Health continue to retain
 13  all legislated accountabilities and Ministry of
 14  Long-Term Care again continue to do their thing
 15  independently.
 16              JOHN CALLAGHAN:  Can I ask, so this is
 17  only with respect to the Toronto Region?
 18              DR. JENNIE JOHNSTONE:  Correct.
 19              JOHN CALLAGHAN:  So did this kind of
 20  process to your knowledge get rolled out elsewhere?
 21              DR. JENNIE JOHNSTONE:  I don't know.  I
 22  do know that people seemed to really like it, and
 23  what I can say is that I am not sure if it is the
 24  document or the exercise of making the document,
 25  and probably it was the exercise of making the
�0117
 01  document, made everything very calm.  So as soon as
 02  we were able to map out this framework and
 03  accountabilities and understanding who is doing
 04  what, I haven't heard a complaint since.  It was
 05  just very confusing at the beginning, but I would
 06  say by early November -- late October, I would say,
 07  early November, everybody knew what they were doing
 08  and that honestly we continued to have only
 09  positive feedback about how it is working.  So
 10  there hasn't been a peep about a problem since.
 11              Again, I don't know how this was rolled
 12  out elsewhere.  I have no idea.  But I do know that
 13  some of the IPAC hub didn't even start rolling
 14  until, again, after that Ministry announcement in
 15  other regions.  But I would say that in the Toronto
 16  Region, you are getting a biased view, obviously,
 17  but it has been and has continued to be said it is
 18  not chaotic.  It is organized.  People know what
 19  they are doing.  It is overwhelming because it is
 20  exhausting and it is very busy, but it is
 21  controlled, if you will, and everybody knows what
 22  each other is doing at all times and working
 23  together as a functional unit, which is I think how
 24  it is supposed to be.
 25              Moving on, so again, wave two
�0118
 01  observations, it is less chaotic.  The outbreaks
 02  still occur, but I would say that what I haven't
 03  seen is what the median of each outbreak is, the
 04  median number of affected individuals.  And I think
 05  what you will see is there is a whole lot of
 06  outbreaks that are N-of-1 or 2 or 3, but there are
 07  far fewer of those wildfire homes.  The wildfire
 08  homes still occur, but by and large those are one
 09  hundred percent predictable as to which homes were
 10  going to be affected because, again, you know, I
 11  think I have a lot of experience as an IPAC
 12  physician.  However, if you have a situation where
 13  you have multiple multi-bedded rooms, limited
 14  bathrooms, crowding, crowded hallways, there is
 15  nothing I can do once it gets into that and starts
 16  to -- and it gets hold.
 17              What we can do a lot of is, again,
 18  mitigating it getting to that degree.  We do know
 19  from Nathan Stall and the Science Table briefing
 20  that you have, I know, and hopefully have read, we
 21  are doing better in terms of the number, the
 22  absolute number.  By no means are we doing well.
 23  It is still unacceptable.
 24              However, it is better, and just and I
 25  think also how we have experienced it in the
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 01  Toronto Region may not be the same as outside the
 02  Toronto Region because, again, I do think that we
 03  have quite a lot of IPAC capacity in physician
 04  support and individuals that may not be replicated
 05  as you leave the Toronto Region.
 06              I would say that many of these
 07  outbreaks, once they start to take hold, are really
 08  infrastructure-related, getting back to that
 09  crowding and multi-bedded room.  There would be
 10  very few, if any, homes that are all single rooms
 11  that have these large outbreaks.  This is really
 12  the ones that, again, you could have picked off,
 13  they are red homes.  There is a classification of
 14  homes that Ontario Health and Public Health did
 15  which is very at risk, moderate, and green, so it
 16  was red, yellow, green in terms of how at risk they
 17  were.  So these wildfire homes happened in those
 18  homes that are red.
 19              Again, I know you have heard lots about
 20  infrastructure upgrades that are needed, so I won't
 21  get into it, but again, the crowding is still a
 22  problem.  We still have -- Directive No. 3 does not
 23  cover the fact that there are many grandfathered
 24  individuals who are sitting in four-bedded rooms
 25  who have never had COVID, so there is a lot of
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 01  sitting ducks out there.  Hopefully now with
 02  vaccine that will start to be mitigated, but you
 03  know, this is why it continues to happen.  If
 04  people ask the question how is this happening, that
 05  is how it is happening.
 06              Despite the fact that there was a
 07  delay, and in the Toronto Region we were far more
 08  advanced than other regions, but despite the delay
 09  of getting the hospital IPAC hub models working, it
 10  has been working well, by all accounts.  I actually
 11  haven't heard anyone say otherwise within the
 12  Toronto Region.  And I think that this is due to
 13  the dedication of my IPAC colleagues across the
 14  region who are doing this over and above their work
 15  because they know it is needed and they know how
 16  important it is, but people are very dedicated to
 17  this.
 18              We do need and what I don't know why
 19  the decision was to not put dedicated infection
 20  control practitioners, I mean trained, dedicated,
 21  certified infection control practitioners in the
 22  homes.  Again, this is a long-standing
 23  recommendation, best practice recommendation.  This
 24  is absolutely needed.
 25              What I see is an IPAC hub continuing,
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 01  potentially, but you know, we are really that
 02  expertise in a way that you still need the people
 03  on the ground in every home, and maybe it is 0.5,
 04  you know, depending on the size, but you need
 05  people on the ground and building that sort of just
 06  culture of infection control for which they could
 07  then reach out to people like in the hospital
 08  perhaps in the IPAC hub role to help sort of say,
 09  well, I don't know what to do here, or even
 10  mentoring, or just even sometimes you need an
 11  expert.
 12              COMMISSIONER FRANK MARROCCO (CHAIR):
 13              Do you have any sense, Doctor, why what
 14  seems to be a common sense recommendation like that
 15  and has been on the table for a long time has not
 16  been implemented or accepted?
 17              DR. JENNIE JOHNSTONE:  I do not know.
 18  There is a detailed Globe and Mail article that
 19  sort of delved into this and that I would say that
 20  my understanding -- I mean, there were numerous
 21  proposals put forward, including one by my
 22  colleagues, myself and my colleagues.  I believe
 23  that it was money, but I don't know the answer.
 24              COMMISSIONER FRANK MARROCCO (CHAIR):
 25              What would a dedicated person -- do you
�0122
 01  have any sense of what they would get paid?
 02              DR. JENNIE JOHNSTONE:  Yes, yes, so
 03  they are in the order of an RN, so somewhere around
 04  85,000 to 100,000 with benefits, that type of
 05  range.  I mean, it is a highly qualified health
 06  practitioner.
 07              COMMISSIONER FRANK MARROCCO (CHAIR):
 08              Thank you.
 09              DR. JENNIE JOHNSTONE:  And then
 10  continued lack of occupational health.  Again, I am
 11  not sure if that has come through.  This was truly
 12  an ah-hah moment for the sector that this is a
 13  complete gap that doesn't exist.
 14              Next slide.  So in terms of potential
 15  recommendations then, and as you said,
 16  Mr. Callaghan, I think we can conclude here.
 17              JOHN CALLAGHAN:  I think we should stop
 18  there after your recommendations, and then we'll
 19  connect with you to have you re-attend, if that
 20  is okay.
 21              DR. JENNIE JOHNSTONE:  Of course.  So
 22  again, concrete planning guidance that is not sort
 23  of abstract, and PPE stockpile requirements, and in
 24  my opinion, this needs to be legislated.
 25              So as somebody in the sector, in the
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 01  hospital sector, you know, that had more knowledge
 02  and capacity, even then it can get trimmed.  It can
 03  expire.  It can get not renewed.  So to me this is
 04  something that needs to be legislated both in the
 05  home as well as the hospital sector in a way that
 06  administrators who have never seen a pandemic,
 07  aren't aware of what could happen, can't say, "Why
 08  are we spending this money?  This seems like a
 09  waste of time", which is what has happened, because
 10  memories are very short.
 11              COMMISSIONER FRANK MARROCCO (CHAIR):
 12              Well, we have certainly seen that
 13  because the stockpile expired and was never
 14  replaced.
 15              DR. JENNIE JOHNSTONE:  Because it is
 16  expensive.  But you know, I think that --
 17              COMMISSIONER FRANK MARROCCO (CHAIR):
 18              Dealing with a pandemic is expensive.
 19              DR. JENNIE JOHNSTONE:  Of course.  No
 20  no, no, what I am saying is --
 21              COMMISSIONER FRANK MARROCCO (CHAIR):
 22              No, I understand.  I understand you
 23  were not -- I understand what you were saying.  I
 24  was just making an observation.
 25              DR. JENNIE JOHNSTONE:  But I have been
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 01  in conversations in other organizations where the
 02  administrators say like how much do we really need.
 03              And I think the other key is that you
 04  work with your suppliers in a way that you rotate
 05  it, right.  There is no reason for this to expire.
 06  You use it.  Like, use it, bring it in, replace.
 07  Like there should be a process such that it is not
 08  going to waste or expiring.
 09              I do believe very strongly that we need
 10  to integrate long-term care into the health system.
 11  Again, I was sitting in the hospital in January and
 12  February not even thinking about long-term care, a
 13  little bit with my national hat, but truly and did
 14  not see it as my role.  I think as a health system
 15  I think we have done a good thing here, and it
 16  needs to continue and perhaps be more concrete and
 17  better established.
 18              We need to better embed that IPAC role
 19  of Ministry of Long-Term Care and what are they
 20  doing when they go in in terms of inspecting and
 21  what are they looking at.  I think there probably
 22  needs to be some infection control training for
 23  these individuals so they understand what they are
 24  looking for.
 25              And of course, I am sure, and I am not
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 01  even getting into the role of the Ministry of
 02  Long-Term Care Inspector, but clearly I think that
 03  there is need for a higher profile role there.
 04              And then in terms of IPAC knowledge,
 05  capacity, support, again, personally, because this
 06  is the first thing to get cut as history moves on
 07  and people forget, legislate that funding for
 08  dedicated infection control resources in the home.
 09  That is an absolute essential to best practices
 10  which, again, have existed for a long time, the
 11  recommendation anyway.
 12              And that I do think, I would like to
 13  think, that there is a continued role for this IPAC
 14  hub support.  Again, if you are thinking of it from
 15  a health system perspective, it makes sense that
 16  they can then access expert support when needed and
 17  learn and build that capacity that way.
 18              I think there needs to be occupational
 19  health programs and expectations as well as a
 20  dedicated role, not just infection control.
 21              Infrastructure, I don't want to spend
 22  too much time on this.  You have heard this
 23  repeatedly, but we also -- I mean, the multi-bedded
 24  rooms, it is just you cannot manage residents
 25  safely, and not just COVID.  This is flu, RSV, all
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 01  the other respiratory illnesses, C. difficile,
 02  norovirus, et cetera, and I can go on.
 03              And it is not just about the rooms; it
 04  is also about the bathrooms.  You can't have shared
 05  bathrooms, I mean, you know, beyond possibly semis.
 06  I mean, ideally you have all private rooms with all
 07  dedicated bathrooms.  That is the ideal.  And to
 08  work towards, obviously that is going to take time.
 09              De-crowding, widened hallways, a lot of
 10  these buildings are really out of date.  And
 11  improved HVAC, which I haven't really touched on,
 12  but again I think is important across the system.
 13              Comprehensive respiratory surveillance,
 14  I think we are done with the idea that you test two
 15  and move on.  I mean, I think we really need to
 16  have -- because I am sure there is many morbidity
 17  and mortality related to influenza that we have not
 18  even touched in the past that we weren't even aware
 19  of because of the approach that we have taken.  And
 20  I think that if we had those dedicated pathways
 21  from the home to the lab and a culture of swabbing,
 22  a culture of surveillance, a culture of watching
 23  for this, that it would have done us much better at
 24  the beginning of the pandemic, and of course, the
 25  turn-around time and that needs to be a focus as
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 01  well.
 02              And I won't get into this because I
 03  know you have already even made recommendations on
 04  the staffing, but just to make the point as it
 05  relates to infection control, the fewer staff you
 06  have, the harder it is to do best practices for
 07  infection control, because if you are rushing
 08  between people, you don't take the time to wash
 09  your hands.  You don't take time to doff properly.
 10  You may wear the same gloves between people.  So
 11  that really impacts the infection control within a
 12  home.  You need proper staffing in order to be able
 13  to do the infection control properly.
 14              So with that, I think I will conclude.
 15  I know we have talked a lot, so I do appreciate you
 16  listening.
 17              COMMISSIONER FRANK MARROCCO (CHAIR):
 18              No, no, thank you.  But can I just ask
 19  you, if you were legislating the PPE stockpile
 20  requirements, what would it be?
 21              DR. JENNIE JOHNSTONE:  Off the cuff, I
 22  think you need a three-month supply.
 23              COMMISSIONER FRANK MARROCCO (CHAIR):
 24              Okay, thank you.
 25              Well, thank you both for this.  As you
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 01  can tell, we were quite engaged with this and found
 02  it quite informative.  And on behalf of the
 03  Commission, thank you very much, and thank you,
 04  Doctor, for agreeing to come back.
 05              DR. JENNIE JOHNSTONE:  I do appreciate
 06  the opportunity to share, and thank you to Dylan
 07  Kain who did a ton of this work within the home and
 08  continues to do very good work within the home.
 09              So thank you again for the opportunity.
 10              DR. DYLAN KAIN:  Thank you for having
 11  me.
 12              COMMISSIONER JACK KITTS:  Thank you,
 13  both.
 14              COMMISSIONER ANGELA COKE:  Thank you,
 15  very helpful.
 16              COMMISSIONER FRANK MARROCCO (CHAIR):
 17              Thank you.
 18  
 19  -- Adjourned at 12:15 p.m.
 20  
 21  
 22  
 23  
 24  
 25  
�0129
 01                REPORTER'S CERTIFICATE
 02  
 03                  I, DEANA SANTEDICOLA, RPR, CRR,
 04  CSR, Certified Shorthand Reporter, certify:
 05                  That the foregoing proceedings were
 06  taken before me at the time and place therein set
 07  forth;
 08                  That all remarks made at the time
 09  were recorded stenographically by me and were
 10  thereafter transcribed;
 11                  That the foregoing is a true and
 12  correct transcript of my shorthand notes so taken.
 13  
 14  
 15  
 16              Dated this 8th day of January, 2021.
 17  
 18  
 19  
 20  
 21              ___________________________________
 22              NEESONS, A VERITEXT COMPANY
 23              PER:   DEANA SANTEDICOLA, RPR, CRR, CSR
 24  
 25  


		santedicoladeana@gmail.com
	2021-01-11T07:54:51-0800
	Toronto, NY
	Deana Santedicola
	I am the author of this document and attest to the integrity of this document.




